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Abstract

Background: People experiencing homelessness have an increased risk of hepatitis

C virus (HCV) infection, with rates higher than the general population. However,

their access to HCV diagnosis is limited and treatment uptake is low.

Objectives: To identify and describe the barriers and facilitators for HCV screening

and treatment for adults with lived experience of homelessness in highly developed

countries.

Methods: Bibliographic databases (Embase, MEDLINE, CINAHL and SocINDEX) and

grey literature (Google, EThOS, the Health Foundation, Social Care Online, the

World Health Organisation, Shelter, Crisis and Pathway) were searched. Two re-

viewers independently screened and appraised all studies. The Critical Appraisal

Skills Programme tool and the Joanna Briggs Institute checklist were used. The

analysis involved a three‐stage process: coding, theme generation and theme map-

ping under Penchansky and Thomas's modified access model.

Results: Twelve papers/reports were included in the review. Several interacting

factors influence access of people with lived experience of homelessness to HCV

testing and treatment. Some mirror those identified for the general population. The

precarious conditions associated with the lived experience of homelessness along

with the rigidity of hospital settings and lack of awareness emerged as dominant

barriers. Flexibility, outreach, effective communication, tailoring and integration of
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services were found to be important facilitators. Evidence from Black, Asian and

minority ethnic groups is limited.

Conclusions: People experiencing homelessness face multiple barriers in accessing

and completing HCV treatment, relating to both their lived experience and char-

acteristics of health systems. Although some barriers are readily amenable to

change, others are more difficult to modify. The facilitators identified could inform

future targeted measures to improve HCV diagnosis and treatment for people ex-

periencing homelessness. Research is warranted into successful models to promote

screening, diagnosis and treatment.

Patient or Public Contribution: Our team includes a peer advocate, a hepatology

nurse and a community volunteer, all with significant experience in promoting and

engaging in HCV care and outreach for people experiencing homelessness. They

contributed to the protocol, interpretation and reporting of the review findings.
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1 | INTRODUCTION

Hepatitis C virus (HCV) is a blood‐borne virus that can cause liver

disease.1 Intravenous drug use is the main mode of transmission.2

In 2015, it was estimated that 71 million people worldwide had a

chronic HCV infection.3 This is associated with a significant risk of

developing liver cirrhosis and cancer.4 People with a history of

homelessness in high‐income countries experience severe in-

equities across a number of health conditions, including HCV.5

This is due to various interacting socioeconomic factors that

shape conditions of daily life, many being beyond an individual's

control.6,7

Intravenous drug use is highly prevalent among the homeless

community, increasing their risk of infection with blood‐borne viru-

ses.8–10 Although the overlap between the number of people ex-

periencing homelessness and those using drugs is difficult to

estimate, the UK and international literature indicate that it is sig-

nificant.11 A systematic review and meta‐analysis conducted in 2012,

found that the prevalence of HCV in homeless populations ranged

from 3.9% to 36.2%.12 A more recent review in the United States

showed similarly wide‐ranging figures from 9.8% to 52.5%.13 In

homeless shelters in London, 13% of those who agreed to be

screened (N = 491) had past or current HCV infection.14 The highest

risk of HCV was identified in individuals reporting injecting drug use.

However, even those without injecting drug history had higher levels

of HCV than the general population (3% vs. 0.4%).14

A new class of drugs to treat HCV: direct‐acting antivirals (DAAs)

are now available. They require a shorter treatment time, with better

success rates and fewer adverse effects than interferon. However,

access to HCV diagnosis and treatment among the homeless com-

munity remains low. In the study of Aldridge and colleagues,14 par-

ticipants diagnosed with current HCV, showed poor engagement

with health services, with over half of those referred to specialist

services either not attending appointments or being lost in follow‐up.

This concurs with other studies showing suboptimal uptake of HCV

treatment among people experiencing homelessness.15,16 Some

factors influencing HCV testing, management and uptake of care

have been identified at the societal level (e.g., social stigma against

people experiencing homelessness).17,18 Others have been identified

at levels of the system (e.g., logistics in booking appointments,

workforce constraints at homeless shelters). Individual factors (e.g.,

precarious living conditions, competing priorities, limited knowl-

edge and misconceptions regarding HCV) are also evident.17,18

Equity of access is a central objective of many healthcare sys-

tems.19 Access has been conceptualized in various ways, demon-

strating its complexity.20 Most commonly, it is described as the

interaction of factors that impact entry to or utilization of a health

system. Some authors interpret access as the population's ability to

seek and secure care, while others put more emphasis on the

characteristics of the health system that influence utilization of

services.20 Some conceptualize access as the ‘fit’ between the

patients' needs and the characteristics of health systems,21 a notion

whose complexity highlights the importance of analysing access from

a multidimensional perspective.

Despite the high prevalence of HCV among people experiencing

homelessness, a significant number remain undiagnosed and hence

untreated, with reasons for the low engagement and uptake of HCV

care being unclear.22 Previous systematic reviews have focused ei-

ther on people who inject drugs or those leaving prison.23,24 A better

understanding of the factors influencing HCV screening, and treat-

ment uptake and adherence among the wider at‐risk population of

people experiencing homelessness, is crucial to guide the develop-

ment of effective programmes tailored to their complex health

needs.17 Universal access to affordable diagnostics and treatment is
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also important in achieving theWHO's 2030 target for elimination of

HCV and reducing health inequities.25

Therefore, this systematic review aimed to answer the question:

What are the barriers and facilitators for HCV screening and

treatment for adults with lived experience of homelessness in highly

developed countries?

2 | METHODS

2.1 | Protocol and registration

The review protocol was registered a priori with PROSPERO (regis-

tration number: CRD42020221767). The conduct and reporting of

the review was guided by ENTREQ26 and PRISMA guidelines.27

2.2 | Eligibility criteria

Eligibility criteria were used at both title/abstract and full‐text levels

as described in Table 1. There were no date or language restrictions.

2.3 | Information sources

The literature searches were designed and undertaken by an

information specialist (L. Burns) on 3 December 2020 (from the in-

ception of the respective database to December 2020). The data-

bases searched were Embase, MEDLINE, CINAHL and SocINDEX.

Grey literature was searched using Google, EThOS, the Health

Foundation, Social Care Online, the World Health Organisation,

Shelter, Crisis and Pathway. Citation searching of included studies

and relevant systematic reviews was also conducted.

2.4 | Search

The search used both index and title abstract terms for the concepts

of homelessness and HCV. Full details of the search strategies used in

all databases are provided in Supporting Information File 1.

2.5 | Study selection and data collection process

Search results were collected and deduplicated in EndNote and then

uploaded onto Rayyan for screening.29 Screening on title/abstract

and full text, was conducted by two independent reviewers (M. P.

and N. C.). Any disagreements were resolved through discussion,

consulting a third reviewer (J. S.) if there were no consensus. Data

from studies that were included in the review were extracted using a

pilot‐tested form. Information extracted included author, year, set-

ting, type of homelessness, sampling, data collection method(s), par-

ticipant characteristics, barriers and facilitators.

2.6 | Critical appraisal

The studies were critically appraised independently (M. P. and N. C.)

using the Critical Appraisal Assessing Skills Programme tool for

qualitative studies and randomized controlled trials (RCTs)30 and the

Joanna Briggs Institute checklist for cross‐sectional studies.31

Agreements were reached through discussion and consultation with a

T A B L E 1 Eligibility criteria

Population/participants Inclusion: Adults aged ≥18 years with current or previous experience of homelessness, and/or staff, volunteers and
healthcare professionals working with homeless populations.

Exclusion: Nonadult populations (<18 years).

The European Typology of Homelessness was used, which includes the following living situations:
‘• rooflessness (without a shelter of any kind, sleeping rough)
• houselessness (with a place to sleep but temporary in institutions or shelters)
• living in insecure housing (threatened with severe exclusion due to insecure tenancies, eviction, domestic violence)
• living in inadequate housing (in caravans on illegal campsites, in unfit housing, in extreme overcrowding)’.28

Phenomenon of interest Access (to a service, provider or an institution) and utilization (realized access) of HCV screening and treatment among
people with lived experience of homelessness.

Outcomes Perceived barriers and facilitators to HCV screening and treatment for people with lived experience of homelessness

from their perspective, and/or that of support workers and volunteers, and healthcare providers.

Type of study Inclusion: Empirical studies using qualitative, quantitative and mixed methods.
Exclusion: Reviews, letters, commentaries and editorials, conference abstracts.

Location of study Inclusion: Countries of very high Human Development Index (HDI) to improve transferability of findings to advanced
healthcare systems and services.

Exclusion: Countries of high, medium or low HDI.
HDI Table 1: Human Development Index and its components. Available at http://hdr.undp.org/en/composite/HDI

Abbreviation: HCV, hepatitis C virus.
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third reviewer (J. S.) when required. No studies were excluded

through the critical appraisal.

2.7 | Synthesis of findings

Included full‐text qualitative articles were uploaded onto NVivo

12 software (QSR International Pty Ltd, 2020). The analysis involved

a three‐stage process: coding, theme generation and theme mapping.

2.7.1 | Coding

Firstly, participant quotations and authors' interpretations were in-

ductively coded line‐by‐line by two independent reviewers (M. P. and

N. C.)32 using semantic analysis.33 Descriptive coding labels were

used to enable both the codes and future themes to be freely formed,

rather than influenced by an a priori deductive framework developed

by the authors. This aligned with our research aims to appropriately

utilize and build upon existing knowledge published in this field, by

synthesizing existing findings.

2.7.2 | Theme development

In the second stage of analysis, reviewers drew upon an adjusted

approach to thematic synthesis32 to facilitate identification of pat-

terns within a data set34 and enable researchers to stay close to the

findings of primary studies, transparently linking them to conclusions

made.32

Initially, M. P. and N. C. independently reviewed whether in-

ductive codes could be grouped under the headings ‘barriers’ and

‘facilitators’, addressing the key research question of the study. They

independently examined the similarities and differences between the

codes grouped under these two headings to build descriptive themes,

which captured patterns of findings across the studies.

The reviewers then discussed their decisions on grouping the

codes and emergent themes, initially comparing their themes and

addressing variances by adjusting/adding/merging their combined

themes to reach a consensus on each. They subsequently reviewed

and agreed whether each theme should be classified as a barrier or

facilitator. Through these independent and joint processes, the re-

viewers kept the research question and aim of the study in mind. This

approach to synthesizing the findings enabled this study's findings to

move beyond the content of the original studies,32 providing analytic

(latent)33 insights.

Quantitative results were inputted in an Excel file independently

by M. P. and N. C., following consensus meetings to ensure con-

sistency. These were codified (i.e., data transformation) and grouped,

based on whether they were relatable to the qualitative ‘synthesised’

themes. The findings for each theme were then examined to establish

whether they reinforced or challenged the findings each theme

presented. Thus, the review used an integrated design whereby both

quantitative and qualitative data were assimilated into a single

synthesis35,36 in which they could be ‘‘able to confirm, extend, or

refute each other’’.35

2.7.3 | Theme mapping

Following the completion of the inductive process, it became ap-

parent that the emergent themes were relatable to Penchansky and

Thomas's modified access model, which interprets access as the

degree of ‘fit’ between the patient and the service.21,37 To explore

the extent of the fit between this study's ‘synthesised themes’ (which

were not changed to fit the model), they were mapped to each di-

mension included within the ‘modified access’ model: (1) awareness,

effective communication with relevant users, including consideration

of context and health literacy; (2) acceptability, the attitude of the

patient towards the care provider and service characteristics and the

attitude of the provider towards patients' personal characteristics; (3)

accommodation (how well the service is organized to access patients

and how well patients are able to use the services); (4) affordability,

direct and indirect costs for the patients; (5) accessibility, the proxi-

mity to the patient and (6) availability, sufficient supply of services

required to meet patient needs.21,37,38 Although independent, these

dimensions are interrelated and each is important to assess

the achievement of access.37 The model's core principle is to opti-

mize access by accounting for these dimensions.37 Therefore, it was

deemed useful to undertake the mapping and organize the findings

through this established model to draw attention to issues relating to

the model that had not been addressed in the existing literature

and/or service provision, and identify measures that could improve

access to HCV care among people experiencing homelessness. The

wider team was invited to review the findings and contribute to their

interpretation; results were adjusted accordingly.

3 | RESULTS

The search results at each stage are shown in the PRISMA figure

below (Figure 1).

Initially, 1060 papers were identified. Following deduplication,

586 papers were screened on title and abstract. Screening on full‐

text was conducted on 28 papers, of which 9 were included in the

review, plus 3 identified through searching grey literature, giving a

total of 12.

The studies used qualitative (N = 9) or quantitative (N = 3)

methods; one of the latter was an RCT. The studies took place in the

United States (N = 6), the United Kingdom (N = 5) and Ireland (N = 1)

and in various settings/contexts including: clinics within a programme

of healthcare for people experiencing homelessness (a freestanding

outpatient clinic, a medical respite facility, a clinic located in a day

shelter and a clinic within an emergency shelter) (N = 1); homeless

shelters (N = 3); research cohorts (N = 4); outreach hepatitis C testing

and intervention (for those in temporary accommodation) (N = 1);
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outreach services for drug use and homelessness offering point of

care HCV, hepatitis B virus and HIV testing (N = 1); an outreach HCV

treatment clinic established within a primary care facility (N = 1); a

community‐based partnership offering HCV treatment and support

to people who inject drugs in a drug and alcohol support programme

plus a community‐based HCV outreach service (N = 1). Studies

commonly adopted purposive sampling. In the majority, the target

population was living in unstable housing. In most studies (N = 9),

participants included those with experience of homelessness and

ranged in age from 26 to 65+ years. In one study, one of the parti-

cipants was in the age category of 16–25 years. Two of the studies

focused on people who inject drugs, the majority of whom were

experiencing or had experienced homelessness. Five studies focused

on or included healthcare providers, support staff (including peer

supporters) or both. The others (N = 7) focused exclusively on people

who have experienced homelessness. In total, 986 people with ex-

perience of homelessness and 104 staff members participated in the

studies. No study appeared to have included people sleeping rough.

However, the participants' detailed living situation was not always

reported. In eight out of the nine studies that included people with

experience of homelessness and from which data could be extra-

polated, the majority of participants were males (for the other one,

there was an equal representation of males and females). Out of eight

studies that provided data on ethnic background, the participants

were predominantly White/Caucasian in five, predominantly of Black

or racial/ethnic minority background in two, and in the remaining

one, the distribution was almost equal. Participant and study

characteristics are detailed in Supporting Information File 2.

The findings from the critical appraisal were mixed (Supporting

Information File 3), with quantitative studies (except the RCT)

commonly scoring lower on their quality. In qualitative studies, the

relationship between the participants and researchers was commonly

not reported. Insufficient reporting rendered the quality assessment

of two out of the three grey literature reports difficult. All studies

contributed to the review's findings; however, those of lower quality

provided less data.

Table 2 illustrates the subthemes identified under each dimen-

sion of Pechanksy and Thomas' modified model. Illustrative quotes

for each domain are included in Supporting Information File 4.

3.1 | Awareness (communication and information)

3.1.1 | Barriers

Limited knowledge and/or misconceptions regarding HCV can make

people experiencing homelessness reluctant to get tested. This may

relate to knowledge on modes of transmission, testing, diagnosis and

availability and advances in treatment.17,18,39 Limited advocacy for

services by shelter staff, who themselves reported their own low

F IG UR E 1 PRISMA flow chart
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HCV treatment knowledge, may be a barrier to testing and

treatment.17

Negative stories about past experiences of interferon treatment

(i.e., long duration; adverse effects), can affect the current uptake of

screening, testing and treatment.17 People experiencing home-

lessness reported that fear of a positive diagnosis and the con-

sequences of being infected demotivated some people from getting

tested, while others did not feel the need to get tested due to low

perceived risk.18

3.1.2 | Facilitators

Homeless shelter users reported that education is crucial in moti-

vating people to get tested and treated for HCV. 18 Preventing

transmission to others, along with awareness of the adverse effects

of untreated HCV can significantly motivate people to be tested and

treated to prevent their own disease from progressing. 18 Raising

awareness that HCV is curable has been recommended.17,18

Increasing awareness and understanding among patients, providers

and key stakeholders of the benefits of treatment with DAA agents,

including duration of treatment and less challenging side effects, is

important.17,18 HCV outreach educational programmes in settings

frequented by people experiencing homelessness18 can give the

opportunity to spend time talking to people and dispelling mis-

information about HCV as well as addressing stigma.39

The importance has been highlighted of nurses who are deli-

vering HCV treatment also having knowledge of addiction issues, and

for key workers to have a basic understanding of treatment. 40

Providing education for shelter staff can increase their self�efficacy

to support their clients' awareness and treatment needs.17 Providing

T A B L E 2 Subthemes identified from data analysis

Dimension Subthemes

Awareness

Barriers Limited knowledge regarding HCV and associated
care among people experiencing homelessness
and among support staff

Misconceptions
Negative stories about experiences of interferon

treatment
Limited advocacy for HCV services by shelter staff
Fear of receiving positive results

Facilitators Raising awareness among people experiencing
homelessness and among shelter staff about
HCV, treatment, etc.

Improving awareness about addiction issues among
service providers

Outreach activities

Acceptability

Barriers Mistrust of healthcare providers and government
institutions

Perceived stigma and discrimination
Fear of side effects of treatment
Strict eligibility criteria

Facilitators Effective communication and relationships with
staff

Patient�centred services
Nourishing relationships with partners and families
Prompts by providers
Integrating rapid HCV testing in the intake process

of shelter settings
Transitioning into a •healthier• life

Accommodation

Barriers Lived experience of homelessness and associated
morbidities

Unstable housing
Incarceration
Illegal residency status
Limited language skills
Inflexibility with the appointment system and

timings
Lack of appropriate infrastructure to treat HCV and

workforce constraints at the shelter level
Shelter policies and rules, e.g., around drug use

Facilitators Providers' organizational leadership and culture
Multiagency partnership building
Information sharing
Peer support
Ensuring privacy
Reminders
Establishing clear communication channels

Affordability

Barriers Perceived cost of treatment
High out �of�pocket expenses
Lack of insurance coverage
Strict insurance requirements

Facilitators Improving awareness of welfare programmes and
resources

T A B L E 2 (Continued)

Dimension Subthemes

Providing support with accommodation or transport
Financial incentives

Accessibility

Barriers Distant location of clinic or hospital
Lack of transport

Facilitators Adaptable model of delivery
Continuity of care
Proximity of clinics
Integration of services at one location

Availability

Barriers Intermittent attendance
Long time between diagnosis and treatment
Long time to wait on the day

Facilitators Short waiting times
Flexibility and adaptability

Abbreviation: HCV, hepatitis C virus.

6 | PAISI ET AL.











CONFLICT OF INTERESTS

The authors declare that there are no conflict of interests.

ETHICS STATEMENT

Ethical and patient consent statements are not applicable for this

article.

AUTHOR CONTRIBUTIONS

Martha Paisi made substantial contributions to study conception and

design, and acquisition, analysis and interpretation of data; drafted

the manuscript and revised it critically for important intellectual

content; gave final approval of the version to be published; agreed to

be accountable for all aspects of the work in ensuring that questions

related to the accuracy or integrity of any part of the work are ap-

propriately investigated and resolved. Neeltje Crombag made sub-

stantial contributions to study conception and design, and

acquisition, analysis and interpretation of data; revised the manu-

script critically for important intellectual content; gave final approval

of the version to be published; agreed to be accountable for all as-

pects of the work in ensuring that questions related to the accuracy

or integrity of any part of the work are appropriately investigated and

resolved. Lorna Burns made substantial contributions to study con-

ception and design, and acquisition of data; revised the manuscript

critically for important intellectual content; gave final approval of the

version to be published; agreed to be accountable for all aspects of

the work in ensuring that questions related to the accuracy or in-

tegrity of any part of the work are appropriately investigated and

resolved. Annick Bogaerts made substantial contributions to study

conception and design; revised the manuscript critically for important

intellectual content; gave final approval of the version to be pub-

lished; agreed to be accountable for all aspects of the work in en-

suring that questions related to the accuracy or integrity of any part

of the work are appropriately investigated and resolved. Lyndsey

Withers made substantial contributions to study conception and

design, and interpretation of data; revised the manuscript critically

for important intellectual content; gave final approval of the version

to be published; agreed to be accountable for all aspects of the work

in ensuring that questions related to the accuracy or integrity of any

part of the work are appropriately investigated and resolved. Laura

Bates made substantial contributions to study conception and design,

and interpretation of data; revised the manuscript critically for im-

portant intellectual content; gave final approval of the version to be

published; agreed to be accountable for all aspects of the work in

ensuring that questions related to the accuracy or integrity of any

part of the work are appropriately investigated and resolved. Daniel

Crowley made substantial contributions to study conception and

design, and interpretation of data; critically revised the manuscript

critically for important intellectual content; gave final approval of the

version to be published; agreed to be accountable for all aspects of

the work in ensuring that questions related to the accuracy or in-

tegrity of any part of the work are appropriately investigated and

resolved. Robert Witton made substantial contributions to study

conception and design; revised the manuscript critically for important

intellectual content; gave final approval of the version to be pub-

lished; agreed to be accountable for all aspects of the work in en-

suring that questions related to the accuracy or integrity of any part

of the work are appropriately investigated and resolved. Jill Shawe

made substantial contributions to study conception and design, and

analysis and interpretation of data; revised the manuscript critically

for important intellectual content; gave final approval of the version

to be published; agreed to be accountable for all aspects of the work

in ensuring that questions related to the accuracy or integrity of any

part of the work are appropriately investigated and resolved.

DATA AVAILABILITY STATEMENT

All data generated or analysed during this study are included in this

published article [and its supplementary information files].

ORCID

Martha Paisi https://orcid.org/0000-0001-5718-008X

Neeltje Crombag http://orcid.org/0000-0002-6808-0874

Lorna Burns https://orcid.org/0000-0002-9525-952X

Annick Bogaerts https://orcid.org/0000-0003-2718-4682

Lyndsey Withers https://orcid.org/0000-0002-0027-2626

Robert Witton https://orcid.org/0000-0002-6424-4376

Jill Shawe https://orcid.org/0000-0002-2766-7302

REFERENCES

1. World Health Organisation (WHO) Hepatitis C. WHO; 2020.
Accessed January 07, 2021. https://www.who.int/news-room/fact-
sheets/detail/hepatitis-c

2. Hajarizadeh B, Grebely J, Dore GJ. Epidemiology and natural history
of HCV infection. Nat Rev Gastroenterol Hepatol. 2013;10(9):

553‐562.

3. World Health Organisation (WHO). Global Hepatic Report.

WHO; 2017.

4. European Monitoring Centre for Drugs and Drug Addiction. Hepa-
titis C Among Drug Users in Europe. Epidemiology, Treatment and

Prevention. European Monitoring Centre for Drugs and Drug
Addiction; 2016.

5. Aldridge RW, Story A, Hwang SW, et al. Morbidity and mortality in
homeless individuals, prisoners, sex workers, and individuals with
substance use disorders in high‐income countries: a systematic re-

view and meta‐analysis. Lancet. 2018;391(10117):241‐250.
6. The Health Foundation. What Makes Us Healthy? An Introduction to

the SociaL Determinants of Health. The Health Foundation; 2018.
7. World Health Organisation (WHO). Commission on Social De-

terminants of Health. Closing the gap in a generation: Health equity

through action on the social determinants of health. Geneva:
WHO; 2008.

8. Linton SL, Celentano DD, Kirk GD, Mehta SH. The longitudinal as-
sociation between homelessness, injection drug use, and injection‐
related risk behavior among persons with a history of injection drug
use in Baltimore, MD. Drug Alcohol Depend. 2013;132(3):457‐465.

9. Nyamathi AM, Dixon EL, Robbins W, et al. Risk factors for hepatitis
C virus infection among homeless adults. J Gen Intern Med. 2002;
17(2):134‐143.

10. Fountain J, Howes S. Home and Dry? Homelessness and Substance

Use in London. Crisis; 2002.
11. Neale J. Homelessness, drug use and hepatitis C: a complex problem

explored within the context of social exclusion. Int J Drug Policy.
2008;19(6):429‐435.

PAISI ET AL. | 11

https://orcid.org/0000-0001-5718-008X
http://orcid.org/0000-0002-6808-0874
https://orcid.org/0000-0002-9525-952X
https://orcid.org/0000-0003-2718-4682
https://orcid.org/0000-0002-0027-2626
https://orcid.org/0000-0002-6424-4376
https://orcid.org/0000-0002-2766-7302
https://www.who.int/news-room/fact-sheets/detail/hepatitis-c
https://www.who.int/news-room/fact-sheets/detail/hepatitis-c


12. Beijer U, Wolf A, Fazel S. Prevalence of tuberculosis, hepatitis C
virus, and HIV in homeless people: a systematic review and meta‐
analysis. Lancet Infect Dis. 2012;12(11):859‐870.

13. Williams SP, Bryant KL. Sexually transmitted infection prevalence

among homeless adults in the United States: a systematic literature
review. Sex Transm Dis. 2018;45(7):494‐504.

14. Aldridge RW, Hayward AC, Hemming S, et al. High prevalence of
latent tuberculosis and bloodborne virus infection in a homeless
population. Thorax. 2018;73(6):557‐564.

15. Beiser ME, Smith K, Ingemi M, Mulligan E, Baggett TP. Hepatitis C
treatment outcomes among homeless‐experienced individuals at a
community health centre in Boston. Int J Drug Policy. 2019;72:
129‐137.

16. Coyle C, Moorman AC, Bartholomew T, et al. The hepatitis C virus

care continuum: linkage to hepatitis C virus care and treatment
among patients at an Urban Health Network, Philadelphia, PA.
Hepatology. 2019;70(2):476‐486.

17. Fokuo JK, Masson CL, Anderson A, et al. Recommendations for
implementing hepatitis C virus care in homeless shelters: the sta-

keholder perspective. Hepatol Commun. 2020;4(5):646‐656.
18. Masson CL, Fokuo JK, Anderson A, et al. Clients' perceptions of

barriers and facilitators to implementing hepatitis C virus care in
homeless shelters. BMC Infect Dis. 2020;20(1):386.

19. Goddard M, Smith P. Equity of access to health care services: theory
and evidence from the UK. Soc Sci Med. 2001;53(9):1149‐1162.

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

21. Penchansky R, Thomas JW. The concept of access: definition
and relationship to consumer satisfaction. Med Care. 1981;19(2):
127‐140.

22. Noska AJ, Belperio PS, Loomis TP, O'Toole TP, Backus LI. Engage-
ment in the hepatitis C care cascade among homeless veterans,

2015. Public Health Rep. 2017;132(2):136‐139.
23. Rich ZC, Chu C, Mao J, et al. Facilitators of HCV treatment ad-

herence among people who inject drugs: a systematic qualitative
review and implications for scale up of direct acting antivirals. BMC

Public Health. 2016;16:994.

24. Yanes‐Lane M, Dussault C, Linthwaite B, et al. Using the barriers and
facilitators to linkage to HIV care to inform hepatitis C virus (HCV)
linkage to care strategies for people released from prison: findings
from a systematic review. J Viral Hepat. 2020;27(2):205‐220.

25. Spearman CW, Dusheiko GM, Hellard M, Sonderup M. Hepatitis C.
Lancet. 2019;394(10207):1451‐1466.

26. Tong A, Flemming K, McInnes E, Oliver S, Craig J. Enhancing
transparency in reporting the synthesis of qualitative research:
ENTREQ. BMC Med Res Methodol. 2012;12:181.

27. Moher D, Liberati A, Tetzlaff J, Altman DG. Preferred reporting
items for systematic reviews and meta‐analyses: the PRISMA
statement. BMJ. 2009;339:b2535.

28. FEANTSA. ETHOS Typology on Homelessness and Housing Exclusion.
FEANTSA; 2005. Accessed February 01, 2021. https://www.feantsa.

org/en/toolkit/2005/04/01/ethos-typology-on-homelessness-and-
housing-exclusion

29. Ouzzani M, Hammady H, Fedorowicz Z, Elmagarmid A. Rayyan—a
web and mobile app for systematic reviews. Syst Rev. 2016;5(1):210.

30. Critical Appraisal Skills Programme (CASP) CASP Qualitative Re-

search Checklist. CASP; 2017. Accessed February 03, 2021. http://
docs.wixstatic.com/ugd/dded87_25658615020e427da194a325e7
773d42.pdf

31. Joanna Briggs Institute. Critical Appraisal Checklist for Randomized

Controlled Trials. Joanna Briggs Institute; 2017. Accessed February
03, 2021. https://jbi.global/sites/default/files/2019-05/JBI_RCTs_
Appraisal_tool2017_0.pdf

32. Thomas J, Harden A. Methods for the thematic synthesis of qualitative
research in systematic reviews. BMC Med Res Methodol. 2008;8(1):45.

33. Kiger ME, Varpio L. Thematic analysis of qualitative data: AMEE
Guide No. 131. Med Teach. 2020;42(8):846‐854.

34. Ryan C, Hesselgreaves H, Wu O, Paul J, Dixon‐Hughes J, Moss JG.
Protocol for a systematic review and thematic synthesis of patient
experiences of central venous access devices in anti‐cancer treat-
ment. Syst Rev. 2018;7(1):61.

35. Sandelowski M, Voils CI. Barroso J. Defining and designing mixed

research synthesis studies. Res Sch. 2006;13(1):29.
36. Pearson A, White H, Bath‐Hextall F, Salmond S, Apostolo J,

Kirkpatrick P. A mixed‐methods approach to systematic reviews. Int
J Evid Based Healthc. 2015;13(3):121‐131.

37. Saurman E. Improving access: modifying Penchansky and Thomas's

Theory of Access. J Health Serv Res Policy. 2016;21(1):36‐39.
38. Kang C, Tomkow L, Farrington R. Access to primary health care for

asylum seekers and refugees: a qualitative study of service user
experiences in the UK. Br J Gen Pract. 2019;69(685):e537.

39. London Joint Working group. Hepatitis C Testing and Treatment

Interventions for the Homeless Population in London During the

Covid�19 Pandemic: Outcomes and Learning. London Joint Working
group; 2020.

40. World Health Organisation (WHO). Barriers and Facilitators to He-

patitis C Treatment for People Who Inject Drugs. A Qualitative Study.
WHO; 2012.

41. McGonigle K, Carley T, Hoff C. Assessing racial disparities in HCV
infection and care outcomes in a Southern urban population. J Racial
Ethn Health Disparities. 2018;5(5):1052‐1058.

42. Lambert JS, Murtagh R, Menezes D, et al. 'HepCheck Dublin': an
intensified hepatitis C screening programme in a homeless popula-
tion demonstrates the need for alternative models of care. BMC

Infect Dis. 2019;19(1):128.
43. Williams BE, Nelons D, Seaman A, et al. Life projects: the transfor-

mative potential of direct‐acting antiviral treatment for hepatitis C
among people who inject drugs. Int J Drug Policy. 2019;72:138‐145.

44. HCVAction. Access Practice Outreach Service. An Example of Treat-

ment Outreach for the Homeless Community. HCVAction; 2018.
45. Beiser M, Leon C, Gaeta JM. Needs assessment of HCV‐infected

individuals experiencing homelessness and implications. J Health

Care Poor Underserved. 2017;28(1):596‐606.
46. Thompson VV, Ragland KE, Hall CS, Morgan M, Bangsberg DR.

Provider assessment of eligibility for hepatitis C treatment in HIV‐
infected homeless and marginally housed persons. AIDS. 2005;19:
S208‐S214.

47. Stagg HR, Surey J, Francis M, et al. Improving engagement with
healthcare in hepatitis C: a randomised controlled trial of a peer
support intervention. BMC Med. 2019;17(1):71.

48. MacLellan J, Surey J, Abubakar I, Stagg HR, Mannell J. Using peer
advocates to improve access to services among hard‐to‐reach po-
pulations with hepatitis C: a qualitative study of client and provider
relationships. Harm Reduct J. 2017;14(1):76.

49. Shehata N, Austin T, Ha S, Timmerman K. Barriers to and facilitators

of hepatitis C virus screening and testing: a scoping review. Can
Commun Dis Rep. 2018;44(7‐8):166‐172.

50. Socías ME, Karamouzian M, Parent S, Barletta J, Bird K, Ti L.
Integrated models of care for people who inject drugs and live with
hepatitis C virus: a systematic review. Int J Drug Policy. 2019;72:

146‐159.
51. Arum C, Fraser H, Artenie AA, et al. Homelessness, unstable hous-

ing, and risk of HIV and hepatitis C virus acquisition among people
who inject drugs: a systematic review and meta‐analysis. Lancet

Public Health. 2021;6:e309‐e323.
52. Roose RJ, Cockerham‐Colas L, Soloway I, Batchelder A, Litwin AH.

Reducing barriers to hepatitis C treatment among drug users: an

12 | PAISI ET AL.

https://www.feantsa.org/en/toolkit/2005/04/01/ethos-typology-on-homelessness-and-housing-exclusion
https://www.feantsa.org/en/toolkit/2005/04/01/ethos-typology-on-homelessness-and-housing-exclusion
https://www.feantsa.org/en/toolkit/2005/04/01/ethos-typology-on-homelessness-and-housing-exclusion
http://docs.wixstatic.com/ugd/dded87_25658615020e427da194a325e7773d42.pdf
http://docs.wixstatic.com/ugd/dded87_25658615020e427da194a325e7773d42.pdf
http://docs.wixstatic.com/ugd/dded87_25658615020e427da194a325e7773d42.pdf
https://jbi.global/sites/default/files/2019-05/JBI_RCTs_Appraisal_tool2017_0.pdf
https://jbi.global/sites/default/files/2019-05/JBI_RCTs_Appraisal_tool2017_0.pdf


integrated hepatitis C peer education and support program. J Health
Care Poor Underserved. 2014;25(2):652‐662.

53. Crowley D, Van Hout MC, Lambert JS, Kelly E, Murphy C, Cullen W.
Barriers and facilitators to hepatitis C (HCV) screening and

treatment‐a description of prisoners' perspective. Harm Reduct J.
2018;15(1):62.

54. The Synergi Collaborative Centre. The Importance of Participatory

Methods to Research and System Change. The Synergi Collaborative
Centre; 2019.

55. Pathway. Homeless and inclusion health standards for commis-
sioners and service providers. Pathway; 2018.

56. Mah A, Hull MW, DeBeck K, et al. Knowledge of hepatitis C and
treatment willingness amongst people who inject drugs in an era of
direct acting antivirals. Int J Drug Policy. 2017;47:137‐143.

57. Dixon‐Woods M, Agarwal S, Jones D, Young B, Sutton A. Synthe-
sising qualitative and quantitative evidence: a review of possible
methods. J Health Serv Res Policy. 2005;10(1):45‐53.

58. Mays N, Pope C, Popay J. Systematically reviewing qualitative and
quantitative evidence to inform management and policy‐making in

the health field. J Health Serv Res Policy. 2005;10(suppl 1):6‐20.
59. Dixon‐Woods M, Bonas S, Booth A, et al. How can systematic re-

views incorporate qualitative research? A critical perspective. Qual
Res. 2006;6(1):27‐44.

60. Temple‐Smith M, Stoové M, Smith A, et al. Gender differences in
seeking care for hepatitis C in Australia. J Subst Use. 2007;12(1):
59‐70.

61. Garvie D. BAME Homelessness Matters and is Disproportionately

Rising�Time for the Government to Act. Shelter; 2017.
62. Marcus JL, Hurley LB, Chamberland S, et al. Disparities in initiation

of direct‐acting antiviral agents for hepatitis C virus infection in an
insured population. Public Health Rep. 2018;133(4):452‐460.

SUPPORTING INFORMATION

Additional supporting information may be found in the online version

of the article at the publisher’s website.

How to cite this article: Paisi M, Crombag N, Burns L, et al.

Barriers and facilitators to hepatitis C screening and treatment

for people with lived experience of homelessness: A mixed‐

methods systematic review. Health Expect. 2021;1‐13.

doi:10.1111/hex.13400

PAISI ET AL. | 13

https://doi.org/10.1111/hex.13400

