
Public Affairs 974: Health Systems & Policy  |  Fall 2021 Page  1 

The Interpersonal Dimensions of Access to Health Care for People 
Experiencing Chronic Homelessness 
Vanessa L. Dingman, Master’s of Public Health expected 2022 

People experiencing chronic homelessness live in harsh environmental conditions that lead to worse health 
outcomes than their housed counterparts. They experience significant organizational and structural barriers 
when accessing health care, and unhelpful relations with medical providers, such as a lack of respect and 
unrealistic medical advice, serve as an additional barrier. Integrating health care services with trauma-
informed care principles and creating medical respite care programs are two policy options that could 
improve the provider-patient relationship for individuals experiencing homelessness. While both options 
have potential to benefit people experiencing homelessness, medical respite care programs are 
recommended because they directly address the problem of unhelpful relations between health care 
providers and patients experiencing homelessness. Integrating the programs with trauma-informed care 
principles, involving people experiencing homelessness in their development, and reimbursement from 
Medicaid can help ensure the success of medical respite care programs. 
 

A Systemic Problem 
People experiencing chronic homelessness, defined as 
“an episode of homelessness lasting more than a year,” 
may stay in shelters, live in a vehicle or in an 
abandoned building, or any other unstable situation 
(Fazel et al., 2014, p. 4). Their harsh environmental 
conditions typically lead to worse health outcomes 
(Salhi et al., 2018). For example, persons experiencing 
homelessness are three times more likely to report 
chronic diseases than housed persons (Omerov et al., 
2019). Furthermore, compared to the national average 
of 78 years, the average life expectancy for people 
experiencing homelessness is 41 to 47 years (Fryling et 
al., 2015). People experiencing homelessness face 
significant structural and organizational barriers and 
often must prioritize meeting basic needs over their 
health care, as illustrated in Figure 1 (Liu & Hwang, 
2021). However, when they do access health care 
services, what are their experiences? This paper will 
review the interpersonal dimensions of access to care 
for people experiencing chronic homelessness and 
how addressing them may improve health outcomes. 
Unhelpful relations, stigma, and discrimination 
between health care providers and people experiencing 
homelessness contribute to health inequities. 

However, policy interventions such as trauma-
informed integrated services and medical respite care 
programs may address these issues. 

The Health Care System for People 
Experiencing Homelessness 
Despite being a “medically vulnerable population,” 
people experiencing homelessness tend to lack health 
insurance, which leads to a reliance on the emergency 
department (Fryling et al., 2015, p. 755). The Patient 
Protection and Affordable Care Act, enacted in 2014, 
attempted to reduce this reliance by expanding 
Medicaid and increasing health care access for 
vulnerable populations, including people experiencing 
homelessness in the United States (Fryling et al., 
2015). By providing health insurance to people 
experiencing homelessness, the law tried to improve 
access to clinics and other options besides the 
emergency department (Fryling et al., 2015). Although 
some studies suggest that the Medicaid expansion has 
helped most people experiencing homelessness enroll 
in Medicaid, there are still a few states that have not 
chosen to expand the program (Fryling et al., 2015). 
Furthermore, a complicated signup process and a lack 
of understanding of eligibility make it challenging for 
people experiencing homelessness to enroll in 
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Figure 1. Interventions to improve health outcomes among people experiencing homelessness. 
From Health care for homeless people (Liu & Hwang, 2021). 

 

 

Medicaid, even in states that have expanded the 
program (Fryling et al., 2015). 

People experiencing homelessness tend to rely on 
emergency departments for health care because of the 
many barriers they face in accessing primary care (Salhi 
et al., 2018). There is some variation in the prevalence 
of people experiencing homelessness presenting in 
emergency departments (Salhi et al., 2018). Some 
studies suggest that people experiencing homelessness 
account for less than 1% of emergency department 
visits, while others have found that nearly 14% of 
patients in emergency departments in urban areas were 
experiencing homelessness (Salhi et al., 2018). 
Furthermore, experiencing homelessness increased the 
likelihood of hospital readmission by more than 38% 
(Salhi et al., 2018). Given these high emergency 
department utilization rates by people experiencing 
homelessness, it is important that providers in 
emergency departments have the necessary knowledge 
to provide adequate care to these patients. However, 

“formal evidence-based guidelines regarding the care 
of homeless [emergency department] patients” do not 
exist (Salhi et al., 2018, p. 588). Furthermore, 
emergency department providers report significant 
challenges associated with caring for this population, 
including “the boundaries of [emergency medicine] 
and the many social needs of these patients” (Salhi et 
al., 2018, p. 588). 

Despite these challenges, encounters between 
providers and patients experiencing homelessness are 
critical (Omerov et al., 2019). However, several studies 
suggest that many people experiencing homelessness 
have been treated with a lack of respect by health care 
professionals and feel dehumanized (Omerov et al., 
2019). These experiences of stigmatization and 
discrimination made patients feel unwelcome and may 
contribute future decisions to push of care, which can 
lead to worse health (Omerov et al., 2019). 
Additionally, many patients reported that they were 
given unrealistic advice by providers (Omerov et al., 
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2019). When people experiencing homelessness are 
unable to follow their providers’ recommendations, 
they will likely have worse health and need to be 
readmitted to the hospital (Omerov et al., 2019).  

Policy Options 
Since many people experiencing homelessness report 
being treated with a lack of respect and receiving 
unrealistic advice from health care professionals, 
policy is necessary to address this problem (Omerov et 
al., 2019). Integrating health care services with trauma-

informed care principles and creating medical respite 
care programs are two policy options that could 
improve the provider-patient relationship for 
individuals experiencing homelessness. Criteria to 
evaluate these options include feasibility of 
implementation, cost-effectiveness, implications for 
equity, and the ability for the policy to directly address 
the problem. Figure 2 uses a policy matrix to illustrate 
the criteria of these options, in addition to maintaining 
the status quo. 

 

Trauma-informed Integrated Services 
Trauma refers to “an experience that creates a sense of 
fear, helplessness, or horror, and overwhelms a 
person’s resources for coping” (Hopper et al., 2010, p. 
80). Many individuals and families experiencing 
homelessness have been exposed to trauma, and 
homelessness itself is a traumatic experience (Hopper 
et al., 2010). However, homeless services have a “long 
history of serving trauma survivors, without being 
aware of or addressing the impact of traumatic stress” 
(Hopper et al., 2010, p. 81). Therefore, it is possible 
that integrating trauma-informed care (TIC) into 
homeless services could improve outcomes.  

TIC is a “strengths-based framework that is grounded 
in an understanding of and responsiveness to the 
impact of trauma” that allows survivors to have a 
sense of empowerment and control by emphasizing 
emotional, physical, and psychological safety (Hopper 
et al., 2010, p. 82). It involves “understanding, 
anticipating, and responding” to the specific needs of a 
person who has experienced trauma (Hopper et al., 
2010, p. 81). Findings from multiple studies suggest 
that integrating health care services with TIC may 
promote systems change by creating better outcomes 
than “treatment as usual” for many symptoms 
(Hopper et al., 2010, p. 86). Of specific importance for 
individuals experiencing homelessness, there is 
evidence that suggests that TIC may improve housing 
stability and reduce the utilization of crisis-based 
services, such as hospitalization (Hopper et al., 2010).  

To evaluate this policy option, it is important to 
consider the feasibility of implementation, its cost-
effectiveness, the potential implications for equity, and 
its ability to address the problem of unhelpful 
relations. Integrating TIC with health care services is 
likely to improve the provider-patient relationship by 
decreasing experiences of stigmatization and 
discrimination and creating a more welcoming 
environment, but it is unclear whether this option can 
directly address the problem of unrealistic medical 
advice that patients experiencing homelessness often 
receive from their providers (Omerov et al., 2019). 
Additionally, implementing TIC requires a strong 
commitment from the organization and a 
“philosophical and cultural shift” within the 
organization (Hopper et al., 2010, p. 81). Training on 
trauma-informed principles is central to 
implementation, and this approach requires ongoing 
supervision, consultation, and support to reinforce 
trauma-based concepts (Hopper et al., 2010). 
Furthermore, assessment and screening are important 
aspects of trauma-informed services (Hopper et al., 
2010). Findings also suggest that trauma-informed 
integrated services are cost-effective because they do 
not cost more than standard programs, yet they have 
improved outcomes (Hopper et al., 2010). 
Additionally, integrating TIC into health care settings 
has potential to improve equity by improving the 
patient-doctor relationship and resisting 
retraumatization, thereby decreasing the barriers that 
survivors may face when engaging with care (Levy et 
al., 2019). 

However, there is also potential for unintended 
consequences associated with this policy option, 
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Figure 2. Policy matrix of evaluation criteria for trauma-informed integrated services, medical 
respite care programs, and maintaining the status quo. From author. 

 Evaluation Criteria 
 Feasibility of 

Implementation 
Cost-effectiveness Implications for 

Equity 
Targets Problem 

Status Quo High: No change 
required 

Low: High costs of 
hospital inpatient 
care  

Low: Patients 
experience 
stigmatization 
under current 
system 

Low: Patients receive 
unrealistic healthcare 
advice from providers 

Trauma-
informed 
Integrated 
Services 

Medium: 
Requires ongoing 
training, 
supervision, 
consultation, and 
support 
 

High: Does not cost 
more than standard 
programs yet 
improves outcomes 

High: Decreases 
barriers to care 
by improving 
patient-provider 
relationship 

Medium: May decrease 
experiences of 
stigmatization, but less 
likely to address the 
problem of unrealistic 
healthcare advice 

Medical 
Respite Care 
Programs 

Medium: 
Financing is a 
challenge but 
possible 

High: Daily costs 
are less than 
hospital inpatient 
care and may 
reduce costs to 
hospitals and 
spenders 

High: Engages 
the community 
in ending 
homelessness 
and improving 
health outcomes 

High: Allows patients to 
follow their physician’s 
advice 

 

specifically related to provider attitudes toward TIC. 
For example, providers may be afraid that addressing 
trauma will open a “Pandora’s box” of reactions from 
their patients or clients (Hopper et al., 2010, p. 85). 
Therefore, it is important to measure improvement 
through organizational self-assessments. These can 
include evaluating both staff issues and consumer 
issues, assessing the degree to which an organization’s 
physical space is trauma-informed, and evaluating the 
degree to which program activities and settings are 
consistent with TIC guiding principles (Hopper et al., 
2010). 

Medical Respite Care Programs 
A second policy option to address problems around 
homelessness and health care is to implement medical 
respite care programs. Medical respite programs 
provide care to patients experiencing homelessness 
who are well enough to be discharged from inpatient 
care but are too sick to return to a shelter or the 

streets (Doran et al., 2013). These programs are 
provided in many kinds of places including “capable 
shelters, apartments, motels, assisted living facilities, 
nursing homes, transitional housing, and stand-alone 
facilities” and they are typically supported by hospitals 
and health centers, government agencies, and 
nonprofit organizations (McCarthy & Waugh, 2021). 

As for the potential benefits of medical respite care 
programs, there is “consistent evidence that medical 
respite programs reduce hospital admissions, days 
spent in the hospital, and 90-day readmissions, with 
promising evidence for reduced [emergency 
department] visits and improved housing outcomes” 
(McCarthy & Waugh, 2021). Specifically, one analysis 
by a hospital system showed that rates of hospital 
readmissions and emergency department revisits were 
lower among patients discharged to their medical 
respite care program, compared to the typical 
utilization patterns of patients experiencing 
homelessness (McCarthy & Waugh, 2021). Evidence 
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Figure 3. Expenses per day for medical respite care programs in the U.S., compared to hospital 
inpatient care. From How a medical respite care program offers a pathway to health and 
housing for people experiencing homelessness (McCarthy & Waugh, 2021). 

 

 

suggests that these programs may also improve 
housing status (Doran et al., 2013). An evaluation of 
10 programs found that “their guests experienced 
improvements in health status and in access to primary 
care, housing, and income supports” (McCarthy & 
Waugh, 2021). 

To evaluate this policy option, it is important to 
consider the feasibility of implementation, its cost-
effectiveness, the potential implications for equity, and 
its ability to address the problem of unhelpful 
relations. The costs of medical respite care programs 
are typically less expensive than other forms of 
residential health care (McCarthy & Waugh, 2021). In 
the U.S., the average daily expense for inpatient care is 
$2,607 while daily costs for medical respite care 
programs range from about $125 to $325, as shown in 
Figure 3 (McCarthy & Waugh, 2021). Therefore, these 
programs have the potential to lower overall costs to 
both hospitals and payers, including Medicaid 
(McCarthy & Waugh, 2021). However, one challenge 
of implementing medical respite care programs is 
initial financing. Programs must often use funds from 
multiple sources, but federal Medicaid waivers and 
managed care plans can help to overcome some of 
these financing challenges (McCarthy & Waugh, 2021). 
As for design considerations during implementation, 
medical respite care programs should create an 

environment where patients feel safe and trust those 
caring for them, so that they can focus on their 
recovery (Canham et al., 2021). Furthermore, medical 
respite care programs have potential to build 
momentum for health equity, as they may help to 
“localize and humanize” the homelessness crisis by 
“engaging the community in efforts to end 
homelessness as a matter of local pride” (McCarthy & 
Waugh, 2021). They also offer a targeted solution to 
the problem of unhelpful relations because they 
provide a place for patients experiencing homelessness 
to stay and recover from illness while following their 
physician’s medical advice (McCarthy & Waugh, 
2021).  

However, there is the potential for unintended 
consequences to arise with regards to medical respite 
care programs. For example, some studies have shown 
that 14% to 40% of medical respite guests “may be at 
risk of leaving against medical advice or before their 
full planned treatment has been completed” (Doran et 
al., 2013, p. 520). If patients are not completing their 
recovery in the program, it may be challenging for the 
program to achieve its desired outcomes. It is also 
possible that the program could be unsuccessful in 
decreasing emergency department utilization. One 
study that followed a medical respite program for 
individuals experiencing homelessness showed no 
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improvement in emergency department visits 
(Biederman et al., 2019). However, this finding may be 
due to factors outside of the program’s control such as 
the population’s increased likelihood of acute physical 
disorders, lack of insurance, and worse chronic illness 
control (Biederman et al., 2019). Evaluators can 
therefore measure improvement by using screening to 
collect demographic information and determine 
whether the patient has any existing connections to 
primary care or insurances (Biederman et al., 2019). 
Evaluators can also analyze data from electronic health 
records to determine whether the programs are 
successfully reducing hospitalizations, readmissions, 
and other aspects of health care utilization (Biederman 
et al., 2019). 

Recommendation 
Trauma-informed integrated services and medical 
respite care programs have the potential to improve 
health outcomes for people experiencing 
homelessness. Both options are cost-effective, can 
improve health equity, and have similar levels of 
feasibility for implementation. However, creating a 
medical respite care program is recommended because 
it has potential to directly address the problem of 
unhelpful relations and advice between providers and 
patients experiencing homelessness. Hospital 
readmissions will likely decrease when patients have a 
place to recover and follow the advice of their 
physician (McCarthy & Waugh, 2021). Importantly, 
the medical respite care program should include 
trauma-informed care principles. Doing so has the 
potential to create a more welcoming environment for 
guests and encourage them to stay in the program 
rather than leaving early, in addition to improving 
outcomes (Hopper et al., 2010). Furthermore, it is 
critical that people experiencing homelessness be 
involved in the development of these programs. Their 
perspectives are often neglected, so engaging this 
community is important to create a successful 
program (Omerov et al., 2019). 

However, there are some limitations to creating a 
medical respite care program. One of the key concerns 
regarding implementation is financing. Although 

medical respite care programs are overall cost-saving, 
initial financing can be a significant challenge because 
“there is no dedicated funding mechanism for medical 
respite programs” (McCarthy & Waugh, 2021). 
However, it is possible to finance these programs 
through multiple sources, including governmental and 
non-profit organizations (McCarthy & Waugh, 2021). 
Medicaid contracts “can provide a mechanism for 
hospitals to obtain additional revenue” for respite 
programs (Shetler & Shepard, 2018, p. 802). Medical 
respite care programs in states that have expanded 
Medicaid under the Affordable Care Act and are 
reimbursed by Medicaid have higher financial savings 
than programs in states that have not accepted the 
Medicaid expansion (Shetler & Shepard, 2018). 
Therefore, forming contracts with Medicaid programs 
makes medical respite care for people experiencing 
homelessness more feasible. Given this, Medicaid 
should reimburse hospitals for their medical respite 
care programs. Furthermore, utilizing existing 
buildings and beds can help to reduce initial costs of 
implementing a medical respite care program 
(McCarthy & Waugh, 2021). Despite these limitations, 
medical respite care programs offer a pathway to 
addressing the unhelpful relations that people 
experiencing chronic homelessness often encounter 
with their health care providers.  

Conclusion 
People experiencing chronic homelessness face many 
barriers to accessing health care, including unhelpful 
relations with medical providers (Liu & Hwang, 2021). 
A lack of respect and unrealistic advice from health 
care professionals contributes to poor outcomes 
(Omerov et al., 2019). However, medical respite care 
programs can address this problem by offering a place 
for patients to stay and recover from illnesses. 
Integrating the programs with trauma-informed care 
principles, involving people experiencing 
homelessness in their development, and 
reimbursement from Medicaid can help ensure the 
success of medical respite care programs. 
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