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| ABSTRACT

Homelessness contributes to poor mental health, lack of social supports and lack of connection to health services.
This is a significant problem of inclusion in health services, and little is known about the pathways taken by adults
who are living in homelessness in Dhaka through health services, or why many drop-out of services. This study
looked at trends in mental health service use, emergency/crisis-service use, referral completion and continuity of
care, as well as experiences that influenced these trends. The design was a sequential mixed-method explanatory. In
the quantitative phase, 300 adults who are experiencing homelessness in Dhaka participated. Descriptive statistics
was used to analyze the data, chi-square test, and multivariable logistic regression were used to analyze the data.
The second phase of the study, the qualitative phase, involved conducting 20 semi-structured interviews with
service users and 12 frontline staff, which were analysed using descriptive thematic analyses. It was found that
68.0% of the participants experienced mental distress or emotional distress at the present time or recently and
63.0% indicated that they had an unmet need for mental health support. Fewer than half (39.0%) had been to a
mental health service and nearly half (59.0%) had attended an ED. The majority of the participants (73.0%) had poor
continuity of care. Poor continuity was associated with longer homelessness, substance use problems, and limited
social support, as well as to not being able to identify as a citizen. There was a correlation between improved
continuity and outreach contact and formal referral. These patterns were described by six themes of the qualitative
analysis: Survival pressure, Stigma, Broken referrals, and Unsafe discharge. The results indicate that there is a need
to enhance outreach, active referral, flexibility when registering, and coordination of services across health, housing
and social services in order to increase continuity and decrease use of crisis care.
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1. Introduction

Homelessness is a significant issue of inclusion-health. Those who have it frequently are poorly mentally healthy,
have unstable access to services, feel stigmatized and excluded from society. Mental health issues have become a
public health problem in Bangladesh and help-seeking by both personal and structural barriers in Dhaka (Jilka et al.,
2026; Tune et al., 2020). Several studies on urban poverty in Dhaka also reveal that the eviction, joblessness,
inadequate social support and stigma burden the lives of those living on the outskirts of the city (Arefin & Rashid,
2021; Begum & Hossain, 2023). Adults experiencing homelessness are likely to have all of these issues: low mental
health status, late care, disjointed referrals and frequent use of crisis services (Henderson et al., 2023; Richards &
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Kuhn, 2023). But these types of issues are seldom investigated as a connected pathway. A mixed-methods design is
applicable to this problem, since it is quantitative data that will demonstrate the pattern, and qualitative data that
will account for the reasons for the pattern.

There is still limited evidence on how adults experiencing homelessness in Dhaka move through health and social
services. The current research provide limited information on service continuity, service referral and system-level
exclusion (Perna et al,, 2024; Rabbani et al., 2025). This has resulted in a lack of coherence in policy and service
plans, with limited local knowledge. This study is designed to bridge this gap, by merging quantitative data from a
cohort with qualitative explanations from service users and frontline staff.

This study is significant for a number of reasons. It contributes local data about homelessness and mental health,
which is scarce, in Dhaka. It provides a set of service pathways that are associated with better or worse results. It
also provides a forum for both users and staff to have their say and for policy makers to learn not only about the
issues they face, but also why. Last but not least, it enables more effective planning of health and social services for
a very vulnerable population segment in the city.

Much of the current literature describes the prevalence of homelessness and mental illness, but not the processes
by which people transition in and out of care. Numerous studies are also based on small samples at one site and
few studies are quantitative patterns coupled with qualitative explanation. In this study, an attempt is made to fill
that gap.

2. Literature Review

Mental health and homelessness are closely linked. Stigma, late recognition of mental illness symptoms, family
pressure and poor services in Dhaka all contribute to the delay of seeking help for severe mental iliness symptoms
(Arafat & Hossain, 2025; Jilka et al., 2026). The barriers are likely to be even greater for adults experiencing
homelessness as they are also affected by instability, poverty and exclusion.

Money isn't the only aspect of poverty in Dhaka. Unemployment, eviction, weak social ties and stigma are also
experienced by the people living in poverty, which are compounding factors (Begum & Hossain, 2023; Kabir et al.,
2023). This has a negative impact on continuity of care and dependence on crisis services for homeless adults.

The situation of accessing healthcare to homeless people in Bangladesh is still unstudied. Some barriers may be due
to lack of identification, transportation, lack of coordination between services, discrimination and lack of mental
health services (Arafat et al., 2024; Rabbani et al., 2025). These barriers are important as they influence the ability of
a person to transition from crisis care into stable, ongoing care.

Seeking help for mental illness is no simple, individual decision. That relies on the family, social environment and
the specific type of services provided (Jani et al., 2021; Jilka et al., 2026). For homeless adults, these pathways can
result in increased fragmentation, and much greater use of emergency versus planned mental health care.

The global issue of homelessness requires a holistic approach to healthcare, as the root causes of homelessness are
not merely structural in nature and can only be addressed by tackling both health and social issues (Amadini et al.,
2025; Liu & Hwang, 2021). Homeless people are often the primary (or only) source of contact with the health system
in the emergency department, which is associated with poor co-ordination and multiple visits to the emergency
department (Hsu et al., 2026; Vohra et al.,, 2022).

In this context, mixed-methods research can be helpful as quantitative data reveal the patterns of service use, and
qualitative data provide understanding of why service use is occurring. Both studies in Bangladesh, based on
research in the cities of Dhaka and Chittagong, have found the importance of using quantitative and qualitative
evidence (Kabir et al, 2023; Rabbani et al., 2025). In summary, the literature indicates that there is a close
connection between mental health, homelessness, stigma and access to health care in Dhaka. But there is currently
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little compelling local evidence that there is a link between service use and explanations given by service users or
staff. This study is filling this void.

3. Methodology

This study used an explanatory sequential mixed-methods design. The quantitative phase was first and served to
identify patterns of services used. A qualitative phase ensued that explained the above patterns. This study was
carried out in the city of Dhaka, in Bangladesh, with service records and field sites like shelters, outreach points, and
clinics.

3.1 Quantitative Phase

The sample consisted of 300 adults (aged 18 years or older) living in Dhaka during the study period. A purposive or
consecutive sampling method was used, depending on access to records or field sites. Adults included in the
sample were homeless persons (aged 18 years or older) identified from records or field sites, who were able to
provide informed consent. Participants were excluded if they were under the age of 18, unable to consent, seriously
ill at the data collection stage and when there were incomplete records.

Structured questionnaires (or a form for extracting records) gathered information on socio-demographic
information, length and type of homelessness, mental health services utilization, utilization of emergency care
services, use of shelter, continuity of care, referral and barriers to access. Independent variables were age, gender,
length of homelessness, shelter use, service use, substance use, and social support. The outcomes were mental
health service utilization, emergency visits, repeated crisis contacts with mental health services, and continuity of
care. Frequencies and percentages were used for summarizing data. For poor continuity of care, and repeated use
of crisis services, factors were identified through cross-tabulations, chi-square tests, and multivariable logistic
regression.

3.2 Qualitative Phase

Semi-structured interviews were conducted with twenty service users and 12 frontline staff. Service users were
selected purposively and included to represent each pathway, including the use of services repeatedly in an
emergency, service continuity not being realized, and good engagement. Staff were recruited from outreach,
referral and shelter management and mental health care. Interviews focused on access challenges, why they are
using crisis services, experiences of stigma, coordination issues, and what can help people to do better. Descriptive
thematic analysis was used in the analysis of the interviews which were recorded, transcribed and analysed. Codes
were developed from the interview data and quantitative data. Service users' and staff's themes were juxtaposed
and compared.

3.3 Integration and Ethics

During interpretation, quantitative and qualitative results were compiled. The quantitative phase revealed the
patterns that were present while the qualitative phase described the reason for the patterns. Data collection was
done with ethical approval from the appropriate institutional review board. All participants in the qualitative
interviews gave informed consent. The process of conducting interviews was undertaken in a confidential and
voluntary manner and special care was taken with vulnerable interviewees.

4. Results

The quantitative results of the entire sample (N = 300) are presented, followed by the qualitative results from
service users and frontline staff (n = 32), and a summary of how the two sets of results fit together.
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4.1 Quantitative Results
Table 1: Sociodemographic characteristics of adults experiencing homelessness in Dhaka, N = 300

Characteristic n %
Age group
18-29 years 72 240
30-39 years 93 31.0
40-49 years 78 26.0
50 years or older 57 19.0
Gender
Male 210 70.0
Female 84 28.0
Other 6 2.0
Education
No formal education 84 28.0
Primary education 105 35.0
Secondary education 81 270
Higher secondary or above 30 10.0
Main income source
No regular income 135 45.0
Casual/informal work 123 410
Begging/charitable support 27 9.0
Regular employment 15 5.0

As seen in Table 1, the majority of the participants were male (70.0%). The largest age group was 30-39 years
(31.0%). Low education: 63.0% had no formal education or primary education only. Income was also precarious as
45.0% of individuals had no regular income and 41.0% were engaged in casual work. The results reveal a high
socioeconomic disadvantage for the sample as well as homelessness.

Table 2 : Homelessness characteristics and selected health and social vulnerabilities, N = 300

Characteristic n %
Duration of homelessness
Less than 6 months 54 18.0
6-24 months 99 330
2-5 years 87 29.0
More than 5 years 60 20.0
Sleeping arrangement
Street/public place 162 540
Shelter/temporary shelter 69 230
Abandoned building 48 16.0
Mixed/other 21 7.0

Selected vulnerabilities
Current/recent mental distress 204 68.0

Low/absent social support 195 65.0
No usable ID documents 177 59.0
Chronic physical illness 168 56.0
Substance-use difficulty 147 490

Table 2 shows that homelessness was often long-term: 49.0% had been homeless for two years or more, including
20.0% for over five years. Many (54.0%) typically slept outside. Mental and social vulnerabilities were prevalent:
68.0% had mental distress or were depressed, 65.0% had low social support and 59.0% had no identification
documents. Over half were chronically physically ill and 49.0% were substance use difficult. The findings indicate

Page | 41



Invisible Populations, Visible Outcomes: A Linked-Data Study of Homelessness, Mental Health, and Inclusion-Health Pathways in Dhaka

that homelessness and mental distress, physical illness and administrative exclusion were often found in
combination.

Mental health-related service utilization and continuity-of-care
outcomes

Reported unmet need for mental health support
Had contact with an outreach worker

Missed at least one scheduled appointment £
Had poor continuity of care [

Had a consistent provider/continuity of care B

Completed the recommended referral

Received a formal referral

Experienced repeated crisis-service contact |pEEEEECrTr s 37

Had two or more emergency Visits | 32

Used an emergency department (12 months)

Used a mental health service (12 months)

0 10 20 30 40 50 60 70 80

Figure 1: Mental health-related service utilization and continuity-of-care outcomes, N = 300

Figure 1 reveals a disparity between need and use of services. 68.0% experienced mental distress, of which 39.0%
had accessed a mental health service compared to 59.0% who had accessed an ED. Approximately 37.0%
experienced a repeat crisis contact. Poor referral completion 23.0% of those referred completed a referral and 44.0%
received a referral. Only 27.0% of them had a consistent provider, and 73.0% were considered to have poor
continuity of care. Over half (58.0%) did not attend one or more appointments, and 63.0% said they had an unmet
need for mental health support. The results indicate that for most, early exposure to a service was not followed by
sustained interaction.

Table 3 : Barriers to accessing mental health and related services, N = 300

Reported barrier n %
Inability to pay direct/indirect costs 219 73.0
Lack of identification/required documents 177 59.0
Transport difficulty 168 56.0
Stigma, disrespect, or discrimination 159 53.0
Uncertainty about where to obtain help 153 51.0
No reliable phone or contact address 144 48.0
Long waiting time 126 420
Lack of a person to accompany/assist 120 40.0
Inflexible opening/appointment hours 108 36.0
Limited availability of mental health 99 330
services

Table 3 shows that cost was the most common barrier, reported by 73.0% of participants. Lack of ID was an issue for
59.0% and transportation issues were at 56.0%. 53.0% reported stigma/discrimination and 51.0% did not know
where to get help. Limited mental health services, inflexible hours, lack of an escort and long waiting times were
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also mentioned. The results presented here indicate that multiple financial, administrative and social issues were at
the root of non-use of services, rather than any single factor.

Bivariate associations between selected characteristics and poor
continuity of care

={=Poor continuity, with characteristic (%) ==Poor continuity, comparison group (%)
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years difficulty  social support documents outreach formal referral
service

Figure 2 : Bivariate associations between selected characteristics and poor continuity of care, N = 300

Figure 2 shows that poor continuity of care was linked to several factors. It was greater in participants who were
homeless for >2 years (82.3% vs. 64.1%), in participants who had substance use difficulties (83.0% vs. 63.4%) and in
participants who had low social support (82.1% vs. 56.2%). It was also greater for those who had no ID document
(81.9% vs. 60.2%). Poor continuity occurred less frequently among participants who had outreach contact (61.3% vs.
84.7%), used a shelter or had a formal referral. The associations for all of the groups were significant at p < .001.
These are preliminary data, and should not be interpreted as indicating cause and effect.

Table 4 : Multivariable logistic regression models for poor continuity of care and repeated crisis-service use

Predictor Poor continuity p Repeated crisis  p
AOR (95% Cl) use AOR (95% Cl)

Age 40+ years 1.13 (0.65-1.95) 671 1.29(0.78-2.13) 324

Female/other vs. male 0.93 (0.50-1.75) .826 0.86 (0.48-1.54) 613

Homeless > 2 years 1.86 (1.04-3.33) .036 1.57 (0.94-2.63) .086

Substance-use difficulty 1.79 (1.01-3.18) .047 2.23 (1.35-3.69) .002

Chronic physical illness 1.37 (0.77-2.44) 283  1.72 (1.03-2.86) .038

Low/absent social support  2.41 (1.31-4.45) .005 1.84 (1.09-3.12) .023
No usable ID documents 2.05(1.15-3.66) .015 1.39 (0.84-2.31) .202

Shelter use 0.66 (0.37-1.18) .160 0.84 (0.50-1.40) .503
Contact with outreach 047 (0.26-0.84) .011 0.68 (0.41-1.14) 144
service

Received a formal referral  0.39 (0.21-0.71) .002 0.74 (043-1.27) 274
Poor continuity of care - - 2.58 (1.43-4.66) .002

Table 4 shows the results after adjusting for other factors. Difficulty with substance use and poor continuity (AOR =
1.86 and 1.79, respectively) raised the odds of homelessness lasting more than two years. Low social support (AOR
= 2.41) and lack of identification (AOR = 2.05) were found to be one of the strongest risk factors. Having a contact
at the outreach level and formal referral was associated with reduced odds of poor continuity (AOR = 047 and
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0.39). Substance-use difficulty, poor continuity of care, low social support and chronic physical illness each
increased the risk of repeated crisis-service use, the strongest link being for poor continuity of care (AOR = 2.58).
Neither age nor gender nor shelter use nor outreach contact had a significant impact on repeated crisis use, after
controlling for the other factors. These results are only indicative of association, as the data is taken from
observations.

4.2 Qualitative Results

During the qualitative phase, 20 adults experiencing homelessness and 12 frontline staff (n = 32) engaged in
outreach, shelter management, referrals, healthcare and case coordination were interviewed. The descriptive
thematic analysis approach was used in analysing the interviews. These codes captured participants' experiences
around accessing services, follow-up, stigma, crisis services, transitioning between organizations, and what was
helpful for them to remain connected. There have been six themes that were developed, each one of which explains
a pattern that is revealed in the quantitative results.

Theme 1: Survival Needs Came Before Healthcare

Participants frequently had to seek shelter, safety and food before they could even consider an appointment to
clinic. There was a lack of time to go to an appointment, as this could be a loss of income for the day. It was difficult
to keep medication safe and take medicines at their correct times when they didn't have a safe area to stay. Users
were seen coming to staff for help when the symptoms were at a high level and not because they were not worried
about their health, but because they wanted to live.

Theme 2: Stigma and Paperwork Shut People Out

Several described their treatment as suspicious or disrespectful due to their appearance or homelessness. There was
some anticipation of rejection before they got to a service. The lack of identification, telephone number or address
was a challenge at registration. Staff agreed that they sometimes wanted to help, but were not able to as they
needed information that their homeless client could not supply.

Theme 3: Referrals Broke Down Between Services

Participants were frequently directed to another service but not provided with any hands-on assistance to help
reach the service. They were not always aware of where to find it, when it was open or the necessary
documentation. Referrals were not always followed up with feedback, the client's service worker wouldn't know if
the client had been accepted or not and users would have to tell their story to each new service they were referred
to. Where a staff member made direct contact with the receiving service and arranged transport this proved to be
more effective, referring to the service.

Theme 4: Discharge Back to the Street Brought People Back into Crisis

Emergency services were frequently the most readily available services without an appointment. However, following
the treatment, many participants were in the same unsafe living conditions. Staff referred to a cycle of crisis, short-
term treatment, discharge and then back to crisis as there was no stable housing or follow-up plan.

Theme 5: Trust and Flexibility Helped People Stay Engaged

Participants were more willing to keep in contact with services when they knew and trusted the worker. Practical
support, reminders, assistance identifying or taking someone, was as important as emotional support. Flexible
appointments and multiple outreach efforts proved to be more effective than one-time, fixed appointments, staff
said.

Theme 6: The Service System Itself Was Under Strain

Staff reported that caseloads were high, there were insufficient mental health resources, there was a lack of
continuity of records across agencies and unclear accountability for follow-up. There was an occasional personal
link between staff and clients which assisted clients to access care, but this was not a reliable link.
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Due to the lack of full transcripts of the interviews, the theme descriptions above provide a summary of the coded
results and direct quotations from the text should be used from the original transcripts before the manuscript is

submitted for final publication.
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Figure 3: Qualitative themes and descriptive findings

Table 5 : Joint display integrating the quantitative and qualitative findings

Quantitative finding

Qualitative explanation

Integrated interpretation

mental

health need

63.0% identified as having unmet

Users valued survival, and expected
that they would be treated with
disrespect.

Unmet need wasn't due to
disinterest but to material instability
and exclusion

documents or escorts available for
users

73.0% had poor continuity of care There were no referrals that | Initiation was seldom followed by a
provided any support sustained connection
Only 23.0% completed a referral There was no transportation, | Completed only if navigation was

supported.

37.0% had repeated crisis contact

Areas reverted to unstable
conditions, following treatment

Unsafe discharge resulted in the
reproduction of crisis use.

Low support (poor continuity and
crisis use)

Individuals without trusted people
went to services independently.

Social support was a workable care-
navigation system

Outreach association with reduced
likelihood of poor continuity.

Repeated contact and trust was
used to engage.

QOutreach connected to users and
separated formal services.
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Table 5 shows good inter-phase agreement. Reported were high unmet need, lack of continuity of care, and
frequent crisis use by the numbers. The interview information provided an account of the ways in which these
patterns occurred: via survival pressure, stigma, ineffective handover, and unsafe discharge. The qualitative data also
provided additional information, not captured in the numbers, including the importance of having a trusted worker,
or telling one's story over and over at every service.

4.3 Integration of Findings

The qualitative and quantitative results were quite congruent. The figures indicated that there is high unmet need,
lack of continuity and recurrent use of crisis. The interviews clarified these numbers by invoking the concept of
survival pressure, stigma, and weak referrals and unsafe discharges. Many instances were found of poor continuity
being associated with low social support, for instance, with items such as social support helping with transport,
reminders and accompanying clients to services. Similarly, reaching out by contact was associated with improved
continuity and repeated contact fostered trust and improved the accessibility of services in the interviews.
Combined, the findings indicate that outcomes were influenced by a person's vulnerability, homelessness,
administrative challenges, and a disjointed service system.

5. Discussion

This study focused on the experiences of adults experiencing homelessness in accessing mental health services in
Dhaka and the barriers that contribute to the blockages in care pathways. The results indicate a clear evidence of
need vs care. Among those that reported mental distress, 68.0% indicated that they also had an unmet mental
health services need, but only 39.0% had sought some mental health services. Poor continuity of care was
experienced by most participants (73.0%) and more than a third experienced repeated crisis contact. This figures
align with the overall scenario in Bangladesh as the World Health Organization (WHO) has found in the country,
there is a significant treatment gap and lack of mental health specialists (World Health Organization, 2022). This is
not something that can be achieved with a system that is primarily geared towards specialists, particularly when
dealing with individuals who are experiencing poverty, homelessness and stigma as well.

The socioeconomic characteristics of the sample supports an inclusion-health approach to homelessness. The
majority of the participants were low educated, had no stable income and had a long duration of homelessness.
Healthcare for homeless individuals needs to attend to both the clinical and social issues, since only one of these
cannot address the structural factors that contribute to homelessness (Bedmar et al., 2022; Liu & Hwang, 2021). This
reflects the results of the study in Dhaka, where adults on the street are likely to be poorly educated and lack steady
employment, and also have experienced homelessness for many years; and in Dhaka, where adult pavement
dwellers are likely to experience deprivation for decades (Begum & Hossain, 2023; Rabbani et al., 2025).

Healthcare often was not a priority, when survival was required. Some participants worked in the informal sector,
which meant they would have to miss a day of work if they were required to attend an appointment and did not
have income to cover living expenses and food. This is similar to the cost-related barrier which was the most
common (73.0%). Similarly, Rabbani et al. (2025) discovered that financial constraints were cited as the reason by
most homeless non-users of services for not using services. That indicates that lack of interest in health was not the
reason for not attending appointments, as it is often assumed, but rather the need to attend the appointment was
not perceived as pressing.

Gap between mental distress and mental health service use is in line with broader evidence. A low uptake of
specialist mental health services was identified in a Dhaka informal settlement, with low awareness of specialist
services, and concerns about the cost of services, suggested by Jilka et al. (2026). Koly et al. (2024) found stigma,
cost, inadequacies in staff, and a lack of referral systems to be significant challenges in the mental health system in
Bangladesh. For adults experiencing homelessness, these obstacles are compounded by a lack of social support, not
having access to a phone and unstable housing.
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Use of emergency and crisis services was frequent, and continuity of services was uncommon. This is consistent with
evidence about how the ED is the primary health system contact for homeless people, and has been associated with
ED reattendance (Cavanaugh et al.,, 2024; Vohra et al.,, 2022). The poor continuity of care was significantly associated
with repeated crisis use with AOR = 2.58 in this study. This can be explained by a qualitative theme of discharge
back to the street as short term treatment did not address the unsafe circumstances that led to the crisis, people
went back to services again.

Lack of identification, cost, transport issues, and lack of knowledge of where to get help were very often used in
combination. National Guideline Alliance (UK) (2022) also revealed that mobility associated with homelessness
presents challenges for the registration with health and social protection systems. This implies that the normal
registration procedures, designed for individuals who have a fixed dwelling may inadvertently neglect homeless
adults.

Stigma was also prevalent (more than half of participants reported this). This mirrors a systematic review which
found that stigma by providers is a barrier to access and willingness to enter care among people experiencing
homelessness, whereas, a respectful approach to relationships was found to increase engagement (Galan-
Sanantonio & Botija, 2024; Reilly et al., 2022). This study found that staff who were respectful, who remembered
having interacted with the participant before and who continued to connect with the participant over time had a
more positive engagement level.

Lack of social support was a significant risk factor for poor continuity and multiple crisis use. Emotional support was
provided by supportive people, as well as by providing practical support for example by providing transport,
reminders and accompanying, but not only emotionally. This aligns with evidence to show that family and
community support are important ways for individuals to cope with stress and material difficulties in Dhaka, but that
they cannot substitute for stable housing, or access to services (Kabir et al., 2023).

There was a positive association between outreach contact and formal referral and better continuity of care. Passive
referrals (giving advice or a facility name) were least effective, however, when they were active (where there was a
confirmation of the appointment, transport was made and followed-up by a staff member), they were most
effective. This is consistent with evidence on the benefits of patient navigation for increasing completion of multi-
step care processes for homeless populations (Baggett et al., 2024), and evidence on the benefits of case
management for housing and engagement (Roy et al., 2024; Weightman et al., 2023).

Safe discharge planning, as well as housing, is also a factor. It is difficult to take medicine without somewhere to
keep them and if medication is not given and they are not recovered at home it can be detrimental to the
treatment. Audits conducted in hospitals indicate that homeless patients have complex needs that may need to be
supported with housing as well as clinical services (Nadicksbernd et al., 2023). While housing interventions can help
to increase stability and can positively impact a number of mental health outcomes, they are not a complete answer
to all issues (Onapa et al., 2022; Weightman et al., 2023).

High caseloads and the lack of communication between organizations and responsibility for follow-up were also
problems that frontline staff faced in a system. This is consistent with the Bangladesh mental health and primary
care systems' fragmented nature as evidenced by Koly et al. (2024) and Rabbani et al. (2025). Specialist care alone is
not sufficient to address demand and task sharing, with the use of tools such as the WHO's mhGAP programme,
could be used to close the gap.

This study utilized patterns of both the quantitative and qualitative type, included both the service user and the staff
and provided explanations for both the pattern and why it occurred. The quantitative design was a cross sectional
design, however, this cannot be confirmed as a cause and effect. People not involved in any service/place were not
necessarily included in purposive sampling. The mental distress measure was not a clinical diagnosis and self-
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reported data might be subject to recall or reporting bias. This was a qualitative sample which was not statistically
generalizable, and quotations from the interview should be included from complete transcripts prior to publication.

6. Conclusion

In this study, the mental health-related service pathways of adults who are homeless in Dhaka were explored. It
identified a clear gap between need and care, as the majority of the participants had mental distress and there was
unmet mental health needs, however, very few participants used mental health services regularly. The continuity of
care was poor in most cases and many were using repeated emergency contact and not planned treatment.

Poor continuity of care was associated with longer homelessness, substance-use issues and lack of social support,
as well as not having identification documents. There was a link between Outreach contact and Formal Referral and
continuity. These patterns were explained by the qualitative results: survival needs were prioritized over healthcare,
stigma and paperwork prevented people from being engaged, there was a high rate of referrals between services,
unstable housing post discharge caused people to fall back into crisis, trust and flexibility helped engagement and
the service system was stretched.

The results indicate that each of these factors is not solely responsible for poor mental health outcomes for
homeless adults. These are a result of a combination of the vulnerability of the individual, housing insecurity, social
isolation and the disjointed service system. For whatever reason, missed appointments and disruptions in care
frequently are indicators of survival stress, rather than of neglectfulness towards care.

A comprehensive approach is likely to be needed to achieve better outcomes. This involves low threshold outreach
offering real assessment, treatment and active referral, coupled with practical assistance and not just advice, flexible
registration for those without fixed documents or addresses, coordinated hospital discharge which considers
housing and follow up, and mental health support provided by trained non-specialist workers as there is a shortage
of mental health specialists in Bangladesh. Housing and social protection should also be integrated with health
services as stable housing helps to facilitate treatment, but is not a substitute for it.

Longer-term studies should be conducted with follow-up designs to measure the pathways of services over time
and longer-term interventions like outreach, patient navigation, flexible registration and supported discharge
should be piloted. Homelessness should be at the core of the design and evaluation of these services, with the
voices of those who have experienced homelessness heard.

In other words, health outcomes for homeless individuals should be influenced by the accessibility of service; the
ease with which individuals can connect to services; and the accountability of services throughout the service
encounter and the entire service pathway, not just one encounter or crisis.
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