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Introduction
[bookmark: _Int_6bfLEzKY]People experiencing homelessness (PEH) often seek services within the emergency department (ED), both due to acute health care issues and complex barriers to accessing community based medical care. PEH have competing daily needs that are time consuming, like getting in lines for shelter and food, that often take precedence over routine medical care. This causes individuals with chronic conditions to wait until there is a crisis before seeking care. The emergency department is often a reflection of all the holes in our social safety net and the needs of clients  are a mismatch with the services that are offered within the ED. This mismatch causes significant strain on ED capacity and staff frustration. Many clients report feeling stigmatized, that ED visits are often traumatic, and that their needs are not met. Connecting clients to services that provide tailored and holistic care will support both EDs and PEH, improving outcomes for patients and the capacity of EDs to treat individuals with life threatening illness or injury. Health Care for the Homeless (HCH) health centers and medical respite programs are uniquely equipped to address the multiple complex needs of people experiencing homelessness. Building partnerships among EDs, health centers, and social service organizations can mitigate barriers to adequate health care and address both the immediate and long-term needs of unhoused individuals in their communities. 

This guide provides an overview of resources and best practices that can be implemented by communities to improve the continuum of health care for people experiencing homelessness.  

Factors Influencing Health
People experiencing homelessness:
· Face significant health disparities and lack of access to routine health care services, despite being more likely to experience multiple chronic health conditions (Baggett et al. 2010; NHCHC, 2019). 
· Utilize the ED at higher rates than the general population, are more likely to be admitted to the hospital, and have prolonged hospital stays (Schappert et al., 2020; Feigal et al., 2014; Wadhera et al., 2019). 
· Have higher rates of mental health, traumatic brain injury, and substance use disorders than the general population (Stubbs et al., 2019). 
· Have higher rates of geriatric and physical health conditions 20–30 years earlier than their housed counterparts (Fazel et al., 2014; NHCHC, 2019). 
· Have a higher prevalence of trauma and post-traumatic stress disorder (Ayano et al., 2020).
Many PEH report having encountered discrimination or trauma in health care settings (LeBrun-Harris et al., 2013, Magwood et al., 2019).  The combination of multiple chronic conditions, delayed access to medical care, and concerns of discrimination in health care settings often results in individuals waiting until a condition is emergent before seeking care, and thus often seeking medical care within the emergency department. Higher risks for assault and weather-related injuries also increase the need for people experiencing homelessness to seek ED care (NHCHC, 2007; Meinbresse et al., 2014).

Approaches to Care
Harm Reduction
· Harm reduction is a set of practices that aim to reduce potential negative consequences associated with drug use (Harm Reduction Coalition, 2022).  A harm reduction approach centers the rights of people who use drugs to receive needed health services.  It supports people to make their own decisions around substance use and provides practical strategies and ideas to increase safety and reduce harm. 
· [bookmark: _Int_m1smQAmV]PEH face multiple barriers to accessing routine and emergency care, including stigma around homelessness and substance use.  A harm reduction approach is vital for reducing stigma and allowing people to share their health history, concerns, and goals with providers without fear of negative repercussions. 
· A trauma-informed approach goes hand-in-hand with harm reduction. Trauma informed care recognizes the impact and manifestations of past or ongoing trauma, actively avoids re-traumatization, and supports patient-directed paths towards a wide spectrum of recovery.
· It is important to recognize that maintaining opioid tolerance during ED and inpatient treatment is a life-saving, harm reduction-based intervention that reduces overdose risk after discharge. 
· Harm reduction practices in the Emergency Department may include: 
· [bookmark: _Int_vGn106gy]Routinely including current and past substance use as part of health history in a way that is stigma reducing, e.g. included with other health history rather than as a separate inquiry. 
· Asking all patients directly about the need for withdrawal management as part of emergency department care.
· Including order sets or protocols for managing substance use and withdrawal that are linked to substance use diagnoses in the electronic medical record.
· Harm Reduction Resources: 
· Harm Reduction Coalition
· Substance Abuse and Mental Health Services Administration

Resources and Partnerships
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Health Centers
· Health centers provide integrated primary care and behavioral health for people regardless of insurance status or their ability to pay. Many health centers have same day appointments.  
· Health Care for the Homeless health centers specialize in the unique needs of people experiencing homelessness, including complex chronic health conditions, substance use disorders, and severe persistent mental health diagnoses. The HCH program directory can be utilized by EDs to coordinate care for patients who have not yet established primary care. 
· HCH programs often have outreach teams that include social service staff who can provide care coordination and wrap-around supports. These teams can be composed of a variety of staff, including Social Workers, Peer Support Specialists, Community Health Workers, or Case Managers. Whether it is accompanying a patient during an ED visit to decrease self-discharge or picking up a patient from the ED to bring them to the health center to facilitate the first appointment, outreach workers can be incredibly impactful bridge builders between EDs, patients, and health centers. 
· Across the country there are EDs and Health Centers working to develop partnerships. These models vary widely. Here are some examples:
· HCH staff provide direct outreach to EDs for PEH
· ED Social Service staff coordinate follow-up appointments and transportation for PEH to establish care in HCH health center 
· HCH clinics develop ED follow-up patient visit types for next day follow-up appointments
· EDs hire Peer Support Specialists to be present in the ED supporting PEH
· ED teams initiate Suboxone for people with Opioid Use Disorder and bridge them to an appointment at an HCH health center 
· Initiating warm handoff from the ED by calling the HCH clinic and scheduling a follow-up appointment. 

Medical Respite Care
· Medical respite care (MRC) is acute and post-acute medical care for people experiencing homelessness who are too ill or frail to recover from a physical illness or injury on the streets but are not ill enough to remain in the hospital. 
· For individuals who have poorly controlled chronic conditions like Congestive Heart Failure, Diabetes, or chronic wounds who are high utilizers of the ED, medical respite can be an impactful intervention for stabilizing a health condition and addressing social barriers to care. 
· The Medical Respite Care Directory can be a helpful tool for finding a local respite program. MRC programs can be helpful partners with EDs and some programs accept patients directly from EDs. MRCs can be a helpful bridge for patients from acute care to primary care while stabilizing health conditions and decreasing repeat visits to the ED. 

Additional resources: 
· Webinar Series: Partnerships to Improve Care for People without Homes in Emergency Departments

Conclusion
PEH deserve high quality compassionate health care. Due to competing priorities, PEH often deprioritize health care to meet basic needs like food and shelter and have numerous barriers to accessing community-based health care. This results in high utilization of EDs and can be traumatic for PEH and stressful for ED staff. EDs are not equipped to address long term health and social needs; this is the role of primary and behavioral health care settings. HCH health centers provide a wide range of services to support PEH.  Both HCH health centers and EDs are essential parts of our health care system and offer unique sets of services. Coordination between the two settings is crucial to decreasing over utilization of the ED, increasing access to health centers, and improving health outcomes. 
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The goal is for patients to be seen in the most appropriate health care setting and have
their needs met. Connecting them to that setting and coordinating care is the key.
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