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Personal motivation for this thesis

Since 1995, I have been working as an outreach doctor for homeless people in Amsterdam. During work, I meet 
homeless patients, colleagues, organizations, policy makers and politicians, and their problems. I have been trying 
to disentangle the complex of homelessness, problems and care provision, in order to get an overview of what 
is needed to improve social medical care for those in highest need. 

To me, our homeless patients, their problems and their journeys to find support, are a continuous source of 
inspiration and exploration. Therefore, my practice based knowledge and experience with life and death in 
the streets of Amsterdam are the foundation of my academic search to better understand social medical care 
before and during homelessness.  This thesis is a scientific account of my journey.

People experiencing homelessness are in a chronic state of social and medical crisis. Due to a lack of basic social 
needs such as housing, income and healthy living, they often accelerate down a deteriorating path complicated 
by addictions, and worsening mental and physical health. In terms of care, the interaction between social and 
medical problemsa demands simultaneous support by social and medical workers. When the basic social needs 
for a homeless person are repaired, the path towards care for addiction, mental and physical problems becomes 
possible. 1,2 

People may get lost when they have no guidance. Often the road leads to indolent and destructive activities, 
reduction of income, accumulation of social and financial debts, and finally, the loss of housing. The journey of 
losing the basic social supports may take many directions, depending on the point of departure and the as-
sociated “baggage”.3 Possible destinations include independent living, assisted living, shelter housing, prison time 
or a residential facility for addiction, mental and/or physical health problems.

Homelessness is a major and serious public health problem. It is stated that for homeless people, the life 
expectancy averages about 45 years, similar to the lifespan in Dickens’ time. Too often, the structure of health 
services creates an actual barrier to recovery, and, as a result, contributes to a downward spiral of deteriora-
ting health and health choices. 4 Homeless populations are 3-4 times more likely to die prematurely than the 
general housed population, according to studies in Australia, Canada, Denmark, the Netherlands, Sweden and 
the US. 5,6 Therefore, in rich countries, where the life span of homeless people is almost half that of the general 
population, the health services do not seem to contribute to the promotion of health. It is essential, therefore, 
to obtain knowledge on how to prevent people from becoming homeless and how to improve the health of 
homeless persons.  

Although a considerable amount of medical literature on homelessness and health is available, little scientific 
research contributes to the guidance in the development and organization of programs to prevent homeless-
ness and to actually improve the health of homeless people. 7-10 Studies involving homeless populations face 
difficulties and restrictions in definition, sampling, stages of homeless investigations, ethics, privacy, validated 
instruments and the reliability of results. 11,12 Using such terms as ‘homeless’, ‘homeless person’ and ‘homeless-
ness’, Stephen Hwang and co- workers in Toronto, Canada,10 found 4,564 abstracts and 258 articles which they 
systematically reviewed. They used the criteria: use of an intervention, a comparison group, and the reporting of 
health related outcomes.  Forty-five articles, less than two percent, were useful to comment on the effective-
ness of interventions.  Effectiveness was proven for (assertive) case management linked to other services and 
monetary incentives, for homeless persons with mental illness, substance abuse problems or tuberculosis. These 
interventions improved symptoms and care adherence, and a decrease in substance abuse and hospitalization. 
In the Netherlands, the Municipal Public Health Service in Utrecht studied the effect on street drug users who 
received housing and case management in three hostels. After a two year follow up, less social and medical 
problems were noticed.13 

a In the Anglo-Saxon literature the terms health problems and medical problems usually refer to the physical condition, and might exclude addiction and mental health 
problems. In this thesis we speak of medical problems as those problems - addiction, mental and physical - that are in need for an integral approach. In terms of 
health care in general, addiction and mental health problems might be excluded, as specialist care for these problems is mostly provided in separate clinics by separate 
medical professionals. Therefore, we rather speak of medical care to include all medical problems potentially present among people in highest need.
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Thus, homelessness is a major public health problem for which little scientific evidence is available on how 
to prevent homelessness and how to improve the health of homeless people. Based on the experience with 
outreach care for homeless people in Amsterdam, we want to improve scientific knowledge on how to provide 
social medical care before and during homelessness for those in highest need. Thus, the ‘street’ provides lessons 
for public health. 

How we meet homeless people in Amsterdam 
For the history of social medical care in the Netherlands, and the role of doctors for the poor, we refer to 
the work of Dr. Arie Querido (1901 – 1983). 14-17  He was the founder of the Mental Hygiene Department of 
the Municipal Public Health Service (in Dutch: Geneeskundige en Gezondheidsdienst = GGD) in Amsterdam, 
before he became a professor of social medicine at the University of Amsterdam in 1952. 15 In his article ‘social 
case work and the practice of medicine’16, Querido states: 

“Modern medicine, entering into the understanding that it has to deal with persons and not with organs, that the 
person is indivisible and inseparable from his relations and allegations, comes to the recognition that it has to be 
comprehensive, rational and humane. Therefore, it is impossible to cut away one part of the problem and to leave 
it to experts who work independently from the physician. If the medico-social work has remained undeveloped or is 
developing separately from medicine, the fault may be laid at the doctor’s door, but there is no reason to accept this 
situation.” 

GGD doctors that have followed Querido did not accept this situation and they have been responding to the 
unmet needs of the community. During the last three decades, the emergence of underserved populations 
such as street drug users, homeless individuals, alcoholics and psychiatric patients, has been a major challenge 
for public health officials. A process of designing, building and constantly adapting specific services for these 
underserved populations has been provided by the GGD in close cooperation with local leaders, and social and 
medical partners, and the police, in the community. 17-19 

Dr Valckenier 
In the 1980’s, GGD doctors and case workers started providing outreach medical care for homeless people. 
In the beginning, the activities took place in the streets, under bridges and nomadic areas. A few years later at 
several locations, drop-in hours were established in shelters, hostels and day-centres. It became clear that a 
growing and visible population of homeless people was in need of primary care that could not be provided in 
normal general practice surgeries. In response, on request of the Amsterdam Association of General Practitio-
ners (AHV) and a health insurance company (AGIS), the GGD Outreach Dr. Valckenier-Practice was established in 
1992. The practice is named after the Valckenierstreet in Amsterdam, the location where GGD health workers 
reside and from where outreach activities are provided. Registration at the Dr. Valckenier practice is arranged 
through the Welfare Department, social service unit for homeless people (Dienst Werk en Inkomen = DWI 
Amsterdam). At this unit, homeless people can request a postal address and benefit payments, premiums for a 
health insurance (AGIS), as well as financial debts, are handled automatically.

Homeless people can visit the Dr. Valckenier practice during office hours, and in case of illness can be admitted 
to one of the shelter-based convalescence care facilities. In response to a growing need for social medical care, 
in 1997 the Ambulatory Medical Team (AMT) was introduced to visit homeless patients in the streets, social 

agencies, shelters, prison and clinics. Outreach doctors and care coordinators have been guiding homeless 
people with their social and medical problems, linking them to needed medical and social services. At thirteen 
relief locations in Amsterdam about 750 homeless patients are guided for a total of 3,000 consultations, 475 
shelter-based convalescence care admissions and 450 general hospital admissions per year.18,19 

In our experience, during the social-medical assessment of homeless people, the helper needs to focus on the 
unique journey, the problems they have collected and the steps to be taken in order to repair the basic support 
structure. The social problems homeless people encounter are practical problems with obtaining and holding 
a personal identification card, social benefits, debt control, health insurance, a permit for transportation and a 
permit to access services. Without these basic supports, homeless people can easily lose their way. It is highly 
likely that they will get lost in addictions, be rejected by the community due to untreated mental health issues 
and find themselves without a safe, hygienic place to live. On average, such a sad journey ends after four to 
five decades.5 

Objective
The aim of this thesis is to describe the journey of social medical decay. Hereto, households at risk of evictions 
and homeless adults during different phases of homelessness were identified, to find out the pathways into 
homelessness, personal characteristics, social and medical problems before and during homelessness, mortality, 
and the contacts with services in Amsterdam. The findings should contribute to the scientific knowledge for 
prevention and reduction of homelessness, and the provision of social medical care before and during homeles-
sness for those in highest need. 
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The journey of social medical decay
The steps into social medical decay before and during the different phases of homelessness are described in 
this thesis. We designed a model, see figure 1, representing the different steps through various boxes. 
•  Box ‘safe’: (code green) signifies that a housed person is capable to coordinate his own social and 

medical needs and care. 
• Box A: (code yellow) signifies that a housed person has a warning to leave his home. This person can 

have or meet problems that makes one vulnerable to become homeless. This person most probably 
needs support from public services to keep his home.7-9,20 

• Box B: (code orange) signifies that a person did lose his home, and might have hope to return back 
home. Being recently homeless, the person will be knocking on many doors, and meet or attract new 
problems that deter or block pathways towards a home.21,22

• Box C: (code red) signifies that the person is lost and lonely, and definitely depends on public shelters 
and services.21 Being long term homeless, along the road searching for support - a street journey 
during which he will encounter shelters, soup kitchens, social agencies, clinics and prisons – the person 
will attract multiple and serious medical problems. He becomes ill and will need to be admitted in a 
sheltered-based convalescence care facility.19,23 

• Box D: (code purple) signifies that the person is too long and too far away from home. He can not 
find a way out. The person can not carry the burden of social and medical disease any longer. The 
ultimate step is death.5,18,24  

 Figure 1   Model of social medical decay

 ‘safe’      A   B      C        D

 green             yellow             orange      red                   purple

        A        

          T        

            

      Housed people                 R             Recently                Long term                    Death

      I              homeless                homeless    

     S         

     K        

Research questions
To explore strategies to prevent people taking the different steps down the pathway of social medical decay, 
the central question in this thesis is: 

What are the characteristics of people at risk of social medical decay, how to find and 
identify them, and how to help them before and during different phases of homelessness 
in Amsterdam?

The pathways from boxes A to D were explored by using the following sub-questions: 

1. What are the characteristics and social medical risk factors of households at risk of eviction in Amsterdam?
2.  How effective is the signalling and referral system for households at risk of eviction in Amsterdam? 
3.  What are the characteristics, social medical problems and service contacts of recently homeless people 

before and during homelessness, related to their pathways into homelessness?
4.  What are the characteristics, social medical problems and mortality of homeless adults visiting the GGD 

Outreach Dr. Valckenier-Practice in Amsterdam?
5.  What are the characteristics, social medical problems and mortality of homeless adults admitted in a shelter-

based convalescence care facility in Amsterdam?

Methods 
The central question is divided in ‘what’ and ‘how’ questions. To answer what-questions a systematic observation 
of quantitative data, to describe people, social and medical problems, was used. To answer how-questions both 
quantitative and qualitative data were collected, by using questionnaires and interviews with homeless indivi-
duals and relevant stake-holders, to explore the interaction between problems and care. For this thesis, data 
were collected during outreach activities between 1997-2008. The research samples and study episodes are 
shown in figure 2. The journey to find the answers, to describe the process of social medical decay, is reflected 
in five chapters

 Figure 2   Model of social medical decay and research samples

       Box A (yellow)                  Box B (orange)        Box C (red)                    Box D (purple)

     At Risk of Eviction                    Recently homeless Long term homeless                   Death*

    chapter 2 and 3               chapter 4                   chapter 5                              chapter 6

   households at risk of eviction      shelter services + streets      Outreach DrValckenier care        shelter based convalescence care

   2001-2003               2004                   1997-2008                              2001-2008

   rent arrears group n=275           recently homeless n=120 group A n=364*             users group n=629*

   nuisance group n=190                                       group B n=124   

                                                                              group C n=137   

*mortality is described in chapter 5 regarding group A and in chapter 6 regarding the convalescence care group
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Chapter 2

Preventing evictions as a potential public health intervention: characteristics 

and social medical risk factors of households at risk in Amsterdam.

Households with rent arrears and households causing a nuisance, as the major groups at risk of losing their 
home through a formal eviction, were studied to identify risk factors as a point of entry to apply preventive 
public health interventions. Annual reports of organizations involved in the eviction process, interviews with 
employees, and questionnaires applied to households at risk to become evicted, were used. The questionnaire 
addressed the process of eviction, demographics and underlying problems. For the rent arrears group, employees 
of twelve housing associations completed a questionnaire for 275 households for whom an eviction notice was 
served, during September and October 2003. For the nuisance group, employees of thirteen nuisance control 
care networks completed a questionnaire for 190 households that were on the verge of eviction, for whom an 
“end of intervention statement” was issued (with this statement the boundaries of voluntary intervention are 
reached and further attempts of the care network involved is terminated, an annulment of the rent contract 
from the judge can be requested by the landlord) or households that had already been evicted, between Janu-
ary 2001 to December 2003, for other reasons.

Chapter 3

Evaluation of the signalling and referral system for households at risk of 

eviction in Amsterdam.

We aimed to evaluate the functioning of the signalling and referral system set up for households at the verge of evic-
tion due to rent arrears and nuisance. We describe the problems signalled in the households concerned and the 
extent of contacts with the relevant support services, from the perspective of 1) housing associations handling 
rent arrears, and 2) nuisance control care networks handling housing related nuisance, as the major signalling 
organisations. Interviews, documents and questionnaires were used for data collection on how underlying social 
and or medical problems were identified and to what extent contacts with assistance services were existing or 
initiated. Employees of housing associations and care nuisance control care networks collected data on initial 
contacts, type of problems and assistance provided.  

Chapter 4

Pathways into homelessness: recently homeless adults problems and service 

use before and after becoming homeless in Amsterdam.

Recently homeless people, the pathways into homelessness, social medical problems and contacts with services, 
before and after becoming homeless, are described. Social science students conducted interviews with 120 
recently homeless people (defined as “last housing lost up to two years ago and legally staying in the Nether-
lands). Respondents were sampled at popular street hangouts, in day centres, emergency shelters and at a social 
benefit provider for homeless people, in April and May 2004. 

Chapter 5 

Outreach care to the homeless adults in Amsterdam: characteristics, 

social medical problems and mortality between 1997-2008.

Characteristics, status of homelessness, medical problems, reasons for encounter and mortality among home-
less adults visiting the GGD Outreach Dr. Valckenier Practice, between 1997-2008, are described. Hereto, the 
results of three studies were aggregated. Group A (n=364) was sampled at a day centre and an emergency 
shelter between April 1997 and November 1999. Group B (n=124) was sampled in a day centre, an emergency 
shelter and three residence shelters, in the period September-December 2000. Group C (n=137) was sampled 
at a social benefit provider for homeless people, in the period February-May 2005. To describe characteristics, 
status of homelessness and medical problems, data of all three groups were used. To describe reasons for en-
counter and mortality, ten years after the first encounter, data were used of group A only.   

Chapter 6

Shelter-based convalescence care for homeless adults in Amsterdam: 

a descriptive study.

Data of 629 homeless people admitted in a shelter-based convalescence care facility were collected during 
outreach care provision, between 2001 and 2008. Data included personal characteristics, medical problems, 
sources of referral, length of stay and whereabouts after discharge, and mortality. Convalescence care users 
known to have died up till March 2008 are described. Furthermore, the dynamics of the user profile and the 
facility over a period of seven years were evaluated.

Chapter 7 

General discussion and conclusions.

In the final chapter the general findings are discussed and lessons are drawn for social medical care before and 
during homelessness in Amsterdam.

14 15



References

1.  Gelberg L, Gallagher TC, Andersen RM, Koegel P. Competing priorities as a barrier to medical care among homeless adults in Los Angeles. Am J Public Health.  
1997;87(2):217-20.

2.  Ng AT, McQuistion HL. Outreach to the homeless: craft, science, and future implications. J Psychiatr Pract. 2004; 10(2): 95-105.
3.  Susser E, Moore R, Link B. Risk factors for homelessness. Epidemiol Rev 1993;15(2):546-56.
4.  An SOS from homeless people. Lancet Editorial 2005; 366, 9501: 1903.
5.  O’Connell JJ. Premature Mortality in Homeless Populations: A Review of the Literature. Nashville, USA: National Health Care for the Homeless Council, Inc., 2005.
6.  Buster MCA, Laere IRAL van. [Dynamics and problems among homeless people using shelters in Amsterdam]. Amsterdam: GG&GD, November 2001. Dutch 
7.  Shinn M, Baumohl J, Hopper K. The prevention of Homelessness Revisited. Analyses Social Issues Public Policy 2001: 95-127. 
8.  Crane M, Byrne K, Fu R, Lipmann B, Mirabelli F, Rota-Bartelink A, Ryan M, Shea R, Watt H, Warnes AM. The causes of homelessness in later life: 
     findings from a 3-nation study. J Gerontol B Psychol Sci Soc Sci 2005;60(3):S152-9. 
9.  Crane M, Warnes AM, Fu R. Developing homelessness prevention practice: combining research evidence and professional knowledge. Health Soc Care Community 

2006;14(2):156-66.
10. Hwang SW, Tolomiczenko G, Kouyoumdjina FG, Garner RE. Interventions to Improve Health of the Homeless: a systematic review. Am J Prev Med  

2005;29(4):311-19.
11. Gelberg L, Siecke N. Accuracy of homeless adults’ self-reports. Med Care 1997; 35 (3): 287-90.
12. Rossi PH. No good applied social research goes unpunished. Society 1987; 25(1):73-9.
13. Vermeulen K, Toet J, Ameijden E van. Eindrapportage hostelonderzoek Utrecht. Beter af met bad, bed, brood en begeleiding? Utrecht: GG&GD, Bureau Epidemi-

ologie en Informatie, mei 2005. 
14. Querido A. The development of social medical care in the Netherlands. Library of Social Policy and Administration. London: Routledge & Kegan Paul / New York: 

Humanities Press, 1968.
15. Querido A. Geneeskunst in transcendentie. Inaugurele Rede. Leiden: Stenfert Kroese, 1952. 
16. Querido A. Social casework and the practice of medicine. ICN review, May Issue 1956. 
17. Akkermans C. [Societal developments, clientele formation and psychiatric patients of the Amsterdam GG&GD Municipal Public Health Service 1933-1988.] 

Aanspoelen aan de Achtergracht. Amsterdam: Universiteit van Amsterdam, Faculteit der Maatschappij- en Gedragswetenschappen. Thesis. 
 Uitgeverij Aksant, 2006.
18. Brussel GHA van, Buster MCA. Public Mental Healthcare monitor 2002-2004. Amsterdam: GGD, 2005.
19. Laere IRAL van. Outreach Medical Care for the Homeless in Amsterdam. Ambulatory Medical Team: the years 1997-2004. Amsterdam: GGD Municipal Public  

Health Service, October 2005.
20. Morse GA. Causes of homelessness. In: Homelessness: a national perspective. Editors: Robertson MJ, Greenblatt M. Plenum Press, New York, 1992.
21. Goering P, Tolomiczenko G, Sheldon T, Boydell K, Wasylenki D. Characteristics of persons who are homeless for the first time. Psychiatr Serv 2002; 53 (11): 

1472-4.
22. Morrell-Bellai T, Goering PN, Boydell KM. Becoming and remaining homeless: a qualitative investigation. Issues Ment Health Nurs 2000;21(6):581-604.
23. Podymow T, Turnbull J, Tadic V, Muckle W. Shelter-based convalescence for homeless adults. Can J Public Health 2006; 97 (5): 379-83.
24. Podymow T, Turnbull J, Coyle D. Shelter-based palliative care for the homeless terminally ill. Palliat Med 2006; 20 (2):81-6.

17

chapter 2  

Households at risk of eviction

Preventing evictions as a potential public health interven-

tion: characteristics and risk factors of households at risk 
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ORIGINAL ARTICLE

Preventing evictions as a potential public health
intervention: Characteristics and social medical risk factors
of households at risk in Amsterdam

IGOR VAN LAERE1, MATTY DE WIT1 & NIEK KLAZINGA1,2

1G G D M unicipal Public H ealth Ser vice A msterdam, D r Valckenier O utreach Pr imary C are Practice for the H omeless,
1000 C E A msterdam, T he N etherlands, and 2A cademic M edical C entre, U niversity of A msterdam, D epartment of Social
M edicine, A msterdam, T he N etherlands

Abstract
A ims: The public health problems precipitating evictions are understudied and no systemic data have been collected. We aim
to identify the magnitude of evictions and the characteristics and social medical risk factors of households at risk in
Amsterdam. This will help inform policies designed to prevent eviction. M ethods: In 2003, case workers of housing
associations dealing with rent arrears, and case workers of nuisance control care networks, were interviewed and completed
questionnaires about households at risk of eviction. Questionnaires included the processes that resulted in eviction and the
characteristics and social medical problems of the households involved. Evicted households were compared with non-evicted
households. Results: In Amsterdam, over recent years 1,400 evictions, or four per 1,000 dwellings, took place annually. Of
275 households with rent arrears, 132 were evicted. Of 190 nuisance households, 136 were evicted. In both groups, the
largest household group were single male tenants between 25 and 44 years. For those reporting rent arrears, social problems
were reported in 71%, medical problems in 23%; independent risk factors for eviction were being of Dutch origin (OR 2.38
(1.30–4.36)) and having a drug-addiction problem (OR 3.58 (0.96–13.39)). For the nuisance households, social
problems were reported in 46% and medical problems in 82%, while financial difficulties were a risk factor for eviction
(OR: 8.04 (1.05–61.7)). C o n cl u si o n s: In Amsterdam, households at risk of eviction consisted mainly of single
(Dutch) men, aged between 25 and 44 years, often with a combination of social and medical problems. Financial
difficulties and drug addiction were independent risk factors for eviction. Because of the social medical
problems that were prevalent, for prevention practice evictions should be considered both a socioeconomic and a
public health problem. Preventing evictions deserves full attention as a potential effective public health
intervention.

Key Words: Addiction, Amsterdam, evictions, nuisance, pathways into homelessness, public health strategies, rent arrears

Background

Evictions can be considered a public health problem
from two perspectives. Evictions are one of the major
causes of homelessness [1–5] and, traditionally,
public health interventions focus on homeless popu-
lations [6]. On the other hand, however, to apply
upstream prevention strategies, households and their
underlying social medical problems that precipitate
evictions, can be the focus of public health interven-
tions [7–9]. In this article, we focus on the latter by

identifying the characteristics and social medical
risk factors of households at risk of eviction in
Amsterdam.

Although evictions are a well known pathway into
homelessness and can have detrimental health effects
on evictees, no systematic data about evictions and
related public health problems have been collected on
a local or national level [7–12]. In the face of our lack
of information, some studies, often only available in

Correspondence: I. R. A. L. van Laere, Doctor forHomeless People, GGD Municipal Public Health Service Amsterdam, Dr Valckenier Outreach Primary Care
Practice for the Homeless, PO BOX 2200, 1000 CE Amsterdam, The Netherlands. Tel: þ31 20 5555 396. Fax: þ31 20 5555 177.
E-mail: ivlaere@ggd.amsterdam.nl or laere@telfort.nl

( A ccepted 30 June 2009)

2009 the Nordic Societies of Public Health
DOI: 10.1177/1403494809343479

local languages, give a preliminary estimate of the
magnitude of the problem. In Australia, there are an
estimated 100,000 ‘‘bailiff assisted’’ evictions each
year [12]. Over the last decade the scale of evictions
and homelessness in Canada is described by some as
having evolved into a national crisis, although
national figures are not available [11], and in the
US evictions are believed to number many millions,
annually [5]. In the 1990s the European Federation
of National Organisations working with the
Homeless (FEANTSA) observers in 15 European
countries estimated that 1.6 million people were
subjected to repossession procedures each year, with
400,000 actually being evicted. Victims of eviction
form an important element within what was, at that
time, estimated as 2.7 million homeless people
rotating between family, short-term accommodation,
and services for homeless people [2].

Time series data collected in Europe after the
1990s, mainly collected in the social/public housing
sector, are largely incomplete. Most of the national
and local data available suggest that evictions have
increased over the past decade or so [13–19]. For
example, national eviction rates were: 0.35% of the
social housing stock in the Netherlands in 2007
(0.25% in 1995), 0.4% of dwellings in public housing
in Sweden in 2008 (0.9% in 1994), 0.56% of the
dwelling stock in England in 2005 (0.2% in 1994),
and 0.67% in the local authority letting stock in
Scotland in 2007 (0.61% in 2001) [15,16,18,19].

In the housing, social and medical literature, few
studies have examined the background or stories of
homeless people and explored the reasons for eviction
and subsequent homelessness [7–9]. In this regard, the
fundamental problem of programmes to prevent
evictions and homelessness, is how to quickly identify
and support those at most risk. Moreover, housing,
social and health services rarely have systematic
procedures, including defined warning signs, to recog-
nize exceptional vulnerability and support needs [7–9].

In a previous article we described the functioning
of the signalling and referral system set up for
households at risk of eviction in Amsterdam. It was
based on the major reasons for eviction as warning
signs for services; rent arrears, as a silent alarm, and
housing-related nuisance, as a loud alarm. It was
argued that case workers signalled problems that
should more often be shared among social and
medical professionals than actually occurred [20].

Aim of this study

Contributing to the knowledge that would help
policies to improve the evictions prevention practice,

we aimed to describe the magnitude of evictions and
households at risk in Amsterdam. Hereto, we first
describe the process of evictions as approached by
housing associations for rent arrears, and nuisance
control care networks for nuisance, before we explore
the central question of our investigation: What are the
characteristics and social medical risk factors of house-
holds at risk of eviction in A msterdam?

Housing associations and the process of eviction
for rent arrears

In the Netherlands, since the mid 1990s, social
housing associations have been privatized organiza-
tions, formerly funded by the government, to
increase and improve housing for lower income
groups. About 2.4 million dwellings managed by
the housing associations make up 35% of the total
housing stock, or 75% of the rent stock [15,21].

Regarding the process of evictions, we held inter-
views with case workers of nine out of 12 housing
associations; three were not willing to share informa-
tion. The following information was reported. In the
case of rent arrears, housing associations send
tenants a letter to pay the bill. After six to eight
weeks, a second letter is sent to inform tenants of the
option of seeking assistance from a debt control
agency. It is the tenant’s responsibility to contact the
agency. This service is the result of an agreement
between housing associations and debt control
agencies in Amsterdam, to reduce rent arrears in
order to prevent evictions. If bills remain unpaid, the
bailiff is sent in after 10 to 12 weeks. If households do
not cooperate, and the rent arrears are not dealt with
within two to four weeks, the household will be
presented to a judge for a court order for eviction.
With a court order, an eviction can be planned and
executed by the community housing effects manage-
ment in cooperation with the bailiff and the police.

Besides sending letters to rent defaulters, seven out
of 12 housing associations tried to contact tenants by
telephone and three had hired social workers to
conduct home visits. Of problematic rent defaulters
no data of the characteristics and underlying pro-
blems were available. Some rent case workers had the
impression that most evictees suffered from addic-
tions and/or mental health problems. One case
worker reported a single living person with AIDS
who was too frail to fulfil the bureaucratic duties, and
for whom administrative and medical assistance was
introduced after a home visit. In general, housing
associations reported little support for tenants who
do not actively seek help themselves. During eviction
no help was offered to find another house or shelter.
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Case workers reported that they expected most
evicted tenants to stay with family and friends but
there were no data to verify this. The proportion of
the evicted tenants that became homeless was
unavailable.

Nuisance control care networks and process
of eviction for nuisance

In 1993 the first nuisance control care network
started in Amsterdam. Since then several networks
have been established in Amsterdam and other
Dutch cities. Today, households causing repetitive
nuisance or households in need of assistance due to
severe self neglect, addiction, mental health problems
and hygienic problems can be reported to 13 nui-
sance control care networks spread over the city of
Amsterdam.

Each local network has a socialmental health nurse
from the Municipal Public Health Service (GGD)
Safety Net department who acts as a liaison between
the households and housing, social and medical
services, in close cooperation with the police. GGD
Safety Net nurses, who are familiar with multi-
problem households and pathways to find profes-
sional assistance, conduct home visits to identify
underlying problems and introduce tailored assis-
tance. The aim of this service is to improve the social
and medical condition of reported households in
order to decrease nuisance to prevent eviction.

In cases where the nuisance problems are not
resolved an ‘‘end of intervention statement’’ is issued.
This statement signifies that the intervention has
ceased and no further interventions will take place.
The landlord can request an annulment of the rental
contract from the court, after which the process
follows the same procedures as for rent arrears.

We held a meeting with case workers of all 13
nuisance control care networks, to collect informa-
tion on how households at risk of eviction were
handled, how these households were identified and
approached, what problems were encountered and
what actions were taken. Case workers told us that
about one third of the nuisance households were
reported to the network by the police (one in five by
neighbours and the rest by assistance services). In
approximately three quarters of cases the accommo-
dation was managed by a housing association and
nearly one in five were private rentals. According to
case workers many people in nuisance households
lived alone. Interventions often included treatment
by addiction services and/or mental health services.
Only a few households required compulsory treat-
ment in a mental health clinic. In most cases the

intervention was successful in dealing with the nui-
sance and eviction was prevented. One in 20 house-
holds were issued an end of intervention statement
and/or were evicted. It was not possible to estimate
the proportion of the evicted nuisance households
that became homeless. Alternative accommodation
(e.g. an emergency shelter) would usually be offered
to the household.

Methods

With regard to the magnitude of evictions in Amster-
dam, we approached all relevant stakeholders to
collect data and annual reports. In the summer of
2003, all 12 housing associations and all 13 nuisance
control care networks were approached in order to
collect data on characteristics and social medical
problems of households at risk of eviction in Amster-
dam. Individual owners of private rented houses
(100,000 houses in Amsterdam) were not appro-
ached for practical reasons.We decided not to contact
households at risk of eviction for logistic, financial
and confidentiality reasons. Moreover, in our
approach, we focused on the warning signs for the
detection of vulnerable households and their pro-
blems that services should respond to, rather than
exploring the reasons why the problems exist. Case
workers of housing associations and nuisance control
care networks are the first to be in touch with the
people in households at risk of eviction and were
therefore selected as the most suitable to provide
information. In consultation we designed a one page
questionnaire to systematically collect data that was
not registered by relevant organizations and service
providers.

Participants and data collection

For the rent arrears group, case workers completed a
questionnaire for every household for which a court
eviction order was requested, in September or
October 2003. It was estimated that 330 households
would receive a court order over a two month period.
This was based on the 2,000 court orders annually
reported by the housing associations [22].

For the nuisance group, case workers completed a
questionnaire for every household that received an
end of intervention statement or was known to be
evicted during 2001 to 2003 for other reasons. As a
central monitor to report (reasons for) evictions did
not exist, we anticipated a small overlap of nuisance
and rent arrears. We analyzed 10 out of 13 separate
annual reports available on 2001 and 2002, and
found 775 cases of housing-related nuisance, 30 end
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of intervention statements and 35 households evicted
per year.

Data were collected on the process of eviction,
characteristics and underlying problems of house-
holds at risk. Case workers reported if households
had been evicted or were in the process of being
evicted and if evicted tenants had any plans about
where to stay after eviction and their actual where-
abouts after the eviction. We analyzed data under the
subheadings of social and medical problems. Social
problems included antisocial behaviour, drop of
income and financial mismanagement. Medical pro-
blems included addiction to alcohol, drugs or
gambling, mental health problems, and physical
health problems. The items chosen were based on
problems that were (potentially) in need of support.
Unsupported, these social and medical problems are
often encountered among homeless people in
Amsterdam [9,23]. Although gambling and alcohol/
drug problems could also be considered a social
problem, these items were categorized under the
subheading medical problems because in daily prac-
tice addictions are referred to medical services. Data
collected by case workers was anonymized. The study
design did not need a process of ethical approval
according to the Dutch Act on Medical Research.

Statistical analysis

Demographics, social and medical problems are
described for both the rent arrears and nuisance
groups. The characteristics of non-evicted and
evicted households were compared and tested with
Chi-square or Fisher exact, to identify risk factors for
eviction. Multivariate logistic regression analyses
were used to study the independent association of
the risk factors with eviction. The regression model
was constructed backwards, based on a significant
change in log likelihood ratio (p < 0.05). We used the
statistical package SPSS 14.0.

Results

E victions in A msterdam

In Amsterdam, between 1999 and 2007, the number
of owner-occupied homes almost doubled, while the
total rent sector decreased by 10.4% (see Table I). In
the total rent sector, the number of households with
‘‘serious’’ rent arrears, three months or longer, is not
available. Based on information from housing asso-
ciations, 11% had rent arrears – approximately
35,000 tenants. For around 2% of tenants in both

rent sectors an application for a court order for
eviction was issued per year, of which half–three
quarters were presented to the housing effects
management. Of these, one third up to half were
actually evicted per year. In the social rent sector
the number of bailiff assisted evictions ranged
between 3.2 and 5.3 per 1,000 dwellings per year,
with a peak in 2005. The number of evictions in the
private rent sector cannot be calculated by deducting
the social evictions from the total number, because
this figure includes all kinds of properties evicted.
In Figure 1 the numbers in the eviction process are
illustrated.

The city areas with the most evictions (southeast,
north and east) correspond with the areas where the
percentage of non-Western immigrants, unemploy-
ment, poverty, gun possession and unsafe housing
environment are above the city average [24,25].
Overall, during the process of the detection of rent
arrears by the housing associations to the moment of
the actual eviction, an episode that can last about six
months, the vast majority of households seem to find
a (temporary) solution not to become evicted.
A small proportion do not seem to manage their
rental situation. We consulted the assistance net-
works for rent arrears and nuisance, and case workers
applied questionnaires to households at risk of evic-
tion in Amsterdam.

Questionnaires for households at risk of
eviction

The 275 questionnaires completed for all households
at risk of eviction in September and October 2003,
showed that in the rent arrears group nearly half were
evicted (n ¼132; 48%), ranging from 22% to 100%
per housing association. Besides rent arrears, other
reported reasons for eviction were housing-related
nuisance (7%) and illegal use of the house (8%).
Case workers knew the whereabouts after eviction of
23 households: six found another house, five stayed
with family or friends, eight stayed in other facilities
and four households were known to have become
homeless. For 83% of the households the destination
after eviction was unknown.

The 190 questionnaires completed by the nuisance
control care networks, for reported nuisance house-
holds between 2001 and 2003, showed that for 140
households an end of intervention statement was
issued, and nearly three quarters were evicted
(n ¼ 136; 71%). Besides nuisance, rent arrears were
reported in 24% (n ¼ 44) and illegal use of the house
5%. Case workers reported 44 households who had
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a plan where to stay after eviction, and the actual
whereabouts after eviction of 75 households: nine
found another house, 26 stayed with family or
friends, eight were admitted to a mental hospital,
five stayed in prison, one went abroad and 26
households were reported homeless. For 45% of the
nuisance households the destination after eviction
was unknown.

Table II outlines the demographics of households
at risk of eviction and those evicted. In the rent arrears
group, 49% were single men, 41% were Dutch, 19%
were born in Surinam/Netherlands Antilles, and 87%
were between 25–55 years old. The average age was
39 years (range 19–73 years). In the nuisance group,
61% were single men, and 88% were between 25–55
years old. The average age was 41 years (range 17–71
years). There were no significant differences between
evicted households and non-evicted households in
demographic data.

Table III outlines the social and medical problems.
In the rent arrears group, social problems were
reported three times more often than medical
problems. For more than half (56%), financial mis-
management was reported. Among the medical
problems case workers most often reported addic-
tions and mental health problems.

When compared to non-evicted households, those
who were evicted were more likely to be single
(p ¼ 0.002) and of Dutch origin (p ¼ 0.02).
Reduced income and financial mismanagement
were significantly less frequent among those evicted
(p < 0.05). However, addiction, specifically to drugs,
was significantly more frequent among the evicted
compared with the non-evicted (p < 0.05).
Multivariate analyses showed that independent fac-
tors for an increased risk for eviction were being of
Dutch origin (OR 2.4 (1.3–4.4)) and having a drug-
related problem (OR 3.6 (1.0–13.4)). The factor
associated with a decreased risk was financial mis-
management (OR 0.3 (0.1–0.7)).

311,795 rental houses

34,297 rent arrears (11%)

5,848 eviction court verdicts (17%)

3,222 effect management (55%)

1,214 evictions (38%)

40–50 nuisance evictions included

3%

Homeless?

Source: Amsterdam Bureau of Statistics, Amsterdam

Court House, Amsterdam Federation of Housing Associations,

Amsterdam Housing Effect Management (Boedelbeheer) and

Amsterdam Nuisance Control Care Networks. Personal contact

with all organizations involved in the eviction process was needed

to find these data to be integrated.

Figure 1. Number of households in the process leading towards
evictions in Amsterdam in 2002.

Table I. Population, houses and evictions in Amsterdam 1999–2007.

Citizens
Total

Houses
Total

Owner-
Occupied

Social
rent

Private
rent

Total
rent

Rent
court

applications
Effect

management

aSocial
evictions

Evictions/1,000
social

rent houses
Total

evictionsb

Evictions/1,000
rent

housesb

Year n n n n n % n n n n n n
1999 727,095 366,979 51,814 199,432 115,733 85.9 6,033 ? 750 3.8 1,296 4.1
2000 731,289 369,180 54,811 200,874 113,495 85.3 5,893 2,417 764 3.8 1,238 3.9
2001 734,540 371,092 56,674 204,771 109,647 84.7 5,713 2,772 737 3.6 1,159 3.7
2002 735,328 372,888 61,093 205,301 106,494 83.6 5,972 3,222 763 3.7 1,214 3.9
2003 736,045 374,952 64,492 203,900 106,560 82.8 6,400 3,702 652 3.2 1,348 4.3
2004 738,763 375,676 73,980 200,653 101,043 80.3 6,456 4,408 974 4.9 1,469 4.9
2005 742,951 376,233 76,923 199,801 99,509 79.6 6,163 4,755 1,064 5.3 1,432 4.7
2006 743,027 378,507 79,824 196,071 102,612 78.9 5,991 4,551 1,026 5.2 1,429 4.8
2007 743,104 379,302 93,074 191,215 95,013 75.5 5,491 4,167 835 4.4 1,303 4.6

On 1 January 2006, Amsterdam had 743,027 citizens, 49.3% were male, 21.1% were between 0–20 years, 11.3% were older than 65 years,
and 14.1% received unemployment or disability benefits. Among a total of 406,720 households, 54.6% were single, 19.6% were adults
without children, 15.2% adults with children, 9.5% single parents and 1.1% lived in other household compositions. Of all households 19.1%
received housing benefits. [Amsterdam Bureau of Statistics, 2007].
aSocial evictions were bailiff and police assisted, excluded were household that left the house before the formal execution of the eviction; 2004
57; 2005 148; 2006 133; 2007 117 [19].
bOfficial evictions in the social and private rent sector (1,303 evictions in 2007 related to city area: 244 southeast, 130 north, 98 city centre,
93 east, and 93 south).
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For most nuisance households a mix of antisocial
behaviour, addiction and/or mental problems was
reported.Addiction was often reported, in almost two
thirds (61%), and mental health problems in more
than one third (38%). Univariate analysis revealed that

financial mismanagement and drug abuse were more
frequent among the evicted households than among
the non-evicted (p < 0.05). Multivariate analyses
demonstrated financial mismanagement as an inde-
pendent risk factor for eviction (OR: 8.0 (1.1–61.7)).

Table II. Reported demographics of households at risk of eviction and evicted households in Amsterdama.

Housing associations Nuisance control care networks

Total
(n ¼ 275)

Evicted
(n ¼ 132)

Not evicted
(n ¼ 143)

Total
(n ¼ 190)

Evicted
(n ¼ 136)

Not evicted
(n ¼54)

n % n % n % n % n % n %

Household composition
Single male 128 49 68b 56 60 43 113 61 83 62 30 58
Single female 42 16 21 17 21 15 24 13 17 13 7 14
Adults without children 36 14 13 11 23 16 21 11 15 11 6 12
Single parent 31 12 12 10 19 14 19 10 11 8 8 15
Parents with children 24 9 7 6 17 12 9 5 8 6 1 2

Country of origin na na na
Netherlands 105 41 58b 49 47 34
Surinam and Antilles 48 19 16 14 32 23
Morocco 19 8 5 4 14 10
Turkey 19 8 5 4 14 10
Other 64 25 34 30 30 22

Age
15–24 11 5 6 5 5 4 6 3 6 5 0 0
25–34 83 34 36 30 47 37 41 23 32 25 9 19
35–44 77 31 40 34 37 29 72 41 51 40 21 25
45–54 55 22 28 24 27 21 40 23 29 23 11 23
55–64 17 7 6 5 11 9 13 7 7 6 6 13
465 4 2 3 3 1 1 3 2 3 2 0 0

aKnown to all 12 housing associations (Sep–Oct 2003), and all 13 nuisance control care networks (Jan 2001–Dec 2003).
bStatistical testing was based on the comparison of evicted households versus non-evicted households: single versus non-single p ¼ 0.003;
Dutch versus non-Dutch p ¼ 0.007. na¼not available (nuisance control networks did not register ethnic background for privacy reasons).

Table III. Reported social medical problems of households at risk of eviction and evicted households in Amsterdama.

Housing associations Nuisance control care networks

Total
(n ¼ 275)

Evicted
(n ¼ 132)

Not evicted
(n ¼ 143)

Total
(n ¼ 190)

Evicted
(n ¼ 136)

Not evicted
(n ¼ 54)

n % n % n % n % n % n %

Social problems
Antisocial behaviour na na na 88 46 63 46 22 54
Drop of income 48 18 12** 9 36 25 1 1 1 1 0 0
Financial mismanagement 157 57 59** 45 98 69 29 15 26** 19 1 2
Total social problems 196 71 75 57 121 85 103 54 77 57 22 54
Medical problems
Addiction total 30 11 20* 15 10 7 111 61 83 61 25 61

Alcohol 11 4 7 5 4 3 42 22 26 19 16 30
Drugs 20 7 16** 12 4 3 85 45 66** 49 19 35
Gambling 6 2 4 3 2 1 0 0 0 0 0 0

Mental health 33 12 15 11 18 13 72 38 54 40 18 33
Physical health 11 4 2 2 9 6 2 1 0 0 2 4
Total medical problems 62 23 32 24 30 21 155 82 111 82 36 88

aKnown to all 12 housing associations (Sep–Oct 2003), and all 13 nuisance control care networks (Jan 2001–Dec 2003).
Statistical testing was based on the comparison of evicted households versus non-evicted households: *p < 0.01, **p <0.05.
na¼not applicable and/or available.
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Discussion

To contribute to eviction prevention, this study
aimed to describe the magnitude of evictions and
the households at risk. In Amsterdam, between 1999
and 2007, around 1,400 households were evicted per
year. The corresponding eviction rate was around
four evictions per 1,000 dwellings per year.
Questionnaires, applied to households at risk of
eviction due to rent arrears and nuisance, by case
workers of housing associations and nuisance control
care networks, often reported single households
(65% in the rental group and 74% in the nuisance
group), between 25 and 44 years of age, and (in the
rental group) of Dutch origin (41%). Case workers
often reported underlying social and medical pro-
blems, and financial difficulties (in the nuisance
group) and drug use (in the rent arrears group)
were independent risk factors for eviction.

The prevalence of problems reflects the focus of
the different organizations. Housing associations
focus on rent and financial problems, leaving the
medical problems unattended and thus a risk factor
for eviction. For nuisance control care networks the
focus is on medical problems, leaving the financial
problems a risk factor. Furthermore, it was surprising
that gambling, and physical health problems as a
source of social handicap and/or drop of income as a
source for rent arrears, were rarely reported. This
might be the result of underreporting by the housing
associations and nuisance control care networks,
because their focus is on other problems. The fact
that medical problems were reported by one quarter
of the households with rent arrears indicates that rent
arrears can be an important indicator of underlying
medical problems.

A limitation of this study is that data were not
directly collected from the households concerned,
but from frontline workers who first made contact
with these households. This second hand account
does potentially add a layer of interpretative bias.
Most likely, this has resulted in underreporting of
medical problems, such as gambling addiction and
physical health problems. The design of this study
does not allow us to determine the direction of
causality between rent arrears and/or nuisance and
underlying problems. However, it is of importance
that for single (male) households, especially those
with drug problems, social and medical support
should be introduced actively and simultaneously to
keep these men at home.

Over recent years, the eviction rate in Amsterdam
(0.4%) has become comparable with that of other
large cities in the Netherlands [15]. Probably due to
differences in political climate, housing policies,

socioeconomics, legal protection, eviction proce-
dures and safety net assistance available, the eviction
rate in Amsterdam is different than that in cities
abroad. For example, in Baltimore, USA, evictions
were 15 times more common than in Amsterdam
(5.8% versus 0.39%) [5]. In Toronto, Canada, they
were twice as common as in Amsterdam (0.83%)
[11]. In Stockholm, Sweden, evictions were less
common than in Amsterdam (0.23%) [18], possibly
resulting from the fact that landlords are obliged, by
both the Housing Act and the Building Society Law,
to inform social welfare offices in case they apply for
the Enforcement Administration to evict tenants
[26].

In Amsterdam, most housing associations had an
administrative, non-personal relationship with their
tenants. Financial support for debts was offered but
households in need had to actively seek this. Little or
no assistance was offered actively. The lack of sup-
port for tenants under threat of eviction is similar in
Australia, Britain, Canada and the US [5,11,12,27].
In Amsterdam no one seemed to take responsibility
for the people in households who had been evicted,
no formal assistance to guide them was available, nor
was there any information on what happened to
households after eviction. As a result of this dearth of
data we cannot ascertain what proportion of evicted
households became homeless.

In our study, the households at risk of eviction, and
those actually evicted, were more often living alone
(two thirds, up to three quarters), than their counter-
parts abroad. In Toronto among 277 tenants facing
an eviction, 31% were living alone, most were in the
25–44 age group and 55% were Canadian [11]. In
Australia, the percentage living alone among 145
evictees was 33% [12]. Abroad, living alone, in
combination with heavy drinking and/or mental
health problems, and the absence of a confident
carer, were some of the risk factors for a high
likelihood of payment default, eviction and the
entry to homelessness [3,4].

In Sweden, Germany (Mannheim) and the US
(Michigan) similar demographic profiles were
observed among households at risk of eviction.
Social and medical problems differed slightly, possi-
bly also as a result of the methodology. In Sweden,
households with a criminal record, a dysfunctional
family background, serious financial difficulties and
poor health were overrepresented among evictees
[1,28]. In Mannheim, the sample was restricted to
the mentally ill, and unemployment and alcoholism
were found to be risk factors for becoming homeless
after eviction [29]. In Michigan, the sample was
restricted to female welfare recipients, and a low level
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of education and use of hard drugs were risk factors
for eviction [30].

Practice implications

In daily practice, medical professionals seem to
consider evictions a socioeconomic problem rather
than a public health problem [31]. It seems that
vulnerable people have to become homeless and ill
first before they are considered a public health
problem and get in contact with public health workers
[9,32]. However, the results of our study show that a
substantial proportion of households at risk of evic-
tion suffer from medical as well as social problems,
making rent arrears and nuisance important signals
for an outreaching approach also by medical workers.
For nuisance, these signals are acknowledged and
handled through the nuisance control care networks.
However, for rent arrears, there is no formal response.

Housing associations should be able to report
households at risk of eviction to a central point that
handles these reports with an adequate response to
social and medical unmet needs to prevent eviction.
Outreach support should be coordinated efforts by
landlords, social workers and medical workers [33].
Future studies could explore to what extent house-
holds at risk of eviction are being identified and
reached by services. Preventing evictions deserves full
attention as a potential effective public health
intervention.
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Abstract
In A msterdam, over 1400 househol ds are e v icted each year. W e describe the
results of an e v aluation of the fu nctioning of the signalling an d referral
system, set u p for househol ds at risk of e v iction, through a qualitati ve an d
quantitati ve stu d y. Inter v ie ws an d questionnaires com pleted by em ployees
of 12 housing associations (for rent arrears) an d by em ployees of 13 n uisance
control care net w orks (for n uisance), w ere used. D ata on househol ds w ith
rent arrears, for w hich a court e v iction order w as requested, w ere collected
prospecti vel y in September an d O ctober 2003, an d retrospecti vel y on
househol ds causing n uisance an d / or w ho w ere k no w n to be e v icted d ue to
n uisance in 2001–2003. F u nctioning of signalling, of the ‘alarm’ of problems
u n derl y ing rent arrears an d / or n uisance, w as e v aluated by the extent of
problems that w ere i dentified by the em ployees. F u nctioning of referral w as
e v aluated by com paring the i dentified problems w ith the assistance
contacts.

For 275 househol ds w ith rent arrears, housing associations reported social
problems in 196 (71%), of w hom 94 (48%) w ere in contact w ith social
assistance, an d med ical problems in 62 (23%) of w hom 18 (29%) w ere in
contact w ith med ical assistance. H ouse v isits resulted in a m uch higher
i dentification of problems, an d w ere associated w ith a red uced e v iction risk
[relati ve risk 0.57 (95% confi dence inter v al: 0.43 – 0.75)]. For 190 n uisance
househol ds, n uisance control care net w orks reported social problems in
103 (54%), of w hich 13 (13%) w ere in contact w ith social assistance, an d
med ical problems in 155 (82%), of w hich 142 (92%) w ere in contact w ith
med ical assistance.

To pre vent e v ictions in A msterdam, housing associations shoul d im prove
their signalling role by con d ucting more house v isits, an d they shoul d refer
more househol ds to med ical assistance. N uisance control care net w orks
shoul d refer more househol ds to social assistance. O nl y a systematic an d
integrated ap proach can keep more househol ds at home.

Keywords: e v ictions, homeless, n uisance, pre venting homelessness, p ublic
health strategy, rent arrears
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Introduction

T h e r e a r e ch a r act e r ist ics a n d r is k f acto rs t h a t a r e
specific to those househol ds w ho have been e v icted
from their homes. L i ke w ise, there are specific features
to those local policy-makers an d ser v ice prov i ders

responsible for p ublic assistance in the com m u nity to
those households at risk of eviction (N ettleton & Burro ws
1998, C rane & W arnes 2000, v an Laere 2005, A llen 2006,
Sali ze et al. 2006, Phinney et al. 2007). In order to pre vent
e v ict ions an d ho m e lessness, it is essent ial that earl y
signals of im pen d ing homelessness are recognised an d
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tailored assistance prov i ded in response. Efforts shoul d
be aimed at protecting househol ds at risk, to pre vent the
in d i v i d ual from becom ing homeless an d society against
the burden of homelessness. This protection is embed ded
by recogni z ing the h u man right to adequate housing
(T hiele 2002).

In A msterdam, T he N etherlan ds, bet w een 2000 an d
2006, the n u mber of e v ictions increased from 3.9 u p to
4.8 evicted households per 1000 rented houses annually,
w hile the total n u mber of rented houses decreased from
85.3% to 78.9% of the total housing su p pl y (v an Laere
2005, A msterdam Bureau of Statistics 2006, A msterdam
Federation of H ousing A ssociations 2006, E v ictions in
A msterdam 2007). T he main reasons for e v iction w ere
rent arrears (87%), housing-related n uisance (7%) an d
illegal use of the house (6%) ( A edes 2006).

T he benefits of co-ord inating the efforts of housing,
social w ork an d med ical professionals have been
described (C rane & W arnes 2000, v an Laere 2005, A llen
2006). H o w e ver, there is little information av ailable on
the inter ventions used to help househol ds at risk of
e v iction in the med ical literature. W e aim to describe
ho w the existing assistance program mes for households
at risk of e v iction in A msterdam fu nction, in particular
ho w they relate to situations w here underlying problems
have been i dentified or w here there has been a referral
for assistance. In this paper, the term signalling is used
for househol ds at risk to become e v icted from their
h o m es beca use of re n t arrears a n d h o usi n g-re late d
n uisance, as ‘signals of alarm’ to be acti vel y picked u p
an d acted u pon by com m u nity ser v ices. In A msterdam,
for both rent arrears and nuisance, a variety of initiatives
are taken to red uce the n u mber of e v ictions.

Assistance for rent arrears

In A msterdam in 2002, housing associations signed an
agree m e n t w it h d ebt co n trol age ncies to coo p erate
on the red uction of rent arrears to pre vent e v ictions
( A msterdam Federation of H ousing A ssociations 2006).
In case of rent arrears, em ployees of housing associa-
t io ns se n d h o use h o l ds a l e tte r to p a y t h e b i l l. A fte r
6–8 w eeks, a secon d letter is sent in w hich househol ds
are informed of the possibility of seeking assistance from
a debt control agency. It is the tenant’s responsibility to
contact the agency.

If bi l ls re m ai n u n p ai d, t h e bai l i ff is se n d i n after
10 –12 w eeks. If househol ds do not cooperate, an d the
financial situation is not sol ved w ithin 2 – 4 w eeks, the
househol d w ill be presented to the ju dge for a court
order for e v iction. W ith a court e v iction, the o w ner of
the house, represented by the bailiff, can go to the city
hall to report the househol d. A n e v iction can th us be
planned an d executed by the com m u nity housing

effects management. T he actual e v iction is carried out
b y t h e h o usi n g effects m a n age m e n t, t h e bai l i ff a n d
carriers, as su per v ised by the police.

A ccord ing to the A msterdam Poverty M onitor, 3512
househol ds w ere reported to debt control agencies in
2001, u p to 8139 in 2005 (Poverty M onitor A msterdam
2006). D espite an ann ual increase in contacts w ith debt
control agencies, the n u mber of e v ictions increased
from 1296 in 1999 u p to 1429 in 2006 (v an Laere 2005,
E v ictions in A msterdam 2007). T he n u mber of house-
hol ds w ith rent arrears that w ere e ventuall y assisted
an d resulted in e v iction is u n k no w n.

Shelter organi zations noticed e v icted househol ds
v isiting their shelters, an d in response they introd uced
a social outreach team to con d uct home v isits at house-
hol ds w ith rent arrears, to make arrangements w ith
social be n ef it p ro v i d ers, d ebt co n trol age ncies a n d
bail iffs. T he o u treach tea m su p p orte d 546 ho usehol ds
i n 2003 a n d 609 i n 2004, m ost l y si n g le m e n bet w ee n
30 an d 50 years old, of w hom in 90% of cases im mediate
e v iction w as pre vented (F ransman 2005).

Assistance for nuisance

In A mster d a m i n 1993, t h e f i rst nuisance control care
network w as started (in D utch: M el d p u nt Z org en O ver-
last). W ithin the city of A msterdam an d in other cities in
T he N etherlan ds, these net w orks have been introd uced.
Today, househol ds causing repetiti ve n uisance an d / or
ho usehol ds i n nee d of assistance beca use of se v ere
self-neglect, ad d iction, mental health problems an d
h ygiene problems can be reported to 13 formalised an d
govern ment-fu n ded n uisance control care net w orks
spread over the city of A msterdam.

For each local net w ork, a social mental health n urse
of the M u nicipal Public H ealth Ser v ice (G G D) Safety
N et d e p art m e n t acts as a l iaiso n bet w ee n t h e h o use-
hol ds an d em ployees of housing, social an d med ical
ser v ices re p rese n te d i n t h e n et w or k, i n close coo per-
ation w ith the police. G G D Safety N et n urses, w ho are
fam iliar w ith m ulti-problem househol ds an d path w ays
to fin d professional assistance, con d uct home v isits to
i dentify u n derl y ing problems an d introd uce tailored
assistance in response. The aim of this service is to improve
the social an d med ical con d itions of the househol ds
reported, to decrease n uisance an d to pre vent e v iction.

In cases w here the net w ork fails to solve the problems,
despite professional assistance, an end of intervention
statement is issued. T his statement signifies that the
inter vention has ceased an d no further inter ventions
w ill take place. A n ann ulment of the rent contract from
the ju dge can be requested by the o w ner of the house.
A fter a co u rt e v ict io n, t h e p rocess fol lo w s t h e sa m e
proced ures as for rent arrears.
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In A msterdam, househol ds causing n uisance an d /
or those w ho raise concern are increasingl y reported. In
2003, accord ing to the A msterdam Police Safety In dex,
5373 confused persons w ere reported to the police;
housing-related nuisance, 11 920 times; and drug-related
n uisance, 2617 times. In 2004, the n u mbers w ere 5227,
12 380 an d 3337 times, respecti vel y (Sa fe t y I n d e x
A m st e r d a m 2003 a n d 2004, 2005). T h e n u m be r of
in d i v i d uals assisted by the G G D Safety N et department
increased from 3216 in 2001, u p to 4751 in 2004. D utch
men bet w een 20 and 50 years old w ith chronic ad diction
an d / or mental health problems accou nted for the
majority of cases (v an Brussel & Buster 2005). Because
the overlap of reporting to d ifferent agencies is not
know n, the total number of households causing domestic /
p ublic n uisance cannot be determ ined.

O verall, ser v ices share little statistical information.
T he existing systems w ere de veloped for the deli very of
ser v ice a n d n ot for i n for m at io n sh ar i n g. W e w ere
u nable to i dentify the si ze an d nature of househol ds at
risk of e v iction or the u n derl y ing problems that needed
attention because of the paucity of information av ailable
to us. T he effects of p ublic assistance remain obscure,
w hen onl y using the av ailable information. T herefore,
w e organised an ad d itional data collection concerning
househol ds at risk of e v iction.

O bjective of this study

W e aimed to e v aluate the fu nctioning of the existing
assist a nce p r og r a m m es fo r h o u se h o l d s a t r is k of
e v iction because of rent arrears an d n uisance, in terms
of signalling an d referral by the t w o systems first in line
to become aw are of households at risk of eviction: housing
associations (e v ictions resulting from rent arrears) an d
nuisance control care net w orks (ev ictions resulting from
n uisance). Signalling is defined as the i dentification of
social an d med ical problems in househol ds at risk of
e v iction. Referral is defined as the extent of contacts
bet w een households and relevant assistance institutions.

Methods

Q ualitati ve an d quantitati ve data w ere collected. Inter-
v ie ws w ere con d ucted w ith an d questionnaires ap plied
to em ployees of all 12 housing associations av ailable
an d e m p l o y e es h a n d l i n g n u isa nce t h r o u g h a l l 13
n uisance control care net w orks in A msterdam. In the
su m mer of 2003, inter v ie ws w ere hel d to learn ho w
em ployees han d le househol ds at risk of e v iction, ho w
these househol ds are ap proached, w hat problems are
encou ntered an d w hat actions are being taken.

W e deci ded not to ap pl y questionnaires d irectl y to
h o use h ol ds co ncer n e d, for log ist ic, f i n a ncial a n d

co nfi dentiality reasons. T he stu d y design d i d not need
a p rocess of eth ical a p p ro v al accor d i ng to the D u tch
A ct on M edical Research. In consultation w ith em ployees
of h o usi n g associat io ns a n d n u isa nce co n trol care
net w orks, w e designed questionnaires to collect data,
f ro m t h e i r o w n recor ds, o n h o use h o l ds at r isk of
e v iction or alread y e v icted. W e designed a one-page
questionnaire in or der to ensu re em p loyees w ou l d
com plete questionnaires (anon y mousl y) d uring their
dail y routine.

For the rent arrears group, em ployees prospecti vel y
com pleted a questionnaire for e very househol d for
w hich a court eviction order w as requested, in September
or O ctober 2003. A n estimated 330 court orders w ere
expected in a period of 2 months. T his w as based on an
extrapolation of arou n d 2000 court orders reported by
86% of the housing associations ann uall y ( A msterdam
Federation of H ousing A ssociations 2006).

For the nuisance group, em ployees retrospecti vel y
com pleted a questionnaire for e very househol d that
had recei ved an ‘en d of inter vention statement’ or w as
k no w n to be e v icted in 2001 to 2003. N uisance house-
hol ds can be e v icted because of rent arrears, w ithout an
en d of inter vention statement. A s a central monitor to
report (reasons for) evictions did not exist, w e anticipated
a small overlap of n uisance an d rent arrears. A nal ysis of
10 out of 13 separate ann ual reports av ailable in 2001
and 2002 produced 775 cases of housing-related n uisance,
30 en d of inter vention statements an d 35 househol ds
e v icted per year. A fter extrapolation to a 3-year period,
w e estimated a stu d y pop ulation of ap proximatel y 225
n uisance househol ds.

Collected data

E m ployees of housing associations contacted house-
hol ds w ith rent arrears by letter, telep hone or home
v isit. N uisance control care net w orks con d ucted a home
v isit for all cases. A ll em ployees reported if an e v iction
took place or not.

To reflect dail y practice, u n derl y ing problems w ere
assessed by em ployees themsel ves, an d w ere d i v i ded
into social an d med ical problems, so as to i dentify
w hich problems shoul d be referred to social an d / or
med ical w orkers. Social problems inclu ded: antisocial
be h a v io u r (i n t h e n u isa nce gro u p), re d uce d i nco m e
an d financial d ifficulties. M ed ical problems inclu ded:
ad d iction or m isuse of alcohol, drugs an d gambling,
mental health problems an d p h ysical health problems.

Social assistance coul d be prov i ded by the police (in
case of n u isa nce), social w or k ers a n d d ebt co n trol
agencies. M ed ical assistance coul d be prov i ded by a
general practitioner, ad d iction ser v ices, mental health
services and the G G D Public H ealth Service (van Brussel
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& Buster 2005). W e stu d ied the extent of total contacts
w ith the overall assistance.

Stat ist ical a n al yses w ere p erfor m e d usi n g SPSS
14.0 (SPSS I nc., C h icago, I L, U S A ), a n d w ere m ai n l y
d escripti ve. A ssociation bet w een categorical v ariables
w as assessed using chi-square test an d the chi-square
test for tren d w here ap propriate.

Results

Q ualitative information rent arrears group

D uring inter v ie ws, em ployees of se ven housing associ-
ations prov i ded the follo w ing information. Besi des
sen d ing letters to househol ds w ith rent arrears, they
tried to contact the househol ds by telep hone an d three
out of 12 housing associations had hired social w orkers
to con d uct home v isits. In regard to home v isits, it w as
not al w a ys p ossible to reach certai n ho usehol ds, i n
particular single househol ds, w here in d i v i d uals w ere
absent for v ario us reasons i ncl u d i ng be i ng i n a cli n ic,
in prison or abroad. In general, housing association
em ployees reported little su p port for househol ds w ho
do not acti vel y seek help themsel ves. D uring e v iction,
no help w as offered to fin d another house or shelter.

H ousing association em ployees w ho had contact
w ith househol ds fou n d the most com mon scenarios
w here an e v ict ion too k p lace i ncl u d e d a co m bi nat ion
of fi n a ncial d iff icu lt ies, alco h ol / d r u g a d d ict io n a n d
mental health problems among mainl y single (male)
househol ds. Efforts to introd uce assistance w ere mainl y
based on financial arrangements. In some cases w ith
evident health issues, and in case of nuisance, em ployees
would alert the G G D Safety N et department for assistance.

Regard ing pre vention of e v iction because of rent
arrears, the effect of the agreement bet w een housing
associations an d debt control agencies, to in v ite a tenant
by letter to report to a debt control agency, coul d not be
e v aluated. H ousing associations coul d not prov i de data
reflect i ng the n u m ber of letters sent, nor the n u m ber
of tenants that consequentl y reported to debt control
agencies. W e coul d not determ ine if those househol ds at
most risk of e v iction are reached by means of letters.
C ontacts by telep hone or home v isits w ere reported
onl y for this stu d y.

Q uestionnaires rent arrears group

T he 275 questionnaires com pleted for all househol ds at
risk of e v iction by the housing associations em ployees
sho w ed that in the rent arrears grou p, nearl y half
became e v icted (n = 132; 48%), ranging from 22% to
100% per housing association. Besi de rent arrears, other
reasons for e v ict ion re p orte d w ere ho usi ng-re late d

n uisance in 7% an d illegal use of the house in 8%.
E v icted househol ds w ere more often single (P = 0.003)
an d of D utch origin (P = 0.007), than househol ds that
w ere not e v icted. T he mean age of the main tenant w as
39 years, the majority (87%) w ere bet w een 25 years an d
55 years; see Table 1.

In Table 2, the benefit of personal contact is demon-
strate d. F or e v er y t w o o u t of fi v e h o use h ol ds, ‘ n o
co n tact ’ w as re p orte d. Si x t y-o n e p er ce n t of t h ese ‘no
contact’ househol ds became e v icted. D egree of home
visit w as significantly associated w ith eviction (χ2 = 17.1,
d.f. = 2, P < 0.001; = 17.0, d.f. = 1, P < 0.001). A
home visit w as associated w ith a reduced risk of becoming
e v icted [relati ve risk 0.57 (95% confi dence inter v al:
0.43 – 0.75)]. W e note that more than 80% of the home
v isits w ere performed by t w o housing associations.

A s sho w n in Table 3, social problems w ere three
times more often reported than med ical problems (71%
versus 23%). Problems such as financial d ifficulties,
ad d iction an d mental health problems w ere most often
reported.

T he 86 househol ds w ho recei ved a home v isit w ere
m o r e l i k e l y t h a n t h e 189 w h o r ece i v e d n o v is i t t o
be i dentified w ith social problems; 91% versus 63%,
respecti vel y (χ2 = 21.5, d.f. = 1, P < 0.001). For med ical
problems, the rates w ere 37% an d 15%, respecti vel y
(χ2 = 15.6, d.f. = 1, P < 0.001). A m o n g t h e m e d ical
problems, mental health problems w ere more often
i dentified among househol ds that w ere v isited than
those w ithout a home v isit; 21% versus 7% (χ2 = 11.2,
d.f. = 1, P < 0.001).

W ithin the 196 househol ds in w hich social problems
w ere i dentified, 94 (48%) w ere in contact w ith social
assistance. A lmost three quarters of the households w ith
re d uce d income w ere in contact w ith social assistance.
W ithin 62 househol ds in w hich me d ical problems w ere
i dentified, 18 (29%) w ere in contact w ith med ical assist-
ance. O ut of 30 househol ds in w hich in d i v i d uals w ere
i dentified w ith ad d iction problems, 10 w ere in contact
w ith med ical assistance; out of 33 househol ds in w hich
individ uals w ere identified w ith mental health problems,
one w as in contact w ith medical assistance.

Q uantitative information nuisance group

D uring inter v ie ws, em ployees of n uisance control care
net w orks provided the follo w ing vie ws on the problems.
A bout one-third of the n uisance househol ds w ere
reported to the net w ork by the police, one in fi ve by
neighbours an d others by se veral assistance ser v ices. In
about three quarters, the house ow ner would be a housing
association an d nearl y one in fi ve pri v ate rent. M ost of
the reported n uisance househol d consisted of single
m e n or w o m e n w it h a n t isocial be h a v io u r, f i n a ncial

χtren d
2
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d ifficulties, ad d iction an d / or mental health problems.
Inter ventions often inclu ded the introd uction of assist-
ance by ad d iction an d / or mental health ser v ices. For
onl y a fe w househol ds, coerci ve treatment in a mental
health clinic w oul d be ap plied.

A fter inter vention of the net w ork, in the majority of
househol ds, n uisance w oul d decrease an d e v iction
coul d be pre vented. For about one in 20 househol ds, an
en d of inter vention statement w oul d be issued an d / or

a n e v ict io n w o u l d fol lo w . D u r i n g e v ict io n, a n d if
contact w as possible, assistance for alternati ve housing
in a shelter w oul d mostl y be offered.

Q uestionnaires nuisance group

T h e 190 q u est io n n ai res co m p lete d b y t h e n u isa nce
control care net w orks for househol ds at risk of e v iction
in 2001 to 2003 sho w ed that for 140 househol ds, an en d
of inter vention statement w as issued, an d nearl y three
quarters w ere e v icted (n = 136; 71%). Besi des n uisance,
rent arrears w ere reported in 24% (n = 44) an d illegal
use of the house 5%. In the total n uisance grou p, one in
fi ve househol ds had chil dren, w hereas among the
e v icted n uisance househol ds the correspon d ing figure
w as 15%. T he mean age of the head of househol d w as
41 years (range 17 – 71 years); the majority (88%) w ere
bet w een 25 an d 55 years (see Table 1).

In Table 4, the social an d med ical problems an d
extent of contacts an d referrals to assistance are sho w n.
Social problems w ere reported in more than half (54%),
although only a small proportion (13%) reported hav ing
recei ved assistance from social w ork departments or
debt control agencies, possibl y leav ing rent arrears as
the reason for e v iction. E v icted or not, more than half of

Table 1 Demographics of households at risk of eviction and evicted households in Amsterdam*

Housing associations Nuisance control care networks

Total (n = 275) Evicted (n = 132) Total (n = 190) Evicted (n = 136)

n % n % n % n %

Households composition

Single men 128 49 68† 56 113 61 83 62

Single women 42 16 21 17 24 13 17 13

Adults without children 36 14 13 11 21 11 15 11

Single parent 31 12 12 10 19 10 11 8

Parents with children 24 9 7 6 9 5 8 6

Country of origin na na

The Netherlands 105 41 58** 49

Surinam and Antilles 48 19 16 14

Morocco 19 8 5 4

Turkey 19 8 5 4

Other 64 25 34 30

Age main tenant (years)

15–24 11 5 6 5 6 3 6 5

25–34 83 34 36 30 41 23 32 25

35–44 77 31 40 34 72 41 51 40

45–54 55 22 28 24 40 23 29 23

55–64 17 7 6 5 13 7 7 6

> 65 4 2 3 3 3 2 3 2

* Known to all 12 housing associations (September–October 2003), and 13 nuisance control care networks (January 2001–December 2003)

in Amsterdam.

† Single versus non-single (P = 0.003); ** Dutch versus non-Dutch (P = 0.007).

na, not available (nuisance control care networks did not register ethnic background for privacy reasons).

Table 2 Housing associations and reported contact with 

households with rent arrears at risk of eviction and evicted 

households*

Housing associations’ 

contact with households

Households at

risk of eviction

(n = 275)

Evicted

households

(n = 132)

n % n %

No contact 99 36 60 61

Contact by telephone 76 28 35 46

Contact by house visit 86 31 26 30

Missing 14 11

* Known to all 12 housing associations (September–October 

2003) in Amsterdam, The Netherlands.
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the househol ds w ith ad d iction problems an d almost
three quarters of the househol ds w ith mental health
problems w ere in contact w ith med ical assistance. O f
155 n uisance househol ds w ith med ical problems, onl y
12% had contact w ith a general practitioner.

Discussion

T h e cit y of A mster d a m h a d t w o se p arate assista nce
net w orks that w orked to prevent evictions by ad dressing

u n derl y ing problems associated w ith the t w o major
reasons for e v ictions to be signalled: rent arrears as a
‘silent signal’ an d housing-related n uisance as a ‘lou d
signal’ (v an Brussel & Buster 2005, v an Laere 2005).
C o m p arable w ith assistance net w or ks abroa d (C rane
& W arnes 2000, A llen 2006), the A msterdam net w orks
had a d ifferent ap proach to prov i d ing an d reporting
their acti v ities. Because of the fact that agencies onl y
recorded information that w as pertinent to the prov ision
of their ser v ice information, w e had to p ut the pieces of

Table 3 Housing associations and signalled problems in households at risk of eviction and evicted households, and referral to/contacts with

assistance in Amsterdam*

At risk households (n = 275) Evicted households (n = 132)

Signalled

problems

Referral/

Assistance

Signalled

problems

Referral/

Assistance

n % n % n % n %

Social problems total† 196 71 94 48 75 57 29 39

Reduced income 48 18 35 73 12 9 7 58

Financial difficulties 157 57 78 50 59 45 27 46

Medical problems total‡ 62 23 18 29 32 24 10 31

Addiction total 30 11 10 33 20 15 5 25

Alcohol 11 4 5 46 7 5 3 43

Drugs 20 7 7 35 16 12 4 25

Gambling 6 2 2 33 4 3 2 50

Mental 33 12 1 3 15 11 1 7

Physical 11 4 0 0 2 2 0 0

* Households known to all 12 housing associations (September–October 2003) in Amsterdam, The Netherlands.

† Social assistance = social work and debt control agency.

‡ Medical assistance = general practitioner, addiction health service, mental health service and municipal public health service (GGD).

Table 4 Nuisance control care networks and signalled problems in households at risk of eviction and evicted households, and referral to/

contacts with assistance in Amsterdam*

At risk households (n = 190) Evicted households (n = 136)

Signalled

problems

Referral/

Assistance

Signalled

problems

Referral/

Assistance

n % n % n % n %

Social problems total† 103 54 13 13 77 57 12 16

Antisocial behaviour 88 46 8 9 63 46 7 11

Reduced income 1 1 1 1

Financial difficulties 29 15 9 31 26 19 9 35

Medical problems total‡ 155 82 142 92 111 82 105 95

Addiction total 115 61 69 60 83 61 49 59

Alcohol 42 22 34 81 26 19 22 85

Drugs 85 45 44 52 66 49 35 53

Gambling 0 0 0 0 0 0 0 0

Mental 72 38 51 71 54 40 41 76

Physical 2 1 0 0 0 0 0 0

* Households known to all 13 nuisance control care networks (January 2001–December 2003) in Amsterdam, The Netherlands.

† Social assistance = social work and debt control agency.

‡ Medical assistance = general practitioner, addiction health service, mental health service and municipal public health service (GGD).
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the e v ictions p u z z le together oursel ves. T his w as not an
easy task, consi dering the m ultitu de of problems
among households at risk and different services available.
Q uestionnaires were used to obtain data on characteristics
and risk factors that related to situations w here problems
w ere i dentified or w here there had been a referral for
assistance.

Regard ing rent arrears, most housing associations
had a bureaucratic an d ad m inistrati ve relationship w ith
their tenants. For those househol ds w ho w ere u nable to
sol ve their problems to keep their house an d / or w ho
refrained from ask ing for help (the silent grou p), little or
no assistance w as introd uced.

A fter signalling persistent rent arrears, personal
contact w ith the househol ds coul d be beneficial for the
househol d to recei ve help an d for the house o w ner to
make pay ment arrangements to collect the rent. H ousing
associations w ho con d ucted house v isits reported half
as m an y e v ict ions as ho usi ng associat ions w itho u t
contact w ith their tenants. H ouse v isits resulted in a
higher reporting of problems, most li kel y as a result of
personal contact. In ad d ition, referrals seemed to pre-
vent househol ds from becom ing e v icted. T he fact that
80% of all house v isits w ere performed by t w o housing
associations sho ws that w hether or not a house v isit is
performed is mainl y determ ined by the policy of the
housing association an d not by the characteristics of the
househol d.

H ousing associations reported social problems in
t w o-thirds, of w hom nearl y half had contact w ith social
assistance, an d med ical problems in one quarter, of
w hom less than one-third w as in contact w ith med ical
assistance. D espite contacts w ith ser v ices, househol ds
that became e v icted d i d not recei ve adequate help. A
provision-driven and fragmented approach of assistance
led the households in highest need, w ho w ere unable, or
refrained from asking for assistance, on a path w ay tow ards
e v iction an d / or homelessness (v an L aere 2005).

T hrough the ap proach of local n uisance control care
net w orks, w ith integrated social an d med ical assistance
an d personal contact w ith the n uisance househol ds (the
lou d grou p), tailored assistance coul d be introd uced.
T he reported n uisance househol ds in this stu d y, those
w ith an en d of inter vention statement or those k no w n to
be e v icted, can be consi dered as househol ds in highest
need of assistance an d / or the most d ifficult to ser ve
househol ds.

A mong 190 n uisance househol ds, the net w orks
i dentified social problems in 54% an d med ical problems
in 82%. These nu mbers might be underreported because
of retrospective data collection and limited record keeping
w ithin the n uisance control care net w orks.

A lthough financial problems w ere i dentified in 26
n uisance househol ds, onl y nine of them w ere in contact

w ith debt control agencies. N uisance househol ds in
financial chaos (an d w ith ad d iction an d / or mental
health problems) m ight not be inclined to contact social
w ork and or debt control agencies on their o w n initiati ve,
an d e ven if they do make contact, they m ight not be able
to meet the criteria or follo w rules to com plete a financial
assistance program me (O mbu dsman A msterdam 2007)

Remarkabl y, gambling problems, as antecedents for
rent arrears an d becom ing homeless (C rane & W arnes
2000, C rane et al. 2005), w ere not reported. For house
o w n ers, re n t arrears i n n u isa nce h o use h ol ds are a n
e as i e r a n d m o r e p r act ica l r o u t e t o o b t a i n i n g a n
e v iction, than t h e t i m e-co nsu m i n g p rocess of issu i n g
a n e n d of i n ter v e n t io n state m e n t b y t h e n u isa nce
control care net w orks. W ithout debt control assistance,
n uisance househol ds m ight en d u p becom ing e v icted
an d homeless (C rane & W arnes 2000, v an Laere 2005).

B eca u se o f t h e d es i g n a n d f u nct i o n i n g o f t h e
n uisance control care net w orks, in cooperation w ith the
G G D social mental health n urses, the focus on med ical
problems resulted in a high proportion (92%) of house-
hol ds recei v ing assistance for ad d iction an d mental
health problems, an d less debt control assistance for
‘ f i n a nci a l h e a l t h ’. T h e g e n e r a l p r act i t i o n e r, as a
gatekeeper for ad d iction, mental an d p h ysical health
problems, played a marginal role in prov i d ing assist-
ance for the n uisance househol ds.

Policy implications

T he presence of an increasing subgrou p of the housed
p o p u lat io n at r isk of losi n g t h e i r h o m e d e m a n ds a n
adequate ap proach to assist these househol ds an d so
p r e v e n t e v ict i o ns. A co m b i n e d ‘ r e n t a r r e a rs a n d
n uisance control care net w ork’ to report the alarm for
silent an d lou d househol ds in need for assistance, w ith
prov ision of integrated assistance by housing, social
a n d m e d ica l p r ofessi o n a ls, co u l d be a n e f fect i v e
strategy to reach households at an early stage ( N ett leto n
& B u rro w s 1998, C ra n e & W ar n es 2000, v an Laere
2005, A l le n 2006, Sali ze et al. 2006, Phinney et al. 2007).

In cases w here househol ds are 2 months in rent
arrears or in cases w here househol ds cause repetiti ve
n u isa nce a n d / o r fo r w h o m co nce r n is r a ise d , t h e
net w ork can make personal contact to systematicall y
ex p lore u n d er l y i n g social a n d m e d ical p roble ms.
C onsequentl y, problem-oriented assistance can be
introd uced, actively follo w ed and monitored to evaluate
t h e effect of p ol icies a n d i n ter v e n t io ns (Stro n ks &
M ack e n bach 2006).

For the situation in A msterdam, to reach househol ds
most at risk, assistance shoul d be aimed at single D utch
men bet w een 25 years an d 55 years ol d. T hese men
need gui dance for financial, ad d iction an d mental
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health problems. U ngui ded, an d not being able to li ve
in depen dentl y, they m ight en d u p becom ing e v icted
a n d fo l l o w a p a t h w a y i n to h o m e l essn ess. C a r r y i n g
a gro w ing burden of financial, ad d iction an d mental
health problems, single homeless men footstep through
m u lt i p le streets, sh e lters, cl i n ics a n d p r iso ns i n
A mster d a m (Sleegers 2000, v an Brussel & Buster 2005,
v an Laere 2005).

Central monitor

In order to get an insight into the si ze an d nature of
househol ds at risk of e v iction, an d the effect of inter ven-
tions, all organi zations in vol ved shoul d collect defined,
anal y zable data. W e recom men d a central monitor – [a
bureau of social med ical statistics] – to collect a sim ple
an d clear set of data on characteristics an d u n derl y ing
social an d med ical problems of househol ds in rent
arrears, househol ds causing n uisance, househol ds w ho
become e v icted an d househol ds w ho become homeless,
an d also at w hat stage social an d / or med ical assistance
is introd uced.

In conclusion, the fu nctioning of the signalling an d
referral systems in A msterdam, for househol ds at risk
of e v iction because of rent arrears an d / or n uisance, as
sig n als of alar m to act u p o n, ca n be i m p ro v e d. T o
pre vent e v ictions (mostl y among single men, bet w een
25 years an d 55 years, in financial d ifficulties, w ith
ad d iction an d or mental health problems), housing
associations should im prove their service by cond ucting
more house v isits. In ad d ition, more med ical assistance
shoul d be introd uced. T he ap proach of n uisance control
care net w orks is fu nctioning adequatel y, although
more social assistance shoul d be prov i ded. O utreach
assistance is needed for househol ds at risk of e v iction.
O nl y a systematic an d an integrated ap proach w ill keep
more people at home.
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result, contributes to a downward spiral of deteriorating
health and premature death [2]. Therefore, public services
strategies should include homelessness prevention.

To prevent and reduce homelessness, strategies that
address the general population and/or a targeted popula-
tion could include housing benefits, welfare benefits, sup-
plementary security income, supportive services for
impaired or disabled individuals, programs to ameliorate
domestic conflicts, programs to prevent evictions, dis-
charge planning for people being released from institu-
tions and (outreach) care programs for homeless
populations [3,4]

Despite all these efforts and investments, and although
there is broad consensus among policy makers and service
providers that more resources and professional efforts
should be dedicated to homelessness prevention, insuffi-
cient knowledge is available on how to accomplish this [3-
5].

To identify starting points for homelessness prevention
strategies in Amsterdam, the Netherlands, we have
described in previous articles evictions from ones home as
a major pathway of how people enter homelessness [6,7].
We demonstrated that evictions were a neglected public
health problem. Despite knowledge about the underlying
social and medical problems among households at risk,
referrals to social and medical care are insufficiently used
as a method to prevent eviction. Furthermore, we con-
cluded that in Amsterdam nobody took the responsibility
for the evicted households, predominantly due to rent
arrears, whether they became homeless or not.

The absence of integrated social medical care results in a
lack of assistance for recently evicted households, many of
whom enter homelessness. Once homeless, people are
responsible themselves in their search for specific services,
organised alongside the mainstream service delivery sys-
tem [8,9]. The lack of assistance for recently homeless
people seems to be in concordance with a lack of knowl-
edge of recently homeless people, related to their path-
ways into homelessness and their social and medical
problems [3-5,9,10]

Objective of this study
Regarding the lack of assistance for evicted households in
Amsterdam, and contributing to the knowledge on
recently homeless people and the development of preven-
tion practice, for this study we tried to identify recently
homeless adults, to explore 1) the pathways into home-
lessness, 2) the social and medical problems before and
after becoming homeless, and 3) the contacts with social
and medical services before and after becoming homeless.

Methods
Study population
Included in our study were recently homeless adults
defined as persons, 18 years and older, who lost their
house for the first time during the last two years (between
April 2002 and April 2004) and who were legally staying
in the Netherlands. The choice of the length of homeless-
ness up to two years was intended to enhance the reliabil-
ity of the information reported and to overcome problems
of memory. To find locations to meet recently homeless
adults, data on rough sleepers and visitors of day centres
in Amsterdam were studied [11,12] Staff at one specific
benefits provider for the homeless, at five day centres and
at two emergency shelters were interviewed for informa-
tion on their homeless visitors. After combining oral and
written information, we decided to reach as many recently
homeless adults as possible at locations recently homeless
people tend to visit and where they could be approached
for an interview. These were three gathering places for out-
reach soup distribution and popular street hangouts, one
specific agency for benefits provision for the homeless,
four emergency shelters and seven day centres with each
over 450 visits a week. To keep a homogeneous sample,
shelters for adolescents and families were not included.
The study design did not need a process of ethical
approval according to the Dutch Act on Medical Research.

In April and May 2004, interviews were conducted by ten
undergraduate social science students. The students were
familiar with approaching and interviewing homeless
people. Interviewers underwent three training sessions on
the process and quality of data registration, and all ques-
tionnaires were reviewed after the interviews. For every
completed questionnaire students received twenty euros.
Interviews lasted on average 45 minutes.

During a total of 40 occasions, at fourteen locations,
between 4 and 38 homeless people were present at any
moment (on average 25), of whom 125 homeless adults
were eligible and participated in the study, by giving writ-
ten consent for an interview and anonymous data analy-
sis. Specific encouragement or incentives for homeless
people to participate were not applied. None of the
respondents were too intoxicated or too confused to be
able to participate. During the interviews, on a separate
list, the questionnaire number, a coded name and date of
birth of participants were recorded to exclude doubling;
two persons were interviewed twice and were excluded
from analysis. Three questionnaires were excluded as the
respondents were homeless for longer than two years. In
total 120 questionnaires were included in the analysis.

Collected data
Questionnaires for this study consisted of author-gener-
ated items. In consultation with city sociologists at the
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Abstract
Background: To improve homelessness prevention practice, we met with recently homeless
adults, to explore their pathways into homelessness, problems and service use, before and after
becoming homeless.

Methods: Recently homeless adults (last housing lost up to two years ago and legally staying in the
Netherlands) were sampled in the streets, day centres and overnight shelters in Amsterdam. In
April and May 2004, students conducted interviews and collected data on demographics, self
reported pathways into homelessness, social and medical problems, and service use, before and
after becoming homeless.

Results: among 120 recently homeless adults, (male 88%, Dutch 50%, average age 38 years, mean
duration of homelessness 23 weeks), the main reported pathways into homelessness were
evictions 38%, relationship problems 35%, prison 6% and other reasons 22%. Compared to the
relationship group, the eviction group was slightly older (average age 39.6 versus 35.5 years; p =
0.08), belonged more often to a migrant group (p = 0.025), and reported more living single (p <
0,001), more financial debts (p = 0.009), more alcohol problems (p = 0.048) and more contacts
with debt control services (p = 0.009). The relationship group reported more domestic conflicts
(p < 0.001) and tended to report more drug (cocaine) problems. Before homelessness, in the total
group, contacts with any social service were 38% and with any medical service 27%. Despite these
contacts they did not keep their house. During homelessness only contacts with social work and
benefit agencies increased, contacts with medical services remained low.

Conclusion: the recently homeless fit the overall profile of the homeless population in
Amsterdam: single (Dutch) men, around 40 years, with a mix of financial debts, addiction, mental
and/or physical health problems. Contacts with services were fragmented and did not prevent
homelessness. For homelessness prevention, systematic and outreach social medical care before
and during homelessness should be provided.

Background
There is little evidence on good practice in caring for
homeless people in the medical literature [1]. It has been

reported that for homeless people life expectancy averages
around 45 years, and that lack of access to health care serv-
ices has too often proved a barrier to recovery, and, as a
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University of Amsterdam Department of Social Sciences,
items of questionnaires used in follow up studies on
rough sleepers were added [11]. Data were collected in a
variety of areas addressing who, where, what, how and
when questions following the process and antecedents of
becoming homeless, self reported social and medical
problems and contacts with social and medical services,
before and after becoming homeless. Type of underlying
problems chosen were based on the authors experience
with providing outreach care to homeless people in
Amsterdam over the last decade [13].

To find out pathways into homelessness, respondents were
asked about their last housing condition and included
composition of the household, type of housing, type of
lessor, rent agreement and rent/income ratio. Demograph-
ics included sex, age and country of birth. For information
on the social and medical problems before and after becom-
ing homeless the following items were asked. Social prob-
lems were domestic conflicts (with household members,
neighbours, landlords and/or services) and financial
problems. For the latter data on financial debts, reasons
for debts and type of creditors were collected. Medical
problems included addiction to alcohol, drugs and gam-
bling, mental health problems and physical health prob-
lems. Alcohol use could be scored as normal, excessive or
extreme, according to the Garretsen scale [14]. Cocaine
and/or heroine use could be more or less than 13 days a
month; 13 days were chosen to exclude weekend users.
Gambling could be absent or present. For mental prob-
lems no specific instruments or criteria were used for prac-
tical reasons. Respondents were asked if they felt
depressed, fearful and/or confused. Physical problems
and/or handicap were asked in an open question.

Service contacts, before and after becoming homeless,
included social and medical services. Social services
included social work, benefits agency, debt control
agency, as well as shelters and day centres. Medical serv-
ices included general practitioner, addiction service, men-
tal health service and the GGD Municipal Public Health
Service (safety net department and outpatient drug clin-
ics) [13].

Study assessments and analysis
Statistical analyses were performed using SPSS 14.0 and
were mainly descriptive. The pathways into homelessness
are described. Demographics, problems and service use
are described and compared between the three main iden-
tified pathways into homelessness. Differences in the
characteristics and underlying problems among homeless
people following the different pathways are compared
using chi-square and Fisher-exact tests for categorical var-
iables and Wilcoxon median test for continuous variables.

To identify independent factors associated with the spe-
cific pathways, logistic regression analyses was performed
using backwards selection based on the loglikelihood
ratio. In addition, logistic regression analyses was per-
formed to study factors independently associated with the
main problems identified in each pathway.

Results
Housing setting and pathways into homelessness
In table 1 the self reported housing setting and pathways
into homelessness are shown. Before homelessness two
thirds were living in a rented house. Thirteen respondents,

Table 1: Self reported setting and pathways into homelessness#

Type of housing (n = 115) n %
own house 75 65
stay with family, friends or other 27 23
prison 6 5
abroad 3 3
hospital 2 2
hostel 2 2

Type of tenant (n = 85)
housing association 45 53
private rent 27 32
subletting 10 12
other 3 4

Pathways, how last housing lost? (n = 109)
eviction 41 38
relationship problems (left or sent away) 38 35
after prison 6 6
other reasons 24 22

where last housing lost? (n = 117)
Amsterdam 95 81
rest of the Netherlands 16 14
abroad 6 5

whereabouts after loss of housing? (n = 114)
family or friends 42 37
rough sleeping 30 26
shelter for the homeless 25 22
squads and garage boxes 8 7
abroad 5 4
clinic 4 4

when homeless after loss of housing? (n = 98)
immediately 56 57
1 day – 1 week 8 8
1 week – 1 month 8 8
1–3 months 13 13
3–6 months 8 8
> 6 months 5 5

how long currently homeless? (n = 120)
< 1 month 11 9
1–3 months 11 9
3–6 months 42 35
6–12 months 30 25
12–18 months 16 13
18–24 months 10 8

# 120 recently homeless people in Amsterdam who lost their house 
for the first time between April 2002–April 2004.
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out of the 120, mentioned never having lived independ-
ently; they had always been staying with family or friends.
More than half had rented a house of a housing associa-
tion (53%) and one third had rented privately (32%). The
median rent price was 268 euros (range 0 – 1,000 euros),
and the median gross salary was 809 euros (range 0 –
4,500 euros). Forty respondents had a rent/income ratio
up to 30%, 33 up to 60%, 7 more than 60% and for 40
respondents this was not known.

When asked how respondents lost their last housing,
answered by 109 respondents, the three main pathways
were evictions (38%), leaving ones house or being send
away by others due to relationship problems (35%) and
other reasons (28%). Among 38 respondents who were
homeless due to relationship problems, (of whom one
third had a rent contract in their own name), 4 had left on
their own initiative and 34 were sent away by household
members (partner 22, parents 6 and roommates 6).
Among other reasons, 6 mentioned they had lost their
house while doing time in prison. Four out of five had
become homeless in Amsterdam. After loss of last hous-
ing, 57% reported immediate homelessness, and 86%
reported being on the streets within three months. The
median length of homelessness was six months (23
weeks).

Demographics and household composition
In table 2 demographics and household composition
related to pathways through which people became home-
less are shown. Compared to the relationship group, the
eviction group was slightly older (average age 39.6 versus
35.5 years; p = 0,08), living single more often (p = 0,000),
and belonged to one of the major migrant groups more
often (p = 0.025). The total average age for both sexes was
38 years, the range for males was 18–67 years, and for
females 19–50 years.

Pathways and problems
Self reported problems before homelessness related to
pathways into homelessness are shown in table 3. Social
problems were present in 81% of the total group, and
medical problems in 76%. In the total group, before
homelessness, almost two thirds (62%) had both social
and medical problems (not in table 3). As expected,
regarding pathways and social problems, the eviction
group had significantly more often financial debts than
the relationship group (p = 0,009). Logistic regression
analyses showed that the only factor independently asso-
ciated with financial debts were alcohol problems (OR 7.0
(95% CI: 2.0–25.0). Also in the relationship group almost
half reported financial debts. The relationship group
reported more domestic conflicts than the other groups (p
< 0.001). Domestic conflicts were more common among

Table 2: Demographics and household composition related to pathways into homelessness#

total (n = 120) eviction (n = 41) relationship (n = 38) other (n = 30)
Demographics n % n % n % n %

sex
male 105 88 38 93 33 87 26 87
female 15 12 3 7 5 13 4 4

Age in years
18–29 39 33 8 20 13 35 10 33
30–39 30 25 15 38 11 30 8 27
40–49 26 22 8 20 7 19 6 20
50–59 14 12 6 15 4 11 3 10
60–67 9 8 3 8 2 5 3 10

Country of birth
Netherlands 58 48 15 38 18 47 21 70
Surinam/Antilles/Morocco 24 20 13 33* 6 16 4 13
Other 37 31 12 30 14 37 5 17

composition of household
single 46 44 26 63** 3 10 12 48
with parents 6 6 1 2 3 10 2 8
with partner 22 21 4 10 13 43 4 16
with partner and children 18 17 4 10 8 27 4 16
single parent 3 3 2 5 0 0 1 4
with other adult 10 9 4 10 3 10 2 8

# 120 recently homeless people in Amsterdam, who lost their house for the first time between April 2002–April 2004.
* p = 0.025; ** p = 0.000
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those between 18–29 years and those 60 years and older,
and among respondents not born in the Netherlands.
Underlying social or medical problems were not signifi-
cantly associated with domestic conflicts.

Regarding pathways and medical problems, the eviction
group reported more extreme alcohol problems than the
relationship group (p = 0.048). Drug problems, mainly
cocaine use, tended to be more common in the relation-
ship group compared to the eviction group, although not
significantly. In all groups more than half reported mental
health problems.

Not reported in table 3, among 73 respondents with
debts, the main reasons for debts were loss of job and/or
chronic shortage of income (49%), buying drugs (18%),
gambling (10%), and other reasons such as fines, order by
credit and health costs (23%). Of 22 gamblers, 16
respondents reported financial debts. Of 73 respondents
with debts, 16 reported gambling. The majority of credi-
tors were banks (35%), landlords (34%), energy compa-
nies (18%) and family members (9%). The median debt
was 5,000 euros (range 400 – 400,000 euro). One person
had left a mortgaged house leaving a 400,000 euros debt.

In table 4 problems before and after becoming homeless
are shown. Financial problems before homelessness
(61%) were not solved during homelessness, when even
more respondents reported debts (68%). The overall
addiction rate had decreased from 48% before to 20%
after becoming homeless, due to less excessive and
extreme use of alcohol, less use of heroin, and less use of
cocaine. The self reported gambling rate decreased from

18% before to 3% after becoming homeless. During
homelessness only a few individuals began substance use
for the first time. Feelings of being depressed, fearful and
confused were frequently reported before (56%) and after

Table 3: Self reported problems before homelessness related to pathways into homelessness#

total (n = 120) eviction (n = 41) relationship (n = 38) other (n = 29)
Reported problems before homelessness n % n % n % n %

Social problems (n = 109) 88 81 35 85 32 84 21 70
financial debts 73 61 33* 81 18 47 18 62
domestic conflicts 55 46 18 44 29** 76 6 21

Medical Problems (n = 109) 83 76 32 78 30 79 21 70
Addiction total 57 48 24 59 17 45 10 35
alcohol ## 26 22 12*** 29 5 13 4 13
drugs 37 31 12 29 15 40 6 21

cocaine 33 28 10 24 14 37 6 21
heroin 14 12 5 12 6 16 1 3

gambling 22 18 10 24 5 13 4 14
Mental problems 67 56 26 63 20 53 16 53

depressed 61 51 24 59 18 47 14 47
fearful 29 24 15 37 6 16 5 17
confused 23 19 8 20 6 16 7 23

Physical problems 26 22 7 17 10 26 8 28

# 120 recently homeless people in Amsterdam who lost their house for the first time between April 2002–April 2004.
## according Garretsen scale [14]
*p = 0.009; **p < 0.001; ***p = 0.048

Table 4: Self reported problems before and after becoming 
homeless#

before after
Reported problems n % n %

Social problems 88 81 82 68
financial debts 73 61 82 68
domestic conflicts 55 46 - -

Medical Problems 83 76 89 74
Addiction total 57 48 22 20

alcohol* 26 22 9 8
excessive 15 13 3 3
extreme 11 9 6 5

drugs 37 31 17 14
cocaine 33 28 16 13
< 13 days per month 23 19 8 7
13+ days per month 10 8 8 7

heroin 14 12 6 5
< 13 days per month 6 5 2 2
13+ days per month 8 7 4 3

gambling 22 18 4 3
Mental problems 67 56 75 63

depressed 61 51 68 57
fearful 29 24 24 20
confused 23 19 22 18

Physical problems 26 22 29 24
Total social and medical 76 63 63 55

# 120 recently homeless people in Amsterdam who lost their house 
for the first time between April 2002–April 2004.
* according Garretsen scale [14]
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(63%) becoming homeless, and in both periods almost
one quarter reported physical problems or a handicap.

Pathways and service use
The self reported service use for social and medical prob-
lems before and after becoming homeless is shown in
table 5. Despite the fact that a combination of debts,
addiction and/or mental health problems were often
reported, contacts with social services were low and with
medical services even lower. Among the contacts with
medical services the general practitioner played a minor
role.

Regarding pathways and social problems, the eviction
group reported more contacts with debt control services
than the relationship group (33/41 = 81% versus 18/38 =
47%; p = 0.009, not in table). Despite these contacts they
did not keep their house. Regarding pathways and medi-
cal problems no significant differences in service use
between pathway groups were found. Before homeless-
ness, of 86 respondents who reported a medical problem,
47 did look for some sort of medical service and 39 did
not feel the need. Reasons mentioned for not perceiving
the need for medical support were e.g. "I don't need help",
"I solve my own problems", "I don't have an addiction
problem", "I don't see how they can help me", "I don't
know where to go", "they ask too many questions" and
"services are slow".

How recently homeless people envision better services and 
their biggest dream
We asked recently homeless people about their ideas how
to improve assistance. In general, the majority of respond-
ents mentioned that they wished that the city provides a

one stop comprehensive service for social and medical
problems, active assistance for red tape and financial
management, and fast tracking towards (guided) housing
and jobs. Respondents said e.g.: "you need to be verbally
strong to succeed at services", "social and financial sup-
port should be much faster", "I wish clear information
where to go for what problem", "services should work
together". Other answers were: "If I had help before I
became homeless....", "I try to be nice, but they are rude",
and "they should offer help for normal homeless people".

What is your biggest dream? Almost all wanted a house, a
normal life with family contacts and/or a job. Respond-
ents said e.g. "I hope they give me benefits in the future",
"to see my daughter", "a safe place", "a house within a few
months, and celebrate Christmas with friends at home".
Other answers were: "that they do more for homeless peo-
ple who do not take drugs", "I do not have dreams, I gave
up hope a long time ago" and one man was dreaming of
"a shower and clean clothes".

Discussion
For the homelessness prevention practice, we aimed to
discover the sources of homelessness; defined as the factual
pathway that leads to an (official) forced or voluntary dis-
placement from ones home or facility. Therefore, we
explored the pathways people took into homelessness
and compared the characteristics, problems and service
use per pathway taken. In our approach, we focus on the
detection of underlying problems, that services should
respond to, rather than exploring the reasons why the
underlying problems exist. Knowledge of the characteris-
tics and problems of people who follow different path-
ways into homelessness should contribute to timely
detection of vulnerable people who might step into
homelessness.

We identified 120 recently homeless people in Amster-
dam to explore their pathways into homelessness, prob-
lems and service use, before and after becoming homeless.
The main pathways into homelessness reported were evic-
tions from ones home (38%), relationship problems that lead
to leaving a home or being sent away by household mem-
bers (35%), leaving prison (6%) and various other reasons
(22%). These pathways into homelessness are consistent
with those known in the literature [4-10,15,16]. However,
the figures in this sample can not be compared with those
found by others due to varying settings, definitions and
methodology. For comparison, the factual pathways into
homelessness, the key causes, underlying contextual fac-
tors and triggers need to be disentangled [4,5,9].

Not surprisingly, the characteristics of the recently home-
less people in our study show more similarities than dif-
ferences with those found among the majority of

Table 5: Self reported service use before and after becoming 
homeless#

before after
Service use n % n %

social services total 45 38 100 83
social work 26 22 44 37
benefit agency 18 15 49 41
debt control agency 17 14 12 10
shelters and daycentres 22 18 73 61

medical services total 32 27 32 27
general practitioner 6 5 13 11
addiction service 12 10 9 8
mental health service 13 11 7 6
GGD public health service* 13 11 14 12

all services 65 57 106 93

#120 recently homeless people in Amsterdam who lost their house 
for the first time between April 2002–April 2004.
*GGD safety net department and outpatient drug clinics [13].
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households at risk of eviction (due to rent arrears and nui-
sance), rough sleepers, shelter users and homeless adults
visiting outreach medical care facilities in Amsterdam
[6,11,17-19]. The profile of the majority of the homeless
in Amsterdam is comparable with those in cities abroad
[10,20-22].

In all pathway groups almost two thirds reported a com-
bination of social and medical problems. Those who were
homeless after eviction did belong to a major migrant
group more often, were slightly older, were more often liv-
ing single, had more financial problems and more alcohol
problems, than the other groups. Those who were home-
less due to relationship problems were slightly younger,
had more domestic conflicts and tended to report more
drug (cocaine use) problems, than the others groups.

Gambling, as a known source of debts and financial diffi-
culties, was reported by 24% among those evicted and
13% among those who had lived with others. In Mel-
bourne, Australia, before homelessness, among 93 older
homeless men, gambling was reported by 46% among
those who were living alone and 28% among those living
with others [4,16]. In Amsterdam, gambling was hardly
mentioned by employees of housing associations han-
dling rent arrears and by employees in nuisance control
care networks handling nuisance, when asked to report
problems among households at risk of eviction [6]. Serv-
ice providers should be alert for gambling problems
among mostly single men at the brink of homelessness
due to financial difficulties.

Furthermore, regarding medical support before homeless-
ness, for all pathways, the general practitioner, as a gate-
keeper for addiction, mental and physical health
problems, played a marginal role in providing care, which
was also found among households at risk of eviction in
Amsterdam [7]. For those at risk of homelessness with
silent and/or non-self perceived health needs, 39 out of 86
who reported a medical problem, a sharp decrease of
home visits carried out by general practitioners might be
unfavourable [8,23]. Specifically, if no alternative social
medical care at home is provided, and lessons how to
integrate care for those in highest need have to be learned
in the streets [25]. Therefore, rent arrears and nuisance can
serve as signals to explore underlying problems by out-
reach support [6,7].

After becoming homeless, most problems identified
before homelessness were also reported to exist after-
wards, except for substance use and gambling, which had
decreased significantly. The fact that many recently home-
less had sought social care and were willing and capable
of placing their addiction more in the background, is an
indication of the motivation within this group to turn

their situation around. The addiction decrease could be an
indication that in the first homeless period the scarce
financial means are being used mainly for subsistence.
This moment should be an entry point for service provid-
ers to actively guide the recently homeless towards reha-
bilitation. Although validated diagnostic mental health
tools were not used, by often reporting mental health
problems many respondents did not seem satisfied with
their mental health condition and/or situation. For
recently homeless people staying in the same shelters and
day centres together with the long-term homeless might
have a numbing effect on a positive attitude towards reha-
bilitation [26,27].

The strength of this study is that we had good access to key
informants and the locations where recently homeless
people tend to gather. We obtained a high response rate
among the recently homeless people who were
approached for an interview. This study involved two
principal limitations. First, our data regarding medical
problems were based on self-reported information. Spe-
cifically for psychiatric problems diagnostic or clinical
instruments were not used, therefore data can not be com-
pared with other studies. Furthermore, some respondents
mentioned having trouble remembering the number of
services they had used over time. Second, a random sam-
ple of the recently homeless could not be drawn since the
duration of homelessness is not registered at day centres
and shelters, and not for those not using these facilities.
Following our experience with homeless care, we believe
that the data are valid and can be generalised for the total
recently homeless population in Amsterdam.

Homelessness prevention strategies
Scholars in Australia, England and the US have described
multiple obstacles for homelessness prevention strategies
and the evaluation of prevention programs [3-5]. Regard-
ing causes of homelessness, most cases involved personal
problems and incapacities, policy gaps and service deliv-
ery defects. Crane et al. found that vulnerable people were
being excluded because health and welfare services did
not have the responsibility or resources to search for peo-
ple with unmet treatment or support needs [4,5]. Further-
more, evaluation of homelessness prevention programs
are hampered e.g. by fragmented and provision driven
data registration [3].

In Amsterdam, several strategies to prevent and reduce
homelessness have been implemented, since our study
was executed in 2004. The Amsterdam Welfare and Care
department promotes an integrated approach by housing,
social and medical services to take responsibility in
actively assisting vulnerable citizens with unmet support
needs. This strategy is in concordance with the wishes and
dreams of the majority of the recently homeless in our
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study. Since 2007 service providers are being trained for
this approach to learn how to explore problems and path-
ways towards shared assistance. Furthermore, with sub-
stantial national and local financial support, services are
able to expand their activities. More guided living options
in the social housing sector (75% of the total housing
stock in Amsterdam) are being offered, more integrated
one stop social medical service units will be build, and the
number of beds in shelters, addiction and mental health
care facilities are being increased [28].

Regarding the three pathways into homelessness of the
recently homeless people in our study, we reflect and
comment on the existing strategies in Amsterdam.

1) Eviction from ones home was the main source of home-
lessness. Per year more than 1,400 households are being
evicted in Amsterdam [6]. To decrease the number of evic-
tions, the existing outreach networks respond to persistent
rent arrears and nuisance, as signals to be picked up by
housing associations and landlords, to be shared with
social services. In response, during a house visit underly-
ing problems, such as gambling and medical problems,
and unmet support needs are being explored [6,7,28].
Based on our previous studies on evictions and current
findings, we suggest that assistance should explicitly be
applied to low income single men, with underlying finan-
cial problems, addiction and/or mental and/or physical
health problems. As among these high risk men a mix of
social and medical problems is to be expected, social and
medical workers should be trained to systematically
approach and guide the underlying problems to keep
these men at home [6,7,25].

2) Relationship problems that lead to leaving a house was
the second source of homelessness. Prevention strategies
might be difficult to design. However, underlying prob-
lems and service use are also prevalent among this high-
risk group. Alertness of social and medical services could
be the way to identify this high risk group for preventive
actions. Services should know their clients and should (be
trained to) be sensitive for signals of vulnerability. These
signals should be detected with a few additional questions
related to how a person is coping with daily living, house-
hold management, income and debts (alcohol, cocaine
and gambling), and should actively be shared among dis-
ciplines [4,5,21]. In health care settings medical profes-
sionals, and the general practitioner in particular, do have
the opportunity and responsibility to diagnose social dis-
ease (such as poverty and imminent homelessness), that
intrinsically interacts with medical disease, and actively
ask for social assistance in response [5,29].

3) Leaving prison was the third source of homelessness,
among various other reasons. In the Netherlands, when

people stay in prison for a certain period of time welfare
benefits are being terminated. Data on the number of peo-
ple that did pay rent off welfare benefits before they went
to prison are not being collected. Nor data on the number
of people that lost their house during time in prison
because nobody assisted in paying the rent at home, and,
as a consequence, became homeless after leaving prison.
However, in Amsterdam, vulnerable inmates and multi-
ple offenders are actively being followed up and assisted
to anticipate housing, income and care after prison [28].

Furthermore, to prevent long term homelessness, new arrivals
in the homeless circuit, at places the homeless tend to
gather, are actively being identified and fast tracked along
social and medical services, as the motivation to turn their
situation around is expected to be a crucial entry point
towards rehabilitation. For this strategy, social and shelter
services aim to converge their intake procedures in a cen-
tral shelter unit, where (recently) homeless people can
undergo a social medical assessment and be guided
towards problem oriented housing and care. Among the
services for the poor and underserved, the GGD Municipal
Public Health Service is operating as the central field
director to monitor strategies to further prevent and
reduce homelessness in Amsterdam [28]. New evalua-
tions should demonstrate whether the present situation
has improved compared to our findings in 2004.

Conclusion
Among recently homeless adults in Amsterdam, the main
pathways into homelessness reported were evictions, rela-
tionship problems and leaving prison. In all pathways,
the recently homeless fit the profile of the majority of the
total homeless population in Amsterdam: single men,
around 40 years, with a mix of debts, domestic conflicts,
addiction, mental and/or physical health problems.
Regarding service use before becoming homeless, and
regardless the pathway taken, more than half reported
contacts with social and/or medical services that did not
prevent homelessness. During homelessness only con-
tacts with social work and benefit agencies increased, con-
tacts with medical services remained low. For
homelessness prevention, systematic and integrated social
medical care before and during homelessness should be
provided.
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Abstract

Background
Adequate support for homeless populations includes outreach primary care. This is a descriptive analysis of the 
characteristics, diagnoses and mortality of homeless patients at the GGD Outreach Dr.Valckenier Practice in 
Amsterdam, over the last decade.

Methods
Data of three cross-sectional studies were used of in total 625 homeless patients who consulted a GGD 
outreach doctor at different sites and episodes: Group A (n=364) at an emergency shelter and day centre, 
1997-1999; group B (n=124) at a day centre, an emergency shelter and three residence shelters, September 
– December 2000; and group C (n=137) at a social service centre, February - May 2005. In the three groups, 
personal characteristics, status of homelessness and medical problems, and only in group A, reasons for encoun-
ter and mortality, were collected.  

Results 
In all groups, most were male (82-88%), in the 30-50 age group (59-66%) and of Dutch (37-68%) and Surina-
mese/Antillean (12-28%) origin. The main pathways into homelessness were relationship problems (28-31%), 
evictions (21-37%) and leaving prison (8-23%). The mean duration of homelessness was 4, 7 and 2 years, in 
group A, B and C respectively. Chronic morbidity: alcohol addiction 18-26% and drug addiction 29-37%; mental 
health problems 21-61% and physical conditions 51-76%. In group A, tri-morbidity (a combination of addic-
tions, mental health problems and chronic physical disorders) was reported for 31%, and the main reasons 
for encounter were skin problems in 26% and respiratory infections in 21%. After a decade of observation, in 
group A, 74 homeless patients (20%) had died, 60 men, at an average age of 55 years (range 24-86 years). The 
overall Standard Mortality Ratio was 6.6, for males 5.9 and for females 13.3, compared to the overall mortality 
of the Amsterdam population. Multivariate analysis showed a significant increased risk of death for those with 
HIV, hazard ratio 6.3 (95%CI: 2.58-15.42), alcohol addiction, hazard ratio 3.5 (95%CI: 1.84-6.62), and chronic 
pulmonary disorders, hazard ratio 2.0 (95%CI: 1.18-3.48).

Conclusion 
In Amsterdam, homeless patients were in poor health. This is reflected by one third burdened with tri-morbidity, 
and a high premature death rate. In outreach practice, predictors of early death should be acknowledged and 
targeted social medical care provided. 

Background

In Amsterdam, the Netherlands, over the last three decades, an estimated stable number of 2,500-3,000 home-
less people has been reported.1-5 Among this subpopulation, of mainly drug users, alcoholics and psychiatric 
patients, a poor physical condition is observed. Often reported are severe self neglect, pulmonary infections and 
alcohol complications, for which problems they seem to seek help in an advanced stage of illness. In response 
to their unmet support needs the Municipal Public Health Service (in Dutch: Geneeskundige en Gezondheids-
dienst = GGD) introduced outreach care activities in 1987. 4-6 

In the beginning these activities took place in the streets, under bridges and nomad areas. In 1988 primary 
healthcare drop-in hours were on offer in two emergency shelters.4-6  Through the years, more centres for the 
homeless have been visited by GGD outreach doctors and case workers. In 1992, on request of the Amster-
dam Association of General Practitioners (AHV) and a health insurance company (AGIS), a formal practice 
– the GGD Outreach Dr. Valckenier Practice for homeless people - was established. The practice is named after 
the Valckenierstreet in Amsterdam, the location of the GGD headquarters. At a social service centre (in Dutch: 
Dienst Werk en Inkomen = DWI), homeless people can receive a postal address and welfare payments of 
which preemies for a health insurance are paid off automatically. Subsequently, homeless people can registrar at 
the GGD Outreach Dr.Valckenier Practice. 6-8  Today over 1,000 patients are registered. 

The years that followed were used for GGD outreach physicians and case workers to pioneer and getting to 
know the homeless population and the partners in the care network in Amsterdam. In April 1997 organisatio-
nal changes within the GGD brought a new team of outreach workers, called the Ambulatory Medical Team 
(AMT). 7 Over the last years, at sixteen outreach locations (day centres, social service centres, emergency shel-
ters and general shelters) around 750 homeless patients have been consulting the GGD outreach physicians 
during 3,500 contacts per year. Sources of referral are in most cases homeless people themselves, social wor-
kers and shelter staff, and, to a lesser extent, medical workers in the mainstream primary and secondary care 
sector. Although most referrals occur during the day, for advice and/or consultation the GGD outreach health 
workers can be contacted around the clock, all days of the year. In Amsterdam, apart from the outreach primary 
care locations, for health related matters homeless people can consult a doctor at five GGD out-patient (com-
munity mental health) clinics, a volunteer primary care facility in the red-light district (Kruispost), nearly 400 
general practitioners and six A&E departments at general hospitals.

From day one, GGD outreach physician and first author IvL participated in the Ambulatory Medical Team, and 
on the job he has been collecting data on characteristics, social medical problems and care needs of homeless 
patients. In this paper collected data, of which most were published in Dutch medical journals over the last 
decade, are aggregated and presented. 

Objective of this study
In the literature little information of homeless people and both morbidity and mortality in outreach primary 
healthcare settings is available. To contribute to the knowledge, we aimed to describe 1) the personal characte-
ristics of three subgroups of homeless patients that consulted the GGD Outreach Dr.Valckenier Practice in the 
time periods 1997-1999, 2000 and 2005, 2) the status of homelessness in the three subgroups, 3) the underly-
ing medical problems in the three subgroups and reasons for encounter in the first subgroup; and 4) mortality, 
ten years after the first encounter between 1997-1999, in the first subgroup.
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Methods

Three descriptive cross-sectional studies among homeless patients, who consulted a GGD outreach physician 
between 1997 and 2005, were used. These studies reflect the data collected of homeless patients who consul-
ted a GGD outreach doctor at their own initiative at different sites during different episodes. The aim was not 
to compare the study groups, episodes or outreach locations. We used data of in total 625 homeless patients 
in the following three groups. Group A consists of 364 homeless patients who consulted a GGD doctor at a day 
centre and an emergency shelter between April 1997 and October 1999. For this study an author generated 
questionnaire was used. The socio-demographics, the status of homelessness, reasons for encounter, and chro-
nic medical conditions, were recorded in a standardised manner. 9 In November 2008, the GGD client records 
and the Amsterdam Population Register were used to determine the mortality rate among the 364 homeless 
patients a decade later. Group B consists of 124 homeless patients who consulted a GGD doctor at a day cen-
tre, an emergency shelter and three residence shelters in the period September – December 2000. Patients 
underwent a structured interview and a superficial dental examination. Demographics, status of homelessness, 
substance use, life time admittance in a mental health clinic, use of dental services and dental health characteris-
tics were recorded.10 Group C consists of 137 homeless visitors applying for benefits at a social service centre, 
where they consulted a GGD doctor during February - May 2005. Demographics, status of homelessness and 
medical problems – addiction, mental and physical health problems present or absent – were collected. This 
study aimed to explore advice on housing and social medical care needs.11

To answer question 1 (characteristics), 2 (status of homelessness) and 3 (underlying medical problems) data 
were used of all three groups. Regarding underlying medical problems, these were recorded as bi- and tri-mor-
bidity; a combination of substance use, mental illness and/or physical problems.12 To answer question 3 (reasons 
for encounter) and 4 (mortality) data were used of group A only. 

Study assessments and analysis
Statistical analyses were performed using SPSS 17.0 and were mainly descriptive. The mortality rate was cal-
culated from the date of first encounter until the date of death, divided by the person years from the first 
encounter until the end of the observation period, until death or until leaving Amsterdam. The study period was 
from April 1997 up till November 2008. The Standard Mortality Ratio (SMR) was calculated by comparing the 
mortality among the homeless patients with the mortality in a comparable group (5-year-age groups, gender, 
ethnic background) in the general Amsterdam population. Survival analysis was performed to determine factors 
independently associated with higher mortality rates.

Results

Personal characteristics 
In table 1 the demographics of the three groups visiting the GGD Outreach Dr. Valckenier Practice for homeless 
people between 1997-2005 are shown. The vast majority were male (82-88%) and in the 30-39 and 40-49 age 
groups (59-66%). Two thirds were of Dutch origin in group A and B (63-68%), in group C one third was born 
in the Netherlands (37%). A minority of the visitors in group A and B were illegal immigrant. In group A and B 
most had a health insurance (73-86%), and group C was applying for benefits of which preemies for a health 

insurance can be paid off, thus none had a health insurance at the time. In general, homeless patients without a 
health insurance are welcome to visit the GGD Outreach Dr.Valckenier Practice as well, and if entitled, they can 
be guided towards social assistance for a postal address and benefits. Among those with a health insurance in 
group A, half of them were registered at their own general practitioner, who they apparently did not visit for pro-
bably practical reasons (appointment, distance to practice etc). Regarding education, in group A, 17% only went 
to primary school, 38% went to high school for one or two years and disrupted their education and 40% had a 
high school diploma. Forty percent of group A had one or more children, most had lost contact with them. 

 Table 1   Personal characteristics of homeless patients in Amsterdama

      group                                     group A (n=364)                group B (n=124)        group C (n=137)  

      sample episode                 April 1997-Oct 1999                  Oct-Dec 2000          Feb-May 2005  

    n       %                 n                    %          n          %

      male                   306      84               102 82       120          88

      female   58      16                22 18        17          12

      Age (range) in years             43 (18-86)           45 (25-84)      38 (20-61)  

      18-29             48      14                 8                    7        30           22

      30-39                                     118      32                36 29        49           36

      40-49                                     111      30                37                  30        40           29

      50-59   54      15                27 22        17           12

      60 +                    33       9                16 13         1           0.7

      Country of birth         

      Netherlands  246      68                78 63         51           37

      Surinam/Antilles   45      12                27 22         38           28

      other    73      21                19 15         48           35

      illegal immigrant   28       8                 6                     5             *

      Health insurance   276      73               107 86             **

a Homeless patients visiting the GGD Outreach Dr.Valckenier Practice 1997-2005 
* illegal immigrants were excluded from application for benefits
**Applicants for benefits did not have a health insurance
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Status of homelessness
In table 2 the status of homelessness is outlined. The major pathways into homelessness, in group A and C, 
(for group B this item was not included in the questionnaire), were relational problems and financial debts / 
evictions. In group A, for an unknown proportion, financial debts might have resulted in evictions as a factual 
pathway into homelessness. This pathway was specifically asked for in group C, and in this group 37% reported 
being homeless after an eviction. Other pathways were housing related nuisance in group A (12%) and after 
leaving prison in group C (23%); for an unknown number of pre-prison renters no rents are being paid during 
incarceration, with an eviction and loss of personal belongings as a likely result, to be discovered by the indivi-
dual once time is done. 

The mean duration of homelessness in the three groups varied between 2 and 7 years, most probably due to 
differences in the sampling sites. In group A, mainly rough sleepers and emergency shelters users (81%), almost 
half were homeless up to two years; the range was between a few days up till 46 years. In group B, including 
one quarter residence shelter users, almost half (49%) was homeless longer than 5 years. In group C, nearly half 
(47%) was homeless up to six months, at the moment of applying for benefits at the social agency. 

 Table 2   Status of homelessness of homeless patients in Amsterdam*

  
* Homeless patients visiting the GGD Outreach Dr.Valckenier Practice 1997-2005 
NA=not available, item was not included in the study questionnaire

group                                       group A (n=364)          group B (n=124)                 group C (n=137)  

sample episode                  April 1997-Oct 1999      Oct-Dec 2000                   Feb-May 2005  

Pathway into homelessness    n      %            n                %                  n   %

relationship problems                    113      31          NA                    39   28

financial debts / evictions                     77      21            -                    51   37

housing related nuisance                     44      12            -                     1   0.7

after prison     30       8            -                    32   23

after hospital admission    10       3            -                         0.7

other     75      21            -                    13     9

unknown     15       4            -                     0     0

Duration of homelessness            

mean duration in years    4.1            6.9                    2.0  

0-6 months    118     32           18               15      64    47

7 months - 2 years    63     17           14               11      23    17

2-5 years     69     19           31               25      31    23

> 5 years     93     26           61               49      18    13

missing     21      6            0                     0       1    0.7

Place slept previous night                                            NA  

rough sleeping                    130     36           24                9        -  

emergency shelter                    162     45           46               37         -  

residence shelter     0      0           34               27         -  

temporary stay family/friends   64     18           20               16    -

Medical problems and reasons for encounter
Chronic medical problems – addiction, mental and physical health problems - are outlined in table 3.  For group B 
and C not all data were available due to varying aims of the studies. In all groups, one quarter reported alcohol 
dependency and one third drug dependency. In group A, among the 105 drug users, 14% was actually injecting 
heroine and/or cocaine, and 49% received methadone treatment at a GGD drug clinic, as opposed to none of 
the 92 alcoholics. 

During outreach practice the experience with the homeless alcoholics and the accumulation of medical pro-
blems, resulting in a severe social medical decay and premature death, is reflected in two case studies presented 
in Box 1. 13 

Box 1:  The homeless alcoholic: who cares?

Mental health problems were highly prevalent, among almost two thirds in group A and one in five in group 
C. Of one quarter in group B a life time mental health admission was known. Among the chronic physical 
health problems reported, often presented were skin disorders 41% (chronic ulcers and skin defects, eczema, 
psoriasis), pulmonary conditions 23% (chronic asthma, COPD, use of inhalers) and cardiovascular disease 14% 
(coronary disease, rhythm disorders, hypertension, use of cardiac medication). Furthermore, underweight (BMI 
18.5 kg/m2 and lower) was noted among 13 out of 35 females (37%) and 28 out of 254 males (11%). For 
hypertension (RR >140/90 mmHg for those under 60 years and RR > 160/90 mmHg for those 60 + years), 
the figures were 2/28 (7%) and 39/210 (19%) respectively. 

Two homeless alcoholics, males aged 58 and 40 years, are presented with multiple health problems. Sleeping 
outdoors, excessive drinking and incompetence refrain them from seeking proper assistance. The patients were 
assessed at primary care services provided in shelters in Amsterdam, at police stations and in the streets. They 
were admitted in shelter-based convalescence care facilities, alcohol clinics and general hospitals on many 
occasions. Despite substantial individual health damage, community costs and extreme care consumption, 
coercive treatment was not performed to prevent death of the first patient and to stabilise the situation of the 
second. It is stated that a specific group as homeless alcoholics can hardly be treated unless during moments 
of crisis. Coercive treatment should be applicable in order to stabilise these patients and to prevent early mor-
tality among homeless people with comparable health problems. Outreach primary care services for homeless 
people should actively co-operate with addiction and mental health services in providing care for the homeless 
alcoholic. 13
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 Table 3   Chronic medical problems of homeless patients in Amsterdam *

* Homeless patients visiting the GGD Outreach Dr.Valckenier Practice 1997-2005 

Reasons for encounter, in group A, are compared to sex and age matched patients visiting a regular general 
practitioner (GP)14, see table 4. Homeless patients presented skin problems in 26% (traumatic injury, infected 
wounds, immersion foot, scabies, lice, abscess, cellulites and erysipelas) and respiratory infections in 21% (sinu-
sitis, acute bronchitis and pneumonia), more often than a GP population. Among the skin problems, immersion 
foot was often presented, a condition in demand for shelter-based convalescence care. A case study of a patient 
with immersion foot is presented in Box 2. 15 

group                                         group A (n=364)               group B (n=124)    group C (n=137)  

sample episode                     Apr 1997-Oct 1999                 Oct-Dec 2000      Feb-May 2005  

        n         %               n                     %     n        %

Addiction total                     197         54              78                    63    62       45

  none                    167         46              46                    37    75       55

  alcohol      92         25              32                    26    24       18

  drugs     105         29              46                    37    48       35

  heroin      74         20               -        20       15

  cocaine      85         23               -                         42       31

Mental Health total    225         62               -                        29       21

  depressive episode ever    113         31               -                          -  

  psychotic episode ever    103         28               -         -  

  mental admission ever     68         19              32                    26      -  

Physical Health chronic total   275         76               -                         70       51

  skin disorder                     148         41               -                         - 

  asthma / COPD     85         23               -                          - 

  heart disease / hypertension    50         14               -                         - 

  gastro intestinal (excl. liver)    41         11               -                         - 

  hepatitis B and/or C     31          9               -                          - 

  alcohol hepatitis / cirrhosis    28          8               -                          - 

  epilepsy      26          7               -                          - 

  HIV      19          5               -                          - 

  tuberculosis ever      18          5               -                          - 

  diabetes      12          3               -                          - 

Medical problems          

  addiction and mental    135         37              23                     19    17       12

  addiction and physical    161         44               -                        36       26

  mental and physical     174         48               -                        17       12

  addiction, mental and physical     111         31               -                         9        7

Box 2: Tramps’ feet in vagrants

Despite a high prevalence of addiction (50-60 times higher than the GP patients) only 1% presented an ad-
diction problem as a reason for encounter. Medication was requested by 9%, of whom 63% preferred tran-
quillisers. Medication prescribed by other physicians was stated by 46% (21% tranquillisers, 14% methadone). 
Furthermore, the multiple conditions in one in six visitors (n=54; 91% male) required a referral to a shelter-
based convalescence care facility to recuperate. Five homeless alcoholics presented life threatening conditions 
and were hospitalised. 

 Table 4   Reason for encounter of homeless patients visiting the GGD Out-
reach Dr.Valckenier Practicea and patients consulting a general practitioner (GP) 
            

a Homeless patients visiting the GGD Outreach Dr.Valckenier Practice April 1997-Sept 1999. 
* Reasons for encounter according International Classification of Primary Care (Oxford University Press 1999).
** Sex and age matched with patients visiting 50 GP practices in the Netherlands between 1985-1995. 14 

The lifestyle of homeless people often implies lack of hygiene resulting in - neglected - feet pathology. The Mu-
nicipal Public Health department for the homeless (GGD) was visited by a man aged 43 with drug addiction 
and schizophrenia who suffered from severe immersion foot complicated by cellulites of the right lower leg, 
which had not been diagnosed adequately during a previous visit to an emergency department. Shelter-based 
convalescence care admission and adequate antibiotic treatment improved the condition in a few days. It is 
stated that ‘maladjusted’ presentation of homeless people may lead to hasty, inadequate judgement and 
treatment by health care workers. These socially handicapped patients need proper physical examination and 
efforts to realise shelter, care and indicated treatment. 15

Reason for encounter*           group A (n=364) GP (standardised)**

Code  Category   n        %              %

A  general  15         4               7

B  blood   0         0               5

D  digestive  33         9               9

F  eye  11         3               3

H  ear   4         1               4

K  circulatory  11         3               4

L  locomotion  44        12              21

N  neurological  15         4               5

P  psychological 33         9               4

R  respiratory  77        21              14

S  skin  95        26              12

T  endocrine   4         1               1

U  urological   4         1               2

Y  male genital   8         2               2

Z  social   8         2               3

   total                  364       100             100
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Dental conditions. Although the homeless patients showed a poor dental condition, only a few presented dental 
complaints. Specific data were collected to get insight in the dental condition and dentist visits (group B). In 
this study (n=124), teeth brushing less than once a day reported 22% and 31% did not brush at all. Tooth ache 
during the previous 3 months reported 29%, of whom one fifth visited a dentist (n=7). The homeless patients 
visited a dentist the previous year in 26% versus 77% of the general Dutch population. Of the homeless drug 
users 40% did visit a dentist the previous year versus 17% of the homeless alcoholics and non users (x2:7.9; 
df=1; p=0,005). Superficial dental examination revealed an unhealthy dental status in 86% and unhealthy peri-
odontal tissue in 46%. One or more missing teeth were seen in 91%, more in street and emergency dwellers 
than in residence shelter dwellers (P<0.05), and decayed teeth in 47%. Edentulous were 29% versus 15% in the 
general Dutch population. Thirteen edentulous persons did not wear their dentures because they were stolen, 
broken or did not fit anymore. 10

Mortality
Between 1997-2008, in group A, 74 homeless patients had died (20%), see table 5. Sixty persons were male 
(81%), and the average age of death was 55 years (median age 53 years; range 24-86 years). The average age 
of death of fourteen females was also 55 years (median age 54 years; range 41-82 years). For analysis, mortality 
data of the period 1997-2007 were available of the general Amsterdam population. In this episode 72 home-
less patients (58 males) had died. The overall Standard Mortality Rate (SMR) in our study population was 6.6 
(95%CI: 5.2-8.3); 5.9 for males (95%CI: 4.5-7.6) and 13.3 for females (95%CI: 7.9-22.4). For the 18-34 age group 
the SMR was 18.3 (95%CI: 9.5-35.2), for the 35-54 group 8.8 (95%CI: 6.4-12.1) and for the 55+ group 4.2 
(95%CI: 2.8-6.1). Multivariate Cox regression analysis showed a significant increased risk of death for individuals 
with problems related to HIV, alcohol addiction, asthma/ COPD, and drug addiction, and (univariately) for liver 
cirrhosis and diabetes. Other variables, such as pathways into homelessness, length of homelessness or having a 
health insurance, did not show significant risk differences. 

 Table 5   Hazard ratios related to characteristics and medical problems 
among homeless patients who died in Amsterdam between 1997-2008a 

a Cohort of 364 homeless patients visiting the GGD Outreach Dr.Valckenier Practice April 1997-Sept 1999. 
* Included as continue variable 1.06 per year

Discussion

 
The goal of this study was to describe the personal characteristics, status of homelessness, morbidity and mor-
tality, among homeless patients visiting the GGD Outreach Dr. Valckenier Practice in Amsterdam, over the last 
decade. We discuss the results and, as far as possible, compare our data with those in other cities in the Net-
herlands and abroad. 

The strength of this study was that for all subjects basic and simple data were collected, and included the three 
general groups of medical problems (addiction, mental and physical health problems). Specifically, we used these 
categories to determine the prevalence of bi- and tri-morbidity to delineate the burden of disease, and to include 
physical problems, that might be overlooked when the focus is on dual diagnosis (addiction and mental health pro-
blems). Limitations are that not for all groups the same data regarding medical problems were collected. However, 
the results reflect the findings in daily practice as witnessed by the same outreach doctor who has been observing 
the homeless population, and most of the patients described in this study, for over a decade. 

                                Deaths (n=74)        univariate analyses         multivariate analysis

             n             %         hazard ratio       95% ci     hazard ratio     95% ci

Male                    60         18.6          0.59      0.33-1.06            -  

Female            14         33.3          1.00            -             -  

<50 years           37         13.4          1.00            -             -  

50+ years           37         42.5          4.01      2.54-6.34         1.06*       1.03-1.08

Dutch born           58         23.6          1.00            -             -  

Surinam / Antilles born           5         11.1          4.28     0.17-10.07           -  

born elsewhere          11         15.1          5.25     0.28-10.00           -  

        

drugs           20         19.0          1.87      0.97-3.61          1.80       0.80-4.06

alcohol           38         41.3          5.14      2.86-9.23          3.49       1.84-6.62

mental health          54         22.0          1.29      0.77-2.16            -  

asthma / copd          37         43.5          4.09      2.59-6.46          2.03       1.18-3.48

hepatitis B/C           10         32.3          1.58      0.82-3.09            -  

liver cirrhosis          11         39.3          2.47      1.30-4.69            -  

epilepsy            7         26.9          1.31      0.60-2.84            -  

HIV           10         52.6          3.10      1.57-6.05         6.30       2.58-15.42

diabetes            7         58.3          4.72      2.16-10.30          -  

chronic skin           29         19.6          0.84       0.53-1.34           -  

gastrointestinal (excl.liver)         9         22.0          1.11       0.55-2.22           -  

heart vessel           14         28.0          1.54       0.86-2.75           -  
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Personal characteristics 
The homeless patients were mainly male (85%), in the 30-49 age group (60%) and of Dutch (37-68%) and 
Surinamese/Antillean (12-28%) origin. These characteristics are comparable with those of homeless people 
visiting outreach primary healthcare facilities in The Hague, Rotterdam and Utrecht. 16-18 The demographics of 
the homeless patients in our study resemble the total homeless population in Amsterdam and Rotterdam, and 
those in cities abroad. 2,19,20

Status of homelessness 
In this study, the three major pathways into homelessness were relationship problems 28-31%, financial debts / 
evictions 21-37% and after leaving prison 8-23%. In group A, mainly long term homeless people, 8% was home-
less after leaving prison. Whereas in group C, mainly recently homeless people, 23% was homeless after leaving 
prison at the moment they were visiting an outreach doctor at a social service centre applying for benefits. 
Therefore, regarding the prevalence of certain pathways into homelessness, the sampling sites and length of 
homelessness should be taken into account. Although the pathways are in concordance with those reported 
in other big cities in the Netherlands, the percentages can not be compared due to different definitions and 
methodology. Despite these differences, according studies in Amsterdam, Groningen, Nijmegen and Rotterdam, 
often reported pathways were financial mismanagement (15-40%), evictions (10-32%), relationship problems 
(27-29%) and after leaving prison (14-15%).21-24 The pathways into homelessness reported in the Netherlands 
are in concordance with those known in the literature abroad. 25-26  

Chronic medical problems and reasons for encounter 
The study groups presented a high prevalence of chronic bi-morbidity (12-48%) and tri-morbidity (7-31%). 
Half of the homeless patients reported alcohol and / or drug addictions (alcohol 18-26% and drugs 29-37%), 
one in five up to almost two thirds a mental health problem (21-61%) and half up to three quarters (51-76%) 
a chronic physical condition. Moreover, regarding group A, a high need of acute and/or chronic medical care 
and guidance is reflected by the fact that, following encounter, one in six homeless patients were referred for 
shelter-based convalescence care. 9 Between 1988-1995, former GGD doctors who visited the same outreach 
locations reported a comparable sex and age distribution, less ethic minorities (20%), less drug use (12-15%), 
and a similar pattern of alcohol, mental and physical conditions among their homeless patients. 4,27 

Regarding (tri-)morbidity, homeless patients using outreach primary healthcare facilities in other cities in the 
Netherlands, as well as homeless populations abroad, show more similarities than differences compared to our 
homeless patients. 16-18,20 In group A, we found 5% with a known HIV infection, 9% with a hepatitis B and/or C 
infection and 5% with active and/or life time tuberculosis. As for many of our homeless patients serological tests 
were not performed at the time, probably, our rates are lower than those reported among homeless popula-
tions abroad: HIV 6-35%, hepatitis B 17-30%, hepatitis C 12-30%.28 As almost all of our homeless patients are 
periodically screened for tuberculosis, our rate (5%) is comparable with those abroad (1-7%).28

In this study, as well as in The Hague, Rotterdam and Utrecht 16-18, the major reasons for encounter were skin 
infections, pulmonary disorders and physical trauma. Scholars abroad found the same pattern, and stated that 
malnutrition, substance use, poor sanitation, overcrowding in poorly ventilated dormitory-style rooms, repeated 
exposures to the extremes of weather and temperature during the daily migration through the streets and 
parks, and inadequate access to health care and medication, all contribute to these medical conditions. 28-31 

Mortality
In group A (n=364), 74 homeless patients (20%) had died at an average age of 55 years. After a decade of 
observation (April 1997-November 2008), the overall SMR was 6.6; for males 5.9 and for females 13.3, and 
18.3 for the 18-34 age group. Those with problems related to HIV, alcohol addiction, chronic pulmonary disor-
ders, drug addiction, liver cirrhosis and diabetes showed an increased risk of death. In a previous study among 
729 shelter users in Amsterdam, (82% male, average age 48 years, Dutch origin 60%, methadone prescription 
25%), an excess mortality ratio of 4.0 was found, after one year of observation. 33 The mortality rate for shelter 
users was lower than the rate for outreach care users in the current study, reflecting a bad and worse health 
condition respectively. In the Netherlands, no mortality data of homeless populations were available to compare 
these figures. 

Mortality studies among urban homeless populations, mainly shelters and/or homeless clinic users, in Australia, 
Britain, Canada, Denmark, Sweden and the US, with observation periods ranging between 1 up to 10 years, re-
ported a 3-4 fold overall increased risk of death compared to the local general population. 34,35 Younger home-
less women had from 4-31 times the risk of dying when compared to housed women36, and younger homeless 
women had similar risks of premature death than younger homeless men. Abroad, most were men, and the 
average age of death was between 42-52 years. 34-36 Causes of death varied per study, although (un)intentional 
accidents, homicide, suicide, intoxications, overdose, HIV/AIDS, heart disease, and cancer, were overrepresented. 
34 According the results of a retrospective 5-year study among 6,323 homeless people in Scotland, homeless-
ness itself was an independent risk factor for death for specific causes; the all-cause mortality hazard ratio was 
4.4 compared to the local socio-economically deprived non-homeless population. 37

The deaths in our sample were older than abroad (average 55 years versus 42-52 years) and the overall SMR 
was higher (6.6 versus 3-4). The Netherlands is an advanced welfare state with a large social housing sector (35% 
of the total stock), housing and welfare benefits, universal health insurance, and numerous arrangements for the 
lowest income groups. 38 Those who fall through all safety nets available might be the most difficult to serve in 
the community. The homeless population in Amsterdam consists mainly of mentally ill who would have been ad-
mitted in mental health institutions 20-30 years ago, and long-term opiate users and alcoholics who can not live 
independently, and who depend on fragmented services. 5,7,8 The Amsterdam population of heroin users is aging 
(average age around 50 years), with a growing burden of disease (heroine and/or cocaine and/or alcohol and/or 
benzodiazepine dependence, psychotic episodes, depressions, personality disorders, cognitive impairment, severe 
self neglect, dental conditions, chronic pulmonary conditions, heart disease, HIV, Hepatitis B, Hepatitis C, and 
cancer), whereas the incidence of HIV and overdose deaths is very low. 6-11 Furthermore, abroad, most homeless 
cohorts were shelter/clinic users, whereas 81% of our cohort were rough sleepers and emergency shelter users 
who might have a worse condition and/or a deviant assistance seeking behaviour than those staying in general 
shelters. At first encounter one quarter was 50 years and older and the total group had an average duration 
of homelessness of 4 years. These facts, including one third burdened by tri-morbidity, possibly, contributed to a 
higher mortality rate than among homeless populations described abroad. 

In conclusion, homeless patients in Amsterdam, most commonly male, between 30-49 years old and of Dutch 
and Surinamese/Antillean origin, were in poor health. Over the last decade, community services in Amsterdam 
were challenged to provide care to those carrying an extreme burden of disease on a pathway towards pre-
mature death. In outreach practice, predictors of early death should be acknowledged and targeted outreach 
social medical care be provided.39,40
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Abstract

Background: Adequate support for homeless populations includes shelter and care to recuperate
from illness and/or injury. This is a descriptive analysis of diagnoses and use of shelter-based
convalescence in a cohort of homeless adults in Amsterdam.

Methods: Demographics of ill homeless adults, diagnoses, referral pattern, length of stay,
discharge locations, and mortality, were collected by treating physicians during outreach care
provision in a shelter-based convalescence care facility in Amsterdam, from January 2001 through
October 2007.

Results: 629 individuals accounted for 889 admissions to the convalescence care facility. 83% were
male and 53% were born in the Netherlands. The mean age was 45 years (SD 10 years). The
primary physical problems were skin disorders (37%), respiratory disorders (33%), digestive
disorders (24%) and musculoskeletal disorders (21%). Common chronic conditions included
addictions 78%, mental health disorders 20%, HIV/AIDS 11% and liver cirrhosis 5%. Referral
sources were self-referred (18%), general hospitals (21%) and drug clinics (27%). The median length
of stay was 20 days. After (self)discharge, 63% went back to the previous circumstances, 10%
obtained housing, and 23% went to a medical or nursing setting. By March 2008, one in seven users
(n = 83; 13%) were known to have died, the Standard Mortality Ratio was 7.5 (95% CI: 4.1-13.5).
Over the years, fewer men were admitted, with significantly more self neglect, personality
disorders and cocaine use. Lengths of stay increased significantly during the study period.

Conclusion: Over the last years, the shelter-based convalescence care facility users were mainly
homeless single males, around 45 years of age, with chronic problems due to substance use, mental
health disorders and a frail physical condition, many of whom died a premature death. The facility
has been flexible and responsive to the needs of the users and services available.

Background
Over the last decades, shelter-based convalescence care
programs, (also termed respite, infirmary, recuperative

and intermediate care), increasingly emerged in the west-
ern world [1-13]. Programs differ from one another,
though many provide room, board, on site 24-hours care,
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and a range of social and medical services. On average,
these programs are small, with a median of 13 beds, and
reimbursement depends on patchwork funding [6].

The limited body of research in Australia, Canada and the
US suggests that these programs are cost-effective, reduce
hospital readmissions, and have important social medical
support and service-networking benefits for the clients [1-
6]. However, it is argued that much remains to be learned
about these programs, including their funding sources,
their relationships and arrangements with hospitals and
other referral sources, and where patients go when they
are discharged from these programs [6].

To contribute to the knowledge, we describe a shelter-
based convalescence program for ill homeless adults in
Amsterdam, the Netherlands. A seven-year period of shel-
ter-based convalescence use was reviewed to determine
the demographics, medical diagnoses, referral patterns,
length of stay, discharge locations, mortality rate, and use
patterns. Information about the experiences in this spe-
cific shelter will help program and policy makers to design
or adjust shelters services that adequately fit the needs of
homeless populations, and are efficiently linked to the
healthcare system.

Shelter-based convalescence program in Amsterdam
In Amsterdam, shelter-based convalescence care facilities
were introduced in the early 1990s. In these days a rela-
tively small proportion of the Amsterdam general hospital
beds were occupied by HIV infected drugs users [14]. As a
result of lifestyle concerns and strict admissions criteria,
aftercare for this group was not offered by the mainstream
nursing homes. Initially in two shelters, a total of ten over-
night beds were transformed to 24-hour convalescence
care beds to fill the hospital-to-streets gap. Through the
years, in response to a growing care need, in three shelters
the number of convalescence beds has increased to a total
of 134 beds today. The convalescence care beds were
embedded in the system of medical care provided by
health professionals from the Municipal Public Health
Service (MPHS) in Amsterdam, that also provides out-
reach medical care in three day centres, and three over-
night shelters and 18 residence shelters (in total 1,090
beds) [15,16]. At most sites, MPHS health workers have
access to online electronic client medical health records.
The client records aim to give an overview of the social
medical care biography and relevant medical letters from
healthcare providers in the care network, and the actual
medication prescribed, network partners, and care plan.

The shelter-based convalescence care facilities are staffed
by nurses, orderly, social workers, housekeepers, and vol-
unteers and offer integrated and problem oriented serv-
ices that include a bed, food, clothing, on site 24-hour

nursing care, medication compliance by daily observed
therapy, wound care, vaccinations, wheel chair access,
physical therapy, assistance for identity cards, benefits,
debt control and health insurance, family reunion, pasto-
ral support, and transportation to relevant services. Shel-
ter rules tell to behave and not to consume alcohol or
drugs on premises. The costs for this service were covered
by Amsterdam Welfare department payments per user per
night, donations by the public, and a contribution for
board, lodging, and health insurance preemies paid by the
users.

Sources of referral are homeless people themselves, medi-
cal workers in the primary and secondary care sector, and
by social workers, the police and penitentiary staff.
Although most referrals occur during the day, for advice
and/or admission the MPHS health workers can be con-
tacted around the clock, all days of the year.

Criteria for admission are homelessness and ill health
and/or injury, often in combination with chronic prob-
lems with addiction, mental and physical health. MPHS
outreach physicians are responsible for the admission
assessment, direct medical care, making the individual
care plan and follow up. In case patients are too sick to
stay they are transferred to general hospitals. Convales-
cence care users can be admitted up to three months.
Based on interdisciplinary observations trajectories for
suitable housing and care after discharge are initiated. The
length of admission can be prolonged another three
months, or longer for those with multiple conditions in
need for chronic nursing care, palliative care for the termi-
nally ill included [15].

Methods

Study population and data collection
For this study, data were collected at a shelter-based con-
valescence care facility, named the Gastenburgh, a Salva-
tion Army run shelter located in the Amsterdam red-light
district. It started as an overnight shelter in the 1980s, and
gradually transformed into a facility with 25 convales-
cence care beds and 25 chronic nursing care beds today. At
admission, the patient was assessed by the treating MPHS
physician, and demographic data, medical conditions,
medication and treatment plan were recorded. The experi-
ence of the treating physician [17], referral letters and the
available medical letters in the MPHS electronic client
records were used, and diagnoses were coded according
the International Classification of Primary Care (ICPC)
[18]. Data were collected for and during all admissions
from January 2001 and October 2007. Patient consent
was obtained at admission.

Referring partners in the care network included several
outreach centres in locations throughout Amsterdam, and
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patients were self-referred and admitted for convalescence
care. Referrals also occurred through social networks such
as social workers at day centres and general residence shel-
ters, police, and after release from prison. Medical refer-
rals included those from general practitioners, hospitals,
MPHS outreach safety net teams and MPHS drug clinics
[16], as well as addiction health clinics and mental health
services. The duration of the admissions was measured in
days, from the date of admission till the date of discharge
or death.

The whereabouts after discharge where divided in social
and medical settings. Social settings could be: a house
(rent apartment, sub renting, including doubling up with
family or friends), general residence shelters, prison, the
streets and unsheltered places, or unknown in case of self
discharge or expulsion due to misconduct. Medical set-
tings could be: a shelter-based chronic nursing care facil-
ity, nursing homes, hospitals, addiction- and mental
health residence clinics. To determine the mortality rate,
by patient name and date of birth, the Amsterdam popu-
lation register and MPHS electronic patient records were
used up till March 2008. The study design did not need a
process of ethical approval according to the Dutch Act on
Medical Research.

Study assessments and analysis
Statistical analyses were performed using SPSS 14.0 and
were mainly descriptive. Demographics, diagnoses, length
of stay and whereabouts after discharge were compared
between the years of admission. Differences were com-
pared using chi-square and Fisher-exact tests for categori-
cal variables and Wilcoxon median test for continuous
variables. Trends over the years were tested with trend
analyses. The mortality rate was calculated from time up
of admission until death or until the end of follow-up
(March 2008). The standard mortality ratio was calculated
by comparing the mortality among the users with the
mortality in a comparable group (5-year-age groups, gen-
der, ethnic background) in the general Amsterdam popu-
lation. Survival analysis was performed to determine
factors independently associated with higher mortality
rates.

Results
Written consent for inclusion to access information was
obtained, this was granted in 99% of those asked. With a
total of 889 admissions by 629 unduplicated individuals,
between January 2001 and October 2007, the majority of
the convalescence care users were admitted once (75%) or
twice (18%). A small group (n = 46) was admitted from 3-
13 times for a total 192 admissions; this was 22% of all
admissions. No seasonal influences were noticed, as 54%
of the admissions were in October to March.

Demographics and chronic medical conditions
In table 1, the demographics and chronic medical condi-
tions are shown. Most were men, between 30-60 years
old, and over half were born in the Netherlands and
nearly one fifth in Surinam and the Netherlands Antilles
(former Dutch colonies). The mean age was 45 years (SD
10.2 years). Among those entitled to a residence permit (n
= 552), 32% did not have a health insurance. The mean
age of the 86 illegal immigrants was 39.9 years, and eleven
illegal immigrants were female. The younger group (<45
years) included relatively more females (p < 0.001) and
illegal immigrants (p < 0.001). The older group (45 years
and older) included relatively more users born in Surinam
and the Netherlands Antilles (p < 0.001).

As expected, a high prevalence of addiction (78%) and
mental health problems (21%) were encountered. Out of
259 heroin users, 95% were prescribed methadone, and
the median dosage was fifty milligrams. Among 114
cocaine users, 26% also used alcohol and 25% had a coex-
isting mental illness. Heroine use was less common

Table 1: Demographics and chronic medical conditions among 
shelter-based convalescence care users in Amsterdam between 
2001-2007

Demographics (n = 629) n %

Male 520 83

Female 109 17

Age in years*

18-29 36 6

30-39 163 26

40-49 220 35

50-59 153 24

60-78 57 9

Country of birth

Netherlands 334 53

Surinam/Antilles 114 18

Morocco 36 6

Europe/North America 89 14

Africa/Asia/South America 56 9

Illegal immigrant 86 14

Health insurance (n = 552)** 364 68

Chronic medical conditions

Addiction total (overlap) 493 78

heroine (and/or cocaine) 259 41

methadone prescription 254 39

cocaine (no heroine) 114 18

alcohol 176 28

Mental health disorder 131 21

Addiction and mental health disorder 83 13

HIV infection 72 11

Tuberculosis life time 32 5

* Mean age females 41.3 years (SD 9.2 years) (range 19-74 years); 
mean age males 45.8 years (SD 10.3 years) (range 18-78 years).
** In 2006, among the general Dutch male population (approx. 8 
million citizens) 2.1% did not have a health insurance (Dutch Central 
Bureau of Statistics, 2007).
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among the mentally ill (28% versus 45%, p = 0.001). Her-
oine users, most of whom were former injectors, were
three times more often HIV infected than those not using
heroin (19% versus 6%; p < 0.001).

Diagnoses upon admission
In table 2, the medical diagnoses upon admission are
shown. The most frequently noted diagnoses were psy-
chological disorders (poor hygiene 47%, schizophrenia
5% and personality disorders 14%), skin disorders
(immersion foot 17%, skin injuries and infections 13%,
erysipelas 12%, and chronic ulcers 4%), respiratory disor-
ders (pneumonia 22% and COPD 15%), digestive disor-
ders (hepatitis B/C 11%, gastroenteritis 7% and cirrhosis
of the liver 5%) and musculoskeletal disorders (injuries
19% and fractures 6%). Other diagnoses were exhaustion
in 8%, diabetes in 7%, epilepsy in 5% and incontinence
of urine in 4%. Thirteen individuals were diagnosed with
a malignancy (2%). On average, 2.7 medical diagnoses
were noted per admission.

Referrals, length of stay and discharge locations
In table 3, referrals, length of stay and discharge locations
are shown. The major referral sources were general hospi-
tals and MPHS drug clinics. A large number of admissions
had a length up to two weeks (41%). The median dura-
tion of admission was 20 days, the average length of stay
was 47 days, ranging from self discharge within 24 hours
to 811 days. After discharge the majority went back to the
previous circumstances, such as the streets and overnight
shelters. One tenth obtained housing in an apartment or
general residence shelter. For 5% the condition had wors-
ened and were transferred to a general hospital. Despite a
high rate of addiction and mental health problems, only

a few went to a residential clinic for these problems.
Among those who had multiple problems and needed
chronic and/or palliative care, 13% stayed for this in the
Gastenburgh.

Mortality
The Amsterdam population register and MPHS electronic
patient records were analysed for all convalescence care
users that had died between their admission and March
2008. Among 629 homeless users, 517 were known to the
Amsterdam population register, illegal immigrants were
not registered, and 83 were known to have died (13.2%).
For one person the date of death was unknown. Among
82 deaths, 74 male, the mean age was 52.7 years (SD 10.7
years; range 32-77 years). The convalescence care users
died seven and a half times more often than the general
Amsterdam population with comparable sex and age.
Overall, the standard mortality ratio was 7.5 (95% CI: 4.1-
13.5), and the figures were 7.6 and 6.5 for males and
females, respectively. Survival analysis, with correction for
age and sex, showed an increased mortality risk for HIV,
hazard ratio 3.5 (95% CI: 2.1-5.7); dual diagnosis 2.2
(95% CI: 1.3-3.9); cirrhosis of the liver, 2.1 (95% CI: 1.0-
4.6); mental illness, 1.6 (95% CI: 1.0-2.6); and malig-
nancy, 7.8 (95% CI: 3.5-17.2).

Users pattern over seven years
In table 4, the users pattern and service data are shown.
The group of convalescence care users became smaller and
stayed significantly longer. The number of self-referrals
decreased, referrals through social partners increased and
less self-discharge was noted. Over the years, the percent-
age of males and those born in Surinam and the Nether-
lands Antilles increased significantly. A trend of more

Table 2: Medical diagnoses upon shelter-based convalescence admissions in Amsterdam between 2001-2007

admissions persons

ICPC * Chapter n % n %

P psychological 541 61 380 60

S skin 326 37 244 39

R respiratory 296 33 212 34

D digestive 215 24 180 29

L musculoskeletal (locomotion) 188 21 165 26

K circulatory 123 14 100 16

A general and unspecified 114 13 101 16

T endocrine, metabolic, nutritional 97 11 77 12

N neurological 87 10 78 12

U urological 46 5 37 6

B blood, spleen, bone marrow 32 4 23 4

F eye 15 2 14 2

X female genital 13 2 12 2

Y male genital 13 2 12 2

H ear (hearing) 4 0.4 4 0.6

total 889 629

* International Classification of Primary Care (ICPC) [18].
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due to limitation of record distraction of often volumi-
nous medical records, and due to unshared information
among multiple medical service providers. Third, the
mortality rate might be higher than reported here due to
incomplete data in the population registrar and MPHS
electronic patients records, e.g. death of unidentified
corpses, loss to follow up, and illegal immigrants who are
not included in the official death statistics.

Comparison to other convalescence care facilities
In Australia, Canada, Germany, the Netherlands and the
US, convalescence care users were predominantly male,
and the mean age was also around 45 years. The race was
mostly Caucasian in Australian, Canadian and Dutch
studies while in the US most were African American [1-8].
The medical conditions stated in our study are compara-
ble to other studies of convalescence care in homeless per-
sons. In convalescence care studies the users presented,
more or less, with what O'Connell et al. refer to as tri-mor-
bidity: a mix of addiction, mental and physical health
problems [19]. We found 59% drug users, 28% alcohol
users and 21% were known with a mental illness. Among
convalescence care users in Rotterdam (n = 99); the figures
are similar; drugs 69%, alcohol 32% and mental illness
28% [8]. Among Cottage Project users in Melbourne (n =
45), the figures were; alcohol 70%, drugs 32%, and men-
tal illness 14% [1]. In Canada and the US, the figures for
substance use were 30% and 33% respectively, and for
mental illness 84% and 46% respectively [2-4]. These fig-
ures, including physical problems, show a high preva-
lence of tri-morbidity among convalescence care users in
the western world. Our referral patterns, length of stay and
discharge locations are comparable to those in other stud-
ies, and discharge locations were, more or less, the previ-
ous circumstances, residence shelters, and facilities for
chronic nursing or hospice care [1-8].

Mortality
Thirteen percent of the users had died during the course of
our study. In Boston, O'Connell et al.[19] designed a high
risk profile among homeless people, based on risk factors
for premature mortality among homeless persons, that
sleep on the streets 6 months or longer with one of the fol-
lowing conditions: 1) tri-morbidity of substance use,
severe persistent mental illness, and multiple chronic
physical problems, 2) multiple physical problem(s)
resulting in hospital admission, multiple emergency
department visits (3 or more visits in the previous 3
months), or admission to the respite facility anytime dur-
ing the previous year, 3) age over 60 years, 4) known HIV/
AIDS, 5) known cirrhosis, end-stage liver disease or renal
failure 6) previous history of frostbite, hypothermia, or
immersion foot. These conditions are consistent with
those among the homeless in our study. Many users were
diagnosed with tri-morbidity, 21% stayed in a general

hospital prior to convalescence care admission, all were
admitted for convalescence care (1-13 times in 7 years),
9% was over 60 years, 11% was known to be HIV infected,
5% had liver cirrhosis and 17% presented immersion
foot. Compatibly, we found an increased mortality risk
for HIV, dual diagnosis, liver cirrhosis and mental illness.

The high mortality rate among the convalescence users in
our study might be explained by the fact that the homeless
population in Amsterdam most commonly consists of
mentally ill people who would have been admitted in
mental health institutions 20-30 years ago, and long-term
opiate users and alcoholics who can not live independ-
ently, and who depend on fragmented services [15,16].
Furthermore, the Netherlands is an advanced welfare state
with a large social housing sector, housing and welfare
benefits, universal health insurance, and numerous
arrangements for the lowest income groups. Those who
fall through all safety nets available might be the most dif-
ficult to serve in the community.

15 years convalescence experience and practice 
implications
In our experience, referrals, admissions and destinations
after discharge depend on many factors. What is the size
and nature, and the development of the profile, of the
homeless population and of the community services? Do
homeless people themselves know when, how and where
to find assistance? Are the partners in the mainstream
social and medical care network aware of the existence of
the convalescence service, the admission criteria and the
routing to realise admission? Is transportation or personal
guidance needed to make sure the ill homeless person will
arrive at the shelter? Is payment or having a medical insur-
ance card obligatory to access? Are the facility and staff
equipped to address multiple and complex conditions
[20,21]? Furthermore, the length of admission, hence the
next place to stay, depends on the nature and severity of
problems among the convalescence care users on one
hand, and the availability of problem oriented services in
the community on the other. Waiting lists for a place in a
general shelter or guided living facilities extend the length
of stay.

In Amsterdam, the development of the size and nature of
marginalized populations, such as homeless people, drug
users and mentally ill patients, has been monitored for
many years [15,16]. We have been witnessing an aging
and frail population in growing need for tri-morbidity
and palliative care. Among the homeless population, a
subgroup suffers extreme cocaine and/or alcohol depend-
ence and conduct disorders that make them hard to serve
other than during moments of crisis, and multiple hospi-
tal, convalescence and prison admissions. Over the recent
years, however, to several individuals with this profile,
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psychological problems was noticed, cocaine users were
increasingly admitted and the number of HIV infected
users tended to decrease.

Discussion
Characteristics of users and admissions
This study analysed the profile and dynamics of shelter-
based convalescence care users over a period of seven
years in Amsterdam. The users were mainly male, around
45 years and Dutch born. Upon admission, the physical
problems primarily consisted of disorders of the skin as
well as pulmonary, digestive and musculoskeletal condi-
tions. Chronic medical problems were mainly substance
use (78%), mental illness (21%), HIV/AIDS (11%) and
cirrhosis of the liver (5%). Referrals were interlinked with
the services available, and general hospitals and MPHS
drug clinics were the main sources. After an average stay of
47 days, only 10% improved their housing situation and
23% went to a medical setting. The overall mortality rate
was 13%, and independent risk factors were male gender,
HIV, mental illness, dual diagnosis, liver cirrhosis and
malignancy. Over the years, fewer men were admitted,
with significantly more self neglect, personality disorders
and cocaine use. Lengths of stay increased and less self-
discharge was noticed during the study period.

Strengths and limitations
The strengths of this study are that the provision of out-
reach care and the collection of data were done by the
same individuals. During the study period of seven years,
data were collected systematically and the diagnoses,
assigned in most cases by specialists in general hospitals
and drug clinics, were scored by the same outreach physi-
cian. This study has several limitations. First, the sample
was a selection of ill homeless people who were in contact
with service providers and who knew the routing towards
admission for convalescence care. Therefore, the data can
not be generalised to the total ill homeless population,
including those out of reach of services in Amsterdam.
Second, underreporting of medical conditions is likely

Table 3: Referrals, length of stay and discharge locations of shelter-based 
convalescence care users (n = 629) in Amsterdam between 2001-2007

Referrals to convalescence care (n = 889) n %

Self referral 163 18

Social referrals total 181 20

day centres/shelters 142 16

prison/police 39 4

Medical referrals total 545 61

general practitioners 68 8

general hospitals 188 21

MPHS *drug clinics/outreach teams 236 27

mental/addiction health clinics 53 6

Length of stay (days)

0-14 361 41

15-30 169 19

30-90 234 26

90-120 43 5

> 120 82 9

Discharge locations

Social setting 679 76

street/self discharge 326 37

overnight shelter 166 19

general shelter 50 6

apartment 39 4

went abroad 13 2

expelled after misconduct 28 3

prison 57 6

Medical setting 201 23

general hospital 40 5

shelter based chronic nursing care 115 13

general nursing home 13 2

mental/addiction health clinic 33 3

Died during admission 9 1

* Municipal Public Health Service, Amsterdam.

Table 4: User profile and service data of shelter-based convalescence care users in Amsterdam between 2001-2007

2001 2002 2003 2004 2005 2006 2007 total P*

user profile (n = 629) % % % % % % % % n

male 75 77 86 81 87 89 83 81 724 p = 0,020

born in Surinam/Antilles 17 12 19 22 20 27 23 19 167 p = 0.021

psychological disorder 41 71 67 58 64 68 73 61 541 p = 0.000

skin disorder 35 43 37 28 41 50 35 37 326 p = 0.052

circulatory disorder 20 12 11 17 10 11 5 14 123 p = 0.060

cocaine addiction 11 22 21 20 16 34 38 20 180 p = 0,000

HIV 19 14 11 14 16 5 10 14 122 p = 0.061

service data

self referrals 36 32 19 3 7 5 3 18 163 p = 0,000

social care referral 6 8 24 27 30 41 33 20 181 p = 0,000

self discharge/streets 41 47 48 36 42 18 23 41 363 p = 0.001

health insurance 81 70 65 57 55 80 78 67 517 p = 0.510

median length of stay (days) 15 17 16 34 20 101 (31)** 20 - p = 0.000

absolute number of admissions 158 150 238 191 70 40 40 100 889

* Linear-by-Linear Association.
** For 25 homeless adults the length of stay is cut off at the end of the study episode at October 1, 2007.
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compulsory psychiatric treatment measures have been
applied to reduce harm and prevent avoidable deaths.

In anticipation to trends and care needs among homeless
people in Amsterdam [22], and with substantial national
and local financial support, housing, social and medical
services have been able to expand their activities. More
guided living options in the social housing sector are
being offered, more integrated one stop social medical
service units are and will be build, and the number of beds
in shelters, addiction and mental health care facilities are
being increased [23]. In addition, in 2003, the sheltered-
based convalescence care facilities, as well as general shel-
ters and regular nursing homes, were able to adapt and/or
transform their services into a chronic guiding, nursing
and/or convalescence facility, by additional public insur-
ance funding through the Exceptional Medical Expenses
Act. As a result, community services have been able to
cater for more marginalised people. It is within this con-
text, most likely, that we witnessed a decrease of the
number of admissions, an increase in the length of stay
and less self-discharge towards the end of our study. The
convalescence facility has been flexible and responsive to
the needs of the users and services available.

Conclusion
In Amsterdam, community services are challenged to pre-
vent homelessness most commonly among single living
men with financial mismanagement, addictions and/or
mental health problems [24-26]. Specifically, treatment
services should target a new generation of cocaine users to
prevent further marginalisation [27]. To reduce harm to
the individual and society, care providers should target
individuals at high risk of tri-morbidity and mortality. To
apply upstream prevention strategies, intensive social
medical care programs, similar to the nature of shelter-
based convalescence programs, should be available con-
tinuously before and during homelessness.
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This thesis explored strategies to help prevent people from experiencing social medical decay. Hereto, we 
aimed to address: 
1. What are the characteristics of people at risk of social medical decay? 
2. How can we find and identify these individuals? 
3. How can we help them before and during different phases of homelessness? 

In order to find the answers, various phases of social medical decay were studied addressing five sub-questions: 
1. What are the characteristics and social medical risk factors of households at risk of eviction in Amsterdam?
2. How effective is the signalling and referral system for households at risk of eviction in Amsterdam?
3. What are the characteristics, social medical problems and service contacts of recently homeless people 

before and during homelessness, related to their pathways into homelessness?
4. What are the characteristics, social medical problems and mortality of homeless adults visiting the GGD 

Outreach Dr. Valckenier-Practice?
5. What are the characteristics, social medical problems and mortality of homeless adults admitted at a shel-

ter-based convalescence care facility in Amsterdam?

This chapter will reflect on the results of the five studies, will discuss strengths and limitations of the studies, 
and finally, offer recommendations on how to improve social medical care before and during homelessness in 
Amsterdam.

Model of social medical decay
The pathway into social medical decay is represented by subgroups of individuals who find themselves in a 
progressive state of social and medical decay: the housed at risk of eviction, the recently homeless, the long term 
homeless and mortality among homeless people. In the different phases, the characteristics (sex, age, country 
of birth), social problems (low income, financial difficulties, and/or homelessness), medical problems (addiction, 
mental and physical disorders; and the combination = tri-morbidity), and mortality, are shown, where available. 
The results of the five studies are summarised in table 1.

Between 1997 and 2008, of the different samples, point prevalence information was collected at a variety of 
sites and from various data sets provided by the housing associations, nuisance control care networks, popular 
street hang outs, day centres, social assistance centres, emergency shelters, general shelters, a shelter-based 
convalescence care facility, GGD patient records, and the Amsterdam Population Register. Data for the housed 
at risk of eviction were collected through case workers of housing associations and nuisance control care net-
works by the use of their own client records. For the recently homeless, data were collected by social science 
students using structured face-to-face interviews, and for the long term homeless and shelter-based convales-
cence care users, GGD outreach doctors conducted structured face-to-face consultations on the job. 

 Table 1   Phases of social medical decay, research groups and results

* Up till November 2008, mortality data were collected among 364 homeless patients visiting the GGD Outreach Dr.Valckenier 
Practice facilities between April 1997-November 1999, and, up till March 2008, among 629 homeless patients using a shelter-based 
convalescence care facility between January 2001-October 2007.
**SMR= Standard Mortality Ratio; na = not available 

Overview of the five sub-questions and answers 

1. What are the characteristics and social medical risk factors of households at risk of eviction 
in Amsterdam? (Chapter 2)

The magnitude of the evictions problem and the households at risk of eviction in Amsterdam was explored. We 
identified these households by narrowing down the numbers to focus on only those in the process leading to 
an execution of an eviction by following the major causes of evictions: rent arrears and housing related nuisance. 
In Box 1, the numbers for the situation in the Netherlands and Amsterdam in 2007 are outlined.

  Code A (yellow)    Code B (orange)        Code C (red)      Code D (purple)

  At Risk of Eviction Recently homeless   Long term homeless              Death*

  chapter 2 and 3        chapter 4           chapter 5            chapter 6

           households at risk of eviction      shelter services + streets     DrValckenier outreach care   shelter convalescence care

      2001-2003                            2004           1997-2008          2001-2008

             rent arrears group n=275 /      recently homeless n=120   *n=364 (1997-1999) /         *users n=629

                 nuisance group n=190      before / during homelessness        n=124 (2000) /  

                                                                  n=137 (2005)  

single male  49 / 61%             88%         84 / 82 / 88%                83%

single female  16 / 13%                              12%         16 / 18 / 12%                17%

mean age (years) 39 / 41              38          43 / 45 / 38                 45 

Dutch   49% / na             48%         68 / 63 / 37%                53%

Surinam/Antilles 19% / na             18%         12 / 22 / 28%                18%

social problems 71 / 54%           81 / 68%              100%               100%

medical problems 23 / 82%           76 / 74%              100%               100%

 addiction  30 / 61%           48 / 20%         54 / 63 / 45%                78%

 mental  33 / 72%           56 / 63%         61 / 26 / 21%                21%

 physical  11/ 2%           22 / 24%          92 / na / 52%               100%

tri-morbidity     na                na           33% / na / 7%                 13%

Mortality*     na                na           (n=74) 20%            (n=83) 13%

Overall SMR **    na                na                  6.6                   7.5
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Evictions in the Netherlands
In 2007, in the Dutch social rent sector, (2.4 million dwellings), 237,000 households had rent arrears, 22,605 
received an eviction court order and 8,550 were evicted (78% for rent arrears, 5% for nuisance / anti-social be-
haviour, 4% for illegal cannabis production, 10% for illegal subletting and 2% for non specified reasons). Overall, 
3.6 evictions per 1,000 social rent dwellings took place. 
A national register to report ‘serious’ rent arrears, housing related nuisance, and (the numbers in the process 
leading to) evictions by tenure, and the proportion of the evicted that becomes homeless, is not available. 

Evictions in Amsterdam
In 2007, Amsterdam had 743,000 citizens and 379,000 dwellings; of which 286,000 were dwellings (75%) in 
the social and private rent sector. An estimated 32,000 households experienced rent arrears, based on a repor-
ted 17% of the households with rent arrears of three months or longer in the four big cities in the Netherlands. 
Among the households with rent arrears, 3,200 were served with an eviction court order, and 825 households 
were evicted in the social rent sector ; this figure corresponds with 4.4 per 1,000 social rent dwellings. In ele-
ven out of fourteen city areas, nuisance control care networks dealt with 1,855 households, of which for 678 
nuisance was reported. For the total city the number of housing related nuisance cases and the proportion that 
subsequently became evicted, and homeless, is not available. 
The Amsterdam Court House dealt with 4,848 eviction court orders in both the social and private rent sector. 
The bailiffs assisted in a factual eviction for 1,303 households, the vast majority for rent arrears and a small 
group for nuisance. The eviction rate in the total rent sector was 4.6 evictions per 1,000 dwellings. 

Sources: Dutch Housing Association social rent sector (www.aedes.nl), Amsterdam Bureau of Statistics (www.os.amsterdam.nl), Amsterdam Court House (sec-
tor Kanton) (www.rechtspraak.nl), Amsterdam Federation of Housing Associations (www.afwc.nl), GGD Amsterdam (www.gezond.amsterdam.nl), Amsterdam 
Housing Effect Management (Boedelbeheer, Dienst Wonen) (www.wonen.amsterdam.nl) 

Box 1: Numbers in the process leading to evictions, related to rent arre-
ars and nuisance, in the Netherlands and Amsterdam in 2007

We sought information about social services that help clients with rent arrears and nuisance problems. Case 
workers of 12 housing associations and 13 nuisance control care networks filled out questionnaires that pro-
vided information about households at the brink of eviction. Questionnaires for the rent arrears group and 
nuisance group revealed the following. Of 275 households with rent arrears, 132 were evicted. Of 190 nuisance 
households, 136 were evicted. In both groups, the largest household group were single male tenants between 
25-44 years. For those reporting rent arrears, social problems were reported in 71% of the cases, medical pro-
blems in 23%; independent risk factors for eviction were being of Dutch origin (OR 2.38 (1.30-4.36)) and having 
a drug addiction problem (OR 3.58 (0.96-13.39)). For nuisance households, social problems were reported 
in 54% of the cases, medical problems in 82%, and it was found that financial difficulties were a risk factor for 
eviction in this sub-group (OR: 8.04 (1.05-61.7)). 

In response to the findings above outlining the characteristics of those most threatened by rent arrears and/or 
nuisance, services should reach out and offer integrated social and medical care.   

2. How effective is the signalling and referral system for households at risk of eviction in 
Amsterdam? (Chapter 3)

We studied the functioning of the signalling and referral system to find and help those at risk of being evicted. 
Questionnaires completed by case workers of 12 housing associations (for rent arrears) and by case workers 
of 13 nuisance control care networks (for nuisance) were used. The signalling system used to identify those 
who are at high risk of eviction, was evaluated by examining the extent of problems that were identified by 
the case workers. The referral system was evaluated by comparing the identified problems with the assistance 
contacts. 

For 275 households with rent arrears, housing associations reported social problems in 196 (71%), of which 
94 (48%) were in contact with social assistance. Medical problems were reported in 62 (23%) households of 
which 18 (29%) were in contact with medical assistance. House visits by housing associations resulted in a much 
higher identification of problems, and were associated with a reduced eviction risk (relative risk 0.57 (95%CI: 
0.43 to 0.75)). 

For 190 nuisance households, nuisance control care networks reported social/financial problems in 103 (54%), 
of which 13 (13%) were in contact with social assistance. Medical problems were reported in 155 (82%), of 
which 142 (92%) were in contact with medical assistance. 

In response to the “silent” signal of rent arrears, housing associations in Amsterdam should conduct more house 
visits to identify underlying social and also medical problems. In response to the “loud” signal of nuisance, despite 
the high occurrence of medical assistance (92%), financial support was insufficient. Households at high risk of 
eviction should be actively signalled and assisted by local networks providing housing, social and medical care. 
Only an integrated approach can keep more people off the streets. 

3. What are the characteristics, social medical problems and service contacts of recently 
homeless people before and during homelessness, related to their pathways into 
homelessness? (Chapter 4)

To identify recently homeless adults, (defined as “last housing lost up to two years ago and legally staying in the 
Netherlands”), we collected data on the streets, day centres and night shelters in Amsterdam. In April and May 
2004, social science students conducted 120 interviews and collected data on demographics, self reported pa-
thways into homelessness, social and medical problems, and service use, before and after becoming homeless.

Of the 120 recently homeless adults, 88% were male, 50% were born in the Netherlands, and 25% in Surinam/
Netherlands Antilles. The average age was 38 years old (range 18-67 years old). The mean duration of home-
lessness was 23 weeks. Before homelessness, 81% reported social problems (financial debts 61%, domestic 
conflicts 46%) and 76% reported medical problems (substance addiction 57%, gambling 18%, mental health 
problems 56% and physical health problems 22%); 38% reported contacts with any type of social service and 
27% with any type of medical service. Despite these contacts, they were unable to remain housed. During 
homelessness, financial problems (68%), mental health problems (63%), and the use of social services such as 
shelters and benefits agencies (83%) was reported. A decrease was reported for substance addiction (20%), 
gambling (3%) and the use of medical services remained low (27%).  
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The main reported pathways into homelessness were evictions 38%, relationship problems 35%, prison 6% and 
other reasons 22%. Compared to those who reported relationship problems as a pathway into homelessness 
those who reported eviction were slightly older (average age 39.6 versus 35.5 years; p=0.08), and belonged 
more often to a migrant group (p=0.025). They also reported living alone more often (p<0,001), more financial 
debts (p=0.009), more alcohol problems (p=0.048) and more contacts with debt control services (p=0.009). 
The relationship group reported more domestic conflicts (p<0.001) and tended to report more drug (co-
caine) problems. 

In all pathways into homelessness, the recently homeless fit the overall profile of the homeless population in 
Amsterdam: single (Dutch) men, around 40 years, with a mix of financial debts, addiction, and mental and/or 
physical health problems. Contacts with services were fragmented and did not prevent homelessness. For 
homelessness prevention, systematic and outreach social medical care should be provided continuously before 
and during homelessness.

4. What are the characteristics, social medical problems and mortality of homeless adults 
visiting the GGD Outreach Dr. Valckenier-Practice? (Chapter 5)

This study aimed to describe homeless patients who visited the GGD Outreach Dr. Valckenier Practice at dif-
ferent sites during three time periods: group A (n=364) April 1997- Nov 1999; group B (n=124) Sept-Dec 
2000; and group C (n=137) Feb-May 2005. During outreach activities data were systematically collected and 
included the personal characteristics, pathways into homelessness, medical problems for all three groups, and 
the reasons for encounter and mortality for group A only.

The homeless patients visiting the GGD Outreach Dr.Valckenier Practice’s primary care facilities in Amsterdam, 
were mainly male (85%), in the 30-49 age group (60%), and of Dutch origin (37-68%) or from the former 
Dutch colonies Surinam/Antilles (12-28%). The three major pathways into homelessness were relationship pro-
blems (28-31%), financial debts/evictions (21-37%), and after leaving prison (8-23%). Between the three groups, 
the average length of homelessness varied from 2 to 7 years. In all groups, one quarter of the homeless patients 
reported alcohol dependency, one third drug dependency, one fifth to nearly two thirds reported mental health 
problems, and over half reported physical conditions. 

In group A (n=364), one third presented tri-morbidity, reflecting a high burden of disease, and 20% had died by 
2008, ten years after the first encounter. The overall standard mortality rate was 6.6; 5.9 for males, and 13.3 for 
females. Multivariate analysis showed a significantly increased risk of death for individuals with problems related 
to HIV, alcohol addiction, asthma/COPD, drug addiction, and (univariately) for liver cirrhosis and diabetes. 

Homeless patients in Amsterdam, most commonly male, between 30-49 years old and of Dutch origin, were 
in poor health. In outreach practice, predictors of early death should be acknowledged and targeted social 
medical care be provided. 

 

5. What are the characteristics, social medical problems and mortality of homeless adults 
admitted in a shelter-based convalescence care facility in Amsterdam? (Chapter 6)

This study analysed the profile and dynamics of shelter-based convalescence care users in Amsterdam over a 
period of seven years. Hereto, data on the characteristics of ill homeless adults, medical conditions, referral pat-
tern, length of stay, whereabouts after discharge, and mortality, were collected during outreach care provision in 
a shelter-based convalescence care facility in Amsterdam from January 2001 through October 2007.

Six hundred twenty nine individuals accounted for 889 admissions to the convalescence care facility. Eighty-
three percent were male and 53% were Dutch born and 18% were of Surinamese/Antillean origin. The mean 
age was 45 years old (SD 10 years old). Upon admission, the primary physical problems presented were skin 
disorders (39%), respiratory disorders (34%), digestive disorders (26%) and musculoskeletal disorders (14%). 
Common chronic medical problems included addiction (78%), mental health disorders (21%), hypertension 
(16%), HIV infection (11%), and liver cirrhosis (5%).  

Referrals went through general hospitals (21%), GGD drug clinics (20%), day centres for the homeless (14%), 
primary health care (8%), GGD Safety Net department (7%), addiction/mental health clinics (6%), and others 
(6%), and 18% were homeless self referrals. The median length of stay was 20 days, the average length of stay 
was 47 days, and 41% stayed for up to two weeks. After (self) discharge, 63% went back to previous circumstan-
ces (streets, overnight shelter, prison; including those suspended/arrested due to misconduct), 10% improved 
their housing situation, and 22% went to a medical setting. 

By March 2008, one in seven convalescence care users (n=83; 13%) were known to have died. Among 82 
users (for 1 person data was incomplete), 74 were male, the mean age was 52.7 years old (SD 10.7 years old; 
range 32-77 years old). Overall, the convalescence care users died seven and a half times more often than their 
housed counterparts with comparable sex and age in Amsterdam; the standard mortality rate was 7.5 (95% CI: 
4.1-13.5), for males it was 7.6 and for females 6.5. Survival analysis, with correction for age and sex, showed an 
increased mortality risk for those with HIV, with a hazard ratio of 3.5 (95% CI: 2.1-5.7); dual diagnosis 2.2 (95% 
CI: 1.3-3.9); cirrhosis of the liver, 2.1 (95% CI: 1.0-4.6); mental illness, 1.6 (95% CI: 1.0-2.6); and malignancy, 7.8 
(95% CI: 3.5-17.2). Over the years, fewer men were admitted with significantly more self neglect, personality dis-
orders and cocaine use. Lengths of stay increased and less self-discharge was noted during the study period. 

The shelter-based convalescence care facility has been flexible and responsive to the needs of the users and 
services available. These findings reconfirm the need for early identification and support for those homeless 
people with a high risk mortality profile.
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Strengths and limitations
The major technical obstacle to the study of the nearly homeless and homeless people lies in the fact that 
conventional censuses and surveys are premised on the assumption that almost all persons can be reached and 
queried in their dwellings, a premise that is untenable by definition when dealing with the nearly homeless and 
homeless people. 1 Consequently, our model of social medical decay and the five sub-populations presented in 
this thesis are incomplete and biased. In Amsterdam, a central register of defined vulnerable citizens (those at 
risk of social medical decay) and their actual whereabouts is not available. Although we lack such a register, for 
which fundamental research is needed to understand the relationship between poverty, welfare problems and 
social exclusion 2, people at risk of social medical decay are known to be found in many specific places and set-
tings, and thus accessible for these research purposes. For practical reasons, among others, we did not include 
people at risk of eviction in the private rent sector. 

Furthermore, the causes and consequences of eviction remain shrouded in a degree of mystery, partly because 
of the practical and ethical problems posed in attempting to research such issues. In particular, while it would 
be highly desirable to track and interview a cohort of households subject to eviction, there are obstacles to 
identifying, tracing and contacting such households following eviction. 3-7  However, given the circumstances, we 
used point-prevalence information to draw a picture of people who find themselves in several phases of social 
medical decay. For each study we will comment on the strengths and limitations. 

Regarding the households at risk of eviction (chapter 2 and 3), the Amsterdam networks for rent arrears and 
nuisance and those agencies involved at some point in the eviction process all had a different approach to 
providing and reporting their activities. One obstacle in reporting the data was the fact that agencies only re-
corded information that is pertinent to the provision of their service information. Combining the information 
into a meaningful and complete dataset was not an easy task considering the multitude of problems among 
households at risk and the different services available. Nevertheless, following earlier studies related to evictions 
in Amsterdam 8,9, it was possible to present the magnitude of the numbers in the process leading to evictions 
and the households at risk in Amsterdam.

The evictions studies have several limitations. Although all the Amsterdam housing associations participated in 
the study, two of them provided the majority of the completed questionnaires. We do not know if the other 
ten housing associations completed a questionnaire for all of their tenants presented to the bailiffs during the 
study episode. Underreporting and selection bias are likely. However, based on an estimate of the number of 
expected bailiff presented tenants, we believe that the number of tenants in our study is representative for the 
situation in Amsterdam. A further limitation of this study was that data were not directly collected from the 
households concerned, but from front line workers that first made contact with these households. This second 
hand account does potentially add a layer of interpretative bias. Most likely, this has resulted in underreporting 
of medical problems, such as gambling addiction and physical health problems. Based on the interviews with 
case workers and our own practice experience, we believe the data are valid and reflect the situation and 
problems of those tenants at risk of eviction in Amsterdam. 

The strength of the study among the recently homeless (chapter 4) was that there was access to key informants 
and the locations where recently homeless people tend to gather. There was a high response rate among the 
recently homeless who were approached for an interview. This study involved two principal limitations. First, 
the data regarding medical problems were based on self-reported information.10 Specifically for psychiatric pro-

blems, diagnostic or clinical instruments were not used, therefore data cannot be compared with other studies. 
Furthermore, some respondents mentioned having trouble remembering the number of services they had used 
over time. Second, a random sample of the recently homeless could not be drawn since the duration of home-
lessness is not registered at day centres and shelters and is not available for those not using these facilities. 

The strength of the study among homeless patients visiting the GGD Outreach Dr. Valckenier Practice (chapter 5) 
was that the vast majority of the homeless patients were assessed and cared for by the same outreach doctors. 
For all subjects, basic data were collected and included the three general groups of medical problems (addiction, 
mental, and physical health problems). Specifically, these categories were used to determine the prevalence of 
bi- and tri-morbidity to delineate the burden of disease, and to include physical problems that might be over-
looked when the focus is on dual diagnosis (addiction and mental health problems).11  One limitation was that 
the information collected regarding medical problems differed between the groups. Due to lack of information, 
fragmented knowledge between service providers, it is possible that not all medical conditions were known. 
Hence, underreporting is likely. However, the results show more similarities than differences compared with the 
total homeless population in Amsterdam, Rotterdam, and abroad.12-16 

The strength of the study among the shelter-based convalescence care users (chapter 6) was that the provision 
of outreach care and the collection of prospective data were done by the same individuals. During the study 
period of seven years, data were collected systematically, and in most cases, the diagnoses assigned by specialists 
in general hospitals and GGD clinics were scored by the same outreach doctor. 

The study among convalescence users has several limitations. First, the sample was a selection of ill homeless 
people who were in contact with service providers and who knew the routing towards admission for conva-
lescence care. Therefore, the data can not be generalised to the total ill homeless population, including those 
out of reach of services in Amsterdam. Second, underreporting of medical conditions is likely due to limitation 
of record distraction of often voluminous medical records, and due to unshared information among multiple 
medical service providers. Third, the mortality rate might be higher than reported here due to incomplete data 
in the population registrar and GGD electronic patients records, e.g. death of unidentified corpses, loss to fol-
low up, and illegal immigrants who are not included in the official death statistics.  

Answer to the central questions
1. What are the characteristics of people at risk of social medical decay in Amsterdam?
2. How can we find and identify these individuals?
3. How can we help them before and during different phases of homelessness?

Characteristics of people at risk of social medical decay in Amsterdam 
In Amsterdam, of the people at risk of social medical decay, the vast majority were found to be single men 
aged 25-54 years with social medical problems. These problems concerned maintaining or obtaining housing 
due to financial mismanagement and/or conduct disorders that interact with medical problems of addiction, 
mental, and physical health (tri-morbidity). Prior to becoming homeless and throughout the different phases 
of homelessness, the demographic profile remained the same: single men, half were born in the Netherlands 
and one in five was of Surinamese / Netherlands Antillean origin, and social and medical problems tended to 
mount until early death. 
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Among the 275 housed at risk of eviction due to rent arrears, again, the majority were living single and were of 
Dutch origin. More than half experienced social problems, a quarter was known to have medical problems, 
and it was found that drug addiction problems significantly increased the risk of eviction. Home visits by social 
housing associations significantly reduced the risk of eviction. Despite the fact that half of those involved in the 
study had contact with social services and one third with medical services, they were not able to remain housed. 
Likely due to underreporting, information on physical problems is lacking. 

Among the 190 housed at risk of eviction due to housing related nuisance, it was found that one third also had 
financial mismanagement issues, two thirds had addiction problems and one third had mental health problems. 
Financial mismanagement was a significant risk factor for eviction. Despite a high occurrence of medical assistan-
ce (92%), financial support was insufficient. Information on physical problems was most likely underreported. 

Of the recently homeless individuals (n=120), two thirds reported financial problems (the average debt was 
5,000 Euros), one in five reported gambling problems, and three quarters reported medical problems. Forty 
percent of the recently homeless were homeless following an eviction. Before the eviction they were more 
often living single, belonged more often to a migrant group, and had more financial and more alcohol related 
problems than those who were homeless due to other reasons. Despite that four out of five evictees were 
having contact with debt control services, evictions were not prevented. One third of the recently homeless 
were homeless due to relationship problems and they reported more domestic violence and, often, cocaine 
problems. Before and during homelessness, one quarter reported physical problems. Overall, contacts with 
medical services were very low. 

Long term homeless patients presented more medical problems than those threatened with homelessness and 
the recently homeless. Among the three different groups of ill homeless patients who visited a GGD outreach 
doctor in the last decade (n=625), 50-80% suffered from addiction, 20-61% were having mental health pro-
blems, and 50-100% presented a combination of physical health problems (skin, pulmonary, injury, cardiovascular, 
cirrhosis, epilepsy, HIV, Hepatitis B/C, cancer). The wide range in the prevalence of problems might be the results 
of the fact that these data were collected on three different  sampling sites and therefore included homeless 
persons with different characteristics, such as the duration of homelessness. 

Homeless patients who had died during the course of the study had reached the end stage of social medical decay. 
Their mortality profile was mainly single (white) males with an average age of 50 years old and with progressive 
tri-morbidity. A significantly increased risk of death was observed among homeless individuals with problems 
related to HIV, malignancies, alcohol addiction, cirrhosis of the liver, mental illness, mental health disorder and 
addiction, chronic pulmonary conditions, and diabetes. Overall, homeless patients had died 6.6 to 7.5 times 
more often than their housed counterparts in Amsterdam. 

How can we find and identify these individuals?
In daily practice, when identifying vulnerable people, their social medical profile and their (potential) pathways 
into social medical decay should be acknowledged. Consequently, defined warning signals of vulnerability should 
actively be picked up by professionals in housing, social, medical and correctional services. 

Prior to an individual experiencing homelessness, in the general housing sector, landlords and service providers 
should be sensitive to the ‘silent alarm’ of rent arrears, and the ‘loud alarm’ of nuisance (chapter 2 and 3). 

The income sector (unemployment, disability) should detect vulnerable people with unmet support needs among 
those applying for and/or receiving benefits and/or debt control assistance.

During homelessness, the shelter sector (volunteer services, day centres, emergency and general shelters for 
homeless people) and specific income sector (benefits and debt control programs for homeless people) should 
prioritize their assistance actively and consciously at the most vulnerable with the profile described above. 17-19

Both before and during homelessness, professionals in the judicial sector (police stations, courts, prisons and cor-
rectional institutions)20,21 and in the medical sector (primary care, general hospitals, addiction and mental health 
clinics, and GGD outreach care programs for vulnerable inhabitants) all have the possibility and responsibility to 
detect those with the profile described above. 22

In contrast, in the medical sector, there is often both a failure to identify problems related to deficiencies in pa-
tients’ social support systems and a lack of knowledge of referral possibilities outside the medical system. 23-25 
To quote what Dr. Querido, professor of social medicine at the University of Amsterdam, already stated in 1955: 
“if the medico-social work has remained undeveloped or is developing separately from medicine, the fault may be laid 
at the doctor’s door, but there is no reason to accept this situation”.23  Today, in 2009, the divide between medicine 
and social care still exits. 26-29 

How can we help them before and during different phases of homelessness?
The study results provided in this thesis relate in several ways to current policies and projects undertaken, and 
the responsibilities and competences of the workforce. To place the study results into perspective we describe 
recent policies and projects that aim to support the most vulnerable people in our communities. In the Nether-
lands, the Social Support Act (WMO) was introduced in 2007. a   This Act specifically includes a ‘performance field’ 
to serve those threatened with homelessness, the residential and factual homeless people. This performance 
field is named Public Mental Healthcare; in Dutch: Openbare Geestelijke Gezondheidszorg = OGGZ.30-37  The 
OGGZ developed itself as a harm reduction ‘patchwork-system’ for vulnerable people with multiple problems, 
who, stepwise and increasingly, harm themselves, their social networks, if any, and society. In response, specific 
social and medical services appeared, stepwise and increasingly, in fragments. 

In 2006, as a preamble to the Social Support Act, the Dutch Government and the four big cities (Amsterdam, 
The Hague, Rotterdam and Utrecht) introduced a Social Relief Plan to reduce homelessness and to improve 
the condition of those who are homeless. 34 As a guideline to translate the Social Relief Plan to the local 
situation, the objectives and methods were presented in a so called City Compass.35  In table 2, the OGGZ 
objectives, target groups, ambitions, and performance indicators, are shown. The target groups, ambitions and 
the performance indicators are based on a so called five step OGGZ ladder.36  Along this ladder, each step down 
represents a growing burden of multiple and interacting problems, and a growing need of multiple services and 
professionals to reduce harm. The last step reflects the setting of the factual homeless. The steps down the 
OGGZ ladder are compatible with the different phases of social medical decay postulated in this thesis. Howe-
ver, in the Social Support Act, the Social Relief Plan and the City Compass, the dominant approach is a social 
support perspective, rather than a social medical care perspective. 34-37  The implications of this dominance will 
be discussed below. 

a On 1 January 2007 the Social Support Act (Wet maatschappelijke ondersteuning=Wmo) came into force in all municipalities in the Netherlands. Under the 
Act, the municipalities are now responsible for setting up social support. The aim of the Act is participation of all citizens to all facets of the society, whether or 
not with help from friends, family or acquaintances; the perspective is a coherent policy in the field of the social support and related areas. 
( http://www.minvws.nl/en/themes/social-support-act/default.asp)
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 Table 2   Reduction of Homelessness: the Dutch Government’s Public 
Mental Healthcare (OGGZ) Objectives, Target Groups and Ambitions

Source: 34-35

(a) Estimates in the four big cities in 2006: Amsterdam 4,000; Rotterdam 2,900; The Hague 2,000; Utrecht 1,250. 34-35  

(b) Estimates in the four big cities in 2006: Amsterdam 2,000; Rotterdam 4,100; The Hague 2,400; Utrecht 3,150. 34-35

(c) Around 35,000 people stay in Dutch Penitentiary Institutions per year. 21

(d) Around 59,000 people were admitted in a residential Mental Health clinic in 2007,www.ggznederland.nl.
(e) Around  6,000 street youth were reported in the Netherlands in 2007, of whom 50% in the four big cities. 38

General Objectives 

  increase life expectancy

  prevent avoidable deaths

  improve the quality of life

Objectives performance field OGGZ

  reduce homelessness

  improve the condition of people threatened with homelessness (a)

  improve the condition of homeless people (b)

  reduce the related public nuisance 

Target Groups

  households at risk of eviction

  ex-prisoners (c)

  ex-residential clinic users (d)

  residential homeless

  factual homeless / street youth (e)

Ambitions (performance indicators)

   30% eviction rate reduction in the social housing sector between 2005 and 2008 (1)

    monitor the number of evictions in the social housing sector (1a)

    monitor persons who become homeless and use shelters within 30 days after an eviction (1b)

   minimise homelessness after release from prison (2)

    monitor persons who become homeless and use shelters within 30 days after prison

   minimise homelessness after residential clinic discharge (3)

    monitor persons who become homeless and use shelters within 30 days after clinic discharge

   provide housing for 60% of the homeless by 2010, and assign a case worker to all homeless

   people in the four big cities by 2010 (4)

    monitor persons with an intake an individual care plan (4a)

    monitor persons for whom housing, income and care is realised; stable mix (4b)

   75% public nuisance reduction between 2006 and 2013 (5)

    monitor persons with an individual care plan and 5 or more police contacts within a year

An overview of the OGGZ projects in Amsterdam
In line with the Social Support Act and the Social Relief Plan 33-37 to support the most vulnerable, in 2007, the 
local government in Amsterdam presented 11 OGGZ projects, ambitions and interagency agreements.39-41 In ta-
ble 3 the OGGZ projects and ambitions are summarized. The footnotes show some data related to the eviction 
prevention practice, the care and nuisance support practice and the homeless case management practice. 42-49

Following the results of this thesis, people in social medical decay, their pathways between settings, their pro-
blems and service contacts can vary and overlap over time. Therefore, the OGGZ projects and performance 
indicators are all interconnected. 

 Table 3 Public Mental Healthcare (OGGZ) Projects and Ambitions in 
Amsterdam, according to the Social Relief Plan

(a) In Amsterdam, between 1999-2007, the social housing sector reported the highest eviction rate in 2005 (1,064 evictions), and a 
22% reduction between 2005-2007 (835 evictions in 2007). However, in the private rent sector, between 2005-2007, the eviction rate 
increased up to a maximum possible of 27%, from 368 to 468 evictions. In 2007 in the Amsterdam total rent sector, 5,491 households 
were served with an eviction court verdict (1.9% of all rent dwellings). Of these, 4,167 were presented to the housing effects manage-
ment (Boedelbeheer), and 1,303 households were evicted.[chapter 2] In 2007, in Amsterdam, landlords reported 1,353 households to 
the Early Reach Out services (30% with two months rent arrears and 70% with ‘serious’ rent arrears), 599 home visits were conducted, 
61 evictions were reported, and for 162 households the outcomes were unknown. For 2008, the Early Reach Out figures were 1,502, 
1,042, 57 and 115 respectively. 43 

(b) At June 2009 a total of 1,999 beds/units for OGGZ clients in Amsterdam were available: emergency shelter beds 211; central 
entrance shelter beds 40; general residence shelter beds 555; shelter based convalescence/respite care beds 134; guided living units 
666; shelter based mental health support units 393. Extra shelter/guided living units in preparation 193 [Dienst Zorg en Samenleven 
Amsterdam, June 2009].
(c) In 2007, twelve out of fifteen Care and Nuisance support networks in Amsterdam reported 1,855 households; of these 64% were 
categorised in the Care group and 36% in the Nuisance group. 45

(d) In Amsterdam, between January 2006 and January 2009, according the GGD central field director for the homeless, 3,738 OGGZ 
clients were assigned to a case worker. 77% were male, the average age was 45 years, Dutch born were 38%, born in Surinam / Net-
herlands Antilles were 27%. Housing: 24% independent living, 10% subletting, 14% guided independent living, 25% residential homeless, 
17% factual homeless, 9% residential clinic (mental or physical nursing home) and 1% were in prison. Income: 85% benefits, 7% income 
through legal work, 8% had no income; for 44% financial debts and for 4% rent arrears were reported. Activities: 7% employed, 42% 
guided activities; 51% no activities. Medical problems: 31% were opiate users (of whom 37% were staying in shelters), and for 47% 
mental health problems were diagnosed. Health Care Services: 31% had a general practitioner registration, 46% were known to the 
GGD, 16% to the mental health services (GGZ), and for 6% no medical contact was reported. 46,47 

(e) In 2004, the GGD out-patient clinics provided methadone treatment to 2,364 opiate users, 80% were male, the average age was 
43 years, and 48% were Dutch. In 2004, at nine outreach locations, the GGD Outreach Dr. Valckenier Practice provided social medical 
care to 577 residential and factual homeless patients during 2,863 consultations, and supported 494 admissions in two shelter based 
convalescence care facilities and 502 admissions in general hospitals and residential mental health/addiction care clinics. 48,49

    OGGZ project                                             Ambition (as stated in September 2007)

  1  prevention of evictions due to rent arrears, Early Reach Out         maximum 250 social housing evictions by 2010 (a)

  2  housing variety (between independent living and the streets)      expand beds/units at the bottom end of the housing market (b)

  3  Care and Nuisance support networks        15 operational networks in all parts of the city by 2010 (c)

  4  central shelter service for homeless people                         referral, assessment and trajectories based in one central shelter

  5  follow up care ex prisoners / multiple offenders                         integrated approach, more care, less offenders

  6  central field director trajectories for homeless people      a personal trajectory for all homeless by 2010 (d)

  7  central coordination street field work                         active signalling and personal guidance to services

  8  Independent housing after shelter living  (field table exit)      monitor housing and care after living in shelters

  9  central one stop OGGZ service for income and health care      three integrated provision centres in the city (e)

10  park polis (health insurance for the hard to reach factual homeless)    health insurance for 100 factual homeless by 2008

11  increase services (housing, income, activities and health care)      monitor and provide additional support by 2010 
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Recommendations for social medical care before and during homelessness
After studying the OGGZ projects, relevant documents and annual reports, it is very difficult to obtain a total 
overview of the target groups and their social medical problems, and effective methods to find and help those 
in highest need. Despite the Social Support Act, that aims at a demand driven and integrated approach by 
services, the various OGGZ project reports are presented solitary, and the contents show an incomplete and 
fragmented picture of the different target groups described. 39-49  That is to say, in the Early Reach Out reports 
(OGGZ project 1) data on the characteristics of the households reported and their social medical problems 
are not presented. 43  In the Care and Nuisance support reports (OGGZ project 3) data of ethnic backgrounds, 
financial mismanagement and rental debts are missing, and the data of medical problems presented are related 
to the total group of care and nuisance households reported. It is unknown if medical doctors were involved in 
the assessment and diagnosing of the medical conditions. 45  Furthermore, the overlap of households known to 
both OGGZ projects 1 and 3 is unknown. In the homeless case management reports (OGGZ project 6) the 
pathways into homelessness are not presented, hence, the overlap with the households in OGGZ projects 1 
and 3 is unknown as well. 47 In all projects data on the physical problems and mortality are missing.   

To obtain an overview of all target groups and to analyse data related to the OGGZ performance indicators, 
it is of importance to disentangle data of people and their problems, the settings and timing between settings 
and the process steps during service interventions, and the size and nature of services available. Based on this 
comprehensive overview of people and their care needs, the size and nature of services, and budgets, can be 
approximated. 

Since the most vulnerable people are burdened with social medical disease, the choice of data collection should 
be based on a social medical care perspective. This perspectives would imply a defined position and responsi-
bilities of a medical doctor for the assessment of social medical problems, and the making and directing of an 
individual care plan. However, as aforementioned, to support the most vulnerable people, the Social Support 
Act, the Social Relief Plan as composed by the four big cities, and the OGGZ performance indicators are based 
on a social support perspective. The absence of a social medical care perspective is in concordance with the 
absence of the position and responsibilities of medical doctors in policy documents and in daily practice. In all 
documents found in only one document a reference was made to a medical professional. In the City Compass, 
page 26, it was stated that for diagnostics on behalf of care that is covered by the Exceptional Medical Expenses 
Act (AWBZ) supervision of a psychiatrist is necessary. 35  

Following the above, this means that in the eviction prevention practice, the care and nuisance support practice 
and the homeless case management practice, medical involvement is not guaranteed, nor systematically provi-
ded. Consequently, nearly homeless and homeless people depend on the social medical skills and tri-morbidity 
knowledge of social and financial workers, and social (mental health) nurses. In Dutch policy parlance the term 
‘worrisome care avoiders’ (zorgwekkende zorgmijders) is sometimes used for those groups of people who are 
not seeking care. However, the term could equally be applied to doctors that seem to ignore the social medical 
needs of the nearly homeless and homeless people. 23-29,50,51

Tackling the social determinants of health and the medical issues of nearly homeless and homeless people 
requires an integral and systematic approach before and during homelessness.51-53 The workforce should be 
knowledgeable about their clients’ characteristics and social medical problems that potentially mount up to evic-
tions, homelessness and premature death. 27-29  This should imply that in the care processes for nearly homeless 
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and homeless people, doctors should have and active part in the social medical assessment, preventive actions 
and diagnostic pathways to be taken, and consultation with and referral to medical doctors in the community 
healthcare network. Therefore, within the OGGZ performance field, medical doctors should play a prominent 
role in practice, education, research and policy making. 54-57 

Practice
To reach and support the nearly homeless and homeless people, in all settings, the diagnostic process should 
be conducted, directed, monitored and followed up by doctors experienced in social medical decay, in close 
cooperation with social workers, nurses and administrative staff. Consequently, it is recommended to integrate 
the Early Reach Out support services, Care and Nuisance support networks and the homeless case manage-
ment networks (OGGZ projects 1, 3 and 6; see table 3). To integrate these networks, the GGD, as the central 
field director, could restore the fundaments of her safety net role in the community and reposition doctors as 
directors in the social medical care process before and during homelessness. 23,24,58  a  

Education
To identify problems related to deficiencies in patients’ social support systems and knowledge of referral possi-
bilities outside the medical system, it is recommended to integrate social medical care in the medical curriculum. 
Doctors in general, and general practitioners and social medicine specialists in particular, should have knowledge 
how to signal, refer and/or guide vulnerable people in preventable stages. 55-84 

Through the years, in Amsterdam, GGD doctors experienced with outreach care provision to homeless people 
have been sharing their social medical skills and tri-morbidity knowledge with visiting medical students and 
others. These visits are of short duration and therefore have a more observing than participating character. 
However, a more comprehensive social medical care module can be developed so that medical students, and 
general practitioners and social medicine specialists in training, can have an active part in providing care to the 
nearly homeless and homeless people in daily practice. 56  Furthermore, the available expertise among the GGD 
doctors can actively and systematically be shared with the workforce in the OGGZ projects, in academic settings 
and e.g. with the mainstream colleagues in city areas where social medical disease is clustered. 55 

Research
Following the results in this thesis, and related to the OGGZ projects introduced, it is evident that an overview 
on vulnerable people and their unmet support needs should be obtained, regardless their setting. A major 
problem in researching the health issues of the nearly homeless and homeless people is the lack of an academic 
basis. 27,85  As a consequence, much remains to be learned to attain to an understanding how to effectively 
integrate and target services to find and help the most vulnerable in early stages. 86 

In the Netherlands, encouraging efforts have been undertaken to bridge the gap between practice, research 
and policy making in public health 87. Recent efforts are formalised in nine so called Academic Collaborative 
Centres for Public Health (in Dutch: Academische Werkplaats Publieke Gezondheid).  For the OGGZ practice 
it is essential to collect longitudinal data of the characteristics, social medical problems, and mortality, among 
the nearly homeless and homeless people. Furthermore, data are to be related to the size, nature and costs of 

a In 1962 professor A. Querido stated: “Public health care has many mental health elements, while mental health care in its structure and in its aims has become more 
and more an aspect of general health care. It would seem, therefore, that the time is ripe to increase and expedite attempts that will lead to a merging, assimilation 
or integration of mental health programs in public health planning, resulting in a comprehensive activity of general health care”. 58
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services, and the responsibilities and competences of the workforce. These dynamics are best understood by 
close observation in daily practice. 
 
In addition to the existing data collections related to the OGGZ performance field (see table 2 and 3), 
a Social Medical Monitor might serve as an integral basis, and a new chance to reduce health differen-
ces88, in the Academic Collaborative Centres for Public Health.a In table 4 an example of such a monitor is 
shown. The social medical monitor could serve as a tool for practitioners in daily practice, to learn how to 
perform a systematic social medical assessment, and to collect data on the job, prospectively. The data obtained 
could serve as a first step towards an overview of vulnerable people, social medical problems, and mortality, and 
the pathways into social medical decay. Hence, performance indicators can be further developed to improve 
social medical care before and during homelessness. 89 

The knowledge gained in this thesis on social medical care before and during homelessness should find its 
way through practice, education and research, and thus constitutes an effective public health intervention.  

aAn Academic Collaborative Centre is a long-term partnership between one or more community health services (GGD municipal public health service) and a university. 
The main purpose is to improve knowledge transfer between practitioners, policymakers, researchers and the education sector. The specific goals are: 1) to strengthen 
and establish a knowledge infrastructure with an equal balance between science and practice; 2) to support researchers (PhD or otherwise) working in regional 
or municipal public health departments; 3) to foster high-quality scientific research relevant to day-to-day practice in public health services; 4) to disseminate and 
implement research results; and 5) to improve the application of evidence-based interventions and methods in regional or municipal public heath services. http://www.
zonmw.nl/en/programmes/all-programmes/academic-collaborative-centres/ 

 Table 4   Social medical monitor for people at risk of social medical decay

DEMOGRAPHICS     

name       sex

address      date of birth

postal code       place of birth 

place of residence     country of birth

Public Service Number (BSN)    ethnic origin

SOCIAL PROBLEMS     MEDICAL PROBLEMS

Housing      Addiction

  independent (owner-occupier / rent contract)    alcohol

  guided living (hostel / residential clinic / prison)    drugs (tobacco, cannabis, cocaine, heroin, speed, pills)

  homeless (duration and pathways:)     gambling 

    due to eviction for rent arrears by tenure (social housing / private) Mental health

    due to relationship problems leaving a home or being sent away   confused, bizarre behaviour, psychotic

    due to (eviction for rent arrears during) stay in prison    rude, aggressive, conduct disorder

    due to eviction for nuisance / behaviour    lethargic, sad, always tired, depressed

    due to other reasons, such as leaving an institution / clinic   cognitive impairment

Income      Physical health

  ID-card, registration population register, (postal) address   self neglect  (body mass index)

  income from legal employment / illegal / none    poor dental status

  benefits unemployment / disability  (budget / financial debts)   chronic pulmonary problems

  health insurance      heart vessel disease / hypertension (blood pressure)

Activities       cirrhosis of the liver

  doubling primary school classes / drop out high school   HIV, Hepatitis B, Hepatitis C, tuberculosis

  highest education level with diploma (low, middle, high)   cancer 

  work experience / daily activities / contacts police and jail   diabetes 

  contacts social network family / friends (name, address, phone)   epilepsy

MORTALITY      UNNATURAL CAUSE OF DEATH 

date of death      overdose / intoxication

day of the week of death      suicide / homicide

time of death      accident / trauma

place of death     NATURAL CAUSE OF DEATH 

housing status at death     heart vessel

       pulmonary

        cancer 

       HIV / AIDS

        other

To obtain an overview on vulnerable people and the dynamics between the different stages of social medical decay, a comprehensive 
data set should include: demographics, three social domains: housing - related to settings and pathways into homelessness -, income and 
activities; and three medical domains: addiction, mental and physical health problems; and mortality by (un)natural causes. The medical 
problems chosen are those in need of chronic and costly guidance and/or have a significantly increased risk of death. Guided by this 
social medical monitor, the amount and intensity of the problem oriented social medical care to be provided to the individual should 
be assessed, initiated, monitored and followed up by professionals skilled and experienced in social medical decay.



90

References 

1. Rossi PH. No good applied social research goes unpunished. Society 1987; 25(1):73-9.
2. Halleröd B, Larsson D. Poverty, welfare problems and social exclusion. International J Social Welfare 2008; 17(1):15-25.
3. Plumb JD. Homelessness: care, prevention, and public policy. Ann Intern Med 1997; 126 (12): 973-5. Review.
4. Crane M, Warnes AM. Evictions and Prolonged Homelessness. Housing Studies 2000; 15 (5): 757-773.
5. Shinn M, Baumohl J, Hopper K. The prevention of Homelessness Revisited. Analyses of Social Issues and Public Policy 2001: 95-127.
6. Crane M, Byrne K, Fu R, Lipmann B, Mirabelli F, Rota-Bartelink A, Ryan M, Shea R, Watt H, Warnes AM. The causes of homelessness in later life: findings from a 

3-nation study. J Gerontol B Psychol Sci Soc Sci 2005; 60 (3):S152-9. 
7. Laere I van, Stenberg S-A, Pawson H. The magnitude of evictions and the households at risk: lessons for prevention. Brussels: Feantsa / European Network of 

Homeless Health Workers (ENHW), Spring 2009 (9): 11-14. 
8. Deben L, Teijmant I. [Rent arrears and eviction. An explorative study in Amsterdam]. Huurschulden en huisuitzettingen. Een verkenning in Amsterdam. Amsterdam: 

Universiteit van Amsterdam, Centrum voor  Grootstedelijk Onderzoek, 1992. [Dutch]
9. Vogel G. [Elder single men. Living independently without care?]. Oudere alleenstaande mannen. Zelfstandig blijven wonen zonder zorg? Amsterdam: Het Spinhuis, 

Universiteit van Amsterdam, 1996. [Dutch]
10. Gelberg L, Siecke N. Accuracy of homeless adults’ self-reports. Med Care 1997; 35 (3): 287-90.
11. O’Connell JJ, Mattison S, Judge CM, Allen HJ, Koh HK. A public health approach to reducing morbidity and mortality among homeless people in Boston. J Public 

Health Manag Pract 2005;11(4):311-6.
12. Berg N van den, Buster M, Wifferen R van. [Exploring homelessness in Amsterdam]. Inventarisatie dak- en thuislozen Amsterdam. Amsterdam: WMO servicecen-

trum, GGD en DWI, 2006. [Dutch]
13. Maaskant J, Giesen E van der. [Monitor homeless people in Rotterdam 2006-2007]. Rotterdam: dienst Sociale Zaken en Werkgelegenheid, 2007. [Dutch]
14. Reinking DP, Wolf JR, Kroon H. [High prevalence of mental disorders and addiction problems among the homeless in Utrecht] Ned Tijdschr Geneeskd 2001; 

145(24):1161-6. [Dutch]
15. Fazel S, Khosla V, Doll H, Geddes J. The prevalence of mental disorders among the homeless in western countries: systematic review and meta-regression analysis. 

PLoS Med 2008;5(12):e225. Review. 
16. Levitt AJ, Culhane DP, DeGenova J, O’Quinn P, Bainbridge J. Health and social characteristics of homeless adults in Manhattan who were chronically or not chroni-

cally unsheltered. Psychiatr Serv 2009;60(7):978-81.
17. Laere IRAL van. [GGD outreach care provision at a social benefit service. Possibilities for simultaneous social and medical care for (recently) homeless people in 

Amsterdam]. GGD spreekuur bij de Sociale Dienst centrale eenheid daklozen (DWI) te Amsterdam: mogelijkheden voor gelijktijdige sociale en medische hulp aan 
(recent) daklozen. Amsterdam: GGD Municipal Public Health Service, May 2005. [Dutch]

18. Deben L, Rensen P, Duivenman R. [The homeless at night in Amsterdam 2003]. Nachtzwervers in Amsterdam. Amsterdam: Aksant, University of Amsterdam, 2003. 
[Dutch]

19. Beukeveld M, Vosselman J, Ligthart L, Polstra L. [Survival in the streets. Monitor of homeless people 2003]. Groningen: Bureau Onderzoek, dienst Sociale Zaken en 
Werk gemeente Groningen, April 2004. [Dutch]

20. Greenberg GA, Rosenheck RA. Homelessness in the state and federal prison population. Crim Behav Ment Health 2008;18(2):88-103.
21. Smet J de, Bolt A. [After-care for ex-convicts. The role of Municipal Public Health Services.] Nazorg aan ex-gedetineerden. De rol van de GGD. Utrecht: GGD 

Nederland, January 2009. [Dutch] 
22. Jahiel RI (editor). Homelessness. A prevention-oriented approach. Baltimore and London: The Johns Hopkins University Press, 1992.
23. Querido A. [Introduction into integrated medicine]. Leiden: H.E. Stenfert Kroese N.V., 1955.
24. Querido A. Social casework and the practice of medicine. ICN review, May 1956.
25. Dimsdale JE et al. The role of social supports in medical care. Social Psychiatry 1979: 14: 175-180.
26. Ng AT, McQuistion HL. Outreach to the homeless: craft, science, and future implications. J Psychiatr Pract 2004; 10(2):95-105.
27. O’Connell JJ. Dying in the shadows: the challenge of providing health care for homeless people. CMAJ 2004;170(8): 1251-2.
28. O’Connell JJ. The need for homelessness prevention: a doctor’s view of life and death on the streets. J Prim Prev 2007;28(3-4):199-203.
29. Laere I van. Caring for homeless people: can doctors make a difference? Br J Gen Pract 2008; 58(550): 367. 
30. Wolf J, Bransen E, Nicholas S. [People on the fringes of society: characteristics of social vulnerability]. Mensen in de marge. Kenmerken van sociale kwetsbaarheid. 

Justitiële verkenningen 2001; 27(6):19-38. [Dutch]
31. Bransen E, Wolf J. [Public Mental Healthcare for the socially vulnerable]. Openbare Geestelijke gezondheidszorg voor sociaal kwetsbare mensen: verslag van en 

onderzoek naar de huidige praktijk van de OGGZ voor sociaal kwetsbare mensen. Utrecht: Trimbos-instituut, 2001. [Dutch]
32. Bransen E, Hulsbosch L, Wolf J. [Public mental health projects aimed at socially vulnerable citizens]. Samenwerkingsprojecten Openbare Geestelijke Gezondheids-

zorg voor sociaal kwetsbare mensen. Utrecht/Houten: Trimbos instituut/Bohn Staflue Van Loghum, 2003. [Dutch]
33. Sleegers J (red). [Vulnerable in the big city: how the four big cities envision integrated Public Mental Healthcare ] Kwetsbaar in de grote stad. G4 visie op een sa-

menhangende Openbare Geestelijke Gezondheidszorg. Gemeenten Amsterdam, Den Haag, Utrecht, Rotterdam en de aanbieder van geestelijke gezondheidszorg 
en verslavingszorg in deze steden. Rotterdam: De Maasstad: 2005. [Dutch]

34. [Social Relief Plan for the most vulnerable in the four big cities]. Plan van aanpak Maatschappelijke Opvang. Rijk, Vier grote steden, Februari 2006. [Dutch]
35. Heinike D, Bosker R, Deth A van. [A City Compass to strengthen efforts to reduce homelessness]. Stappenplan stedelijk kompas. Intensivering van de aanpak van 

dakloosheid. Den Haag, VNG, 2007. [Dutch]
36. Wolf J. [Public Mental Healthcare and the tools for the Social Support Act]. Handreiking OGGZ in de WMO. In: Gereedschapskist Wmo. Den Haag, Ministerie 

VWS, 2006. [Dutch] 
37. Centraal College van Deskundigen voor de Zorgsector. [Organisations for public health: the public mental healthcare quality standards]. Organisaties voor de 

openbare gezondheidszorg. Openbare geestelijke gezondheidszorg (OGGZ): certificatieschema. Stichting HKZ, 2007. [Dutch]
38. Algemene Rekenkamer. [Social Relief for street youth: policy development status 2008]. Opvang zwerfjongeren 2008. Stand van zaken beleidsontwikkeling. Den 

Haag: Algemene Rekenkamer, december 2008. [Dutch]
39. College B&W Amsterdam. [Social relief, ambulatory addiction health care and fighting domestic violence: policy plan 2007-2010] Maatschappelijke opvang, 

ambulante verslavingszorg en bestrijding huiselijk geweld. Beleidsplan 2007-2010: Participatie, partnerschap en resultaat. Amsterdam: College B&W, 2006. 
[Dutch]

40. Dienst Zorg en Samenleven Amsterdam. [Off the streets: better care, less homelessness and less nuisance. Changes in service delivery for the years 2007-2010]. 
Amsterdam: Gemeente Amsterdam, Dienst Zorg en Samenleven, September 2007. [Dutch]

41. Dienst Zorg en Samenleven Amsterdam. [Community Care: chances for welfare, care and participation] Samen voor de stad. Kansen voor welzijn, zorg en parti-
cipatie. Gemeente Amsterdam: Dienst Zorg en Samenleven, Maart 2008. [Dutch]

42. Alink E, Esser M. [Early Reach Out in Amsterdam North: results of the reach out method tackling rent arrears between July-September 2007]. Vroeg Eropaf in 
Amsterdam-Noord. Evaluatie 3 maanden outreachende aanpak bij huurschulden, Juli – september 2007. Amsterdam: Stichting Doras, Oktober 2007. [Dutch]

43. SOM Amsterdam. [Reach Out and Early Reach Out: results 2007 and 2008]. Resultaten Eropaf en Vroeg Eropaf 2007 en 2008. Amsterdam: Stichting Ontwik-
keling en Ondersteuning Maatschappelijke dienstverlening (SOM), 2009. www.somamsterdam.nl [Dutch]

44. Schoot M van. [The outreach method to prevent evictions due to rent arrears in Amsterdam. An update of policies and agreements]. Leesbundel voor de Training 
Vroeg Erop af. Stand van zaken over de uitvoering van Vroeg Eropaf. Amsterdam: Stichting Ontwikkeling en Ondersteuning Maatschappelijke Dienstverlening 
(SOM), Februari 2009. www.somamsterdam.nl [Dutch]

45. GGD Amsterdam. [Uniform registration of the Care and Nuisance support networks in Amsterdam 2007]. Uniforme registratie Meldpunten Zorg en Overlast. 
Gegevens over de periode 1 januari 2007 – 31 december 2007. Amsterdam: GGD Amsterdam, May 2008. [Dutch] 

46. Maas M, Planije M. [Monitor Social Relief Plan 2008. Amsterdam, The Hague, Utrecht and Rotterdam]. Monitor Plan van Aanpak Maatschappelijke Opvang. 
Rapportage 2008: Amsterdam, Den Haag, Utrecht en Rotterdam. Utrecht/Den Haag: Trimbos instituut/Ministerie VWS, 2009. [Dutch]

47. GGD Amsterdam. [Overview Public Mental Healthcare clients Amsterdam: characteristics and service use October 2008 – January 2009]. Overzicht OGGZ 
cliënten Amsterdam. Kenmerken en gebruik van hulpverlening, oktober 2008 tot en met januari 2009. Amsterdam: GGD veldregie OGGZ Amsterdam, May 2009. 
[Dutch]

48. Brussel GHA van, Buster MCA. Public Mental Health Care Monitor 2002, 2003 and 2004. Amsterdam: GGD Municipal Public Health Service (MGGZ), 2005.
49. Laere IRAL van. Outreach Medical Care for the Homeless in Amsterdam. Ambulatory Medical Team: the years 1997-2004. Amsterdam: GGD Municipal Public 

Health Service, 2005.  
50. van den Berg MJ, Cardol M, Bongers FJ, de Bakker DH. Changing patterns of home visiting in general practice: an analysis of electronic medical records. BMC Fam 

Pract 2006 ;7:58. 
51. Laere I van. [Medical care for the poor: a disappearing practice?] Geneeskundige armenzorg: een verdwenen praktijk? Ned Tijdschr Geneeskd 2009;153: 

B13.[Dutch] 
52. Laere I van. What is social medical care about? Brussels: FEANTSA / European Network of Homeless Health Workers (ENHW), Summer 2008 (6): 3. 
53. Laere I van. Homeless people and the calm movement of the hand. Brussels: Feantsa / European Network of Homeless Health Workers (ENHW), Autumn 2008 

(7): 12-13. 
54. Pettersen BJ, Hofoss D. Are public health physicians fading out of management? Eur J Public Health 2007;17(6):642-5. 
55. Laere IRAL van, Withers JS. Integrated care for homeless people - sharing knowledge and experience in practice, education and research: Results of the networking 

efforts to find Homeless Health Workers. Eur J Public Health 2008; 18 (1):5-6. 
56. Potter L. Homeless healthcare: A marginalised profession for a marginalised population? Lancet Student; 12th June 2008.  www.thelancetstudent.com      
57. Petticrew M, Platt S, McCollam A, Wilson S, Thomas S. We’re not short of people telling us what the problems are. We’re short of people telling us what to do”: An 

appraisal of public policy and mental health. BMC Public Health 2008, 8:314.
58. Querido A. Mental Health Programmes in Public Health Planning II. Tijdschr Soc Geneeskd 1962; (40): 715-722.
59. Gilbert R, Spatz Widon C, Browne K, et al. Burden and consequences of child maltreatment in high-income countries. Lancet 2009; 373 (9657): 68 – 81. 
60. van Lenthe FJ, de Bourdeaudhuij I, Klepp KI, Lien N, Moore L, Faggiano F, Kunst AE, Mackenbach JP. Preventing socioeconomic inequalities in health behaviour in 

adolescents in Europe: Background, design and methods of project TEENAGE. BMC Public Health 2009, 9:125.
61. Mallett S, Rosenthal D, Keys D. Young people, drug use and family conflict: pathways into homelessness. J Adolesc 2005; 28(2):185-99. 
62. Shelton KH, Taylor PJ, Bonner A, van den Bree M. Risk factors for homelessness: evidence from a population-based study (among young adults in the USA). Psychiatr 

Serv 2009; 60(4):465-72.
63. van den Brink W, Schippers GM. [Addiction and care for addicts]. Tijdschr Psychiatr 2008;50 Spec no.: 91-7. Review.[Dutch]
64. Clark C, Rich AR. The relationship between alcohol misuse and homelessness. In: Preedy V, Watson R (Eds). Comprehensive handbook of alcohol related pathology. 

London: Elsevier Ltd 2005, volume 1: 221-239. 
65. March JC, Oviedo-Joekes E, Romero M. Drugs and social exclusion in ten European cities. Eur Addict Res 2006; 12(1):33-41. 
66. Crane M, Warnes AM, Fu R. Developing homelessness prevention practice: combining research evidence and professional knowledge. Health Soc Care Community 

2006; 14 (2):156-66.
67. Goering P, Tolomiczenko G, Sheldon T, Boydell K, Wasylenki D. Characteristics of persons who are homeless for the first time (in Toronto). Psychiatr Serv. 2002 

Nov;53(11):1472-4.
68. Bremner AJ, Duke PJ, Nelson HE, Pantelis C, Barnes TR. Cognitive function and duration of rooflessness in entrants to a hostel for homeless men. Br J Psychiatry 

1996;169(4):434-9. 
69. Burra TA, Stergiopoulos V, Rourke SB. A systematic review of cognitive deficits in homeless adults: implications for service delivery. Can J Psychiatry 2009;54(2):123-

33. Review.
70. Gilchrist G, Morrison DS. Prevalence of alcohol related brain damage among homeless hostel dwellers in Glasgow. Eur J Public Health 2005;15(6):587-8. 
71. Raoult D, Foucault C, Brouqui P. Infections in the homeless. Lancet Infect Dis 2001;1(2):77-84. Review.
72. Roy E, Haley N, Leclerc P, Sochanski B, Boudreau JF, Boivin JF. Mortality in a cohort of street youth in Montreal. JAMA 2004; 292(5):569-74. 
73. Cheung AM, Hwang SW. Risk of death among homeless women: a cohort study and review of the literature. CMAJ 2004;170(8):1243-7.
74. O’Connell JJ. Premature Mortality in Homeless Populations: A Review of the Literature. USA: National Health Care for the Homeless Council, 2005. http://www.

nhchc.org/PrematureMortalityFinal.pdf 
75. Hwang SW, Tolomiczenko G, Kouyoumdjina FG, Garner RE. Interventions to Improve Health of the Homeless: a systematic review. Am J Prev Med 2005; 29 

(4):311-19.
76. Fransen N, Handel C van den, Wolswinkel L. [Social relief and care for street youth in transition from adolescence to adulthood]. Zwerfjongeren (z)onder dak. 

Casus onderzoek naar de overstap van Jeugdzorg naar Maatschappelijke Opvang. Amsterdam, DSP-groep BV, april 2009. [Dutch]
77. Jungmann N, Dobbe-Kluijtmans M. [Participation without financial debts: recommendations for effective debt control for homeless people]. Meedoen zonder 

schulden. Aanbevelingen voor effectievere schuldhulpverlening aan dak- en thuislozen. Utrecht: Hiemstra & De Vries, januari 2009. [Dutch]

91



92

78. O’Toole TP, Gibbon JL, Hanusa BH, Fine MJ. Preferences for sites of care among urban homeless and housed poor adults. J Gen Intern Med 1999;14 (10):599-
605.

79. Buck DS, Rochon D, Davidson H, McCurdy S; Committee of Healthcare for the Homeless Houston (HHH). Involving homeless persons in the leadership of a health 
care organization. Qual Health Res 2004; 14 (4): 513-25

80. Daiski I. Perspectives of homeless people on their health and health needs priorities. J Adv Nurs 2007; 58 (3): 273-81.
81. Buck DS, Monteiro FM, Kneuper S, Rochon D, Clark DL, Melillo A, Volk RJ. Design and validation of the Health Professionals’ Attitudes Toward the Homeless 

Inventory (HPATHI). BMC Med Educ 2005; 5(1): 2.
82. Wen CK, Hudak PL, Hwang SW. Homeless people’s perceptions of welcomeness and unwelcomeness in healthcare encounters. J Gen Intern Med 2007;22 

(7):1011-7.
83. Anderson I, Baptista J, Wolf J, et al. The changing role of service provision: barriers of access to health services for homeless people. Brussels: FEANTSA, European 

Observatory on Homelessness, 2006; 8-10. http://www.feantsa.org/files/transnational_reports/2006reports/06W3en.pdf      
84. Schanzer B, Dominguez B, Shrout PE, Caton CL. Homelessness, health status, and health care use. Am J Public Health 2007; 97 (3):464-9. 
85. Laere IRAL van. [The art of social medical care for the poor and underserved]. Over het ambacht sociaal medische armenzorg. Tijdschr Gezondheidswet 2009; 

87 (1): 11-13.[Dutch]
86. Wolf J, Edgar B. Measuring quality of services and provision in homelessness. Eur J Homelessness 2007; 1(1): 15-39. 
87. Mackenbach J. [The history of the scientific field of public health in the Netherlands.] Tijdschr Gezondheidswet 2009; 87(5): 216-232.[Dutch]
88. Houweling TAJ, Mackenbach JP. [New chances to reduce health differences] Nieuwe kansen om gezondheidsverschillen terug te dringen. Ned Tijdschr Geneeskd. 

2009;153:A361. [Dutch]
89. Lauriks S, Wit M de, Buster M, Asbroek A ten, Arah O, Klazinga N. [Performance indicators for the Public Mental Healthcare: a conceptual framework]. Tijdschr 

Gezondheidswet 2008; 86(6): 320-336. [Dutch]

93

Summary 

Social medical care before and during homelessness 

in Amsterdam



Homelessness is a major public health problem for which little scientific evidence is available on how to help 
prevent people from becoming homeless and how to improve the health of homeless people. In Amsterdam, 
health professionals at the GGDa Outreach Dr. Valckenier-Practice provide social medical care to homeless 
people. Based on the practice experience and several data collections on the job and in addition over the last 
decade, this thesis explores strategies to help prevent people from experiencing social medical decay. Hereto, 
we aim to identify: 

1. What are the characteristics of people at risk of social medical decay? 
2. How can we find and identify these individuals? 
3. How can we help them before and during different phases of homelessness? 

In order to find the answers, various phases of social medical decay were examined using five sub-questions: 
1. What are the characteristics and social medical risk factors of households at risk of eviction in Amster-

dam?
2. How effective is the signalling and referral system for households at risk of eviction in Amsterdam?
3. What are the characteristics, social medical problems and service contacts of recently homeless people 

before and during homelessness, related to their pathways into homelessness?
4. What are the characteristics, social medical problems and mortality of homeless adults visiting the GGD 

Outreach Dr. Valckenier-Practice?
5. What are the characteristics, social medical problems and mortality of homeless adults admitted in a shel-

ter-based convalescence care facility in Amsterdam?

In chapter 1, in the introduction, a model is represented by subgroups of individuals who find themselves in 
a progressive state of social and medical decay. In the various phases, the housed at risk of eviction, the recently 
homeless, the long term homeless and mortality among homeless people, were examined between 1997 and 
2008. Of the different study groups, point prevalence information was collected at a variety of sites and from 
various data sets provided by the social housing associations, nuisance control care networks, popular street 
hang outs, day centres, social assistance centres, emergency shelters, general shelters, a shelter-based convales-
cence care facility, GGD patient records, and the Amsterdam Population Register.

In chapter 2, the magnitude of evictions and the households at risk of eviction were explored. In 2003, we 
sought information about social services that help clients with rent arrears and nuisance, as the major causes of 
evictions. Based on their own client records, case workers of 12 housing associations and 13 nuisance control 
care networks filled out questionnaires that provided information about characteristics and social medical pro-
blems among households at risk of eviction.

In Amsterdam, over the last years, around 4 households per 1,000 rent dwellings were evicted. Among the 275 
housed at risk of eviction due to rent arrears, the majority were single living men, in their late thirties, and of 
Dutch and Surinamese / Netherlands Antillean origin. More than half experienced social problems, a quarter 
reported medical problems, and it was found that drug addiction problems significantly increased the risk of 
eviction. 

a GGD (in Dutch) Geneeskundige en Gezondheidsdienst = Municipal Public Health Service.

Among the 190 housed at risk of eviction due to housing related nuisance, it was found that most were single 
living, and they were in their late thirties. One third had also financial mismanagement issues, two thirds had ad-
diction problems, and one third had mental health issues. Financial mismanagement was a significant risk factor 
for eviction. Among all households in this study information on physical problems was most likely underrepor-
ted. In response to the findings above outlining the characteristics of those most threatened by rent arrears 
and/or nuisance, services should reach out and offer integrated social and medical care.   

In chapter 3, the effectiveness of the signalling and referral system for households at risk of eviction was studied. 
The signalling system used to identify those who were at risk of eviction was evaluated by examining the extent 
of problems that were identified by the case workers for rent arrears and nuisance. The referral system was 
evaluated by comparing the identified problems with the assistance contacts. 

For 275 households with rent arrears, housing associations reported social problems in 71%, of whom 48% 
were in contact with social assistance, and medical problems in 23% of whom 29% were in contact with medical 
assistance. House visits by housing associations resulted in a much higher identification of problems, and were 
associated with a reduced eviction risk. For 190 nuisance households, nuisance control care networks reported 
social problems in 54%, of which 13% were in contact with social assistance, and medical problems in 82%, of 
which 92% were in contact with medical assistance. 

It was concluded that a provision driven and fragmented approach of assistance led the households in highest 
need, who were unable, or refrained from asking for assistance, on a pathway towards evictions. In response to 
the ‘silent’ signal of rent arrears, housing associations should conduct more house visits to identify underlying 
social and also medical problems that should actively be addressed. In response to the ‘loud’ signal of nuisance, 
despite the high occurrence of medical assistance, financial support was insufficient. Only an integrated ap-
proach can keep more people off the streets.

In chapter 4, the recently homeless were examined. To identify recently homeless adults, defined as “last 
housing lost up to two years ago and legally staying in the Netherlands”, participants were recruited on the 
streets, day centres and night shelters in Amsterdam. In April and May 2004, social science students conducted 
interviews and collected data on demographics, self reported pathways into homelessness, social and medical 
problems, and service use, before and after becoming homeless.

Among the recently homeless (n=120), most were single men, around 40 years old, and of Dutch and Surina-
mese / Netherlands Antilles origin. Before and during homelessness a high prevalence was reported for financial 
debts (on average 5,000 Euros), gambling and other addiction problems, domestic violence, and mental and/or 
physical health problems. During homelessness less gambling and addiction problems were reported. Forty 
percent of the recently homeless were homeless following an eviction due to rent arrears. Before homeles-
sness, evictees were more often living single, belonged more often to a migrant group, and had more financial 
and more alcohol related problems than those who were homeless due to other reasons. Despite that four 
out of five evictees were having contact with debt control services, evictions were not prevented. Those who 
were homeless due to relationship problems (one third) reported more domestic violence and, often, cocaine 
problems. Before and during homelessness, contacts with services were fragmented and did not prevent home-
lessness. Both before and during the first phase of homelessness medical contacts were low. 
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For households with a high risk of homelessness and those in the early phases of homelessness underlying 
social and medical problems should systematically be identified and adequately supported by social and medi-
cal professionals. Therefore, outreach social medical care should be provided continuously before and during 
homelessness.

In chapter 5, long term homeless patients were studied. Hereto, three groups of homeless patients who visited 
the GGD Outreach Dr. Valckenier Practice at different sites during three time periods, were studied: group A 
(n=364) April 1997- Nov 1999; group B (n=124) Sept-Dec 2000; and group C (n=137) Feb-May 2005. Data 
were systematically collected and included the personal characteristics, pathways into homelessness, the medi-
cal problems for all three groups, and the reasons for encounter and mortality for group A only.

The homeless patients (total n=625) were most commonly men, around 40 years old, and of Dutch and Su-
rinamese / Netherlands Antillean origin. The major pathways into homelessness were relationship problems, 
financial debts/evictions, and after leaving prison. Between the three groups, the average length of homelessness 
varied from 2 to 7 years. In all groups, one quarter of the homeless patients reported alcohol dependency, one 
third drug dependency, one fifth to nearly two thirds reported mental health problems, and more than half 
reported physical problems. 

In group A (n=364), the reasons for encounter primarily consisted of disorders of the skin as well as pulmonary, 
digestive and musculoskeletal conditions. Beside these conditions, one third presented a combination of chronic 
addictions, serious mental health problems and a frail physical condition (tri-morbidity). In group A, 20% (n=74) 
had died in the ten-year follow-up period till 2008. These homeless patients died nearly seven times more 
often than their housed counterparts with comparable sex and age in Amsterdam. For homeless females and 
those in the 18-34 age group, the figures were 13 and 18 times more likely, respectively. Multivariate analysis 
showed a significantly increased risk of death for individuals with problems related to HIV, alcohol addiction, 
asthma/COPD, drug addiction, and (univariately) for liver cirrhosis and diabetes. 

It was concluded that a combination of homelessness and specific medical conditions resulted in excess mor-
tality. With respect to homeless people entering the homeless circuit, predictors of early death should be 
identified and supported as early as possible. 

In chapter 6, homeless patients admitted in a shelter-based convalescence care facility were studied. Hereto, 
data on the characteristics of ill homeless adults, underlying medical problems, referral pattern, length of stay, 
whereabouts after discharge, and mortality, were collected during care provision in the facility, from January 
2001 and October 2007.

Among the convalescence care users (n=629), most were men, around 45 years old, and of Dutch and Su-
rinamese / Netherlands Antilles origin. Upon 889 admissions, the physical problems primarily consisted of 
disorders of the skin as well as pulmonary, digestive and musculoskeletal conditions. Common chronic medical 
problems included addiction, mental health disorders, hypertension, HIV infection, and liver cirrhosis. The major 
referral sources were general hospitals and GGD drug clinics. The median length of stay was 20 days. After 
(self)discharge, two thirds went back to previous circumstances (streets, overnight shelter, prison; including 
those suspended/arrested due to misconduct), one tenth improved their housing situation (general shelter 
and/or rent home), and one fifth was transferred to a general hospital or nursing home. 

By March 2008, one in seven convalescence care users (13%) were known to have died. Most were men, and 
aged around 50 years. Overall, the convalescence care users died seven and a half times more often than their 
housed counterparts with comparable sex and age in Amsterdam. Survival analysis, with correction for age and 
sex, showed an increased mortality risk for those with HIV, malignancy, cirrhosis of the liver, mental health disor-
ders, and a combination of addictions and mental health problems. Over the years, fewer men were admitted 
with significantly more self neglect, personality disorders and cocaine use. Lengths of stay increased and less self 
discharge was noted during the study period. 

The shelter-based convalescence care facility has been flexible and responsive to the needs of the users and 
services available. However, these findings reconfirm the need for early identification and support for those 
homeless people with a high risk mortality profile. 

In chapter 7, the general discussion and conclusions, the following questions are addressed:
1. What are the characteristics of people at risk of social medical decay in Amsterdam?
2. How can we find and identify these individuals?
3. How can we help them before and during different phases of homelessness?

In the general discussion, the results of the five studies are related to the current policies and projects to sup-
port the nearly homeless and homeless people, and the responsibilities and competence of the workforce 
in Amsterdam. Hereto, policy documents and reports were used in regards the eviction prevention practice 
as offered by the Early Reach Out support networks for rent arrears (in Dutch: Vroeg Eropaf), the Care and 
Nuisance support networks for the housed with multiple support needs (in Dutch: meldpunten zorg en over-
last), and the Homeless Safety Net and case management practice (in Dutch: GGD centrale intake en veldregie 
voor OGGZ cliënten).  

Characteristics of people at risk of social medical decay in Amsterdam 
In Amsterdam, of the people at risk of social medical decay, the vast majority were found to be single men, aged 
25-54 years, of Dutch and Surinamese / Netherlands Antilles origin, with social medical problems. These pro-
blems concerned maintaining or obtaining housing due to financial mismanagement and/or conduct disorders 
that interact with medical problems of addiction, mental, and physical health (tri-morbidity). Prior to becoming 
homeless and throughout the different phases of homelessness, the demographic profile remained the same, 
and social and medical problems tended to mount until early death. A significantly increased risk of death was 
observed among homeless individuals with problems related to alcohol addiction, drug addiction, mental illness, 
dual diagnosis, HIV, malignancies, chronic pulmonary conditions, liver cirrhosis and diabetes.

How can we find and identify these individuals
In daily practice, identifying vulnerable people, their social medical profile and their pathways into social medical 
decay should be acknowledged. Consequently, defined warning signals of vulnerability should actively be picked 
up by professionals in housing, welfare, medical, correctional and homeless services. This means that professio-
nals have to look beyond their own discipline and ‘core business’. Hereto, the workforce needs to be willing and 
competent to apply a systematic approach to identify their clients’ characteristics and social medical problems 
that mount up to evictions, homelessness and early death. 
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How can we help them before and during homelessness
In this thesis, among people at risk of social medical decay, before and during different phases of homelessness, 
medical problems were increasingly prevalent, and resulted in excess mortality. In the eviction prevention prac-
tice and the recently homeless case management practice, medical doctors seemed to play a marginal role. In 
the outreach care practice, doctors were most commonly involved in tackling the health issues among the long 
term homeless, and including convalescence and palliative care, to reduce tri-morbidity harm in the last phases 
of social medical decay. 

The marginal role of doctors before and during the early phases of homelessness is in concordance with the 
absence of the position and responsibilities of doctors in the relevant policy documents and reports. Moreover, 
in daily practice, in the Early Reach Out support networks for rent arrears, the Care and Nuisance support 
networks for the housed with multiple support needs, and the Homeless Safety Net and case management 
practice, medical involvement is not guaranteed, nor systematically provided. Consequently, nearly homeless 
and homeless people depend on the social medical skills and tri-morbidity knowledge of social and financial 
workers, and social (mental health) nurses. 

In response to the findings above, strategies to help prevent people from experiencing social medical decay 
should explicit the position and responsibilities of medical doctors. Tackling the social determinants of health 
and the medical issues of nearly homeless and homeless people requires involvement of medical doctors in 
practice, education, and research. 

Practice 
It is recommended to integrate the Early Reach Out support services, Care and Nuisance support networks 
and the homeless case management networks. To integrate these networks, the GGD, as the central field direc-
tor, could restore the fundaments of her safety net role in the community and reposition doctors as directors 
in the social medical care process before and during homelessness. Hereto, doctors should actively be involved 
in the social medical assessment, preventive and treatment actions, consultation with and referrals to medical 
doctors in the community healthcare network, and reporting the individual care needs for epidemiological and 
financial purposes. The workout of the individual care plan and follow up should be performed in close coope-
ration with social nurses, social workers and administrative staff. 

Education 
To identify problems related to deficiencies in patients’ social support systems and knowledge of referral possi-
bilities outside the medical system, it is recommended to integrate social medical care in the medical curriculum. 
A comprehensive social medical care module and residency can be developed so that medical students, and 
general practitioners and social medicine specialists in training, can have an active part in providing care to the 
nearly homeless and homeless people in daily practice.

Research 
Following the results in this thesis, it is evident that an overview on vulnerable people and their unmet sup-
port needs should be obtained, regardless their setting. Much remains to be learned about how to effectively 
integrate and target services to find and help the most vulnerable people in preventable stages. It is essential to 
collect longitudinal data of the characteristics, social medical problems, and mortality, among the nearly home-

less and homeless people. Furthermore, data are to be related to the size, nature and costs of services, and the 
responsibilities and competences of the workforce. These dynamics are best understood by close observation 
in daily practice. 

The existing OGGZ monitors in the Netherlands are a first step for data collection on the most vulnerable 
people. However, the basis of these data collections could be adjusted according to a social medical perspective. 
Hereto, a Social Medical Monitor might serve as an integral basis, see table 1. Such a monitor could serve 
as a tool for practitioners in daily practice, to learn how to perform a systematic social medical assessment, and 
to collect data on the job, prospectively. The data obtained could serve the total overview of vulnerable people, 
social medical problems, and mortality, and the pathways into social medical decay. 

The knowledge gained in this thesis on social medical care before and during homelessness in Amsterdam 
should find its way through practice, education and research, and thus constitutes an effective public health 
intervention. 
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 Table 1   Social medical monitor for people at risk of social medical decay

Samenvatting

Sociaal medische zorg voor en tijdens dakloosheid 

in Amsterdam

    

DEMOGRAPHICS     

name       sex

address      date of birth

postal code       place of birth 

place of residence     country of birth

Public Service Number (BSN)    ethnic origin

SOCIAL PROBLEMS     MEDICAL PROBLEMS

Housing      Addiction

  independent (owner-occupier / rent contract)    alcohol

  guided living (hostel / residential clinic / prison)    drugs (tobacco, cannabis, cocaine, heroin, speed, pills)

  homeless (duration and pathways:)     gambling 

   due to eviction for rent arrears by tenure (social housing / private) Mental health

   due to relationship problems leaving a home or being sent away   confused, bizarre behaviour, psychotic

   due to (eviction for rent arrears during) stay in prison    rude, aggressive, conduct disorder

   due to eviction for nuisance / behaviour    lethargic, sad, always tired, depressed

   due to other reasons, such as leaving an institution / clinic   cognitive impairment

Income      Physical health

  ID-card, registration population register, (postal) address   self neglect  (body mass index)

  income from legal employment / illegal / none    poor dental status

  benefits unemployment / disability  (budget / financial debts)   chronic pulmonary problems

  health insurance      heart vessel disease / hypertension (blood pressure)

Activities       cirrhosis of the liver

  doubling primary school classes / drop out high school   HIV, Hepatitis B, Hepatitis C, tuberculosis

  highest education level with diploma (low, middle, high)   cancer 

  work experience / daily activities / contacts police and jail   diabetes 

  contacts social network family / friends (name, address, phone)   epilepsy

MORTALITY      UNNATURAL CAUSE OF DEATH 

date of death      overdose / intoxication

day of the week of death      suicide / homicide

time of death      accident / trauma

place of death     NATURAL CAUSE OF DEATH 

housing status at death     heart vessel

       pulmonary

        cancer 

       HIV / AIDS

        other

To obtain an overview on vulnerable people and the dynamics between the different stages of social medical decay, a comprehensive 
data set should include: demographics, three social domains: housing - related to settings and pathways into homelessness -, income and 
activities; and three medical domains: addiction, mental and physical health problems; and mortality by (un)natural causes. The medical 
problems chosen are those in need of chronic and costly guidance and/or have a significantly increased risk of death. Guided by this 
social medical monitor, the amount and intensity of the problem oriented social medical care to be provided to the individual should 
be assessed, initiated, monitored and followed up by professionals skilled and experienced in social medical decay.
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In Amsterdam wordt sociaal medische zorg geboden vanuit de GGD Dr. Valckenier praktijk voor dak- en 
thuislozen. Dit proefschrift is gebaseerd op de dagelijkse praktijk. Naast het vergroten van de sociaal medische 
kennis rondom dakloosheid beoogt dit proefschrift aanbevelingen te doen ter verbetering van preventie van 
sociaal medisch verval. 

De centrale vraagstelling luidt: 
1. Wat zijn de kenmerken van mensen met risico op sociaal medisch verval?
2. Hoe kunnen we deze mensen vinden en identificeren?
3. Hoe kunnen we deze mensen helpen voor en tijdens de verschillende fasen van dakloosheid?

Voor de antwoorden zijn fasen van sociaal medisch verval onderzocht aan de hand van vijf subvragen:
1. Wat zijn de kenmerken en sociaal medische risicofactoren van huishoudens met risico op huisuitzetting?
2. Hoe effectief is het signalering- en verwijssysteem voor deze huishoudens?
3. Wat zijn de kenmerken, sociaal medische problemen en zorggebruik van recent daklozen voor en tijdens 

dakloosheid, gerelateerd aan hoe zij dakloos raakten?
4. Wat zijn de kenmerken, sociaal medische problemen, en sterfte, van dakloze patiënten die de GGD Dr. 

Valckenier praktijk bezochten?
5. Wat zijn de kenmerken, sociaal medische problemen, en sterfte, van dakloze patiënten die werden opge-

nomen in een ziekenboeg verbonden aan de maatschappelijke opvang?

In hoofdstuk 1 wordt een model met subgroepen van mensen die zich in een progressieve staat van sociaal 
en medisch verval bevinden geïntroduceerd. In de verschillende fasen gaat het om huishoudens met een hoog 
risico op huisuitzetting, recent daklozen, langdurig daklozen en sterfte onder daklozen. Per fase zijn op verschil-
lende locaties door diverse medewerkers gegevens verzameld gedurende de periode 1997-2008. 

In hoofdstuk 2 wordt de omvang van het aantal huisuitzettingen in Amsterdam en huishoudens met een 
hoog risico op huisuitzetting beschreven. In 2003 zijn alle Amsterdamse woningcorporaties (voor huurschuld) 
en alle meldpunten overlast (voor overlast) benaderd. Aan de hand van gegevens uit eigen dossiers hebben de 
medewerkers vragenlijsten ingevuld over de kenmerken en sociaal medische problemen van de huishoudens 
voor wie een huisuitzetting dreigde. 

In Amsterdam vonden de afgelopen jaren rond de 4 huisuitzettingen per 1000 huurwoningen plaats. Van de 
275 huishoudens met huurschuld was de meerderheid alleenstaande man, van Nederlandse en Surinaams/An-
tilliaanse origine en tegen de veertig jaar oud. Voor meer dan de helft werden sociale problemen (financieel 
mismanagement en/of inkomensdaling) gerapporteerd en voor een kwart medische problemen (verslaving, 
psychiatrische en/of lichamelijke aandoeningen). Wanneer drugsproblematiek werd gerapporteerd bleek er een 
significant verhoogd risico op huisuitzetting. Van de 190 overlasthuishoudens was de meerderheid alleenstaand 
en tegen de veertig jaar oud. Over de etnische achtergrond waren geen gegevens beschikbaar omdat de meld-
punten deze niet registreerden. Voor een derde werd financieel mismanagement gerapporteerd, voor twee 
derde verslaving en voor een derde psychische problemen. Financieel mismanagement toonde een significant 
verhoogd risico op huisuitzetting. 

Voor huishoudens met een hoog risico op huisuitzetting dient men de kenmerken en sociaal medische proble-
men te identificeren en sociale en medische zorg gelijktijdig te bieden. 

In hoofdstuk 3 is de effectiviteit van het signalering- en verwijssysteem voor huishoudens met een hoog risico 
op huisuitzetting bestudeerd. Het signaleren is beoordeeld naar de mate waarin sociale en medische problemen 
werden gerapporteerd door de medewerkers van woningcorporaties en meldpunten overlast. Verwijzingen zijn 
beoordeeld aan de hand van de contacten met de hulpverlenging voor de vastgestelde problemen. 

Van 275 huishoudens met huurschuld had bijna drie kwart sociale problemen waarvoor bijna de helft contact 
met de sociale hulpverlening had. Van het kwart met medische problemen had bijna een derde contact met een 
medische hulpverlener. Wanneer huishoudens met huurschuld een huisbezoek kregen van een woningcorpora-
ties dan werden zij significant minder vaak hun huis uitgezet dan huishoudens die geen bezoek kregen. 
Van 190 huishoudens die overlast veroorzaakten had ruim de helft sociale/financiële problemen waarvoor een 
op de zeven contact had met de sociale hulpverlening. Voor de overlasthuishoudens schoot de financiële hulp-
verlening tekort. Bij ruim vier van de vijf huishoudens die overlast veroorzaakten bleken medische problemen 
te spelen. In bijna allen gevallen was er contact met medische zorgverleners.

Ter preventie van huisuitzettingen dient men probleemhuishoudens thuis te bezoeken om sociale en medische 
problemen te identificeren en om hen adequate sociaal medische zorg te bieden. Een centrale monitor wordt 
aanbevolen om te bepalen op welke huishoudens met welke problemen men zich in het bijzonder dient te 
richten.

In hoofdstuk 4 zijn de recent daklozen bestudeerd. Recent daklozen (definitie: laatste eigen huisvesting tot 
twee jaar geleden verloren en legaal in Nederland) zijn aangesproken op straat, in de dagopvang en nacht-
opvang om mee te werken aan een interview. In april en mei 2004 hebben studenten sociologie gestandaar-
diseerde vragenlijsten afgenomen en gegevens verzameld over de kenmerken, de manier van dakloos raken, 
sociale en medische problemen, en het zorggebruik, voor en tijdens dakloosheid.

Van de 120 recent dakloze personen was de meerderheid alleenstaande man, van Nederlandse en Surinaams/
Antilliaanse origine, en rond de veertig jaar oud. Voor en/of tijdens dakloosheid werden schulden (gemiddeld 
5000 euro), gokken, huiselijk geweld, verslaving, psychische en lichamelijke problemen vaak gerapporteerd. 
Tijdens recente dakloosheid was het gebruik van middelen en gokken afgenomen, overige problemen bleven 
onveranderd vaak aanwezig. Voor dakloosheid waren de contacten met de hulpverlening gefragmenteerd en 
hadden niet geleid tot het afwenden van het verlies van de woning. In het algemeen waren er weinig contacten 
met medische zorgverleners. 

Veertig procent van de recent daklozen was dakloos geraakt na een huisuitzetting vanwege huurschulden. Deze 
huishoudens woonden vaker alleen, behoorden vaker tot een migrantengroep, hadden vaker schulden en vaker 
alcoholproblemen, dan de recent daklozen die door andere redenen dakloos waren geraakt. Voor dakloosheid 
had vier van de vijf huishoudens met huurschulden contact met de schuldhulpverlening en desondanks de 
woning niet kunnen behouden. Een derde van de recent daklozen was door relatieproblemen dakloos geraakt. 
Zij rapporteerden vaak cocaïne problemen en vaker huiselijk geweld dan de recent daklozen die door andere 
redenen dakloos waren geraakt. 

De onderliggende sociale en medische problemen van mensen met een verhoogd risico op dakloosheid en van 
hen die dakloos zijn verdienen integrale aandacht. De hulpverlening dient deze mensen actief te identificeren 
en hen voor en tijdens dakloosheid continu van sociale en medische zorg te voorzien. 
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In hoofdstuk 5 zijn drie groepen langdurig dakloze patiënten bestudeerd. Groep A (n=364) zijn bezoekers 
van een inloopcentrum en een nachtopvang, april 1997 – november 1999; groep B (n=124) zijn bezoekers van 
een inloopcentrum en een nachtopvang, en bewoners van drie sociale pensions, september – december 2000; 
en groep C (n=137) zijn bezoekers van een sociale dienst loket voor dak- en thuislozen, februari – mei 2005. 
Tijdens sociaal medisch werk zijn gegevens verzameld over de kenmerken, de manier van dakloos raken, en 
medische problemen in de drie groepen, en de redenen van bezoek en sterfte in groep A. 

Van het totaal aantal dakloze patiënten (n=625) was de meerderheid alleenstaande man, van Nederlandse en 
Surinaams/Antilliaanse origine, en rond de veertig jaar oud. De belangrijkste bronnen van dakloosheid waren 
relatieproblemen, schulden/huisuitzettingen en na het verlaten van de gevangenis. Tussen de drie groepen va-
rieerde de gemiddelde duur van dakloosheid van twee tot zeven jaar. In de drie groepen rapporteerde een 
kwart alcoholverslaving, een derde drugverslaving, een vijfde tot twee derde psychiatrische problemen en meer 
dan de helft lichamelijke problemen. 

In groep A waren de redenen van bezoek vooral gerelateerd aan problemen van de huid, luchtwegen, maag-
darmstelsel en het bewegingsapparaat. Van deze groep presenteerde een derde een combinatie van verslaving, 
psychiatrische en lichamelijke problemen (trimorbiditeit). Gedurende tien jaar na het eerste contact was een 
vijfde overleden (20%). Dit waren meestal mannen van rond de vijftig jaar. Zij stierven bijna zeven keer vaker 
dan de doorsnee Amsterdammer, afgezet naar geslacht en leeftijd. Dakloze vrouwen en dakloze mannen en 
vrouwen tussen de 18-34 jaar stierven respectievelijk 13 en 18 keer vaker. Multivariaat analyse toonde een 
significant verhoogd sterfterisico bij dakloze personen met HIV, alcoholverslaving, chronisch longlijden en drug-
verslaving. Univariaat analyse toonde een significant verhoogd sterfterisico indien er sprake was van levercirrose 
of diabetes. 

De gezondheid van langdurig daklozen was slecht, met vroegtijdig overlijden als eindpunt van sociaal medisch 
verval. Ter preventie van oplopende gezondheidsproblemen dienen dakloze mensen in een zo vroeg mogelijk 
stadium adequaat sociaal medisch te worden begeleid, met specifiek aandacht voor personen met een ver-
hoogd sterfterisico. 

In hoofdstuk 6 zijn dakloze patiënten die gebruikmaakten van een ziekenboeg verbonden aan de maat-
schappelijke opvang bestudeerd. Tijdens sociaal medisch werk in een ziekenboeg zijn gegevens verzameld over 
kenmerken, redenen van opname, medische problemen, verwijzers, verblijfsduur, bestemming na ontslag, sterfte, 
en trends, in de periode 2001-2007. 

Van de 629 ziekenboeggebruikers was de meerderheid man, van Nederlandse en Surinaams/Antilliaanse ori-
gine en rond 45 jaar oud. Tijdens 889 opnamen waren de meest voorkomende redenen van opnamen een 
overlap van problemen van de huid, luchtwegen, maag en darmen, en letsel van het bewegingsapparaat. Chroni-
sche medische problemen betroffen overwegend verslaving, psychiatrische stoornissen, HIV en levercirrose. De 
meeste verwijzingen verliepen via algemene ziekenhuizen en GGD poliklinieken voor verslavingsbehandeling. 
De gemiddelde verblijfsduur bedroeg 47 dagen. Na (zelf)ontslag keerde twee derde terug naar de omstan-
digheden waaruit zij kwamen (straat en nachtopvang), een op tien ging naar een sociaal pension, en een vijfde 
werd overgeplaatst naar een algemeen ziekenhuis of een voorziening voor verzorging/verpleging. 

In maart 2008 was ruim een op de zeven ziekenboeggebruikers overleden (13%). Dit waren meestal mannen 
van rond de vijftig jaar. Ziekenboeggebruikers overleden 7,5 keer vaker vergeleken met de doorsnee Amster-
dammers, gemeten naar leeftijd en geslacht. Overlevingsanalyse, met correctie voor leeftijd en geslacht, toonde 
een significant verhoogd sterfterisico bij personen met HIV, kanker, levercirrose, psychiatrische stoornissen en 
een combinatie van verslaving en psychiatrische stoornissen. 

Gedurende de studieperiode vonden per jaar minder opnamen plaats, duurden de opnamen langer en ver-
lieten minder personen vroegtijdig de ziekenboeg. De laatste jaren waren vooral mannen met verwaarlozing, 
persoonlijkheidsstoornissen en cocaïne problematiek opgenomen. Door de tijd heeft de ziekenboegvoorzie-
ning zich flexibel aangepast aan de problemen en zorgbehoefte van de doelgroep en de ontwikkelingen van het 
totale aanbod van opvang- en zorgvoorzieningen in Amsterdam. 

De bevindingen bevestigen de noodzaak om dakloze mensen met een verhoogd sterfteprofiel zo vroeg moge-
lijk te identificeren en hen actief en probleemgericht sociaal medisch te begeleiden. 

In hoofdstuk 7 worden de antwoorden op de centrale vraagstelling beschreven. In de discussie worden de 
bevindingen in de vijf studies afgezet tegen het huidige beleid en projecten in het kader van de Openbare Gees-
telijke Gezondheidszorg (OGGZ), en tegen de verantwoordelijkheden en competenties van de hulpverleners. 
Relevante documenten en rapporten zijn bestudeerd. In het kader van dit proefschrift is de aandacht specifiek 
gericht op de preventie van huisuitzettingen door huurschuld (Vroeg Eropaf methode), door overlast (Meld-
punten Zorg en Overlast) en de case management praktijk voor dak- en thuislozen (GGD centrale veldtafel 
en veldregie voor OGGZ cliënten). 

Kenmerken van mensen met een risico op sociaal medisch verval
Een ruime meerderheid van mensen met een risico op sociaal medisch verval bestond uit alleenstaande man-
nen, van 25-54 jaar, van Nederlandse en Surinaams/Antilliaanse origine, die kampten met sociale en medische 
problemen. De problemen betroffen het behouden of verkrijgen van huisvesting door financieel mismanage-
ment en/of gedragsproblematiek, welke gepaard gingen met problemen door verslaving, psychiatrische en/of 
lichamelijke stoornissen (de combinatie = trimorbiditeit). Voor en tijdens dakloosheid bleef het demografische 
profiel gelijk, terwijl de sociale en medische problemen zich opstapelden met vroegtijdig overlijden als eindpunt 
van sociaal medisch verval. Een significant verhoogd sterfterisico werd gezien bij dakloze patiënten, vooral 
mannen van rond de vijftig jaar, met problemen gerelateerd aan HIV, kanker, alcoholverslaving, levercirrose, 
psychiatrische stoornissen, de combinatie van verslaving en psychiatrische stoornissen, chronisch longlijden en 
diabetes. 

Hoe kunnen we deze mensen vinden en identificeren
Om kwetsbare burgers te vinden dient men bovengenoemd profiel en het risico op sociaal medisch verval te 
kunnen identificeren. In de dagelijkse praktijk dienen hulpverleners in de huursector, welzijnssector, medische 
sector, justitiële sector en in maatschappelijke opvang ‘gevoelig’ te zijn voor signalen die kunnen duiden op 
kwetsbaarheid. Dit betekent dat men verder moet kijken dan de eigen discipline en ‘core business’. De wer-
kers dienen bereid en competent te zijn een bepaalde aanpak te hanteren waarin de kenmerken en sociaal 
medische problemen, - welke huisuitzetting, dakloosheid en vroegtijdig overlijden als gevolg kunnen hebben-, 
systematisch te benaderen. Op deze wijze kan men kwetsbare mensen identificeren en begeleiden naar pro-
bleemgerichte hulp. 
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Hoe kunnen we deze mensen helpen voor en tijdens dakloosheid
Voor en tijdens de verschillende fasen van dakloosheid waren sociaal medische problemen toenemend aanwe-
zig en resulteerden in vroegtijdig overlijden. In de praktijk van de preventie van huisuitzettingen en in de zorg 
voor recent daklozen speelden artsen een marginale rol. In de zorgpraktijk voor dak- en thuislozen waren GGD 
artsen betrokken bij langdurig en zieke daklozen die op eigen initiatief of via derden de weg naar de GGD 
artsen wisten te vinden. De aangeboden sociaal medische zorg, inclusief de (palliatieve) zorg in een ziekenboeg 
verbonden aan de maatschappelijke opvang, bereikte met name dakloze patiënten in de laatste fasen van sociaal 
medisch verval. 

De afwezigheid van artsen in het hulpverleningsproces ter preventie van huisuitzettingen en in de eerste fase 
van dakloosheid komt overeen met de afwezigheid van de positie en verantwoordelijkheden van artsen in de 
relevante OGGZ beleidsstukken en rapporten. In de Vroeg Eropaf praktijk voor huishoudens met huurschul-
den, in de aanpak van de Meldpunten Zorg en Overlast en in de case management praktijk voor daklozen, is de 
betrokkenheid van artsen niet gegarandeerd en wordt medische zorg niet systematisch geboden. Dit betekent 
dat bijna daklozen en dakloze mensen afhankelijk zijn van de sociaal medische vaardigheden en kennis van 
trimorbiditeit van sociaal en financieel werkers, en die van sociaal (psychiatrisch) verpleegkundigen. In dit geval 
kan de term ‘zorgwekkende zorgmijders’ van toepassing zijn op zowel patiënten als artsen die zich onttrekken 
aan het verlenen van zorg aan deze groep mensen. 

Op basis van de resultaten van de studies in dit proefschrift en de ervaringen uit de dagelijkse praktijk wordt 
aanbevolen om in het beleid ter preventie van sociaal medisch verval de rol en de verantwoordelijkheden van 
artsen te expliciteren voor de praktijk, onderwijs en wetenschap. 

Praktijk 
Voor het bieden en verbeteren van sociaal medische zorg wordt aanbevolen de Vroeg Eropaf praktijk, de 
Zorg en Overlast praktijk en de case management praktijk van dak- en thuislozen integraal aan te bieden. In 
dit kader kan de GGD, als centrale veldregisseur in de vangnetpraktijk voor kwetsbare burgers, terugvallen op 
haar historische fundamenten waar artsen voor en tijdens dakloosheid expliciet optreden als regisseur in het 
sociaal medisch zorgproces. Artsen dienen een rol te spelen in de sociaal medische diagnostiek, het opstellen 
van een zorgplan, het uitzetten van preventieve en curatieve interventies, het stellen van een gerichte hulpvraag 
bij de verwijzing naar collega artsen in het hulpnetwerk, het verzamelen van epidemiologische gegevens en 
voor de indicatiestelling van zorg. Voor de uitvoering van het zorgplan en het volgen van de individuele zorg is 
samenwerking met sociaal verpleegkundigen, maatschappelijk werkers en administratieve ondersteuning nood-
zakelijk.  

Onderwijs 
Ter verbetering van de kennis over de sociaal medische zorg wordt aanbevolen om algemeen onderwijs en 
stages daklozenzorg te ontwikkelen voor medisch studenten en specifiek voor arts-assistenten huisartsgenees-
kunde en sociale geneeskunde. 

Wetenschap
Er is onderzoek nodig naar de kenmerken, sociaal medische problemen en sterfte onder mensen die bijna dak-
loos of dakloos zijn, ongeacht hun verblijfplaats. Gegevens uit dergelijk onderzoek kunnen vervolgens worden 
afgezet tegen de omvang, soort en de kosten van beschikbare voorzieningen, en tegen de verantwoordelijk-
heden en competenties van de hulpverleners. Een zogenaamde Sociaal Medische Zorgschouw dient men bij 
voorkeur te verrichten door actieve participatie in de dagelijkse praktijk. 

De huidige OGGZ monitoren kunnen worden omgebouwd tot een monitor met een beter zicht op de pro-
blemen en zorgbehoefte van de doelgroep. Hiertoe kan een Sociaal Medische Monitor dienen (zie tabel 
1) als een instrument voor de dagelijkse praktijk, om hulpverleners te leren hoe men een sociaal medische 
beoordeling kan uitvoeren en om tijdens het werk gegevens systematisch te leren verzamelen. Deze gegevens 
beogen het verkrijgen van overzicht op kwetsbare burgers, sociaal medische problemen en sterfte, en de wegen 
naar sociaal medisch verval. 

Hopelijk draagt de kennis in dit proefschrift bij aan beleidsverbeteringen om kwetsbare burgers eerder te 
identificeren om hen die hulp te bieden die bij hun problemen past. Het siert de academische wereld wanneer 
men de lessen van leven en sterven op straat integraal opneemt in de zorgpraktijk, onderwijs en wetenschap. 
De zorg voor dakloze mensen is een academische werkplaats van de straat waardig. 



108 109

Een overzicht op kwetsbare burgers en de dynamiek tussen de verschillende fasen van sociaal medisch verval bevat de volgende ge-
gevens: demografie, drie sociale domeinen: onderdak – in  relatie tot de setting en de wijze waarop mensen dakloos raken - , inkomen 
en bezigheden; drie medische domeinen: verslaving, geest en lichaam, en sterfte naar (on) natuurlijke doodsoorzaken. De medische 
problemen zijn gebaseerd op problemen welke chronische en kostbare begeleiding vergen en waarvan een significant verhoogd 
sterfterisico bekend is.  Bij de individuele toepassing van deze sociaal medische monitor in de praktijk dient de omvang en intensiteit 
van de in te zetten sociaal medische zorg te worden beoordeeld, ingezet, geregistreerd en gevolgd door professionals met kennis en 
ervaring met sociaal medisch verval. 

 Tabel 1   Sociaal medische monitor voor mensen met risico op sociaal 
medisch verval

DEMOGRAFIE 

naam       geslacht

adres      geboortedatum

postcode       geboorteplaats 

woonplaats      geboorteland

Burger Service Nummer (BSN)    etnische origine

SOCIALE PROBLEMEN     MEDISCHE PROBLEMEN

Onderdak      Verslaving

  onafhankelijk (eigenaar-bewoner / huur contract op naam)   alcohol

  begeleid wonen (pension / kliniek / gevangenis)    drugs (tabak, cannabis, cocaïne, heroïne, speed, pillen)

  dakloos (duur dakloosheid en bron:)     gokken 

   huisuitzetting door huurschuld (sociale sector / privé sector)  Geestelijke gezondheid

   relatieproblemen, weggestuurd of zelf vertrokken    psychotisch, verward, bizar

   huisuitzetting door huurschuld tijdens uitzitten gevangenisstraf   brutaal, agressief, gedragsstoornis

   huisuitzetting door extreme overlast     lethargisch, altijd moe, somber, depressief

   overige redenen (verlaten van een kliniek)    cognitieve stoornissen / beperkte intelligentie

Inkomen      Lichamelijke gezondheid

   identiteitskaart, registratie bevolkingsregister,  (post) adres   zelfverwaarlozing (body mass index)

   inkomen uit legale arbeid / illegale bron / geen inkomen   gebitsproblemen

   uitkering werkloosheid / arbeidsongeschiktheid  (schulden)   chronische problemen longen

   zorgverzekering       hart vaat ziekten / hoge bloeddruk

Activiteiten bezigheden      lever cirrose

  doublures lager school / spijbelen en uitval middelbare school    HIV, Hepatitis B, Hepatitis C, Tuberculose 

  hoogste diploma (laag, midden, hoog)     kanker 

  werkervaring / dagbesteding / contacten politie en justitie   diabetes 

  sociaal netwerk familie / vrienden (name, adres, telefoon)   epilepsie

STERFTE      ONNATUURLIJKE DOOD

Datum van overlijden     overdosis / intoxicatie

Dag in de week van overlijden    suïcide / moord

Tijdstip van overlijden      accident / trauma

Vindplaats van  overlijden     NATUURLIJKE DOOD

Woonstatus bij overlijden      hart en vaten

      longen

        kanker

       HIV/AIDS

       anders
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Dankwoord

Aan het eind van mijn eerste werkdag bij de GGD moest ik huilen. Op het spreekuur zagen we diverse ver-
slaafde patiënten met voor mij ongekende stapels ellende. De laatste was Ron, een jongeman van mijn eigen 
leeftijd. Zijn moeder slikte anti treurpillen, pa nam een slok en gaf klappen. Na een mislukte middelbare school, 
iets te stoere vrienden en een jaartje brommen was hij dakloos, had geen inkomen en was verslaafd aan hero-
ine, cocaïne en pillen. Ron had schizofrenie, zijn tanden waren zwarte stompjes, hij was besmet met HIV, er zat 
een schimmel in zijn slokdarm, en hij had nog kanker in zijn ballen ook. Onder eigen dak vroeg ik me reddeloos 
af hoe ik deze diep beschadigde mensen ooit zou kunnen bijstaan.     

Gelukkig kon ik terugvallen op de basis. 
Vanuit een apotheekhoudende plattelandspraktijk boden mijn ouders, Roger en Ivon van Laere, gedurende 
veertig jaar sociaal medische zorg aan vierduizend bewoners in het Brabantse dorp Liempde. Naast een och-
tendspreekuur met wel vijftig patiënten werd een belangrijk deel van de zorg bij de mensen thuis geboden. 
Het kostte weinig moeite om familie, buren, wijkzuster, maatschappelijk werk, fysiotherapeut, vrouwengilden, 
zonnebloemen en meneer pastoor bij de ziekenzorg te betrekken. Of collega’s in het ziekenhuis of verpleeghuis 
als het thuis niet langer ging. Op straat, in vereniging of tijdens huisbezoek konden de mensen de dokter of zijn 
vrouw vertellen hoe het met tante Sjaan, ons moeder of ons Piet aan toe ging. Zo gaf persoonlijk contact met 
bewoners en helpers een integraal beeld van de sociaal medische conditie van de patiënt. Altijd klaar staan en 
zorg van wieg tot graf behoorden tot de gewoonten van mijn ouders en bewoners van Liempde. 
Hier ligt mijn passie voor armoede en ongezondheid, en de daklozenzorg in het bijzonder. 

Als plattelandsdokter in de grote stad heb ik mij kunnen uitleven in het GGD Ambulant Medisch Team voor 
dak- en thuislozen. Dit team opereerde in oorlogsgebied in de bodemzorg van Amsterdam. Het werk is ver-
gelijkbaar met dat van Artsen zonder Grenzen, maar dan in eigen land. Op de fiets naar de mens in hoogste 
sociale en medische nood. Op straat en in de armenhuizen heb ik van dakloze mensen drie lessen geleerd: 1) 
het hanteren van ongekende stapels ellende vraagt een specifieke benadering en systematiek in de werkwijze, 
2) het bijeenbrengen van gekende stapels ellende en zorg vraagt ontwikkelingshulp in de praktijk, onderwijs en 
wetenschap, en 3) integreren begint op straat. 

Om betere zorg te kunnen verlenen bleef ik in de dagelijkse praktijk vragen stellen en gegevens verzamelen. 
Ook legde ik mijn oor te luisteren bij betrokken professionals die hun sporen hebben verdiend in de praktijk en 
wetenschap. Deze mensen die een bijzondere rol hebben gespeeld tijdens mijn loopbaan en bij de totstandko-
ming van mijn proefschrift wil ik bedanken. 

Ik dank dakloze mensen, helpers en denkers voor de lessen van de straat. Ik dank de collega’s bij de GGD 
voor de mooie jaren van samenwerking en het Ambulant Medisch Team in het bijzonder. Mijn waardering en 
dank gaan uit naar de medewerkers van de maatschappelijke opvang, drugspastoraat en belangenverenigingen 
voor dak- en thuislozen. Speciaal dank ik Quirinus van Arnhem en Bart Leewens †. Jarenlang waren zij mijn 
leermeesters en kenners van de mens van de straat en de wegen naar zorg. Het geheugen van de bodem. Een 
bron van inspiratie voor mijn proefschrift. Beste Q, wat heb ik genoten van je verhalen, kennis en steun in woelig 
zorgveld. Lieve Bart, ik mis je.
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Curriculum Vitae

Igor van Laere is geboren op 8 maart 1965 te Nijmegen. Hij volgt zijn middelbare schoolopleiding aan het 
Jacob-RoelandsLyceum te Boxtel en behaalt in 1984 het Atheneumdiploma. In datzelfde jaar start hij met 
de studie geneeskunde aan de Universiteit van Amsterdam en behaalt in 1992 het artsdiploma. Tijdens zijn 
studie doorloopt hij een verpleeghulpstage op de afdeling chirurgische vrouwen in het Elisabeth Hospitaal te 
Curaçao, een wetenschappelijke stage kindercardiologie aan de University of California San Francisco en doet 
een malaria studie in Our Lady’s Hospital Chilonga in Mpika, Zambia. Na zijn artsexamen werkt hij van 1992 
tot 1995 als arts-assistent interne geneeskunde in het Catharina Ziekenhuis te Eindhoven en het Andreas 
Ziekenhuis te Amsterdam. In april 1995 treedt hij in dienst bij GGD Amsterdam en is werkzaam op de Drugs-
afdeling polikliniek centrum. Twee jaar later sluit hij zich aan bij het Ambulant Medisch Team. Vanuit de GGD Dr. 
Valckenier-praktijk voor dak- en thuislozen trekt hij door de straten en armenhuizen van Amsterdam. Van 1998 
tot 2000 doorloopt hij de opleiding tot sociaal geneeskundige aan de Netherlands School of Public Health in 
Utrecht en Erasmus Medical Centre te Rotterdam. Van 1999 tot 2003 heeft hij zitting in het landelijk platform 
daklozenonderzoekers onder leiding van hooggeleerden Paul Heydendael en Judith Wolf. Tussen 2005 en 2007 
is hij bestuurslid van de Vereniging voor VerslavingsGeneeskunde Nederland (VVGN). In 2006 organiseert hij 
tijdens de International Conference on Urban Health in Amsterdam een Doctors for Homeless Workshop, 
in samenwerking met Dr. Jim Withers, Street Medicine Institute Pittsburgh USA, Dr. Jim O’Connell, Harvard 
University, Boston Health Care for the Homeless Program USA, en Dr. Angela Jones, Oxford University UK. Hij 
is actief in het internationaal netwerken om mensen uit praktijk, onderwijs en wetenschap rondom dakloos-
heid en ongezondheid bijeen te brengen. In 2007 is hij samen met Angela Jones en de European Federation of 
National Organisations Working with the Homeless (FEANTSA) initiatiefnemer en oprichter van het European 
Network of Homeless Health Workers (ENHW). In samenwerking met Rotary Club Amsterdam Nachtwacht 
richt hij in 2008 de stichting Doctors for Homeless Foundation op, om internationale sociaal medische kennis 
en ervaring te delen voor het helpen van mensen die deze het hardst nodig hebben. Na de verdediging van 
zijn proefschrift begin 2010 trekt hij met zijn gezin naar het land van Oeroeg, om sociaal medische lessen te 
delen in Bandung.

Uit de landelijke praktijk en denkwereld dank ik vooral Gerard Alderliefste, Wouter Barends, Roel Coutinho, 
Léon Deben, Lia van Doorn, Paul Heydendael, Henk Rengelink, Marcel Slockers, Ronald Smit en Judith Wolf, 
voor hun stimulans mijn hart te blijven volgen en mijn proefschrift dicht bij mijn eigen werk te houden. 

Niek Klazinga, mijn promotor, bedank ik voor de mogelijkheid om onder zijn supervisie dit proefschrift te 
volbrengen. Ik beschouw het als een voorrecht om bij hem te mogen promoveren. Ik heb genoten van onze 
bijeenkomsten op het AMC, te GGD en bij ons thuis aan het ontbijt. Waar ik de neiging had te verdwalen wist 
hij mij met een vanzelfsprekendheid op het rechte pad te houden. Dankzij zijn ‘eenvoudige’ en doeltreffende 
analyses kon ik beter structuur aanbrengen in mijn proefschrift. Na elke ontmoeting kon ik verder met een 
nieuwe dosis motivatie en enthousiasme. 

Matty de Wit, mijn copromotor, bedank ik voor de prettige en intensieve begeleiding. Zij is een epidemioloog 
naar mijn hart. Van haar analyse, scherpe en kritische blik, en snelheid van handelen, heb ik genoten en vooral 
geleerd. De GGD mag trots zijn op iemand van haar kaliber! Dank voor alles. 

Woorden schieten tekort om mijn familie en vrienden te danken.

Mijn liefste Jola, dankzij jou kon ik de stapels ellende aan. Dank voor je onvoorwaardelijke liefde en onze zoon 
Luuk. 

Kom, we gaan naar Bandung!
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Curriculum Vitae

Igor van Laere was born on March 8, 1965  in Nijmegen, the Netherlands. He completed his secondary school 
at the Jacob-RoelandsLyceum in Boxtel in 1984. He started his medical studies at the University of Amsterdam 
and obtained his medical degree in 1992. During his studies he did a nursing practice at the Elisabeth Hospital in 
Curaçao, an elective paediatric cardiology at the University of California San Francisco, and conducted a malaria 
study at Our Lady’s Hospital Chilonga in Mpika, Zambia. In 1992 his medical career started with a housemanship 
internal medicine at the Catharina Hospital in Eindhoven and the Andreas Hospital in Amsterdam. In April 1995 
he started to work for the GGD Municipal Public Health Service in Amsterdam, at the Drug department provi-
ding harm reduction healthcare to opiate users. Two years later he joined the GGD Ambulatory Medical Team 
to provide outreach social medical care to homeless people in the streets and almshouses in Amsterdam. Bet-
ween 1998 and 2000 he studied social medicine at the Netherlands School of Public Health in Utrecht and the 
Erasmus Medical Centre in Rotterdam and obtained a degree as a Public Health Medicine Specialist. From 1999 
to 2003 he was an active member at the National Platform for Homelessness Research, chaired by professors 
Paul Heydendael en Judith Wolf. Between 2005 and 2007 he was a board member of the Dutch Association of 
Addiction Medicine (VVGN). In 2006 at the International Conference on Urban Health in Amsterdam, he orga-
nised a Doctors for Homeless Workshop, in cooperation with his soul mates Dr. Jim Withers, Street Medicine 
Institute Pittsburgh USA, Dr. Jim O’Connell, Harvard University Boston Health Care for the Homeless Program 
USA, and Dr. Angela Jones, Oxford University UK. He has been active in international networking to unite 
people in practice, education and research tackling homelessness and ill health. In 2007, in cooperation with Dr. 
Angela Jones and the European Federation of National Organisations Working with the Homeless (FEANTSA) 
in Brussels, he initiated and founded the European Network of Homeless Health Workers (ENHW). With the 
support of Rotary Club Amsterdam Nachtwacht he was able to set up the Doctors for Homeless Foundation. 
This foundation aims to share international social medical knowledge and experience for those in highest need. 
After the public defence of his academic thesis early 2010, with his wife Jolanda and son Luuk he will move to 
Indonesia to share social medical lessons in Bandung.


