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Abstract
Objectives —The aim of this systematic review was to identify and conceptualise the barriers
and enablers to accessing dental services for people experiencing homelessness in the United

Kingdom.

Methods — A literature search for studies relevant to homelessness and dental care was
conducted. The PRISMA and ENTREQ guidelines were followed. Electronic databases
(EMBASE, MEDLINE, DOSS, CINAHL, SOCINDEX, and PsycINFO) and grey literature
sources (ETHOS, Kings Fund, NICE Evidence, Open Grey, Google and the Health Foundation)
were searched up to 28 August 2018. The critical appraisal was conducted using CASP and an
adjusted version of a JBI Critical Appraisal tool. Thematic analysis was used to develop the
themes and domains.

Results- Twenty-eight papers were included. Barriers to homeless people accessing dental care
stemmed both from the lived experience of homelessness and the healthcare system. Within
homelessness, the themes identified included complexity, emotions and knowledge. Regarding
the healthcare system, identified themes included staff encounter, accessibility and organisation
Issues.

Conclusion- Homelessness can actively contribute to both an increased need for dental care and
barriers to accessing that care. The arrangement of dental healthcare services can also act as
barriers to care. This is the first systematic review to conceptualise the factors associated with
access to dental care for people who are homeless. It provides a set of recommendations for
overcoming the main barriers for homeless people to accessing dental care. It also offers

directions for future research, policy, and commissioning.
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Introduction

Homelessness is a multidimensional and complex concept.! Currently, there is no universal
consensus on how homelessness should be defined, because of the diversity and heterogeneity
among people who experience homelessness.? As a result, a number of different definitions are
being used.>* The European Typology of Homelessness (ETHOS), adopted in this review,
comprises a number of living situations including people sleeping rough (i.e. sleeping on the
streets), those living in shelters, in insecure or in inadequate housing.> Homelessness therefore

has a temporal characteristic.

In the United Kingdom (UK), homelessness has risen significantly over the last ten years and
approximately 307,000 people are currently estimated to be homeless (i.e. living in temporary
accommodation or sleeping rough).® People who experience homelessness encounter a wide
range of physical and mental health issues which adversely impact their overall wellbeing.’®
Poor dental health is one of the most common physical problems affecting this population and a
significant source of health inequalities.”®%! In line with international findings, studies in the
UK have consistently shown that homeless people’s dental health is worse than the general
(housed) population and that their treatment needs are high. They have more missing teeth, more
untreated decayed teeth and more compromised periodontal health.>'>14 They are also more
likely to suffer from dental anxiety and have poorer oral health related quality of life.® Despite
homeless people’s high treatment needs,®'215 utilisation of dental services, is low.*%! In the
UK, utilisation of dental care services by people experiencing homelessness is proportionally

lower than the utilisation of general medical services, largely due to access issues.*®

Access is an important indicator of health system performance and is commonly defined as
‘access to a service, a provider or an institution’.t” While some authors conceptualise access in
terms of specific dimensions (e.g. “acceptability, affordability, availability, accessibility,

accommodation” included in Penchansky and Thomas’s model)!® others have based their



definition on health seeking behaviour (e.g. Health Belief Model).?*?° Andersen’s behavioural
model which has been extensively used as a framework to understand the factors influencing the
use of healthcare services, incorporates both individual and contextual determinants of
healthcare service utilisation.?!3 In the current review, access is conceptualised within the

Penchansky and Thomas’s*®, and Andersen’s models.?*2

Lack of conceptualisation of barriers and enablers to accessing dental care limits our potential to
develop appropriate strategies to improve access to the services. Identifying the barriers and
enablers pertinent to homeless people’s access to dental care can enhance understanding of
homelessness and assist in the development of policy and programmes to ensure that the specific
needs of this vulnerable group are met. The purpose of this systematic review was therefore to
develop a conceptual model of the barriers and enablers to accessing dental care among people

experiencing homelessness in the UK.
Methods

The research protocol was set a priori and registered with the Prospective Register of
Systematic Reviews (PROSPERO) (reg. number: CRD42018084726). The reporting of the

review was guided by the PRISMA and ENTREQ guidelines.
Review Question

What are the barriers and enablers to accessing dental care services among people experiencing

homelessness in the UK?
Search strategy

The search strategy was developed and conducted by an information specialist (LB). The search
terms were developed around three areas, namely homelessness, dental health and the UK. The
following electronic databases were searched: EMBASE, MEDLINE, Dentistry and Oral

Sciences Source, CINAHL, SOCINDEX and PsycINFO. The searches were conducted on
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21/07/2017. Grey literature searches were undertaken using the following online sources:
Google, EThOS, Kings Fund, NICE Evidence, Open Grey and the Health Foundation. No date
or language limits were applied. An updated search for both electronic and grey literature
sources was conducted on 29/08/18.

The search strategies used in Ovid EMBASE are reproduced in Appendix 1 (a&b). These were
adapted for use in the other databases according to the syntax requirements of the respective
interfaces. The search strategies for the grey literature sources are included in Appendix 2. The
references of included studies/reports were checked for eligibility. Contact with an expert in the
field was also established in order to ensure that no relevant studies were missed.

Study selection

Search results were collected and duplicates removed in EndNote X7.4 software and transferred
to Rayyan systematic review web application? for screening. For both the published papers and
grey literature, the titles and abstracts of the identified papers/reports were screened for
inclusion by two reviewers (MP and AP). The full text of selected papers/reports was reviewed
and their inclusion in the review agreed by two independent researchers (MP and AP). In case of
disagreement, a consensus was reached through discussion. Studies/reports were included that
identified a barrier and/or enablers to accessing dental care among people experiencing
homelessness in the UK. The following inclusion criteria were adopted both at title/abstract and
full text level:

Population/participants: Individuals in the UK above 16 years old who experience
homelessness, or healthcare professionals, staff working with people experiencing

homelessness, policy makers and/or commissioners.
Phenomenon of interest: Experience of homelessness

Outcomes: Barriers and enablers, to accessing dental care services, for people experiencing

homelessness in the UK.



Type of study: All types of study design (using quantitative, qualitative and mixed methods)

except narrative reviews, summaries and abstracts.
Location of study: The review was focused on the UK.
Language: No limitations

Year of publication: No limitations

When a selection decision could not be made at the tile/abstract level, decision was made on
full-text screening.

Data Extraction and Quality Appraisal

The data extraction and quality assessment were performed independently by two researchers
(MP and AP). A pilot-tested data abstraction form was used to extract details of the individual
studies/reports that were included in the review. Data were collected on publication, location,
setting, type of homelessness (if applicable), sampling, data collection methods, participant
characteristics, sample size-age-gender, barriers and enablers.

Both published papers and grey literature were appraised. The critical appraisal of the included
studies/reports was conducted using study design specific evaluation tools [i.e. Critical
Appraisal Skills Programme (CASP)-qualitative checklist,® and an adjusted version of the
Joanna Briggs Institute (JBB) Critical Appraisal tools- Checklist for Analytical Cross Sectional
Studies] (MP and EK).? Ultimately, studies were given a high (+++), acceptable (++), or low
score (-). As there is currently no consensus on the use of critical appraisal in the synthesis of
qualitative research,?” we did not set a priority quality threshold nor did we exclude
papers/reports on the basis of quality. Similarly to other systematic reviews?- conceptual
relevance took precedence over methodological rigour. Appraisal was conducted to improve
transparency in the systematic review process. Sensitivity analysis was conducted in order to
investigate whether the inclusion of studies with a lower quality score had an impact on the

review findings.!



Evidence synthesis

The PDFs of studies that were included in the review were uploaded to NVivo qualitative data
analysis software (QSR International Pty Ltd. Version 11, 2015). Thematic analysis, as
described by Braun and Clarke®? was used to develop the themes and domains. This approach
enables researchers to provide an in depth analysis of complex data.®2 The categories of barriers
and enablers were used to ‘direct the gaze’ of the researcher in the analytical process. Direct
findings from the studies and/or authors’ conclusions and interpretations, which were supported
by the study findings, were coded. Codes and emergent themes were then discussed with, and
interrogated, by a second reviewer (CQ). Agreement was reached by discussion consensus. The
three step inductive synthesis procedure included: 1) coding the text; 2) identifying the themes

and 3) producing the main domains.

Results

Literature identified

The PRISMA Flow diagram of search results can be seen below (Figure 1).
Please insert Figure 1 here

The search of electronic databases identified 494 potential relevant studies. Two hundred and
twenty one papers were identified through other sources. Of the 715, 68 were duplicates and
were removed. Following screening, 28 papers/reports met the eligibility criteria and were
included in the review. The reasons for excluding papers on full text are provided in Appendix 2.
Level of agreement between the reviewers was 97% and 98% at the level of titles/abstracts and

full texts, respectively; resolved by discussion.

Study characteristics
The included studies used either quantitative (e.g. questionnaires, audits) or qualitative

methodologies (interviews, focus groups) and were conducted in different parts of the UK. The
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participants included people experiencing homelessness, healthcare professionals, individuals
working in the homelessness sector, other stakeholders, or a combination. When homeless
people were included in the study, the participants were commonly males and sleeping rough or
living in shelters or centres providing temporary accommodation. The majority of the studies
used nonprobability convenience sampling techniques or purposive sampling which were
deemed necessary due to the transient nature of homeless people’s lives. The characteristics of

the 28 included studies are presented in Appendix 3.

The methodological quality of the studies was mixed (N=9 high; N=14 acceptable; N=5 Low).
Often, appraisal was hindered by the quality of reporting rather than the conduct of the study.
The CASP tool results indicated that all studies clearly defined their research aims and findings.
However, information on the choice of the methods used to collect the data as well as details on
how the methods were implemented, was limited. Furthermore, it was not always clear whether
ethical issues had been taken into account, nor whether the analysis of data was sufficiently
rigorous. The application of JBB tool indicated that among the 9 studies that used quantitative
methods, in none was it clear whether the outcome was measured in a reliable way. The results
of critical appraisal, can be found in Appendix 4. Sensitivity analysis indicated that the inclusion
of studies with the lowest scores did not have an impact on the review findings and therefore did
not affect the conclusions drawn. Although papers with higher quality scores commonly

contributed more to the review findings, all papers/reports informed the review to some extent.

Themes identified

Using thematic analysis, six themes, within two domains were generated: 1) Lived experience of
homelessness (Complexity, Feelings/Emotions, Knowledge) and 2) the healthcare system (Staff
Encounter, Organisational, Accessibility). Barriers and enablers to accessing dental services are
presented within these themes. Although both the lived experience of homelessness and the

healthcare system act as barriers to care, the factors identified as having the potential to improve



homeless people’s access to dental health care are discussed within the themes of the healthcare
system. These can have an impact on some or all of the three themes under the domain of

homelessness.

Figure 2 illustrates the relationship between the themes and main domains. Illustrative

quotations for each theme are presented in Appendix 5.
Please insert Figure 2 here
Lived experience of homelessness

Complexity

For people who experience homelessness and chaotic lifestyles, current priorities such as
securing accommodation and managing their daily living expenses, are more pressing issues to
deal with than oral health.34333437 Mental health issues and psychosocial factors can exacerbate
the prevalent dental anxiety/fear and further inhibit dental attendance.®® Furthermore,
dependency issues (i.e. drugs, alcohol) lead to self-neglect and further decrease the priority

placed upon oral health.%11:33.38

Lack of awareness of dental health status, low perceived need for dental treatment and having
poor oral health expectations prevent homeless people from seeking dental care.>3:3 However,
some authors report that this is not because oral health is not an important issue for homeless

people. Rather, oral health becomes low priority in face of other more imminent priorities.3®

When not entitled to free treatment and/or travel, low disposable income, can be a significant

barrier for attending dental appointments, 41214.33,35,36:38-42

Feelings/Emotions
Anxiety due to previous negative experiences with a dentist (during childhood, adolescence or
in the most recent past) and dental fear are common reasons given by homeless people to,

explain why they do not attempt to attend for dental treatment.14.3335364143 The fact that

9



homeless people visit dentists only in emergency cases, further increases their anxiety, as by
delaying treatment they come to associate dentists with pain.** A feeling of lack of control
contributes to homeless people feeling anxious during dental appointments.** Embarrassment in
relation to the condition of their teeth and the subsequent impact on self-esteem can itself act as

a barrier.3433

An individual’s unwillingness to change their behaviours, and mistrust/dislike of healthcare
services/professionals, also act as barriers to dental attendance for homeless people.®333537
Some homeless people also feel discriminated or stigmatised by dental professionals and/or
receptionists. Furthermore, there are some reports that homeless people perceive the service they

receive/would receive as different (lesser) than that received by the general population.!
Knowledge

Lack of knowledge about eligibility, available services and how to arrange a dental visit hinder
dental access for people who are homeless. 2-411:35-37:41454647 The jssue of how benefit payments
schemes affect entitlement and rights to care is a source of confusion among the homeless

population, who sometimes may not know which benefit scheme they are on.1*4!

A key deterrent among non-English speaking homeless people to attending care is the language

barrier which in turn leads to mistrust of the services.3>%’
Healthcare system

Staff Encounter
Dental professionals may fear aggression and have cross infection concerns with regard to their
homeless patients.* Limited or no training in dealing with socially excluded groups, can affect

the confidence of staff in dealing with homeless people.3

Compassionate communication which means dental staff being approachable, friendly,

supportive, sympathetic, not being easily shocked and having an understanding of the

10



difficulties that homeless people encounter appear to be important qualities for staff dealing with

homeless people and is important in determining the success of any service provided. 3326

Organisational

The cost of care, along with any additional travelling costs, are inhibitory factors to homeless
people attending a dental practice, particularly for those who need more than one course of
treatment 31135364142 The financial penalties for broken appointments and the resulting
outstanding fines also impact on homeless people’s ability to access dental care and retain their
ongoing relationship with a dental practice.®383° Having a hostel address or no fixed abode can

preclude homeless people from registering with a dentist,>>3841:44

Lack of resources, fragmentation of services and lack of collaborative working seem to affect
the implementation and continuity of intervention programmes aiming to improve homeless

people’s oral health.36:46

Support from service managers and commissioners, is important if oral health interventions
targeting homeless people are to exist.*® A holistic ethos, where psychosocial factors are taken
into account together with physical ones (including oral health),®> would prevent homeless

people feeling singled out because of their dental health.

Flexibility in working hours so that common schedules can be established between the dental
staff and the shelters providing temporary accommodation have been recommended.*® Training

can help improve dental staff’s understanding about the difficulties that homeless people face.*

A participatory and bottom up approach, which gives the opportunity to homeless people to
share their opinions and views and be engaged in the design and decision making process of
service development is welcomed and supported by both the healthcare professionals and

homeless people themselves337:3946
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Consistency in service delivery is also important as it helps to build trusting relationships. It is
acknowledged that an oral health intervention is more likely to be successful if it becomes part

of a homeless person’s recovery journey from homelessness or addiction. 46

Accessibility

Homeless people are sometimes refused ongoing care at dental practices, and some clinics, or
dentists are hesitant to accept homeless people for treatment.1133-3541-4348 Reasons reported for
precluding homeless people from ‘registering’ or attending included lack of a fixed address (i.e.
having a hostel address), the practice being full or existence of a waiting list, the practice taking
only private patients and patients being on welfare benefits.1033354-43 From the healthcare
provision side, some reasons for the hesitation to take on people who experience homelessness
include the belief that they should be accessing care through dedicated services, that they are
likely to have drinking problems, that the practice list is full, and that homeless people have
poor compliance or rate of attendance resulting in dental services losing money (i.e. are ‘not

practice builders’).114°

An important barrier for homeless people to accessing primary care includes strict access
regulations, appointment slots and brief consultation sessions.** Successful dental programmes
provide a more flexible service tailored to the homeless people’s complex needs (i.e. outreach
services). 31136404450 Thjis approach can reduce fear and stigma on both sides, and can also be
used as a first step in getting people to have control over their oral health thereby empowering

them to access mainstream services.1:37:3

The use of a three-tier dental service is strongly supported by the literature, meaning that there is
a need to identify those people who need to access emergency dental services, those who require
one-off treatments, and those wishing to access routine dental care and adapt services to their
needs.® Furthermore, it has been suggested that booking appointment slots for homelessness

services rather than for individuals, may promote uptake and attendance.*
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Providing information on existing dental services, entitlements and eligibility to homeless
people, as well as charities and health service providers, has been recommended as a means of
promoting uptake of dental services in this population..3335414445 Sypport for being accepted for
care and attending a dental appointment can enhance homeless people’s confidence, motivation

and empowerment to access the service. 1333

This review found that the most frequently cited factors operating as barriers for homeless
people to accessing dental services included chaotic lifestyles and competing priorities, dental
anxiety and refusal or inability to register or lack of provision of ongoing care to homeless
people. The most frequently reported enablers were flexibility (accommodating chaotic
lifestyles and tailoring services to homeless people’s complex needs), staff training, establishing

partnerships and a multidisciplinary, collaborative and outreach approach.
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Discussion

Both the lived experience of homelessness and the arrangement of dental healthcare services act
as barriers to care. If they are to be used by homeless people, services must take into account
homeless people’s complex needs and tailor themselves to meet them. This review has led to the
conceptualisation of barriers for homeless people to accessing dental care and
identified potential strategies to overcome them. It provides an evidence based platform for the
development of future research, policy and practice. Understanding the barriers experienced by
homeless people when in need of dental care is important in promoting access to the services

and ultimately addressing their health needs.

In this review, access to dental services for people who are homeless was found to be an
interaction between the characteristics of potential users (e.g. complexity) and those of the
dental health system (e.g. organisation). This is consistent with existing models of access to
healthcare where access is conceptualised as the interface between “the characteristics of
population and those of the healthcare resources”.®%' Furthermore, similarly with existing
models that include both individual and contextual determinants of healthcare use, the themes
identified in this review appear not to operate independently but rather interact with each other
to influence access to care.*®?-2 For example, availability of services can interact with the cost
of transportation to influence access.!” Our synthesis further suggests that, the lived experience
of homelessness appears to attenuate the difficulties related to population characteristics. Thus,
the barriers to service use by people who are homeless appear in this review to be conceptually
similar, but different in extent and emphasis, to those currently identified for the general
population.® As the research question relates to equity in accessing services,>® our model
emphasises that improvements to dental access for homeless people should originate from the
healthcare system itself as homeless people lack the resources to overcome deficits in

knowledge, emotions and complexity.
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A review of access of homeless people to dental care in the US identified similar geographical,
financial and cultural barriers for the lack of access to dental care.>* However, that review only
focused on the characteristics of the population acting as barriers to care and thus bias towards
the structural components of access could have been introduced. A recent systematic review
which included studies published in developed countries identified similar population and
system level factors affecting homeless people’s access to dental care.>® Lack of inclusion of
grey literature appears to explain why some elements captured in our review were not identified
in others® (i.e. confusion on how benefit eligibility affects right to care and language difficulties
acting as barriers to care; support to register and attend services as an enabler). Peer advocates
can be an important source of support for people experiencing homelessness to register and
attend services. They can also help to enhance overall understanding of the difficulties that
homeless people face in accessing dental care.!’ Furthermore, homeless people’s views on
optimal outcomes of dental care or service use may differ from that of the service providers.>
Therefore, a participatory approach, where people experiencing homelessness are involved in
the design and development of projects/services/policies, is strongly recommended. Such an
approach can ensure the acceptability, sustainability and potential effectiveness of intervention

programmes or services.*
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Implications for clinical practice, education and policy

The current review focused on access of homeless people to dental services in the UK. However,
it appears that many of the barriers identified are applicable to homeless populations in other
countries (e.g. cost, availability, complexity).>*> Furthermore, they seem to have cross-
healthcare system relevance (e.g. specialist primary healthcare services and mental health
services).? This may well be explained by the fact that barriers and enablers for people who are
homeless are conceptually similar regardless of the country or healthcare setting. Thus, the
themes that this review has identified seem to be transferable to other contexts and have the
ability to inform broader policy and practice. A multiagency approach appears to be the optimal
way forward and may enable a coordinated and better response to improve access of homeless

people to a range of healthcare services.

Although both population and system characteristics appear to influence access to dental care, it
is clear that modifications need to stem from the system itself. Such changes have the potential
to influence barriers associated with the lived experience of homelessness. For example, staff
training can enhance the understanding and attitude of staff towards homeless people, and this
can reduce feelings of stigmatisation among homeless people. Such training should also be
incorporated in undergraduate curriculums. Dental schools provide an ideal setting in educating
the future dental workforce to be better equipped to deal with homeless people and other
marginalised groups. Expanding the current curriculum to include outreach activities,
engagement of students with marginalised groups, and enabling members of the communities to
become teachers can enable students to develop skills outside the clinical environment.>® Such
activities can also enhance students’ understanding and confidence in engaging with

marginalised individuals in their future career.
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Policy makers and commissioners should acknowledge the complex and diverse needs of people
experiencing homelessness and provide adequate support to make current dental services more
accessible and flexible to socially marginalised individuals. At the same time, it is important that

efforts target the ability of homeless people to perceive, seek and obtain dental care.
Strengths and weaknesses of the study

Systematic reviews are increasingly being used to draw reliable evidence to inform research and
policy.” In this study, a comprehensive approach was used to identify all possible
articles/reports relevant to the research question and this enabled us to derive a variety of themes
and explore how these compare with existing models of access. Furthermore, thematic analysis
is a tested method that provides an explicit link between the primary studies and the conclusions
drawn and thus adheres to principles that are important in systematic reviews.3! The inclusion of
grey literature reduced the possibility of publication bias and allowed a more balanced view of

the existing evidence.>®

The model developed could be used in a variety of settings to explore avenues for successful
implementation of oral health promotion services for people who are homeless. Another strength
of this review lies in the fact that both the patients and providers/carers’ perspective were
explored, and thus bias towards either the individual or structural components of access was

limited.

Lack of robust evaluations and poorly described data collection methods, as well as the
convenience sampling used within primary studies, will have affected the quality of the review.
Furthermore, the systematic review included studies conducted in the UK only. Expanding it to
other developed countries would give a wider perspective on the salient issues although they

appear to be universal.
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Unanswered questions and future research

The review identified a clear gap in evidence about the effectiveness of different dental
healthcare service models.. Better understanding of the effectiveness of different models is
crucial if the complex health needs of homeless people are to be met. It is also important to
identify elements that promote oral hygiene and self-care and relevant behavior changes in this

population.

A mapping of services currently providing dental health to homeless people at the government,
private and third sector level would be useful for people experiencing homelessness, for
researchers and healthcare practitioners alike. Information on availability, eligibility, registration

and cost could help minimise existing gaps in knowledge which influence practice.

Evaluation of peer advocacy in promoting dental care and access, as well as uptake of services

and positive changes in homeless people’s lives is warranted.

Conclusions

Both the lived experience of homelessness and the current arrangements for dental healthcare
services act as barriers to care. It is important to consider what support is needed for homeless
people to engage with services and access care. Future services should be delivered in a way that
recognises homeless people’s complex and diverse needs, and should be reconfigured in order to

try to meet them.

Robust evaluation of the effectiveness of different models for improving access to dental care
for homeless people is warranted, with the ambition of clarifying the exact scope that
appropriate dental services for people who are homeless should take. This would enable the

needs of people experiencing homeless to be appropriately addressed.

Conflict of interest

18



The authors declare no conflicts of interest. The funders had no role in the analysis or reporting

of data.
Funding

Public Health England funded this work.

Acknowledgements

The authors would like to thank Public Health England (PHE) for funding this work. We are
also extremely thankful to Professor Ruth Freeman, expert in homelessness and dental health,
for her assistance in locating further studies. Thank you also to both reviewers for their

constructive feedback which helped us expand the interpretation of our findings.

References

19



10.

11.

12.

13.

14.

15.

Leng G. The impact of homelessness on health. A guide for local authorities. London:
Local Government Association; 2017.

Collins J. Characterising homeless people in Scotland: can oral health, health and
psycho-social wellbeing enhance the ETHOS typology of homelessness. Dundee:
University of Dundee; 2012.

Coles E, Edwards M, Elliot GM, Freeman R, Heffernan A, Moore A. The oral health of
homeless people across Scotland: Report of the homeless oral health survey in Scotland,
2008-2009. Dundee: University of Dundee, Dental Health Services Research Unit; 2011.
Hill KB, Rimington D. Investigation of the oral health needs for homeless people in
specialist units in London, Cardiff, Glasgow and Birmingham. Prim Health Care Res
Dev. 2011;12:135-144.

FEANTSA. ETHOS typology on homelessness and housing exclusion. 2005.
https://www.feantsa.org/en/toolkit/2005/04/01/ethos-typology-on-homelessness-and-
housing-exclusion. Accessed September 13, 2018.

Shelter. Far from alone. Homelessness in Britain in 2017. London: Shelter; 2017
Homeless Link. The unhealthy state of homelessness. Health audit results 2014. London:
Homeless Link; 2014.

Homeless Link. The health and wellbeing of people who are homeless: findings from a
national audit. London: Homeless Link; 2010.

Quilgars D, Pleace N. Delivering health care to homeless people: An effectiveness
review. York: Centre for Housing Policy, University of York; 2003.

Surrey Homeless Alliance. Surrey homeless health needs audit report 2016. Surrey:
Surrey Homeless Alliance; 2016.

Groundswell. Healthy Mouths: A peer-led health audit on the oral health of people
experiencing homelessness. London: Groundswell; 2017.

Waplington J, Morris J, Bradnock G. The dental needs, demands and attitudes of a
group of homeless people with mental health problems. Community Dent Health
2000;17(3):134-137.

Daly B, Newton T, Batchelor P, Jones K. Oral health care needs and oral health-related
quality of life (OHIP-14) in homeless people. Community Dent Oral Epidemiol. 2010;
8:136-44.

Blackmore T, Williams S, Prendergast MJ, Pope JE. The dental health of single male
hostel dwellers in Leeds. Community Dent Health. 1995;12:104-109.

Collins J, Freeman R. Homeless in North and West Belfast: an oral health needs
assessment. Br Dent J. 2007;202:E31.

20



16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

28.

29.

Pleace N, Jones A, England J. Access to general practice for people sleeping rough.
York: The University of York; 1999.

Levesque JF, Harris MF, Russell G. Patient-centred access to health care:
conceptualising access at the interface of health systems and populations. Int J Equity
Health. 2013;12:18.

Penchansky R, Thomas WJ. The concept of access: definition and relationship to
consumer satisfaction. Med Care. 1981;19:127-140.

Rosenstock IM. Why people use health services. Milbank Mem Fund Q. 1966;44:
Suppl:94-127.

Irfan FB, Irfan BB, Spiegel DA. Barriers to accessing surgical care in Pakistan:
healthcare barrier model and quantitative systematic review. J Surg Res. 2012;176:84-94.
Andersen R. Revisiting the behavioural model and access to medical care: does it matter?
J Health Soc Behav. 1995;36: 1-10.

Andersen R, Davidson P. Ethnicity, ageing and oral health outcomes: A conceptual
framework. Adv Dent Res. 1997;11: 203-9.

Andersen R, Davidson P (2001) Improving access to care in America. In: Andersen R,
Rice T, Kominski G, editors. Changing the US health care system. San Francisco,
Jossey-Bass: 2001.3-31 p.

Ouzzani M, Hammady H, Fedorowicz Z, ElImagarmid A. Rayyan-a web and mobile app
for systematic reviews. Syst Rev. 2016;5:210.

Critical Appraisal Skills Programme. CASP qualitative research checklist. 2017,
http://docs.wixstatic.com/ugd/dded87_25658615020e427dal194a325e7773d42.pdf.
Accessed March 02, 2018.

Moola S, Munn Z, Tufanaru C, et al. Systematic reviews of etiology and risk . In:
Aromataris E, Munn Z, ed. Joanna Briggs Institute Reviewer's Manual. Adelaide: The
Joanna Briggs Institute; 2017. https://reviewersmanual.joannabriggs.org/ Accessed
March 30, 2018.

Dixon-Woods M, Bonas S, Booth A, et al. How can systematic reviews incorporate
qualitative research? A critical perspective. Qual Res. 2006;6:27—-44.

Baines R, Regan de Bere S, Stevens S, et al. impact of patient feedback on the medical
performance of qualified doctors: a systematic review. BMC Med Educ. 2018;18:173.
Flemming K, McCaughan D, Angus K, Graham H. Qualitative systematic review:
barriers and facilitators to smoking cessation experienced by women in pregnancy and
following childbirth. J Adv Nurs. 2015;71:1210-26.

21


https://www.ncbi.nlm.nih.gov/pubmed/5967464
https://reviewersmanual.joannabriggs.org/
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bbaines+the+impact+of+patient+feedbac

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43

Robertshaw L, Dhesi S, Jones LL. Challenges and facilitators for health professionals
providing primary healthcare for refugees and asylum seekers in high-income countries:
a systematic review and thematic synthesis of qualitative research. BMJ Open. 2017,
4;7:e015981.

Thomas J, Harden A. Methods for the thematic synthesis of qualitative research in
systematic reviews. BMC Med Res Methodol. 2008;8:45.

Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 2006;
3:77-101.

Caton S, Greenhalgh F, Goodacre L. Evaluation of a community dental service for
homeless and 'hard to reach’ people. Br Dent J. 2016; 220:67-70.

Beaton L, Freeman R. Oral health promotion and homelessness: A theory-based
approach to understanding processes of implementation and adoption. Health Educ J.
2016;75:184-197.

Pathway. Improving dental services for homeless people. London: Pathway; 2013.

Coles E. A qualitative exploration of the public and private faces of homelessness:
engaging homeless people with health promotion. Unpublished PhD. Dundee: University
of Dundee; 2013.

Burrows M, Edgar R, Fitch T. More than a statistic. London: Healthy London
Partnership; 2016.

Coles E, Freeman R. Exploring the oral health experiences of homeless people: a
deconstruction-reconstruction  formulation. Community Dent Oral Epidemiol.
2016;44:53-63.

Rosengard A, Laing I. Bridging the gaps and improving the response. Independent
evaluation of NHS Lanarkshire’s Health and Homelessness Team. Lanarkshire: North
Lanarkshire Council; 2010.

Simons D, Pearson N, Movasaghi Z. Developing dental services for homeless people in
East London. Br Dent J. 2012;213:E11.

Marshall K, Roberts G, Wisher S. Leicester Dental Survey 2015. Leicester: Leicester
City Council; 2015.

Crane M, Warnes T. Single homeless people’s access to health-care services in South
Yorkshire. South Yorkshire: NIHR Collaboration for Leadership in Applied Health
Research and Care; 2011.

. Midgley A, Buckley A. Westminster CHAT Report. London: St Mungo’s; 2017.

22



44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

Coles E, Watt C, Freeman R. ‘Something to Smile About’: An evaluation of a capacity-
building oral health intervention for staff working with homeless people. Health Educ J.
2012;72:146-155.

Healthy London Partnership. Health care & people who are homeless. Commissioning
guidance for London. London: Healthy London Partnership; 2016.

Beaton L, Coles A, Rodriguez A, Freeman R. HOPSCOTCH Report. Homeless People in
SCOTland: a process evaluation of a Community—based oral Health intervention - the
findings of a pilot study from 4 NHS Boards. Dundee: University of Dundee; 2015.
Poyser J. An assessment of the health needs of single homeless people in
Nottinghamshire. Nottinghamshire: Nottinghamshire County Council; 2013.

Clark J. Hammersmith and Fulham Health audit report. London: St Mungo’s; 2017.
British Dental Association. Dental care for homeless people. London: BDA; 2003.

Daly B, Newton JT, Batchelor P. Patterns of dental service use among homeless people
using a targeted service. Healt J Public Health Dent. 2010;70:45-51.

Frenk J. The concept and measurement of accessibility. In: White KL, Frenk J, Ordonez
C, Paganini JM, Starfield B, editors. Health services research: An Anthology.
Washington: Pan American Health Organization; 1992. 858-64 p.

Arksey H, Jackson K, Wallace A, et al. Access to health care for carers: Barriers and
interventions. York: National Co-ordinating Centre for NHS Service Delivery and
Organisation R & D (NCCSDO); 2003.

Whitehead M. The concepts and principles of equity and health. Int J Health Serv.
1992;22:429-445.

King TB, Gibson G. Oral health needs and access to dental care of homeless adults in
the United States: a review. Spec Care Dentist. 2003;23:143-7.

Goode J, Hoang H, Crocombe L. Homeless adults' access to dental services and
strategies to improve their oral health: a systematic literature review. Aust J Prim Health.
2018;24:287-298.

Wall EK, Walmsley EJ. Tackling a dry mouth: an oral health intervention for Sjogren's
sufferers. Community Dent Health. 2015;32:5-7.

Denison HJ, Dodds RM, Ntani G, et al. How to get started with a systematic review in
epidemiology: an introductory guide for early career researchers. Arch Public Health.
2013;71:21.

Paez A. Grey literature: An important resource in systematic reviews. J Evid Based Med.
2017;10:233-240.

23



Figure legends
Fig.1, PRISMA Flow Diagram

Fig.2, Model illustrating the relationship between the themes and domains regarding access of

people who are homeless to dental care
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