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INTRODUCTION 
 
Homelessness is a concern for many people in the United States and around the world. 
Though estimates vary around the world, as of 2018, over 550,000 individuals 
experienced homelessness every day (Henry et al., 2018). However, methodologies to 
measure homelessness vary even in the United States and may underestimate the 
number of homeless members in the population (Schneider et al., 2016). Descriptive 
data is often challenging to acquire for the homeless population as there usually is not a 
specific sampling frame for national surveys to ensure people who are homeless are 
included in national statistics (Patten, 2017). 
 
The homeless populations in the United States and abroad pose concern for hospitals 
to understand how to best provide care and support. People who are homeless often 
have mental health and general health issues that should be considered when providing 
treatment (Hwang & Burns, 2014). Life expectancy for this group is estimated to be up 
to of 30 years lower than non-homeless patients (Davies & Wood, 2018). With the move 
away from homelessness a criminal issue and towards a health problem, more burden 
for care has come on health care workers to provide support (Hanssmann et al., 2022).  
 
The purpose of this review is to understand how healthcare workers can facilitate a safe 
and quality environment for homeless patients both in the hospital and upon discharge. 
By identifying specific challenges and concerns with the homeless populations and both 
national and international interventions and policies that have previously been 
established that may help foster an environment that is supportive of the homeless 
patients. 

REVIEW OF LITERATURE 
 
There are many concerns related to the homeless population both within the community 
and hospital settings. These include many general health, mental health, and safety 
concerns that need to be addressed at multiple levels. 
 

General Health Concerns 
 
Understanding the health concerns of the homeless population can be challenging. 
Patients that were homeless and providers in an emergency department in Australia 
were interviewed on the health-related areas they felt were important (Moore et al., 
2011). The results of the interview identified many complex issues such as a lack of 
familial and social support, mental health and substance abuse issues, the absence of 
respect for the patient or development of relationship by the providers, no after-hours 
options other than the emergency room, and not having the resources required to treat 
the patients (Moore et al., 2011). The varying degrees of responses in the study 
highlighted the challenges associated with homelessness and the difficulties in 
accessing the necessary healthcare in a timely manner (Moore et al., 2011). 
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When the Boston, Massachusetts Medicaid population was evaluated, people who were 
homeless were more likely to use emergency department resources rather than other 
healthcare services when compared to those who were not homeless (Lin et al., 2015). 
Additionally, hospitalizations were higher among the homeless group compared to the 
group who was housed (Lin et al., 2015). Since the homeless are more likely to use 
emergency rooms compared to those who are not, a hospital closing can have a more 
detrimental effect on homeless patients (Gummerson et al., 2022). A closing hospital 
may require homeless patients to travel further to receive care and also increases the 
number of resources and staff required for neighboring hospitals to keep up with the 
intensified demand in the emergency department (Gummerson et al., 2022). 
 
Another common occurrence is for people who are homeless to visit the emergency 
room since they do not have food, shelter, or other basic needs covered at the time of 
their visit (Rodriguez et al., 2009). Patients in the emergency department who were 
homeless were also more likely to have at least one social deprivation, such as no food, 
heat, electricity, or were evicted (Gordon et al., 2001). One study found over 70% of 
homeless patients visited the emergency room for an “inappropriate” reason, meaning 
they were not presenting with true clinical needs at the time of their visit (Han & Wells, 
2003). “Frequent flyers” in hospitals refer to patients who often visit the emergency 
department unnecessarily and are a burden to hospital resources (Fulde & Duffy, 2006; 
Malone, 1998; Ruger et al., 2004). Homeless patients have been considered frequent 
flyers when they utilize the emergency room to avoid the unsafe and inconvenient 
alternatives they have (Malone, 1998). 
 
Differences in adequate diagnosis and treatment at hospitals were present among 
homeless and non-homeless patients presenting with acute myocardial infarction or 
stroke in four states in 2014 (Miyawaki et al., 2021). Patients that were homeless and 
presenting with an acute myocardial infarction were less likely to have a coronary 
angiogram as well as percutaneous coronary intervention or coronary artery bypass 
grafting surgery for treatment compared to patients who were not homeless in a 
traditional hospital setting (Miyawaki et al., 2021). However, these significant differences 
in diagnosis and treatment were not observed in the safety-net hospital setting, though 
all patients regardless of housing status were more likely to have inadequate diagnosis 
and treatment procedures than in a traditional hospital (Miyawaki et al., 2021). For 
stroke patients, homeless patients had lower odds of receiving a cerebral arteriography 
compared to non-homeless patients (Miyawaki et al., 2021). In the safety-net hospitals, 
no differences in treatments for stroke patients between those who were homeless and 
those who were not observed (Miyawaki et al., 2021). Nonetheless, these differences 
observed between the homeless and non-homeless patients in safety-net and traditional 
hospitals were not associated with an increase in death for either stroke or myocardial 
infarction patients (Miyawaki et al., 2021). This contrasts with another study conducted 
in 3 states to measure the mortality rate of cardiovascular conditions in general over a 
span of almost 5 years (Wadhera et al., 2020). While this study found similar differences 
in treatment between the homeless and non-homeless patients that were hospitalized, 
mortality rates for stroke and cardiac arrest were significantly higher among those who 
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were homeless compared to those who were not, though did not differ for heart failure 
(Wadhera et al., 2020).  
 
Breast cancer patients who were homeless had a delayed treatment of more than 30 
days after diagnosis compared to patients who were not homeless (Festa et al., 2020). 
Since successful cancer treatment relies on early diagnosis and treatment, any delay in 
treatment can alter the prognosis of the disease in the patients (Festa et al., 2020). The 
most documented reason for the delay in treatment was mental illnesses, comorbid 
conditions, changes in housing situation, financial concerns, and no location for post-
surgery recovery (Festa et al., 2020). 
 
A recent meta-analysis found that people experiencing homelessness reported an 
average of .72 to 5.8 visits to the emergency department in a year (Vohra et al., 2022). 
The most common reason for the visits was alcohol-related incidents and general 
injuries (Vohra et al., 2022). Differences in health characteristics and uses of the 
healthcare systems may vary based on whether people are newly homeless, 
episodically homeless, or chronically homeless (Cox et al., 2017). Furthermore, almost 
30% of homeless patients with Medicaid in Boston were readmitted within 30 days of a 
visit (Racine et al., 2020).  
 
End-of-life care for the homeless population is a challenging area since it often requires 
the coordination of many different organizations and providers (van Dongen et al., 
2020). Gaps in care may further complicate end-of-life care especially if safety issues 
arise in the hospital/treatment setting like smoking while on oxygen or providing illicit 
drugs for other patients which forces a homeless patient to leave this setting when 
treatment is needed most (van Dongen et al., 2020). It is often difficult to determine 
which types of end-of-life treatments and care plans may be required for the homeless 
population, however, about three-fourths of homeless patients had to be removed from 
the shelter before end-of-life (van Dongen et al., 2020). 
 
Community-based participatory research in Connecticut identified some barriers 
associated with homeless patients that included the following: under-recognition of 
homelessness in the hospital leading to not obtaining resources available; provider 
attitudes negatively impact care; the need for improved follow-up and discharge plans; 
and medical needs are hard to manage/prioritize when other basic needs are unmet 
(Franco et al., 2021). Similarly, the homeless population in Brazil identified many 
barriers to maintaining health and accessing healthcare (Prado et al., 2021). This 
population also identified an issue of the lack of follow-up from healthcare workers after 
leaving healthcare services in addition to having to be more “aggressive” towards 
healthcare workers to get the help they require (Prado et al., 2021). A systematic review 
of studies around the world identified several major and sub-themes including lack of 
basic physical, social, and resources needed to access care; feelings of discrimination 
and negative stigmatism and the need for supportive relationships; and other barriers 
that were structural or organizational that failed to meet the multifaceted needs the 
homeless population face (Omerov et al., 2020). 
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Mental Health Concerns 
 
One major concern among the homeless population is the rampant mental health 
conditions. An international pool of estimates of homeless populations in many western 
countries found many individuals were experiencing at least one form of mental illness 
(Fazel et al., 2008). The pooled sample showed the most common illnesses including 
37.9% with alcohol dependence and 24.4% with drug dependence (Fazel et al., 2008). 
Furthermore, 12.7% of the pooled estimate of the homeless population worldwide had a 
psychotic illness, 11.4% had major depression and 23.1% had a personality disorder 
(Fazel et al., 2008). A systematic review of the homeless population in Germany 
estimated that 77.5% had some form of mental illness (Schreiter et al., 2017). 
Substance abuse and alcohol or drug dependency were the most prevalent (Schreiter et 
al., 2017). The high prevalence of mental health conditions among the homeless 
population helps inform community and healthcare workers who may interact with these 
individuals. 
 
Patients with mental health conditions were more likely to be readmitted within 30 days 
to the emergency department than those without mental health conditions (Lam et al., 
2016). When adjusted for homelessness, the likelihood of readmission to the 
emergency department and hospitalization within 30 days of an emergency department 
visit increased significantly (Lam et al., 2016). Homeless persons with alcohol 
dependence are more likely to be deficient in several key vitamins, which may lead to 
exacerbated medical problems (Ijaz et al., 2017). More specifically, vitamins C and B1, 
as well as small deficiencies in vitamin E and other B vitamins (Tornero Patricio et al., 
2016). 
 

Safety Concerns 
 
For those who are homeless, shelters are often relied on to provide protection, however, 
a qualitative research study found that many homeless people reported that the 
homeless shelters were not safe due to violence, drugs, and theft (Kryda & Compton, 
2008). Drug presence is especially dangerous for those who have substance abuse 
issues (Kryda & Compton, 2008). Additionally, some found jail to be a safer 
environment than some homeless shelters (Kryda & Compton, 2008).  
 
Patients who were homeless were more likely to have experienced violence in the last 
two weeks upon arrival to the emergency department compared to those who were not 
homeless, especially among those who also have a mental illness (Dale E. McNiel & 
Renée L. Binder, 2005). Violent attacks were more likely among people who were older 
and homeless for two or more years (Meinbresse et al.). Among homeless patients with 
Schizophrenia and Bipolar Disorder in France, over one-third reported they were violent 
either verbally or physically towards another person within the last 6 months (Fond et 
al., 2019).  
 
A recent meta-analysis evaluated pooled estimates for suicidal attempts among specific 
characteristics of the homeless population and found that over 30% of homeless people 
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in North America had made a suicide attempt (Xiang et al., 2021). Heterosexual 
individuals and males were at a lower risk for suicide attempts than non-heterosexual 
people and females (Xiang et al., 2021). Childhood sexual abuse, trauma, and mental 
health disorders were all associated with an increased likelihood of a suicide attempt 
(Xiang et al., 2021). 
 
A study from a safety-net hospital identified key safety concerns among the patients that 
were homeless (Jackson et al., 2019). Over 20% slept in the street or another location 
not intended to be slept in (Jackson et al., 2019). Almost 20% of patients who were 
homeless at one safety-net hospital reported they had been attacked in the streets 
(Jackson et al., 2019). Another study found that in a safety-net setting, homeless 
patients were significantly more likely to report inadequate communication from hospital 
staff regarding their medications compared to patients who were not homeless 
(Vellozzi-Averhoff et al., 2021). 
 
Opioid usage and overdoes are an issue, especially among veterans who are homeless 
in the United States (Midboe et al., 2019; Soncrant et al., 2021). Older veterans that 
were homeless were more likely to receive a risky dose of opioids after an opioid usage 
disorder overdose without a Naloxone prescription and medicine for addiction treatment 
(Midboe et al., 2019). Veterans who were homeless were more likely to have an opioid 
overdosing event and attempt or successfully complete suicide than those who were not 
homeless (Soncrant et al., 2021). In this population, adverse events were often 
preceded by a delay in receiving health care as well as discharge confusion (Soncrant 
et al., 2021). A similar study found that homeless veterans were almost 3 times as likely 
to die from suicide as those who were not homeless, over 7 times as likely to die from 
homicide, and more likely to die a year younger than those who were not homeless 
(Schinka et al., 2018). 
 
A study in Scotland found that the homeless population in Glasgow had a significantly 
higher incidence of head injuries in the hospital than the overall city incidence (McMillan 
et al., 2015). Even among those who were not hospitalized for their head injury, the 
homeless population with a head injury that later died over 30 years was much higher 
than the general population (McMillan et al., 2015). Similar findings were observed in 
Pennsylvania, where alcohol-positive traumatic brain injury was higher among homeless 
patients than non-homeless patients (Dell et al., 2021).  
 
Among homeless patients who died by suicide, 21% died while in in-patient care, which 
was double the percentage in the non-homeless population (Culatto et al., 2021). The 
homeless patients that died by suicide were also more likely to have been treated for 
self-harm in emergency departments prior to suicide as well as enrolled in either drug or 
alcohol services compared to the non-homeless patients that died by suicide (Culatto et 
al., 2021). Of the inpatients that were homeless and died by suicide, almost half had left 
the ward (or failed to return) without permission from hospital staff (Culatto et al., 2021). 
In the week to 3 months after being released from the hospital, there were higher 
incidences of suicide among the homeless population than in the non-homeless 
population (Culatto et al., 2021). 



 
 

P a g e  | 7 
 

 
Functional impairment as people in the homeless population age is another safety 
concern that must be addressed (Cimino et al., 2015). Basic needs of everyday life 
become more challenging to include getting dressed, eating, and transferring from one 
spot to another (Cox et al., 2017). If left unmonitored, these could have dangerous 
implications for those who are homeless (Cox et al., 2017). 

GUIDANCE FOR POLICIES AND INTERVENTIONS IN U.S. HOSPITALS 
 
Not having a place to sleep inhibits the ability to be as healthy as possible, thus 
healthcare workers often try to provide opportunities for homeless patients to be eligible 
to receive housing (Hanssmann et al., 2022). One specific hospital intervention involved 
a series of achievements patients were to reach before “graduating” and extensive data 
tracking patients to ensure they are moving through the program (Hanssmann et al., 
2022). By providing this intervention, the patients were able to reach biomedical 
stabilization and thus hopefully require less hospital access in the future (Hanssmann et 
al., 2022). 
 
To address hospital frequent flyers, a few interventions have been successful. A 
program in New York City called “Salud a Su Alcance” also known as “Health Care 
within your Reach,” was an emergency department initiative involving health priority 
specialists and community health workers to help redirect patients who more frequently 
visited hospital emergency department to other types of care as deemed appropriate 
(Michelen et al., 2006). This hospital and community-based approach resulted in a 
significant reduction in emergency department visits from previously identified frequent 
flyers (Michelen et al., 2006). Multidisciplinary case management, including using 
hospital care and community resources, was also beneficial for reducing frequent flyers 
in the hospital emergency department (Phillips et al., 2006).  
 
For veterans who were homeless with severe mental illnesses, providing healthcare 
clinics that were specifically designed for the homeless population improved patient 
satisfaction and access to care (Gabrielian et al., 2021). Homeless-Patient Aligned Care 
Teams were established in 2012 to be more accessible to veterans who were 
homeless, especially among those with severe mental illnesses (Gabrielian et al., 
2021). Overall, patients in the Homeless-Patient Aligned Care Teams had better access 
and coordination, better relationships with their physicians, and coordination and 
cooperation when compared to homeless veteran patients who did not receive care 
from the specialized teams (Gabrielian et al., 2021). However, of the care teams’ 
surveys, less than 30% had at least 3-4 services included in the care setting (such as 
housing coordination, social work, etc.), which shows areas of improvement for future 
endeavors (Gabrielian et al., 2021).  
 
Transdiagnostic treatment protocols such as the Unified Protocol may help treat mental 
and physical comorbidities in the homeless population (Sauer-Zavala et al., 2019). A 
pilot program of the Unified Protocol in a safety-net hospital showed the protocol was 
fairly simple for staff to understand and implement (Sauer-Zavala et al., 2019). Patients 
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improved in several skills outlined in the protocol which is promising that the Unified 
Protocol may be a valuable evidenced-based tool to improve mental health in a variety 
of contexts (Sauer-Zavala et al., 2019).  
 
“A SAFE DC” program is an acronym that outlines seven components to addressing 
homeless patient needs in the hospital and upon discharge (Best & Young, 2009). First, 
assessing the housing situation of patients upon arrival to determine what type of 
services at discharge and follow-up may be required (Best & Young, 2009). Next, 
screening and prevention will provide a full medical exam to ensure no undiagnosed 
conditions exist and educate on specific dangers such as infectious needles with drug 
usage (Best & Young, 2009). This protocol includes an accelerated Hepatitis B 
immunization schedule to reduce risks (Best & Young, 2009; Wright et al., 2002). 
 
Addressing primary care issues is the next step and recommends the healthcare worker 
provide any medication and treatment that may be required that is traditionally handled 
by a primary care provider like disease screenings, vaccinations, and blood pressure 
management (Best & Young, 2009). Follow-up care is often more challenging since 
there may be no primary care provider; thus, providing the patient with a printed copy of 
the discharge materials and either making any necessary follow-up appointments or a 
referral to an “aftercare” clinic may be beneficial to improving patient health (Best & 
Young, 2009). End-of-life discussions should be held so the patients who are homeless 
know the options available to them and can make their preferences known (Best & 
Young, 2009). Discharge instructions should be simple and realistic since many patients 
and their support system may be health illiterate so it is imperative that instructions are 
thorough and easy to follow to reduce the risk of medication lapse or complications 
(Best & Young, 2009). The final aspect of the “A SAFE DC” model is communication 
after discharge should be made known to ensure the healthcare workers can reach the 
patient with test results or any other follow-up that may need to happen (Best & Young, 
2009). The “A SAFE DC” is a thorough framework that healthcare workers may follow to 
ensure patients that are homeless can be as safe as possible upon discharge. 
Nurse-led interventions have also been valuable in improving the health and safety of 
homeless patients (Weber, 2019). Nurses working as the primary contact and/or care 
managers helped increase medication adherence and improve mental health and 
quality of care (Weber, 2019). Other nurse interventions involved the nurse delivering 
group therapy or education materials that offered a holistic approach to health or 
providing case management which improved several health and safety outcomes 
(Weber, 2019). Nurse-led interventions may be a crucial component of homeless patient 
health in hospitals. 
 
The National Health Care for the Homeless Council has published recommendations for 
physicians providing care to patients who are homeless (Bonin E. et al., 2010). They 
several areas for physicians to consider when assessing and developing treatment 
plans (Bonin E. et al., 2010). These standards emphasize the use of integrated and 
flexible service delivery types as well as community outreach (Bonin E. et al., 2010). 
Patient safety in regards to the possible environmental dangers, abuse, or other patient 
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risks that may need to be addressed in addition to the presenting concerns (Bonin E. et 
al., 2010).  
 
Although not specifically assessed in patients who were homeless, hospital violence of 
patients to staff has been reported (Arnetz et al., 2015). Nurses, security, and nursing 
assistants were the most likely staff to report a violent incident with a patient (Arnetz et 
al., 2015). The times when violence was most likely to occur included during transfers, 
pain, using needles or restraints, and a patient wanting to leave (Arnetz et al., 2015). To 
ensure staff safety, it was recommended that a modified social-ecological model should 
be utilized to address safety concerns at the individual, relationship, work environment, 
and organization levels (Arnetz et al., 2015). The individual level (patient factors) 
included the patients’ feelings of pain and discomfort and cognitive impairment (Arnetz 
et al., 2015). Stressors like being moved or pricked by needles are the relationship level 
between patient and healthcare worker (Arnetz et al., 2015). The work environment may 
include the restraints used against patients, moving the patients, and similar situations 
(Arnetz et al., 2015). The organizational level is any hospital policies and systems which 
may influence the way patients and hospital staff interact with one another (Arnetz et al., 
2015). The use of this modified social-ecological model may help practitioners identify 
areas where staff safety may be improved (Arnetz et al., 2015), and may be applicable 
to those serving patients who are homeless. 

GUIDANCE FOR POLICIES AND INTERVENTIONS IN NON-U.S. HOSPITALS 
 
There have been many interventions and policy changes internationally to improve the 
treatment of the homeless population. Based on research in Australia, it is 
recommended that physicians and other healthcare workers try to be as judgmental as 
possible in their interactions with patients who are homeless and keep consultations 
under 30 minutes with low health literacy to try to have the best outcomes (Davies & 
Wood, 2018). Six key best practices were identified to improve the health of the 
homeless population (Davies & Wood, 2018). First, treating finding housing as a means 
of healthcare and finding permanent housing solutions for patients is critical (Davies & 
Wood, 2018). Prioritizing the continuity of care despite the transient nature of the 
population may be accomplished with staff who have been linked with the patients 
previously (Davies & Wood, 2018). General practices which emphasize treating the 
homeless population are encouraged to help build relationships and provide more long-
term solutions and support, even possibly connections for housing in the community 
(Davies & Wood, 2018). Hospital in-reach, also known as a specialized general 
practitioner in the hospital setting, can be an ideal way to link hospitalized patients with 
community resources and traditional general practitioners in the community (Davies & 
Wood, 2018). Individualized discharge planning and coordinated care are important, but 
it may be valuable to have a national-level policy to address the coordination of care to 
reduce readmission rates (Davies & Wood, 2018). Outreach by the general practitioner 
to homeless patients is necessary to ensure proper follow-up care is received (Davies & 
Wood, 2018). It may be beneficial to have drop-in clinics that do not require 
appointments or clinics within the shelters to reduce barriers to accessing care, though, 
these measures may not reach all, and street outreach may be valuable through mobile 
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clinics or other means (Davies & Wood, 2018). The last best practice identified was the 
medical recovery center aimed to treat patients that need to be discharged from a 
hospital but are not healthy enough to return to the streets such as elective outpatient 
surgeries (Davies & Wood, 2018). These centers help reduce the number of 
readmissions and improve the health of patients who are homeless (Davies & Wood, 
2018).  
 
St. Vincent’s Hospital in Melbourne, Australia has comprehensive programs and policies 
to care for patients who are homeless (Wood et al., 2017). Four programs were 
highlighted as beneficial to improving the quality of life of homeless patients including 
the following: Assessment, Liaison, & Early Referral Team (ALERT); The Cottage; 
Prague House; and Clarendon Homeless Outreach Psychiatric Service (CHOPS) 
(Wood et al., 2017). The ALERT program is targeted at patients in the emergency 
department to provide multidisciplinary treatment and coordinate discharge into a safe 
environment (Wood et al., 2017). CHOPS is a multidisciplinary team that conducts 
outreach in the community to treat those with mental illnesses (Wood et al., 2017). The 
Cottage is a small-scale healthcare treatment area designed to feel more home-like 
than a traditional hospital but with nursing and personal care workers (Wood et al., 
2017). Similarly, The Prague House is an aged care home for older individuals with 
mental health issues that were previously homeless (Wood et al., 2017). These 
innovative approaches to treatment for homeless patients have been cost-effective 
measures that reduced hospitalizations and readmittance, and the value was 
recognized by both the patients and the healthcare workers (Wood et al., 2017). 
 
Some national policies have been adopted to ensure the health and safety of homeless 
patients. The United Kingdom outlined hospital discharge recommendations 
(Homelessness and Health Information Sheet, 2005). These policies included patient 
coordinators, homelessness prevention coordinators, and housing services directives to 
reduce homelessness after discharge (Homelessness and Health Information Sheet, 
2005). Despite these recommendations, an estimated 40% of hospitals were non-
compliant in the four years after (Gallaher et al., 2020; Improving Hospital Admission 
and Discharge for People who are Homeless, 2012). As of 2013, one hospital policy did 
not include information regarding the discharge of homeless patients to a place of safety 
and that a social work referral was not appropriate as the homeless patients were not 
under their jurisdiction (Barrow & Medcalf, 2019). This lack of clear policy and 
disconnect in services likely had negative ramifications for the homeless population, 
thus they implemented a policy to include a hospital in-reach housing officer to help 
address the specific housing needs of patients who were homeless (Barrow & Medcalf, 
2019). In the first year of the program, over 80% of homeless patients were referred to 
drug and alcohol services and were discharged into some form of housing (Barrow & 
Medcalf, 2019). Furthermore, staff attitudes towards the discharge of patients who were 
homeless improved, and staff were more likely to not discharge homeless patients until 
housing was secured and to refer to the in-reach housing officer (Barrow & Medcalf, 
2019). 
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Another hospital in London began the “Homeless Health Initiative” to address 
shortcomings in the emergency department related to the homeless population 
(Gallaher et al., 2020). This initiative created a discharge checklist for staff and 
“Homeless Health Boxes” in the emergency department and formal and informal staff 
positions to focus on homeless health and not release patients to harmful environments 
(Gallaher et al., 2020). The interventions were considered cost-effective and provided 
valuable improvement to the treatment of homeless patients (Gallaher et al., 2020). 
Though the “Homeless Health Boxes” were a valuable tool in England, it lacked 
community outreach and training for non-medical staff (Gallaher et al., 2020). The 
“Homeless Health Initiative” may be especially helpful for hospitals with a large patient 
population that is homeless (Gallaher et al., 2020) but should prioritize additional 
training for non-medical staff within the hospital as well. 
 
In Canada, a comparison was done between homeless men with mental illness who 
were treated with two types of shelter-based programs (Stergiopoulos et al., 2015). The 
first program was the integrated multidisciplinary collaborative care model which has a 
health team in the shelter on-site who work directly with shelter staff (Stergiopoulos et 
al., 2015). The second program was the shifted outpatient collaborative care model 
where an unrelated consultant visits and provides care at a shelter (Stergiopoulos et al., 
2015). Overall, both programs provided valuable improvements in community 
functioning and did not significantly differ as well as a reduction in the emergency 
room/other acute care visits (Stergiopoulos et al., 2015).  
 
A recent meta-analysis of interventions for discharging mental health patients included 
several focused on homeless populations and the most popular intervention noted was 
the Critical Time Intervention (CTI) (Tyler et al., 2019). The CTI is comprised of three 
phases in the time after a hospital discharge including the transition, the try-out, and the 
transfer of care phases (Tyler et al., 2019). The CTI was found to be successful in both 
reducing hospital readmissions as well as reducing homelessness of the patients (Tyler 
et al., 2019). The Transition Discharge Model (TDM) was a similar intervention which 
reduced helped encourage earlier discharges from the hospitals and reduce 
readmissions (Tyler et al., 2019). Contact-based interventions were helpful in 
maintaining adherence to medication but generally did not reduce readmittance (Tyler et 
al., 2019). Three types of role-based interventions were successful in improving at least 
one metric that was not readmission including the following newly implemented roles: 
community-based discharge team, community links team, and nursing discharge 
program (Tyler et al., 2019). Furthermore, other studies found success by assisting with 
securing housing or making rent payments, pharmacy interventions, and multi-level 
models were also evidenced in the review, though many did not have many studies to 
support the evidence (Tyler et al., 2019).  
 
In Denmark, medical respite care was provided for 14 days for the homeless population 
after a short hospitalization (Pedersen et al., 2018). Medical respite after hospitalization 
provided patients with feelings of safety and security in addition to basic needs and 
social support (Pedersen et al., 2018). The respite care allowed for basic needs to be 
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met and a stable place to rest which may help improve both mental and physical health 
outcomes (Pedersen et al., 2018). 
 
An evaluation of dual-diagnosed homeless patients with a mental health disorder and a 
substance abuse disorder provided insight into effective treatment strategies (O'Campo 
et al., 2009). Specific considerations for interventions include patient collaboration for 
treatment decisions, multidisciplinary community treatments, both housing and other 
instrumental needs, and non-restrictive programs (O'Campo et al., 2009). This 
population may benefit from a long-term recovery program such as Sustainable 
Residence to reduce their danger to themselves and others (O'Campo et al., 2009; van 
Kranenburg et al., 2019). In the Netherlands, the Sustainable Residence program was 
designed to provide compulsory treatment for mental illness and substance abuse 
disorders (van Kranenburg et al., 2019). This multidisciplinary treatment approach was 
shown to improve functional improvements and reduced risk to self which allowed over 
40% of patients to be discharged to a less restrictive setting (van Kranenburg et al., 
2019). Despite improvements in a large percentage of the patients, there were some 
patients who required more restrictive treatment long-term which was largely 
determined by the danger to self and staff (van Kranenburg et al., 2019). 
 
With regard to safety in emergency rooms and hospitals, a survey in Canada revealed 
that mental health nurses were twice as likely to have policies to physically intervene 
with patients than medical-surgical nurses (Havaei et al., 2019). Fixed alarms were 
present for most mental health nurses and were associated with how nurses perceived 
safety (Havaei et al., 2019). Other prevention strategies that were related to perceptions 
of safety included having enough trained personnel, feelings of support by employers 
for staff suggestions, and not having policies for nurses to physically intervene (Havaei 
et al., 2019). Though de-escalation training can be beneficial (Pich & Kable, 2014), 
training alone was not enough to influence nurses’ perceptions of safety (Havaei et al., 
2019). Since perceptions of violence are often tied to the work environment rather than 
the patients themselves, it is critical hospital administrators ensure the setting is 
conducive to safety (Roche et al., 2010) and should include nurses in the conversation 
about workplace safety expectations (Havaei et al., 2019). Security measures such as 
faster security response times, zero-tolerance policies, and restricted access to safe 
rooms may also be appropriate to reduce violence (Pich & Kable, 2014). 

SYNTHESIS OF THEMES 
 
Homeless populations are generally not part of primary care physicians and thus require 
more acute care (Davies & Wood, 2018). Patients who were homeless were more likely 
to be readmitted after a short period of time (Racine et al., 2020). Differences in the 
diagnosis and treatment of diseases may be less proactive in the homeless population 
(Miyawaki et al., 2021), and can lead to delayed treatment (Festa et al., 2020). Negative 
perceptions and a lack of follow-up from healthcare providers may inhibit homeless 
health-seeking behaviors (Franco et al., 2021; Prado et al., 2021). Furthermore, there 
are often many challenging social issues that may negatively affect health (Moore et al., 
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2011) and may lead to visiting the emergency department for non-emergent needs as 
frequent flyers. 
 
Many homeless individuals have at least one mental illness that may increase safety 
risks for patients and hospital staff (Fazel et al., 2008). Substance abuse and alcohol 
dependence were most prevalent among the homeless population (Fazel et al., 2008; 
Schreiter et al., 2017). veterans had a high incidence of opioid usage disorders and 
suicide attempts (Soncrant et al., 2021). Recent prior violence was very common 
among homeless patients with severe mental illness (Fond et al., 2019). Homeless 
patients were more likely to successfully complete suicide in in-patient treatment 
compared to those who committed suicide and were not homeless (Arnetz et al., 2015). 
These mental health and safety concerns may help inform programs and interventions 
which may be beneficial for homeless patients. 
 
Policies and interventions that support connection from the hospital to the community 
upon discharge are integral in treating and discharging patients who are homeless. A 
variety of interventions have been successful in both the hospital and community 
settings (Tyler et al., 2019; Weber, 2019). There are many innovative approaches to 
improve health and safety among the homeless population. 

RECOMMENDATIONS AND IMPLEMENTATION 
 
Safety-net hospitals generally have a higher percentage of homeless patients than other 
hospitals, yet often do not have enough resources to adequately treat these patients 
(Figueroa et al., 2017). However, it is crucial that special care is taken to ensure the 
safety of homeless patients, and this can be a cost-effective way to improve health 
(Improving Hospital Admission and Discharge for People who are Homeless, 2012). 
Therefore, there are several recommendations for healthcare practices that serve the 
homeless population to promote health (see tables below). 
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Before any intervention or policy can be implemented, the attitudes of staff toward 
homeless patients should be addressed. People who are homeless reported that their 
providers’ attitude toward them negatively affected their care (Franco et al., 2021). 
Homeless patients will likely feel judged more than other patients, thus it is important for 
practitioners to consider how they interact with these patients (Davies & Wood, 2018). 
Developing relationships with patients when possible is key to helping improve follow-up 
(Davies & Wood, 2018). 
 
Hospital readmissions were lower when homeless patients had a primary care 
practitioner (Racine et al., 2020). Homeless-Patient Aligned Care Teams (Gabrielian et 
al., 2021), short-term respite housing options (Wood et al., 2017), and nurse-led 
interventions (Weber, 2019) were valuable tools for measurably improving patient health 
and satisfaction. Multidisciplinary case management was also helpful to reduce frequent 
flyers in hospital emergency rooms (Phillips et al., 2006). Consider implementing 
collaborative care for treatment decisions, especially among patients who also have a 
mental illness (O'Campo et al., 2009). Also, opioid prescribers, especially those 
prescribing to homeless veterans, should seek to provide Naloxone prescription and 
medicine for addiction treatment (Midboe et al., 2019) to hopefully reduce suicide and 
overdose risk (Midboe et al., 2019; Soncrant et al., 2021). 
 
Community outreach and hospital in-reach are also essential aspects of caring for the 
homeless population. Outreach to the community with flexible drop-in clinics (Bonin E. 
et al., 2010; Davies & Wood, 2018) and multidisciplinary outreach to people living on the 
streets with mental illnesses should be considered (Wood et al., 2017). Hospital in-
reach could involve a general practitioner to link homeless patients to other traditional 
practitioners or community resources (Davies & Wood, 2018) or a housing officer to 
help connect homeless patients with housing opportunities or further treatment 
opportunities (Barrow & Medcalf, 2019). Lowering the barrier to access care in the 
community and after discharge is a valuable aspect of healthcare. 
 
Comprehensive discharge procedures/checklists may help healthcare workers provide 
consistent quality care for homeless patients. “A SAFE-DC” (Best & Young, 2009), the 
Unified Protocol (Sauer-Zavala et al., 2019), “Homeless Health Initiative” (Gallaher et 
al., 2020), and the ALERT program (Wood et al., 2017) all had discharge policies 
specifically designed to improve patient safety upon discharge. Implementing a 
discharge checklist may encourage staff to better refer patients who are homeless to 
the appropriate resources in the community. 
 
Flexible housing options are also valuable. Mental health residences for compulsory 
treatment like the Sustainable Residence program can help improve patient functioning 
and safety (van Kranenburg et al., 2019). Respite care after hospitalization can improve 
social support and health outcomes after a hospitalization (Pedersen et al., 2018). A 
more home-like atmosphere for recovery after hospitalization for those who are not able 
to return to their previous environment like the Cottage (Wood et al., 2017) may be 
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added to healthcare centers serving homeless populations. Housing homeless patients, 
even short term, can provide valuable time to heal and recover for a safer discharge. 
 
Overall, there was a lack of information available regarding safety and security practices 
for inpatient homeless individuals, yet hospital violence is present in many hospitals, 
especially against nurses (Arnetz et al., 2015). Therefore, a modified social-ecological 
model featuring individual, relationship, work environment, and organization levels 
(Arnetz et al., 2015) can help identify areas of safety concern for patients (Arnetz et al., 
2015). This framework can be considered within more general patient safety guidelines 
for hospital settings such as those published by the International Association for 
Healthcare Security and Safety (IAHSS) (International Association for Healthcare 
Security and Safety (IAHSS), 2020, 2021). 
 

Strengths and Limitations 
 
The present review highlights many valuable tools and resources that can be 
implemented. Understanding the patient risks of the homeless population can provide 
valuable insight into issues that may arise. There were a variety of interventions that 
target many aspects of patient care that are more common among patients who are 
homeless. Many of these practices can be cost-effective measures to help improve 
patient health and well-being. Incorporating interventions, especially multilevel 
interventions, may have a dramatic impact on homeless patients. 
 
There are some limitations to the present study and the information available on the 
topic. First, there was an overall lack of literature available on violence in emergency 
room and hospital settings for homeless patients. Additionally, not all studies used the 
same metrics for success which can limit overall comparison. While there were a variety 
of studies from around the world, specific conditions within each country may limit 
generalizability to other parts of the world. Also, few national policies existed to outline 
homeless patient discharge procedures and were not always adhered to by individual 
hospitals (Gallaher et al., 2020).  
 

Future Considerations 
 
Matriculating physician’s assistants were evaluated to measure their attitude towards 
and knowledge about people who were homeless prior to their school career (Feldman 
et al., 2020). Though most had positive attitudes, the results show students were 
excited to learn more about how to treat the homeless population and understand 
specific burdens known to be associated with this population (Feldman et al., 2020). 
Thus, the school curriculum may be improved by including training on treating the 
homeless with dignity and understanding the mental health and other difficulties faced 
by this specific population (Feldman et al., 2020). The lack of evidence of violence 
including homeless patients in the emergency room highlights an area of research that 
should be considered. Finally, more national and hospital policies should consider 
specific recommendations for homeless patients within their care. 
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CONCLUSION 
 
The homeless population is a vulnerable group of people without typical access to care 
and social support. Therefore, healthcare providers provide critical support to the 
homeless patients they treat. Health, overall safety, and general patient satisfaction can 
be improved with a variety of interventions. Hospitals and other healthcare providers 
should consider ways they could improve their attitude and support of patients who are 
homeless through in-hospital measures or community outreach.  
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