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Abstract

The objective of this cohort study is to describe the service utilization by clients of homeless
resources in Quebec and Montreal (Canada) over a 5-year period. Participants (N=426) were
recruited from a survey conducted in 1999 about clients’ utilization of resources intended for
homeless people in Montreal and Quebec. Data analyzed in this study were also drawn from three
administrative databanks managed by the Quebec health care system. Results revealed that: (1) in
general, mental health services are less used than physical health services; (2) generally, women,
older persons, nonhomeless persons, and persons with mental health problems utilized
proportionately more health services; and (3) participants involved in this study tend to continue
using services over years in a system where health services are free. These findings are discussed
in terms of long-term service utilization by clients of homeless resources.
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Background

Over the past 10 years, many epidemiological studies have measured the extent of homelessness,
mental health problems and substance abuse (which are chronically associated), and the utilization
of services by those affected. However, few of these studies have been carried out in Canada or
Quebec, and even fewer have characterized service utilization over a longer period by persons with
co-occurring mental health and substance abuse disorders. The main objective of the present cohort
study was to describe the service utilization by clients of homeless resources in Quebec and
Montreal, two cities located in the province of Quebec, Canada, over a 5-year follow-up period.

Although the exact extent remains a source of controversy because of methodological difficulties,1

there are higher rates of physical and mental health problems and substance abuse among homeless
persons.2 According to Kushel, Vittinghoff, and Hass,3 75% of homeless persons presented chronic
mental health or substance abuse problems, and a large proportion presented both.3 Indeed, Herrman et
al. have found that addiction problems were present in 40% of homeless men and 20% of homeless
women.4

Studies on mental health service utilization show that a substantial proportion of users are
homeless. Research has estimated that the proportion of homeless persons using emergency psychiatric
services is between 15%5 and 21%,6 and seriously mentally ill persons using these services are usually
very resistant to and noncompliant with the treatments provided.7 Homeless persons experiencing
serious mental health disorders also show higher rates of psychiatric hospital utilization,5,8 and they
entail higher costs for mental health treatment.9 At the same time, they are less willing to seek medical
help than the overall population.3 This trend would be exacerbated in the United States, where factors
such as lack of medical insurance come into play, even though a large percentage of this population is
eligible for some form of coverage.3,10 In general, homeless persons have more difficulty accessing
services.4,11 Thus, although addiction treatment has a positive impact on the overall health of homeless
persons affected by co-occurring disorders,12 access is more difficult for the homeless that are affected
with relatively more serious mental disorders compared to other homeless people.13 Grella and Stein14

examined the outcomes of individuals (80% of whom had been homeless) with co-occurring disorders
who received drug treatment in programs that varied in their integration of mental health services. They
found that those treated in programs with specific dual diagnosis services (such as residential
substance abuse programs that provided on-site dual diagnosis groups) and more counselors trained
in treating co-occurring disorders had higher rates of mental health service utilization over 6 months
and significantly greater improvements in psychological functioning. A study by O’Toole et al.
concludes that health service use among the homeless is substantial and independently associated
with sheltering arrangement, comorbid illness, race, health insurance, and social support.15 Housing
programs like Housing First can also help reduce hospitalization and homelessness.16 Lastly, Drake
et al. said that comorbidity is very commonly associated with homelessness (50%) and that
integrated services which include the critical components are thought to produce better outcomes.17

In Canada, studies conducted on homeless populations and the various problems they present
estimate that 46% of those using homeless resources in Toronto have major depression and 5.6% have
schizophrenia.18 In addition, 62% are alcohol-dependent or abusive and 38.7% are drug-dependent or
abusive. Other findings suggest that 75% of homeless persons with mental disorders have co-occurring
problems related to substance abuse.19 In Quebec, in 1991 and 2001, respectively, Louise Fournier
estimated that 9% and 13.8% of persons using homeless resources suffered from schizophrenia, 25%
and 32.8% had major depression, and 74.2% and 66% had substance abuse-related problems.

Longitudinal studies

In the last 20 years, few longitudinal studies have been undertaken with homeless persons due to
problems of cohort follow-up and population accessibility.20 Several authors have suggested
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conducting such longitudinal population studies in order to gain a better knowledge and deeper
understanding of the usage trajectory of these services.21–23 However, some long-term follow-up
studies examining the utilization of services by different types of cohorts (i.e., not necessarily
homeless people) have been published. For instance, research has been conducted on Americans
using general health and mental health services over a 12-month period,24 among persons
presenting psychiatric disorders and using these services over 1 year,25 and among users of
emergency psychiatric services over 5 years.6 Other studies have followed urban and nonurban
populations affected by schizophrenic disorders over a 25-year period,26 adolescents released from
psychiatric residential treatment over 5 years,27 and persons admitted to a detoxification facility, the
majority of whom were homeless persons, over 2 years.28

Some studies have also surveyed homeless persons with mental health disorders, in non-
community settings, such as a psychiatric facility. For instance, Folsom et al.5 reported that the rate
of homelessness among 10,340 patients treated in psychiatric services in San Diego over 1 year
was 15%. Diagnoses varied from schizophrenia (54.8%), major depression (25.2%), and bipolar
disorders (19.8%) to substance-related problems (60.5%). With the exception of major depression,
homeless persons showed a higher prevalence of all these disorders compared to nonhomeless
persons. They were also four times more likely to be hospitalized and use emergency psychiatric
services than persons with a fixed address. Also, over a 5-year period, Lipton, Siegel, Hannigan,
Samuels, and Baker followed 2,937 homeless persons with severe mental health problems who
were living at municipal shelters and in various public spaces.29 The sample, which was 67% male,
with an average age of 40 years, presented with schizophrenia (50%), psychotic disorders (7%),
bipolar and other mood disorders (37%), and substance abuse problems (56%). After 5 years, 50%
of the sample were still living in shelters or transitional housing programs, and a multivariate
analysis demonstrated that a history of substance abuse and referral from a state psychiatric center
were the two most important factors for shorter tenure.

Another study11 analyzed the intensity of service utilization over 18 months (structured
interview at admission and at 3, 12, and 18 months) of homeless persons with serious mental
illness who had received assertive community treatment (N=1917). Results showed that 61.1%
were male; 49% were diagnosed with major depression, 33% with schizophrenia, 31% with other
psychotic disorders, and 22% with bipolar disorder; 42% had alcohol-related problems; and 39%
had illicit drug problems. At 3 months, 64% had used mental health services, 42% had used
medical services, and 15% had used services for substance abuse problems. The authors concluded
that homelessness appears to impact the utilization rate of health care and psychiatric services.

Finally, Herman and colleagues30 conducted a 2-year follow-up study on consequent episodes of
homelessness in patients admitted to New York psychiatric institutions for psychosis. Of the 237
persons surveyed, 55% were men, 46% presented with schizophrenia or related disorders, 25%
were bipolar, 17% had major depression, and 12% had other disorders. The sample was divided
into three groups according to duration of homelessness as a function of follow-up: homeless prior
to hospitalization (11%), homeless after hospitalization (7%), and both (15%). They found that
33% of the cohort had one or more episodes of homelessness prior to, during, or after the follow-
up. No significant differences were found between the homeless categories in terms of sex (18%
male vs. 12% female), but the types of homeless persons differed significantly in terms of whether
they were African American (33%) or not (13%).

The present study

In sum, the research presented above reveals that episodes of homelessness and the utilization of
services among persons with no fixed address are closely linked to, and even exacerbated, by the
presence of more complex conditions such as co-occurring disorders. However, there appear to be
few cohort studies on homeless persons and their use of services. Indeed, although some scientific
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studies have been published in the United States and in Canada, no research has analyzed the long-
term utilization of services by homeless persons. The aim of this study is to provide some
information on this latter issue by means of analyzing the utilization of services by clients of
resources for homeless persons in Montreal and Quebec, two cities located in the province of
Quebec, Canada, over a 5-year follow-up period. More precisely, the objective is to describe and
characterize the utilization of services by a cohort of clients of resources for homeless persons at
various time points over a 5-year period, rather than examining change in participants’ utilization
of services at each point in time.

Methods

Participants

Participants were recruited from a survey conducted in 1999 on client utilization of resources
intended for homeless persons in the areas served by the Régie Régionale de Montréal-Centre
(Montreal) and the Communauté Urbaine de Québec (Quebec), respectively.31 This 9-month
investigation measured resource utilization in terms of “person-days” defined as the use of at least
one resource for homeless people by one person on a given day, including shelters (N=17), soup
kitchens (N=7), and day centers (N=12). A stratified random sample of clients using these
resources was drawn from a previous census. This census had shown that these resources had
received 28,214 and 11,295 clients in Montreal and Quebec, respectively, and that only 10% of
homeless persons were using no services in these cities.32 The data were weighted by the Institut de
la Statistique du Québec to obtain an unbiased estimate compared to the sampling scheme and in
the absence of respondents on certain days.31

Participants (N=757) were recruited by research assistants who went to the resource centers and
surveyed clientele to identify those who met the research criteria. A small fee of $25 (CDN) was
offered to those who volunteered to participate in the survey. Eligible subjects were then invited to
take part in the study following an interview, and a total of 426 people agreed to participate
(response rate=56.3%). The sample was mainly male (87.4%), and almost half were between the
ages of 30 and 44 (46.6%) with 34.5% aged 45 and over. More than three quarters (79.2%, N=338)
had been without a fixed address at some time in their life (homeless), and 56.3% had mental
health problems. Therefore, it is important to note that, although the investigation was about the
utilization of resources intended for homeless people, not all participants were homeless at the time
of the interview, and some participants had never been without a fixed address.

In the 12 preceding months, 17% had presented with personality disorders and 14.9% had
experienced at least one such disorder in their lifetime. No significant differences were found
between the study’s participants (N=426) and those who refused to participate, were excluded, or
who did not complete the questionnaires (N=331) with respect to gender (χ2=1,122; dl=1; p9
0.289), age (χ2=1,756; dl=2; p90.416), homelessness (χ2=0,827; dl=1; p90.363), having a
mental health disorder (χ2=0,367; dl=1; p90.545), or presenting a diagnosis of antisocial
personality disorder (χ2=0,407; dl=2; p90.816). A total of 35 subjects delivered incomplete
responses. Thus, overall, the service utilization rate of 391 participants was examined and
described at different points in time over a 5-year period.

Procedure

Since the procedure for the present study has been described in a prior paper,31 it will only be
briefly outlined here. The interviews were conducted by 16 interviewers recruited on the basis of
their professional experience or education. A consent form was introduced towards the end of the
interview process. Respondents signed this form to authorize the researchers to use their medical
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and social insurance numbers, in order to access their health care and social services records, as
well as shelter registers for the 5-year study period. In addition to the data drawn from the above-
mentioned survey,31 data analyzed in this study were also drawn from three administrative
databanks managed by the Quebec health care system, i.e., Med-Écho, RAMQ-MED, and RAMQ-
MOD.

MED-ECHO databank The Maintenance et Exploitation des Données pour l’Étude de la Clientèle
Hospitalière (MED-ECHO) is an officially administered database that clusters clinical and
administrative data from hospital records in the province of Quebec. It contains 229 variables
related to hospitalization management, reason for the hospitalization, as well as services and
treatments associated with the hospitalization. The variables used in this study were: (1) date of
hospital admission (“dat_adm”) and (2) reasons for the hospitalization (“dx_princ”), based on ICD-
9, for the period between December 3, 1997 and November 29, 2002.

RAMQ (MED–MOD) databanks The Régime d’Assurance Maladie du Québec (RAMQ) retains a
system of databanks that indexes procedures carried out by physicians and health care
professionals (MOD) and medications (MED) consumed. With respect to the RAMQ-MOD, the
variables used were: (1) date of services (“Date_Acte”) and (2) diagnosis for the visit (“Cod_
Diag”), based on the ICD-9. With respect to the RAMQ-MED, date of services (“Date_Serv”) and
medications consumed (“Classe_AHF,” “SClasse_AHF,” and “SSClasse_AHF”) were retained. The
data range analyzed in this study is the period from December 1, 1997 to December 1, 2002.
Previous research using these RAMQ-MOD data has demonstrated their validity.33,34

Instruments

Mental health The National Institute of Mental Health Diagnostic Interview Schedule (DIS-IV)
was used to identify mental health problems.35 The DIS-IV has been used in a 20,000-subject study
by Robins et al.35 as well as other studies on homeless persons.36–38 Tests of validity have yielded
significant agreement between DIS and psychiatrists’ assessments of a disorder, but found that DIS
underestimated antisocial personality disorders and overestimated major depressive disorders.39

Substance abuse The Composite International Diagnostic Interview Simplified (CIDIS) was used
to evaluate substance abuse problems.40 It is a simplified version of the Composite International
Diagnostic Interview for which psychometric properties are known. Interrater agreement between
the CIDIS and a group of clinicians was found to be high for alcohol-related problems (kappa=
0.70) and fair for substance-related problems (kappa=0.43). However, with regards to the latter
finding, few persons in the sample presented this type of problem.

Variables

Aside from the usual variables describing individual characteristics, i.e., gender (1=male; 2=
female) and age (1=18–29 years; 2=30–44 years; 3=45 years and over), domiciliary status was
categorized as follows: 1=homeless (i.e., no fixed address at the time of the interview or
previously) and 2=nonhomeless (i.e., never without a fixed address).

Types of personal problems Variables used to describe types of problems presented were as
follows: mental health disorders (0=no disorder, 1=at least one disorder as measured by the DIS-
IV), dual diagnosis (0=no disorder, 1=diagnosis of mental health disorder or substance abuse, 2=
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both problems), triple diagnosis (0=no triple diagnosis, 1=either pathological gambling or antisocial
personality disorder and a double diagnosis), and mental health disorder and homelessness (0=no
disorder, 1=mental health disorder only, 2=homelessness only, 3=both problems).

Utilization of services Utilization of services (all dichotomous: 0=absence, 1=presence) was
categorized by: (1) different times in the study (in the “first year,” “second year,” “last year
(fourth),” and over the entire “5 years”), all of which were calculated from the date of the initial
interview; (2) type of services used (professional consultation, hospitalization, and medications
consumption); and (3) type of problem for which the services were dispensed (physical health
problem or mental health problem). These variables have been shown to be related to utilization of
services in a multiple regression analysis and published elsewhere.41

Results

Chi-square tests were used to assess differences in proportions. The precision of the estimates of
proportions was determined by calculating coefficients of variation (CV) and their 99% confidence
intervals. Confidence intervals were estimated for all proportions presented in this article. All the
data with a CVof 15–25% are presented with the dagger sign and must be interpreted with caution.
Those with a CVof 25% or more are marked with the double dagger sign and can be taken only as
indicative. SPSS Version 12.0 for Windows has been used and the significance level was set at
95% (pG0.05).

General portrait of service utilization

Overall, mental health services appear to be utilized less than physical health services. Indeed,
the number of professional consultations for physical problems at different times in the study (first
year=64.8%; second year=67.5%; fourth year=55.2%; 5 years=81.4%) exceeds the number of
mental health consultations (first year=38.1%; second year=37.6%; fourth year=31.1%; 5 years=
56.5%), as reported in Table 1. However, although the proportions of hospitalizations for both
types of problems are very low (physical health: first year=8.8%, second year=7.3%, fourth year=
4.7%, and 5 years=19.4% and mental health: first year=5.2%, second year=2.6%, fourth year=
3.6%, and 5 years=9.4%), results revealed a similar pattern of utilization.

Sociodemographic characteristics and service utilization

Gender Women utilized proportionally more mental and physical health services of all kinds and
significantly more of these services compared to men in most cases (see Table 1). In fact, the most
notable and continuously significant differences were related to the consumption of medications,
whether for physical or mental health problems. In the first year, twice as many women consumed
medications for psychiatric (48%) or physical health problems (58%) as the men (23% and 19%;
pG0.001). Other significant differences were reported for other time periods measured.

It was apparent that proportionally more women were hospitalized for physical health problems,
not only in the second year (21%), but also over the five study years for both physical (36%) and
mental (21%) problems compared to the men (respectively, 5%, 17%, and 8%). As for
consultations, during the first year, proportionally more women (56%) compared to men (35.5%)
consulted a professional for problems related to mental health disorders. Most surprisingly, women
had significantly more consultations for mental health disorders in the second year (56%), fourth
year (50%), and throughout the entire study period (75%) compared to men (respectively, 35%,
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28%, and 54%). However, this was not the case for physical health problems where no significant
difference was noted between both genders, although women tended to consult professionals more
than men did.

Age Results showed that the older the person, the more physical health services were used. Indeed,
persons aged 45 years and older utilized significantly more consultation services in the first year
(77% vs. 57% for the 30–44 age group and 56% for the 18–29 age group) and second year (78%
vs. 59% for the 30–44 age group and 69% for the 18–29 age group). Moreover, they consumed
more medications in the last year (57% vs. 34% for the 30–44 age group and 36% for the 18–29
age group) and over the course of the 5 years (67% vs.52% for the 30–44 age group and 42% for
the 18–29 age group). As for mental health services, no significant differences in utilization were
noted between age groups.

Homelessness With very few exceptions, proportionally fewer numbers of homeless persons were
willing to use the services than those that were not homeless, although no significant difference
was found. Aside from more professional consultations for mental health disorders among the
homeless (32% vs. 27% in the fourth year and 58% vs. 50% over 5 years), those that had never
been homeless appeared to use more services than homeless persons.

Types of problems and service utilization

Mental health Generally, persons with mental problems used more mental health (see Table 2) and
physical health services (see Table 3) than those without such problems. Although most of the
differences were statistically nonsignificant, certain notable differences between the two categories
were found in the utilization of mental health services. For instance, persons with mental health
problems consumed significantly more psychiatric medications in the second year (40%) and the
last year (39%) than those who did not present mental problems (24% and 21%, respectively) and
were proportionally more often hospitalized over the 5 years (13% vs. 5%, respectively).

Dual diagnosis The portrait of service utilization for participants with a double diagnosis is less
uniform with respect to the type of service utilized. Indeed, more persons with a double diagnosis
consumed psychiatric medications in the second (44%) and last year (39%) compared to others
(one problem=29% and 29%; no problem=17% and 14%,, respectively). They also consulted
more mental health professionals in the first (46%) and second year (42%) than others (one
problem=38% and 43%; no problem=14% and 10%, respectively). However, at the end of the 5-
year study period, participants presenting only one problem apparently consulted significantly
more professionals for mental health problems (64%) than those with a double diagnosis (58%) and
those with no problem (28%).

Triple diagnosis The portrait of the utilization of physical and mental health services differs only
slightly when it comes to a triple diagnosis. Although participants presenting no problem appeared
to use more physical health services (and inversely, the others appeared more inclined to utilize
mental health services), the utilization proportions for each service type are comparable, and no
significant difference was found between the two groups.

Mental health and homelessness The utilization of physical and mental health services for
participants with mental health problems and homelessness was not significantly different across
the categories—with one exception. Speaking descriptively, those who did not have problems
apparently used more physical health services, while those with mental health problems only or
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mental health problems combined with homelessness used more mental health services. However,
in one case and contradictory to the overall utilization pattern, the groups differed significantly with
respect to the type of service used. In the fourth year, participants who presented with
homelessness only (16%) consumed proportionally fewer psychiatric medications than those who
had both homelessness and mental health problems (40%), those who had only mental health
problems (36%), and those who presented no problems (41%).

Discussion

The main objective of the present study was to describe the service utilization by clients of
homeless resources in Quebec and Montreal, two cities located in the province of Quebec, Canada.
Participants were recruited from a survey conducted in 1999 on client utilization of resources
intended for homeless persons in the areas served by the Régie Régionale de Montréal-Centre
(Montreal) and the Communauté Urbaine de Québec (Quebec), respectively.31 They were followed
up over 5 years and service use at four specific time periods was analyzed, namely, the first,
second, and fourth years, as well as over the entire 5-year study period. Persons living only on the
street without using any services were excluded from this study. The preliminary census showed
that only 10% of homeless people are in this category, and it is not clear if they would be
representative, since Toro et al.1 considered this an important factor, but the Hannappel, Calsyn,
and Morse study showed that those using services were not different from those on the streets.42

Results revealed that gender has an important impact on service utilization with regards to either
mental or physical health. Indeed, in line with most prior findings,43–47 the present study shows
that women use significantly more services than men. Results also showed that age is another
important determinant of service utilization. More specifically, the analysis of physical health
services showed that older persons consulted more professionals and also consumed more
medication than others. Although several researchers have reported similar findings, the proportion
of persons using these services is smaller in the present study than in other research. For instance,
Rotermann found that, in Canada, approximately 90% of the elderly had consulted a family or
general practitioner over the past year, 92% had taken one type of medication over the past month,
and 14% had been hospitalized over the past year.48 Likewise, in the United States, Okoro et al.49

found that, among persons aged 65 years and older, 93% had a regular care provider, 98% had a
regular place of care, and 98% were able to obtain needed medical care. The categorization of age
groups in these two studies might explain these differences. Nevertheless, future longitudinal
research should cautiously examine how some characteristics of the Quebec health care system,
which are particular to services for homeless persons (e.g., staff make-up) can potentially influence
women’s and elderly persons’ greater use of services. Most notably, although the funding
mechanisms of the Quebec health care system (i.e., free accessibility) was not a central issue in this
study and its findings, subsequent studies should look at how a free health care system might
influence service utilization by clients of homeless resources. Finally and in a similar vein, future
research should also examine how demographic factors such as poverty and unemployment can
influence homelessness and service utilization.

According to some researchers,43,50,51 the severity of psychiatric symptoms predicts a greater
utilization of mental health services. Although the severity of mental health symptoms has not been
examined in the present study because of the nature of the variables, a multiplicity of problems
within a single person appears to have an influence on the utilization of health services. Indeed,
when concomitant problems or troubles are analyzed, a more frequent use of services is observed
within persons who present two diagnoses, which has also been reported in several prior studies.52

Nevertheless, the presence of only one mental health problem seems to have an impact on the
utilization of mental health services. It is thus possible to think that this category (i.e., presence of
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only one mental health problem) mainly includes persons with a substance abuse diagnosis, which
has been found to be associated with more frequent utilization of mental health services.46,50,53

Nevertheless, the current descriptive findings reveal that, in general, participants who present only
one mental health problem are using more physical health services. This result might be explained
by the fact that this category includes mainly persons with a substance abuse diagnosis. Injection
drug users engage in risky behaviors which highly compromises their health, making them more
inclined to consult with physical health services.

In this study, the utilization of services has been examined from a perspective of individual
characteristics of participants. However, service utilization rates also depend on accessibility.
Indeed, several factors can influence health services accessibility, such as the characteristics of the
heath system itself, of the society, and of the person.54 Individual factors or characteristics have
been categorized as: (a) predisposing factors (e.g., demographics and health beliefs); (b) enabling
factors (e.g., family and community resources); and (c) need (e.g., symptoms and functioning).21

Among homeless persons, identity could also have an impact on the utilization of services, in
addition to individual characteristics. According to Osborne,55 people who possess a strong
homeless identity should be less inclined to use services. This would explain why homeless people
do not use services; it allows them to protect their personal identity, which is supported by prior
findings.56

One of the strengths of this study is that participants were followed up over a long time period.
In fact, the services used seem to change very slightly from one year to another. However, some
mental health problems tend to extend over long periods, namely, schizophrenia and personality
disorders. This partial but stable use of services over the years raises several questions. On one
hand, the stability of service utilization can indicate that, within a health system where there is a
lack of doctors, there is a maximal quantity of services that can be offered and that follow-up is
done (at least periodically) by other health professionals such as nurses or social workers whose
services are not recorded by the RAMQ.

On the other hand, it is also possible that service utilization by clients of homeless resources is
slightly inaccurate. Well-known studies on this issue have reported mistrust among these
clients,57,58 as well as a lack of enthusiasm among professionals who are taking care of them.59

These circumstances might lead to compliance problems, which are reflected within the results
described above. Finally, it is also possible that problems such as depression or physical health
difficulties are only sporadic and may decrease over time.

Limitations

Because the findings reported in this study are based on half of the initial survey sample, some
limitations should be taken into consideration when interpreting them. First, one might expect that
people who refuse to participate, who were not contacted, or who were excluded because of
problematic behaviors such as intoxication could have more serious mental health problems than
others. In addition, it is also possible that participants who did not complete the overall
questionnaire or certain sections of it (and were thus excluded from the analysis) were
psychologically more unstable than the others. Given these possibilities, the service utilization
rates reported in this study could be higher than they are in reality.

With regards to the instruments that were used to assess mental health (DIS-IV) and substance
abuse (CIDIS), some limitations should also be taken into consideration when interpreting the
findings. For example, the DIS-IV has been shown to underdiagnose antisocial personality disorder
and overdiagnose major depression when used for homeless people in mental health clinics.39 In
addition, social desirability may have influenced the reporting of alcohol use and alcohol-related
problems. Indeed, clients of homeless resources may be inclined to minimize their alcohol
problems to avoid costly or unwanted treatment.
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Another important limitation of this study pertains to data sources. As Tamblyn et al.34 reported
regarding the use of the prescriptions claims databases, the data collected in the RAMQ databases
are accurate and valid. However, although there is a growing scientific literature using the hospital
(MED-ÉCHO)60–65 and prescriptions claims (RAMQ)60–62,66–72 databases in Canada, some
limitations are inherent to these kinds of data.73 For instance, since the purposes of the databases
are administrative, the nature and the precision of the information contained in them do not
necessarily meet the needs of a service utilization study. Moreover, according to Blais et al.,73 the
validity of the data remains uncertain since the quality of the information (e.g., dual diagnosis)
might be problematic just like the codification procedure might vary from one service provider to
another.

Conclusion

To date, very little research has examined service utilization by homeless persons with co-
occurring mental health and substance abuse disorders, especially in Quebec, Canada. The present
research contributes to prior studies on service utilization by homeless persons in showing that
women, older people, and persons with mental health problems used these services more
frequently. Results also showed that while the rate of service utilization remains steady over a 5-
year period, different people are using the services over these 5 years. Nevertheless, the service
utilization portrait of persons with concomitant problems remains a complex issue and certainly
requires further investigation.

Implications for Behavioral Health

The results of the present study have a number of implications that are outlined below. First,
homeless persons with comorbid mental health disorders need special consideration. Health teams
should be equipped to help and intervene among homeless persons with personality and/or
substance abuse disorders. As Minkoff and Drake have underscored, homeless persons should not
be considered a homogenous group, but rather subdivided according to their concomitant
problems.74 Too often, persons with concomitant mental health and substance abuse disorders do
not conform to the usual norms in drug treatment and psychiatric facilities, and therefore, they
require new approaches and treatments.

Nevertheless, an overspecialized approach toward homeless persons would have to be regarded
cautiously.75 Indeed, over the last few years, there has been an increase in programs designed to
respond quickly to more typical clients’ needs (e.g., children within homeless families, persons
with mental health disorders, or elderly homeless persons). However, more atypical clients, such as
younger women and men or persons with drug or alcohol disorders, are less targeted by these
programs. It is, therefore, important to think about solutions that will take into consideration the
heterogeneity of homeless persons without using criteria to exclude some clients. If they are well
planned, these solutions could fill the gaps that currently exist in the health system for persons who
present multiple or concomitant problems.
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