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Infroduction

People experiencing homelessness (PEH) are at increased risk of experiencing dermatologic conditions
and related complications compared to people with stable housing.> The causes of the increased
prevalence of skin conditions and complications among PEH are multifactorial, stemming largely from
the realities of homelessness itself. People experiencing homelessness are often exposed to extreme
temperatures and weather, spend increased time on their feet, may not be able to lay down at night,
experience increased exposure to ectoparasites such as lice, scabies, and bed bugs, and face difficulties
in maintaining skin and wound hygiene. Once a skin condition has developed, it can be very difficult to
manage and treat due to the factors discussed above. Additional factors that influence outcomes
include limited primary care service access, co-morbid conditions, lack of health insurance, use of the
emergency department as a primary source of medical care, delays in seeking and receiving treatment
and referrals, and challenges accessing needed follow-up and specialty care.

This adapted clinical guideline will address specific skin conditions facing people experiencing
homelessness and present patient-centered strategies to conduct assessments, treatment, and follow-
up care. The guideline covers care across health care for the homeless (HCH) settings and includes
specific information for street/outreach, clinic, and medical respite environments.

Where applicable, relevant national guidelines are linked in the text.

Key Terms and Definitions

e Harm Reduction: A philosophical approach to medical care that extends beyond substance use and,
in general, establishes individual agency and self-determination as central to any health intervention
or efforts towards well-being. Harm reduction approaches call for the non-judgmental, non-
coercive provision of services and resources to assist people in reducing negative outcomes related
to chronic health conditions, health, or social behaviors. Harm reduction-based care is
collaborative, provides education on available interventions, and centers the goals of the individual
in care planning.

e Trauma Informed Care (TIC): A patient-centered approach to care that recognizes the impacts of
trauma and actively works to prevent re-traumatization and promote recovery. The principles of TIC
are grounded in establishing a trusting relationship and a safe physical and psychological space in
which to address needs.

e Gangrene: A skin condition characterized by a restriction of blood supply and the death of
surrounding tissues. Gangrene usually occurs in the extremities and can be classified as either “wet”
or “dry.” Dry gangrene is caused by a lack of blood flow without an acute bacterial infection. It
causes the affected skin to become dry and turn black; the affected tissue or digit can shrink and/or
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autoamputate. Among PEH, dry gangrene is often caused by frostbite. Wet gangrene is caused by
invasion of impacted tissues by bacteria. In wet gangrene, bacterial invasion causes swelling,
discoloration, foul smelling drainage, crepitus in affected tissues (from the presence of gas), and
severe pain that is sometimes followed by numbness.* Wet gangrene is an emergency and requires
urgent treatment.

e Immersion Foot: A tissue injury of the feet caused by prolonged exposure to wet conditions in which
the outer layers of skin absorb water, the feet undergo vasoconstriction and ischemia followed by
vasodilation and vascular damage, and the skin begins to break down.? Early symptoms include
macerated, waxy-appearing skin on the feet, numbness, and difficulty walking. Later symptoms may
include erythema, edema that can be significant and involve the entire foot, severe pain, petechiae,
desquamation, eschars, foul odor, and infection, including gangrene.? Immersion foot can happen
at any temperature; when it occurs at cold but non-freezing temperatures it is characterized as
“trench foot.”

e Injection Related Abscesses: An abscess resulting from injection with a hypodermic syringe into a
vein or subcutaneous tissue. Injection related abscesses can result from the injection of drugs or
other substances, for example heroin, fentanyl, methamphetamine, or hormones like testosterone.
Injection related abscesses are often caused by inadvertently injecting into surrounding tissues
instead of into a vein (missed hit). Having particulate matter in the solution, mixing substances with
non-sterile water, or the presence of bacteria on the surface of the skin prior to injecting will
increase risk. Reusing syringes or equipment, or injecting substances such as cocaine,
methamphetamine, or synthetic cathinones (“bath salts’) into subcutaneous spaces (skin popping)
also increases the risk of infection.”

o Necrotizing Fasciitis: An infection of the soft tissue and fascia that requires immediate surgical
intervention and antibiotic treatment. Necrotizing fasciitis is typically caused by bacterial invasion
through a break in the skin but can also result from blunt force trauma. Necrotizing fasciitis is
thought to be most commonly caused by Group A Streptococcus, though it can be caused by other
bacteria.® Necrotizing fasciitis caused by Group A Streptococcus is characterized in early infection by
fast-spreading erythema and warmth, pain that is often outsized compared to clinical presentation
and that may go beyond the borders of erythema, and fever. Without treatment, necrotizing
fasciitis can quickly progress to cause ulceration, blisters, the emergence of necrotic tissue, and signs
of sepsis.® Urgent medical assessment and intervention is warranted when there is concern for
necrotizing fasciitis.

e Scoping Review: A research approach that aims to identify the nature, size, and scope of available
research on a given topic area. A scoping review is typically used when a body of research has not
yet been comprehensively reviewed or is too heterogeneous for a systematic review.

Clinical Considerations
Background

e Research into skin conditions among people experiencing homelessness is limited, with most studies
focusing on small populations in cross-sectional, cohort, or case control studies. The information
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below is based on the available studies and a recent scoping review that focused on dermatologic
conditions, risk factors, and related care for PEH.

e People experiencing homelessness are more likely to experience skin conditions compared to
housed populations, especially conditions related to exposure, infections, and ectoparasites.>” Skin
conditions that are more prevalent among PEH compared to housed populations include bacterial
infections and abscesses, including infection with methicillin resistant staphylococcus aureus (MRSA)
and group A streptococcus (GAS), fungal infections, skin cancer, foot conditions, and ectoparasitic
infestations.? Of note, in a study of PEH admitted to a California hospital with skin and soft tissue
infections (SSTI) between 2018 and 2020, PEH were found to have significantly higher rates of GAS
infections compared to housed individuals (42% of infections vs. 15%, respectively) and compared to
rates of MRSA within PEH (42% versus 33%, respectively) but were more likely to be treated with
first-line antibiotics for MRSA, indicating a need to consider GAS infection among PEH presenting
with SSTI.10

e Among veterans experiencing homelessness, skin conditions were among the top ten reasons for
presentation to emergency departments.® When presenting to emergency departments for skin
conditions, PEH are less likely than their housed counterparts to receive specialty consults, receive
aggressive interventions, and to receive referrals for outpatient follow-up.>®

e Bacterial infections are among the most common reasons PEH present to emergency departments
for care, especially among people who use drugs (PWUD). For PWUD, seeking care in an emergency
department (ED) is often a last resort due to previous experiences of maltreatment, stigma, and fear
of poor withdrawal management while in the ED or hospital; PWUD often present with more
advanced wounds and systemic involvement compared to housed and non-substance using
populations. !

e PEH experience a higher prevalence of skin malignancies and pre-malignant growths compared to
the general population, likely
due to a combination of

Housing/Homeless Status Considerations

increased sun exposure, lack of

access to protective measures e Where does the person usually sleep?

like sunscreen, and decreased e Do they sleep sitting up or laying down?

access to routine care and e Does the person have access to running water and bathroom

screening.! It is important to facilities?

provide routine dermatologic e How often do they eat and what types of meals do they have

care and screenings for PEH access to?

when they access primary care. e Do they have a safe place to store medications and wound care
supplies?

e (Care for dermatologic
e Do they have access to a clean and private place to complete

wound care?

e How do they usually spend their days —e.g. walking and carrying
belongings, sitting in one place, seated in a wheelchair?

e What are their safety concerns?

conditions among people
experiencing homelessness is
complicated by the limited
ability in congregate and
unsheltered settings to follow

hygiene protocols and wound
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care regimens, as well as challenges with accessing frequent follow-up appointments that are often
needed to manage complex or chronic wounds.

Model of Care

A multidisciplinary approach to care is needed for the successful treatment of skin conditions among
people experiencing homelessness. Care coordination between care settings — including outreach,
social service providers, and primary, behavioral health, and specialty care can greatly improve care
delivery.

An HCH primary care setting serves as a hub of care delivery, working with patients and community
partners to coordinate needed care.

Low barrier care, such as walk-in appointments throughout the day, the availability of telehealth
appointments for primary, behavioral health, and specialty care, and care delivery at non-traditional
settings, are essential elements of care delivery.

Treatment for skin conditions is not limited to a clinic setting. Street medicine and medical outreach
to shelters and other community partners are crucial models to decrease barriers to care. Providing
care beyond our walls is essential in reducing inequitable health outcomes in PEH. For example,
providing assessments and wound care at street and shelter locations or syringe service programs,
and/or providing care during early or extended hours can greatly improve access to care.

It is essential to focus on providing harm reduction-based and stigma-free services to encourage
early intervention and allow for frequent and convenient follow-ups to prevent complications and
the development of chronic skin conditions.

Assessment and Diagnosis

In all assessment processes, it is important to implement a trauma-informed, harm reduction-based
approach, recognizing that people may not be ready to share their entire health history in the first
encounter. A good history is key to creating an appropriate plan of care and can be built over several
visits. A comprehensive assessment for all skin and subcutaneous conditions includes the following
areas:

History and Physical Exam:

Medical history, including family history

Other medical providers, recent & current

Past hospitalizations for any reason

Complete surgical history, especially surgical flaps,
amputations, or hardware placement

Any known allergies

Behavioral health history

Substance use history/current use

Tobacco use

e Comprehensive physical exam, including skin and
feet, any current wounds/skin conditions

e Any history of frost nip/bite, immersion foot
Sleeping arrangements, e.g. in chair vs. bed
Access to bathroom, running water

e Ability to change shoes and socks, remove
shoes/socks at night

e Past housing experiences

e Any injection drug use or use of injected
medications that were not prescribed, current or

Cognitive status
Immunization status

Diet and nutritional status
Literacy and numeracy

past

e Presence of any active withdrawal, withdrawal as a

deterrent to receiving care
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Current housing/living conditions

Travel and work history resulting in environmental
or chemical exposure

Prescribed medications/any unprescribed
medications or use of others’ prescriptions
Pharmacy or pharmacies used

Exercise and activity level

Over the counter medications

Vital signs, including weight/BMI

Wound history, especially large, surgical, traumatic,
or non-healing wounds

History of any traumatic injuries, fractures, blood
clots or pulmonary emboli (vascular health)

History of any specialists seen for wounds or skin
issues (insight into conditions)

Assess gait and any gait alterations to identify areas
that might be prone to breakdown

For anyone using a wheelchair, assess for fit,
pressure points, areas with decreased sensation

Assessment Tools

e Substance Use: Addiction Severity Index (ASI), Drug Abuse Screening Test -10 (DAST-10), Clinical

Opiate Withdrawal Scale (COWS), Clinical Institute Withdrawal Assessment Scale for Alcohol

(CIWA-Ar), Clinical Institute Withdrawal Assessment Scale for Benzodiazepines (CIWA-B)

e Literacy and Health Literacy: REALM-R Health Literacy Assessment

e Cognitive Status: Montreal Cognitive Assessment (MoCA)©, St. Louis University Mental Status

(SLUMS), Mini-Cog, Mini Mental Status Exam ©, Medicare Annual Wellness Screening

e Fall Risk: Balance Assessment, Gait Assessment, Hopkins Fall Risk Assessment ©

Questions (ASQ)

o Behavioral Health: Depression Scale (PHQ9), Anxiety Scale (GAD-7), Ask Suicide-Screening

o Health Management: NHCHC Health Management Assessment Guideline

Plan and Management

Individualize plans and management goals based on patients’ own stated health goals and on the
assessments above. The following components are part of comprehensive care plans for the management

of skin and subcutaneous conditions:

Self-Management: Patient-led self-management goals can be a powerful tool for improving health and

can include:

e Self-monitoring of skin conditions and wounds for improvement or worsening

e Self-monitoring for signs of systemic involvement — fever/chills, malaise, light-headedness

e Self-management of wounds between visits, including cleansing and dressing changes

e Prevention and management measures like clean, dry socks, adequate clothing and

appropriate footwear
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e Maintaining adequate dietary intake of nutritious foods and/or supplementing with
nutritional support products

e Substance use goals, e.g. decreasing use, not injecting into or around wounds, using non-
injection methods of use during healing, or decreasing tobacco use

Access to Care: Support access to medical appointments, including specialty and wound care, lab work
appointments, and address transportation barriers through support with transportation assistance like
taxi vouchers, ride sharing apps, non-emergency medical transportation, or public transit passes.
Provide calendars, scheduling support, and appointment reminders.

Care Coordination: Support and facilitate health data sharing for continuity of care, including lab results,

specialty consults, wound care orders, medication changes, and any emergency room or hospital visits.
This may be done through continuity of care coverage under HIPAA as well as through signed releases of
information with partner entities/agencies.

Care coordination also includes making referrals to other needed services and following-up on
outcomes. Referrals may include specialty care, housing or food support, help with benefits applications,
behavioral health supports, interventions for interpersonal violence, etc.

Patient Education: Provide patient education that is timely, relevant, and meets health literacy

guidelines. Ask how adult patients best take-in and learn information. Reinforcement and ongoing
education may be needed.

Include education on self-management and self-monitoring, including the signs of a worsening acute
condition, acute on chronic exacerbation, or symptoms that warrant going to the emergency
room/calling 911 versus calling or visiting the clinic.

Patient-Led Self-Management: Keys for Success

e Support the patient to determine what is important to them about their health and wellbeing.

e Respect patient beliefs and priorities: Patient-led care and goals will go a long way towards
establishing trust and working together on future health goals.

e Start with big goals and break them down into steps that are manageable and can make a
difference in patients’ day-to-day lives, for example “l want to stop using heroin” might look like
making a plan to start taking buprenorphine more regularly.

e Small goals are steps toward bigger goals. For example, someone who wants to be able to wear
their shoes again will be taking steps to better manage their vascular insufficiency and prevent
complications by wearing their compression stockings daily.

e Remember that a patient’s priorities may not always mirror those of a clinician or service
provider, however they are very often moving in the same direction.

e Support open and non-judgmental conversations about what is and isn’t working about self-
management and patient health goals.

e Assess what is feasible given limitations related to housing status, health insurance,
cognition/memory, food access, etc., so that goals are attainable.

e Provide needed tools and supports to reach goals, e.g. weekly pill boxes, pill blister packs,
pocket calendar, behavioral health supports, frequent visits or reminder calls or texts, shelter
staff buy-in for dietary goals, etc.
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Medication Management Plan: A comprehensive plan of care includes a medication management plan
that has been discussed with and agreed to by the patient. Checking-in regularly using open-ended

questions about medication practices can provide vital insights to providers. For example, rather than
asking, “Are you taking your medication daily?” or “How are you doing with your medications?”, a
question like, “Tell/show me how you are using your medications” can illuminate challenges and issues
in a way that closed-ended questions cannot.

See below for more information on medication management.

Harm Reduction: Harm reduction principles can be employed to reduce risks related to skin and

subcutaneous conditions through:

e Reduction in tobacco use, use of nicotine replacement interventions

e Reduction in substance use; focus on strategies to decrease use that could promote infection
or ongoing tissue damage, including injecting into or around wounds

e Taking measures to prevent cold injuries like wearing adequate winter clothes or taking breaks
inside a warming center or shelter

e The use of medications for opioid use disorder (MOUD) to decrease overall use and overdose
risk

e Dietary measures to improve nutrition, including both adequate food and water intake and
dietary supplements

Risk Factors Contributing to Wound Development and Delayed Healing:

Decreased sensory awareness related to diabetes or other neuropathies, substance use, or
neurological differences that may alter how people perceive and interpret pain and skin changes.
Mental illness or cognitive impairment may influence executive functioning and can result in delayed
recognition of early warning signs of skin conditions or misattribution of the cause of symptom:s.
Stigma from health care system can lead to hesitancy accessing care and result in presentation with
more advanced conditions, complex wounds, and systemic involvement. Additionally, receiving
stigmatizing care in a hospital setting can lead to early self-discharge, incomplete treatment, and poor
health outcomes.

Limited ability to perform activities of daily living (ADLs) due to lack of stable housing results in people
not having access to bathe, wash/change clothes, remove shoes, store wound care supplies, perform
wound care, get adequate rest and nutrition, etc.

Comorbidities can impact wound development and healing, including diabetes, untreated HIV, vascular
disease, and malnutrition.

Lack of access to primary care and care continuity, especially for those who use the emergency
department as their main source of care or who avoid care due to fear and stigma, can lead to care
fragmentation, poor healing, or worsening of wounds.

Lack of access to specialty care can result from limited transportation options, difficulty managing the
strict rules around arriving for specialty appointments, frequency of wound care needed to promote
healing, lack of access to phone/internet for telehealth appointments, and un- or underinsured status.
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e Finding a medication regimen that a patient understands, supports, and that can fit into their
lifestyle and daily schedule, for example antibiotics that can be taken only twice daily rather
than four times daily

e [fclient is injecting drugs, connect the client to a syringe service program, encourage them to
use a new needle with each use, and discuss less risky sites for injection.

Medications:

It is essential to tailor medication management strategies to an individual’s specific situation. Consider
the following when developing a medication plan:

e Simplify medication regimens as much as possible. It is often very difficult for people experiencing
homelessness to dose medications more than twice daily, especially if medications are stored in a
shelter where they cannot stay during the day. Discuss with patients what dosing regimen might
work best for them.

e Account for presence of cognitive impairment and literacy levels when developing medication
regimens and providing medication education.

e Access to laboratory testing will vary. In outreach settings, consider point of care testing, for
example to assess blood glucose or renal function. If no labs can be obtained, utilize harm reduction
principles to weigh risk vs. benefit of delaying treatment or starting a medication that does not
require lab monitoring.

e Reconcile medications using available resources. Pharmacies, specialty providers, and hospitals may
all have components of a patient’s complete medication list. Encourage a patient to bring all their
medications to meet with clinical staff to review how they are using their medications. This can be a
powerful tool for understanding and simplifying medication regimens.

e Use medication boxes or blister/bubble packs when possible to help patients organize their
medications. Patients may need support filling medication boxes weekly or bi-weekly. Prefilled
bubble packs can also be a helpful tool for organizing and simplifying medication self-administration.
Patients should be assessed for functional capacity to open pill bottles, boxes, and blisters.

e Review the indication for each medication when providing medication education. Provide patients
with a simple printed and dated list of all their active medications so they can share what they are
taking with other providers and emergency department or hospital staff if needed. Include contact
information for clinic staff on the medication list in the event of a hospitalization.

Tools to Support Patient Education and Self-Management:
Motivational interviewing techniques can help patients develop their goals and motivations for making
health changes.
Peer Specialists or Community Health Workers are an integral support for people who are working to
change health behaviors and can often provide a peer’s perspective on both challenges and strategies
for success.

Support or Learning Groups, for example a voluntary group of patients who meet to talk about their
life with and management of substance use or living post-amputation, can be a vital support, outlet,
and inspiration.

The NHCHC Health Management Toolkit provides specific guidance on adaptive strategies and
education to support self-management.
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Consider medication storage issues when prescribing, reconciling, and suggesting strategies for
organization. Some people may need to carry their medications at all times and are at higher risk
for loss or theft of their medications. Others may store medications in their shelter and do not have
access to them during the day.

Consider the cost of medications prescribed and patients’ ability to continue medication after
discharge from an inpatient setting if it is not a covered product or if they are uninsured.

Provide education regarding potential side effects of prescribed medications and how to
communicate with HCH staff if they experience side effects or if they lose their medication or stop
treatment for another reason.

Medication education must include education on common side effects versus what constitutes an

emergency.

Potential Challenges:

The following impact a person’s ability to effectively manage skin conditions and wounds:

Limited access to medications or inability to safely store medications and wound care supplies,
frequent loss of medications and supplies.

Expensive or complicated medication regimens that are difficult to follow or are inaccessible;
antibiotics started in an inpatient setting may not be covered by a patient’s insurance.

Dressing change regimens from specialty or wound care that are too frequent, complex, and/or
difficult to carry out in shelter or street settings, or without assistance.

Lack of access to bathrooms and washing facilities for wound care and general hygiene.

Lack of access to foods that support wound healing, such as healthy sources of protein or fresh fruits
and vegetables.

Health education materials that are not in alignment with health literacy and numeracy
recommendations.

Limited access to transportation to and from clinic or specialty appointments; this is especially
challenging when there is a need for frequent wound care.

Challenges with finding home care agencies who will visit shelters or work with patients who do not
have regular access to a phone or a private place to conduct visits or wound care.

Limited access to health management activities, such as taking vital signs, including temperature,
completing diagnostic or follow-up tests, laboratory testing, etc.

Limited access to internet and telephone resources.

Limited access to know the date and time of day, making it difficult to get to appointments.
Existing co-morbidities that may impact ability to manage skin conditions and wounds, for example
limited or altered mobility, mental health challenges, or substance use disorders.

Lack of access to stable housing, widely affecting a person’s ability to follow or prioritize disease
management recommendations across the board.

Follow-Up:

Routine follow-up is a vital component of the management of skin conditions and wounds, especially for
complex wounds, following an acute event such as frostbite, or following an emergency department visit
or hospitalization. For PEH, frequent follow-up can be challenging due to the realities of homelessness
and poverty, including the factors listed above. Service providers and clinicians must leverage
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multidisciplinary teams to support their patients in receiving needed follow-up. Consider the below

strategies for follow-up needs:

e Utilization of outreach teams to follow-up in °

the community

e Use of self-management tools like preforming
one’s own wound care and patient wound

monitoring

e Utilization of nurse-led care in the community
and in shelter settings to monitor health and

maintain connections to providers
e Partnering with pharmacies to be alerted

when patients have not picked up and may be

out of medications, or if medications
prescribed have a high out of pocket cost
e Ability for patients to walk-in any time for

Utilization of home care nursing for regular

needed follow-up and support, working with

with patients

agencies to support access and communication

e Supporting patients with obtaining and

telephone check-ins

maintaining a phone to be able to complete

e Using other community resources and health
information sharing (through ROIs) to monitor

health, for example with syringe service,

outpatient behavioral health, shelters, day
programs, or meal programs that have nursing
or Community Health Workers on site

wound care assessment and dressing changes

Condition Specific Assessments, Planning, and Management

The following are common skin conditions encountered by health care for the homeless clinicians and
service providers. Basic information on history taking and physical exam, diagnostics, care planning and
disease management are provided for each condition.

Rashes:

Rashes can be multifactorial, especially for people experiencing homelessness who are often exposed to
the elements, are at higher risk for ectoparasites, and often have decreased ability to perform routine
hygiene and wash/change their clothes. Though they may seem minor, rashes can significantly impact
quality of life and be difficult to manage while experiencing homelessness.

History

Physical Exam

Diagnostics/Records

Location, onset, qualities (e.g. pruritic)
duration, exacerbating and alleviating
factors, any related clinic or ER visits,
any interventions thus far?

Past history of rashes, e.g. eczema,
hives, psoriasis, heat rash, etc.?

Any new medications, soaps, or drug use
from a new or unknown source?

Use of medications associated with
Stevens Johnson Syndrome or toxic
epidermal necrolysis (SIS/TEN)?

Any knowledge of ectoparasites where
they are staying, such as bed bugs,

Evidence of ectoparasites? For
example:

-Body lice: evidence of lice
under shirt collar, in seams of
clothing?

-Scabies: pruritic vesicular rash
on inner wrists, interdigital
spaces, other skin folds; itching
worse at night?

-Bed bugs: any known
infestation, evidence of bugs in
clothing, “breakfast, lunch,
dinner” bite patterns?

Blood glucose, HgbAlc
HIV labs — viral load and
CD4

STl panel, including
syphilis

Microscopic examination
of skin scrapings
Medication
history/current
medication list

Any recent hospital or
emergency department
visit records
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scabies, or lice? Any recent treatment e Any history or evidence of
for any of the above? candida?
Sleeping or walking in an area with e Any evidence or concern for
poison ivy, poison oak, or poison sumac? SJS/TEN?
e Any concern for infectious
process?
Care Planning and Self-Management Medication Considerations

e Insurance may not
cover the cost of over-
the-counter strength
hydrocortisone.

e For patients who do not
have access to shower,
consider a treatment
like oral ivermectin over
permethrin for scabies.

Consider ability to adhere to any hygiene routines related to management of
the rash — does the person have access to a shower, laundry facilities and
clean linens? What supports might they need to carry out recommendations?
Consider whether the patient has the ability to self-apply a cream like
permethrin and access to bathroom facilities to wash it off; people may need
help with application, new clothes, and planning for a shower.

Consider the patient’s ability to self-monitor their rash for signs of worsening
or improvement.

Provide education on what steps to take if the rash worsens.

Venous Insufficiency/Venous Ulcers:

Chronic venous insufficiency and associated lower extremity ulcers are a challenging condition for
people experiencing homelessness. Risk factors for venous insufficiency include sitting or standing for
extended periods, lower extremity injuries or blood clots, being sedentary, being overweight, smoking,
and damage to the veins of the legs/phlebitis'? (can occur through trauma or injection drug use).
Existing venous insufficiency may be exacerbated by the amount of time PEH need to spend on their
feet and walking, the frequent need to sleep sitting up, and inadequate rest. People experiencing
homelessness often have difficultly managing venous ulcers due to the need to elevate lower
extremities and manage drainage and frequent dressing changes, as well as the negative impact of
malnutrition on wound healing.

Evidence based guidelines for the diagnosis and management of venous ulcers are available from the
American Academy of Family Physicians. The guidance below highlights key components for the PEH
population.

History Physical Exam Diagnostics/Records
. . o E inati o
Onset and duration of current leg swelling? xamlnfa\'Flon of the I(?wer UItrasou'nd torule O'Ut
. . . . extremities for swelling, deep vein thrombosis
History of deep vein thrombosis or clots in ) .
. hyperpigmentation, e Ultrasound
the lower extremities? . )
. . erythema, pallor, breaks in studies/duplex
Work history, current time spent on feet, . .
o . the skin, wounds, foreign ultrasound to
sleeping in chair vs. bed? . .
. bodies? determine patterns of
Any history of trauma to the lower . .
. o . e Quality of leg swelling (e.g. venous
extremities or injecting into their feet or . . - . 13
legs? unilateral/bilateral, pitting, incompetence
& . . lymphedema)? Venous stasis | e If indicated, wound
Relevant surgical history? .
culture to determine
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versus cellulitis or other
pathologies?

Examination of wound(s) —
quality and quantity of

Current or past venous ulcers or lower
extremity wounds?

Any history of emergency department visits | ®
or hospitalizations related to swelling or

wounds? drainage, signs of acute
Any treatment interventions for swelling infection?
and/or wounds? e Assessment for best wound

care options/need for a
consult?

microbes present/best
antibiotic treatment
course

Care Planning and Self-Management

Medication Considerations

Consider the best way to manage venous insufficiency for the patient: Do they
have the ability to don and doff compression stockings? Do they have any
capacity to elevate their legs during the day or at night? Are they at high risk for
venous ulcers?

For venous ulcers, patients may need frequent assessment and support with
wound care due to potentially heavy drainage and difficulty changing dressings
independently.

Consider providing simple care instructions and basic supplies for changing
dressings in instances that the patient cannot present to the clinic.

If appropriate, dressings that can remain in place for multiple days, such as
Unna’s boot, may be beneficial.

Patients may need a combination of support from clinic and outreach staff to

manage wound care and may need additional specialty care from a wound clinic.

e Consider hydration
status, exposure to
heat/elements, alcohol
use, and cardiac
disease if/when
prescribing diuretics

e Consider ability to
adhere to an antibiotic
regimen/complexity
and frequency of
regimen if/when
prescribing

Neuropathic Ulcers:

Neuropathic ulcers form as a result of peripheral neuropathy in the feet, often in combination with
other factors such as vascular insufficiency, trauma (typically from shoes), and deformity from calluses
and/or edema. Neuropathic ulcers most often occur in people with diabetes but may also occur in
others who have neuropathy of the lower extremities. Neuropathy can result in decreased sensation in
the feet, leading to pressure points, callous formation, and finally skin breakdown*. Neuropathy may
also cause small cuts or abrasions to go unnoticed until they are significant. People experiencing
homelessness are at higher risk for neuropathic ulcers of the feet due to the amount of time spent
walking and standing, poorly fitting or inappropriate footwear, and the inability to inspect and wash feet
and change socks daily. Once present, neuropathic ulcers can be challenging to treat, and if not
managed, can lead to amputations due to the high risk of developing osteomyelitis'’.

Evidence based guidelines for the diagnosis and management of neuropathic and diabetes-related foot
ulcers are available from the American Academy of Family Physicians and the International Working

Group on the Diabetic Foot. The guidance below highlights key components for the PEH population.

History Physical Exam

Diagnostics/Records

History of diabetes, HIV/AIDS, and/or * Examination of feet

vascular insufficiency?

e Blood glucose, HgbAlc
e X-ray of feet
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History of foot wounds/ulcers? e Sensory testing of feet, e.g.

Any current foot numbness, tingling, monofilament testing

burning in feet? e Vascular assessment i.e. pulses,
History of or current lower extremity temperature, capillary refill
edema? e Examination of wound(s) — quality

and quantity of drainage, wound
depth, signs of acute infection,

Fit and condition of current footwear?
Amount of time walking or on feet

daily? wound edges/signs and potential
Ability to change socks/shoes and for healing?
inspect and wash feet daily? e Assessment for best wound care

options/need for a consult?

e Assessment of need for diabetic
shoes and/or off-loading devices
to prevent skin breakdown or
promote healing

If indicated, wound
culture to determine
microbes present/best
antibiotic treatment
course

Records from
emergency
department/hospital,
specialists, or other
studies, such as MRI

Care Planning and Self-Management

Medication Considerations

Support needed to obtain diabetic shoes or off-loading orthotics?

Ability to self-manage and monitor any wounds? Patients may need frequent
assessment and support with wound care due to potential for bone involvement
and difficulty changing dressings independently.

Provide education on signs of worsening wound or infection, when to seek care
in the clinic and/or seek emergency care.

If hospitalization or surgical intervention is needed, educate on what to expect
and provide support prior to, during, and after emergency department or
hospital stay.

Provide education on prevention and basic foot care to prevent worsening or
additional wounds.

Ability to manage diet and diabetes care; support and education around
diabetes management.

Patients may need a combination of support from clinic and outreach staff in
order to manage wound care and may need additional support from a wound
clinic.

Consider best
treatment options to
safely manage blood
glucose

Consider ability to
adhere to an antibiotic
regimen/complexity
and frequency of
regimen if/when
prescribing

Pressure Injuries/Ulcers:

Pressure injuries, or pressure ulcers, are injuries to the skin and underlying tissues due to pressure
related compression and associated ischemia, sometimes in combination with friction or shearing®®.
Pressure ulcers typically occur over bony prominences and in people with limited mobility or
neuropathy. Pressure ulcers can range from shallow injuries to the top layers of skin to deep, full
thickness wounds. Among non-hospitalized PEH who are living in unsheltered locations or in congregate
settings, pressure ulcers are most likely to occur in those who are using wheelchairs. Having an ill-fitting
chair (e.g. a donated or found chair), an inadequate or inappropriate seat cushion, not having
opportunities to get out of the wheelchair, urinary or fecal incontinence, peripheral neuropathy,
vascular insufficiency, and sleeping in the wheelchair are additional risk factors. Like other wounds,
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pressure ulcers can be very difficult to manage while the conditions that led to the pressure ulcer are

ongoing.

Evidence based guidelines for the prevention, diagnosis and management of pressure ulcers are
available from the National Pressure Injury Advisory Panel. The guidance below highlights key

components for the PEH population.

History

Physical Exam

Diagnostics/Records

Use of a wheelchair all or some of the time?
Was the wheelchair fitted for them, or was it
donated, found, or no longer appropriately
sized?

Do they have a gel cushion or other pressure
relieving cushion in the chair, and was it
prescribed or found/donated?

Time or opportunities to get out of the chair?
Do they sleep in the chair at night?

Do they use substances that might decrease
spontaneous movement to offload pressure,
e.g. opioids or benzodiazepines?

Do they have decreased sensation due to
spinal cord injury or peripheral neuropathy?
Do they have a history of pressure ulcers or
shearing injuries?

Do they have a history of or current urinary
or fecal incontinence?

Do they currently have any pain, skin
breakdown, or known wounds?

Examination of skin; if in
a location where skin
cannot be examined (e.g
outside), take a
complete history,
including of the current
reported wound, and
plan for a future
evaluation/obtain
recent records if
possible

Assess for potential
pressure points in the
wheelchair

Assessment for
appropriate pressure
relief cushions, need for
physical therapy
assessment

Assess for decreased
sensation, neuropathy,
and circulation
Assessment for best
wound care
options/need for a
consult

If indicated, wound culture
to determine microbes
present/best antibiotic
treatment course
X-ray/MRI if concern for
osteomyelitis

Any recent hospital or
emergency department
visit records

Any records from wound
care providers

Labs to assess if concern
for bacteremia, nutritional
status, need for
supplementation to
promote healing

Care Planning and Self-Management

Medication Considerations

Ability to off-load pressure from the wound site? This may look like a
wheelchair fit assessment with physical therapy, prescription cushion, or
problem solving around respite care and the ability to get out of the chair at

night.

Patients may need support with accessing physical therapy for a wheelchair
evaluation, wound care specialists or clinics, and may need a combination of
support from outreach and clinic staff to manage wound care.

Consider the best way for the patient to manage their wound care
themselves if they are interested and there is a need for daily dressing

Patients may need
prescriptions and prior
authorization for
nutritional supports like
protein shakes or
supplements

Consider ability to adhere
to an antibiotic
regimen/complexity and

www.nhchc.org

14



https://internationalguideline.com/the-international-guideline
https://nursing.ceconnection.com/ovidfiles/00152192-201803000-00013.pdf

Conditions of the Skin and Subcutaneous Tissue- Adapted Clinical Guidelines 2025

changes. If wheelchair bound, mobility to preform wound care can be
challenging. Consider a wound care plan in which the external/most

frequency of regimen
if/when prescribing

superficial portion of dressings could be changed daily, in consultation witha | ¢ May need to seek consult

wound specialist if needed.

For urinary and fecal incontinence, consider what supports could be put in
place to prevent moisture and further skin breakdown. How could the
patient participate in self-management, e.g. problem solving around
toileting schedule and access to facilities?

Consider nutritional supports to promote healing, if applicable.

with inpatient team for
ongoing antibiotic
treatment if the patient
self-discharges prior to
treatment completion

Surgical Wounds:

Surgical wounds are wounds related to any outpatient or inpatient surgical procedure. Among PEH,
surgical wounds can be challenging to manage post-discharge due to the living conditions of
homelessness and not having a safe place to rest, recover, and care for the wound. Hospital experiences
and discharge planning for PEH who have had a planned or emergency surgery are often impacted by
stigma and lack of knowledge about the challenges people will face after discharge. Stigma and
maltreatment, along with inadequate withdrawal management, also frequently prompt people to self-
discharge following surgery, often before the care team has determined them to be ready or established
a complete discharge plan. Medical respite care is a vital support for PEH who are being discharged with

surgical wounds.

Evidence based guidelines for the prevention and management of surgical wound infections are
available from the American College of Surgeons and Surgical Infection Society. The American College of

Surgeons has also created a patient-oriented Home Skills Kit for Surgical Wounds. The guidance below

highlights key components for the PEH population.

History Physical Exam

Diagnostics/Records

e Examination of surgical
wound for approximation,
signs of infection,
readiness for staple or
stitch removal, etc.

e Examination of any drains
in place — quality of
drainage, signs of

History of current surgery: presenting
symptoms, planned or emergently
completed, any known
complications, e.g. septic joint,
bacteremia, uncontrolled blood
glucose, etc.
Did the person have a planned
discharge or a self-directed discharge ) ) > ) )
infection at insertion site,

following surgery? tient k led ¢
What was the follow-up plan post- patient knowledge o °

surgery? Referrals, follow-up with drain care

surgeon, plan for staple/stitch

removal, drain management, wound °
care appointments or orders?

Does the patient know how to care °

for the wound/how have they been
caring for the wound?
Does the patient smoke?

Wound care orders are needed to
manage surgical wounds and may
need to be obtained directly from
the hospital if someone has self-
discharged from inpatient care
Information on the nature of the
surgery, any drains placed, etc. is
needed to safely provide follow-
up care, manage drains, etc.

Any other recent hospital or
emergency department visit
records

Any records from wound care or
specialty providers involved

Labs to assess nutritional status,
need for supplementation to
promote healing
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Nutritional status?
Ability to self-manage the wound?

Care Planning and Self-Management

Medication Considerations

Use records and contact with hospital staff to determine the best
course of action for any remaining staples, stitches, or drains.
Educate the patient on wound care instructions and self-management
of surgical wounds, signs and symptoms to watch out for.

Facilitate follow up care with surgical providers as directed by
discharge instructions.

Assist with obtaining wound care supplies and identify a plan for safe
storage.

Patients with durable medical equipment, such as a wound vac, will
need support with home care; identifying the home care provider and
facilitating communication and the initial visit is vital.

Consider medical respite care for surgical patients. Planning is best
done prior to admission for surgery if possible.

Discharge medications may need
to be identified and located if they
were sent to a hospital or outside
pharmacy not typically used by
the patient

Discharge medications may not be
covered and HCH providers may
need to determine a comparable,
covered medication or product, in
consultation with surgical
providers if possible

Exposure Injuries:

Due to increased exposure to the elements resulting from lack of housing and safe shelter, PEH are at
higher risk than the general population for frostbite and other cold injuries as well as heat and sun
exposure related injuries. PEH are also at higher risk of having amputations following frostbite injuries,
are more likely to self-discharge from hospital settings after treatment for frostbite and are less likely to
be discharged with supportive care and follow-up after a frost bite diagnosis®. A 2018 US study that
drew upon national hospital data from the Health Care Cost and Utilization Project also found that being
Black was independently associated with higher rates of amputation on primary admission for frostbite.
History of mental illness and substance use were also associated with higher rates of amputation and
poorer frostbite outcomes!®. Prompt, appropriate care and follow-up are essential to preventing the
worst outcomes of exposure injuries, as are education and support for those at increased risk of first

time or repeat injuries.

Evidence based guidelines for the prevention, diagnosis and management of cold weather injuries are
available from the American Academy of Family Physicians, and guidelines for responding to heat
related illnesses are available from the Centers for Disease Control. The guidance below highlights key

components for the PEH population.

History

Physical Exam

Diagnostics/Records

Current living conditions: staying outside at night, time
spent outside during the day, ability to get warm/cool off
as needed or rest inside?

Appropriate footwear, gloves, hat, coat? Ability to change
clothes and dry off if wet?

e Examination of
any at risk or
damaged skin

e Assess for
evidence of

e Any records from
recent emergency
department visits or
hospital stays,
including follow-up
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e Ability to shelter from the sun, clothing or hat to cover frost bite,
exposed skin? wet/dry

e History of frostbite or other cold injuries (frost nip, gangrene,
immersion foot)? other signs of

e Current or recent cold injury — skin damage, blisters, infection

blackened skin?

e Current or recent severe sunburn — blistered skin, any
infection?

e Ability to remain in shelter/hospital/other safe and warm
location, in particular in cases of frostbite, to prevent re-
freezing?

instructions or any
specialty appointments
Labs to assess
nutritional status, need
for supplementation to
promote healing

Care Planning and Self-Management

Medication Considerations

e Education and support for prevention, especially for those at high risk due to
duration of exposure during a typical day and/or a history of cold injuries. This
would include both knowledge about how to protect oneself but also cold
weather clothing/shoes and advocacy for access to warming or day centers,
remaining in shelter during the day, etc.

e For cold injuries, provide education and support to promote slow and safe re-
warming and to prevent re-freezing. Educate patients not to rub any damaged
skin and to use tepid or warm water for rewarming. Patients with the potential
for continued exposure to cold need a plan to protect damaged skin.

e For significant frost bite injuries, hospitalization, medical respite, and specialty
care may be necessary for ongoing treatment and recovery.

e Dry gangrene should be assessed and monitored; any concern for wet gangrene
needs immediate intervention.

e Plan for nutritional support and adequate hydration for those at high risk of
exposure injuries.

e Educate on the risk of alcohol use and how to manage hydration needs and
protect from heat and cold while drinking alcohol, especially when drinking
outdoors.

e Support patients who may be outdoors for extended periods and experience a
decreased sense of cold or heat due to substance use. These patients may want
to plan to use a buddy system for safety or chose to sit in a sheltered or indoor
location if possible.

Patients may need
prior authorization for
prescriptions and
nutritional supports
like protein shakes or
supplements

Immersion Foot:

Immersion foot can also be classified as an exposure injury. PEH are at increased risk for experiencing
immersion foot, which can occur at any temperature in the presence of excessive, prolonged exposure
of the feet to moisture, due to the realities of experiencing homelessness. Prevention, prompt
recognition, and treatment of immersion foot can prevent the most severe consequences of this

condition, including development of gangrene and amputations.

Evidence based guidelines for the prevention, diagnosis and management of cold weather injuries,
including immersion foot, are available from the American Academy of Family Physicians. The guidance

below highlights key components for the PEH population.
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History Physical Exam

Diagnostics/Records

e Examine both feet for
any evidence of
immersion foot,
especially if there has
been recent wet or
snowy weather.

e Assess for evidence of
gangrene, other signs
of infection

Current living conditions: staying outside at night,
time spent outside during the day, ability to get
warm/cool off as needed or rest inside?
Appropriate footwear? Ability to change socks and
shoes and dry off if wet?

History of immersion foot or other cold injuries
(frost nip, frost bite)?

Current or recent cold injury — skin damage, blisters,
blackened skin?

Current or recent immersion foot?

Any numbness or foot pain, difficulty walking?
Recent wet weather/increased risk?

e Assess for severity to
determine the proper
treatment course

Any records from
recent emergency
department visits or
hospital stays,
including follow-up
instructions or any
specialty
appointments.

Any records from
podiatry or wound
care specialty visits

Care Planning and Self-Management

Medication Considerations

For people with signs of immersion foot, clinicians and service providers should
support them with drying their feet and replacing wet socks and footwear.

Wet shoes can be stuffed with dry newspaper to speed drying.

Patients should be encouraged to take off shoes and socks at night if possible.
Patients with signs of immersion foot will need to monitor their feet for signs of
worsening and/or infection and should try to stay off their feet if possible as they
recover; again, respite is an important resource.

For acute immersion foot, do not apply emollient lotions to the feet.

For general foot care and prevention, do not apply lotion between the toes and
make sure to dry between the toes.

Severe immersion foot, with significant edema, tissue damage, or any signs of
infection — especially gangrene — will likely need emergency intervention in a
hospital setting.

Patients with a history of immersion foot will need to take precautions in the
future as they will be at higher risk of future moisture related damage and
reoccurrence of immersion foot

Discharge medications
may need to be
identified and located
if they were sent to a
hospital or outside
pharmacy not typically
used by the patient
Discharge medications
may not be covered
and HCH providers
may need to
determine a
comparable, covered
medication or product,
or complete a prior
authorization

Cellulitis:

Cellulitis can co-occur with and is secondary to many other conditions and health behaviors. Increased
risk is seen in conjunction with peripheral vascular disease and related edema, lymphedema, diabetic
neuropathy, exposure to the elements, breaks in the skin, lack of access to hygiene/bathing facilities,
and injection drug use. Education, early intervention, and promoting self-monitoring and management
are keys to successfully treating cellulitis in PEH. As with other skin conditions, medical respite can be a

vital support in treatment and management.

Evidence based guidelines for the prevention, diagnosis and management of skin and soft tissue
infections are available from the Infectious Disease Society of America. The guidance below highlights

key components for the PEH population.
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History

Physical Exam

Diagnostics/Records

e History of presenting
symptoms: onset, course,
worsening versus
improving, any fevers or
other systemic symptoms

e Any injuries or insults to
the area?

e Any visits to the emergency
department or any
hospitalizations?

e Any recent treatment for
this or other skin
infections?

e [f antibiotics were
previously prescribed, how
was the medication taken
and was the course
completed?

e Anyinjecting in or around
the area of symptoms and
products injected?

Assess for extent of erythema and
consider marking erythema
margins so the patient and
providers can monitor for spread.
As noted in the introduction, PEH
can be at increased risk of group A
strep skin infections (GAS)*°.
Consider GAS infection,
particularly if pain is outsized
compared to presentation.

Assess for rapid progression,
presence of blisters or any
necrotic tissue.

Assess for systemic involvement —
fever, hypotension, tachycardia
Assess for need for emergent
versus outpatient management

Any records from recent
emergency department visits
or hospital stays, including
follow-up instructions or any
specialty appointments

Any records regarding recent
treatment of cellulitis,
especially if the cellulitis is
recurring in the same area,
antibiotics if used

Care Planning and Self-Management

Medication Considerations

emergency care

patient

e Provide education on how to monitor the area for worsening and
what symptoms warrant returning to the clinic or seeking

e Provide education on wound care and hygiene measures to support
healing, taking into consideration the facilities available to the

e Consider respite for those who do not have access to rest, hygiene,
or limited ability to manage the necessary antibiotic regimen.
e Provide education on any medication regimen prescribed

Consider ability to adhere to
an antibiotic
regimen/complexity and
frequency of regimen if/when
prescribing

Discharge medications may
need to be identified and
located if they were sent to a
hospital or outside pharmacy
not typically used by the
patient

Discharge medications may
not be covered and HCH
providers may need to
determine a comparable,
covered medication or
product, or complete a prior
authorization

If patients have self-
discharged from the hospital,
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HCH providers may need to
contact the treating team to
determine an outpatient
regimen that is appropriate
based on in-hospital findings

Abscesses/Traumatic Wounds:

Abscesses and traumatic wounds can have multiple causes ranging from accidental injuries and falls, to
pedestrian-motor vehicle accidents, to injection related infections. As with other skin conditions,
managing significant wounds is very difficult for people who are experiencing homelessness and do not
have a stable place to stay, facilities to maintain hygiene, or complete wound care. For people who are
using drugs, getting care for a wound can be complicated by stigma faced upon presentation to health
care settings and justified fears of absent or undertreatment of withdrawal symptoms. Care for people
who use drugs via injection can also be complicated by a lack of viable places to inject and repeated

injection into or around a wound.

History

Physical Exam

Diagnostics/Records

e History of current wound: known
cause, onset, course, worsening
versus improving, any fevers or other
systemic symptoms.

e Any injuries or insults to the area —
trauma, injury, or injection?

e Any visits to the emergency
department or any hospitalizations
related to the wound?

e Any recent treatment for this or
other skin infections?

e Are they injecting in or around the
wound and what products are being
injected?

e Any history of injecting products that
include xylazine (“trang”)?

e Tdap vaccination history, need for
booster?

Wound appearance,
drainage, presence of
slough, eschar/necrotic
tissue

Quality of surrounding
tissue, speed of spread, any
tendon/deep tissue
involvement

Assess for rapid
progression, presence of
blisters or any necrotic
tissue

Assess for systemic
involvement — fever,
hypotension, tachycardia
Assess for need for
emergent versus
outpatient management

For patients who self-
discharge from the hospital
or emergency department,
work with the ED or
inpatient team to find out
what labs or diagnostics
were completed and what
might be a comparable
oral regimen if intravenous
treatment was preferred,
even as a short-term
measure while the patient
prepares to return to the
hospital

If indicated, wound culture
to determine microbes
present/best antibiotic
treatment course

Any records from wound
care or specialty providers

Care Planning and Self-Management

Medication Considerations
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Educate patients not to use cytotoxic agents on wounds unless
specifically prescribed. For example, iodine, rubbing alcohol, and
peroxide should not be used on open wounds/skin.

Educate patients not to pick at wounds and not to attempt an incision
and drainage on their own in the community.

Educate patients to not inject directly into or around wounds of any
kind, including injection related abscesses. For those who plan to
continue injecting into wounds, consider dressings that can be easily
removed and replaced to help facilitate keeping the wounds covered as
much as possible, for example use of stretch net or tubular stretch
bandage that patients can easily remove and replace.

If prescribing wound care, favor regimens that can be changed every
other day over regimens that need daily dressing changes.

Chose regimens that can be completed by the patient with minimal to
no assistance, if possible.

Some patients with significant purulent wounds or fluid collections may
need intravenous antibiotics and/or surgical debridement. Counsel
patients on the reason for presentation to the hospital and what you
hope they will be able to do there, e.g. get an x-ray of an affected foot
or receive intravenous antibiotics if determined to be necessary.

Consider ability to adhere
to an antibiotic
regimen/complexity and
frequency of regimen
if/when prescribing
Discharge medications may
need to be identified and
located if they were sent to
a hospital or outside
pharmacy not typically
used by the patient
Discharge medications may
not be covered and HCH
providers may need to
determine a comparable,
covered medication or
product, in consultation
with surgical providers if
possible

If patients have self-
discharged from the
hospital, HCH providers
may need to contact the
treating team to determine
an outpatient regimen that
is appropriate based on in-
hospital findings

Site-Specific Considerations

Street/Ovutreach Settings:

e Consider safety and the client’s ability to follow-up when planning and carrying out medical care in
outreach settings. For example, abscess care, like incision and drainage, should include teaching on
how to follow-up for urgent needs or complications and should consider the site and severity of the
wound before proceeding.

e Consider emergency evaluation for newly presenting wounds with significant necrosis, swelling, full
appendage (hand, foot) or limb involvement, or exposed tendon/bone, especially in setting of any
fever/chills.

e For wound care in street/outreach settings, cleaning a wound and covering with a dry dressing is an
appropriate intervention, even for complex wounds, as planning is taking place with the client and
other providers. Do not use specialty dressings if not indicated or if indication for dressing is not
known, as this may cause tissue damage or impact healing.
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e [tisimportant to have a follow-up plan with patients seen in outreach, as well as a plan for that
person to access emergency or other services if they are not able to connect back to outreach as
planned.

e Utilize other resources that are available, e.g. primary care, wound care clinics, emergency
departments and provide appropriate education and support for people to access these settings.

e  Work with wound/home care to support home care clinicians accessing shelters or other congregate
settings. Home care agencies may also need support with accessing clients living in permanent
supportive housing, especially if they do not have regular access to a phone.

e Basic supplies to keep on hand for wound care needs: Normal saline, sterile abdominal dressings
(ABD), sterile gauze, sterile non-adherent dressings, roll gauze/fluff dressing, antibiotic ointment,
and tape.

Medical Respite:

Consider the following when managing skin conditions and wounds in a respite setting:

e Medical respite settings may be a helpful setting for individuals with complex wounds to receive
appropriate wound care, access to food, and a place to rest. Especially for individuals who have had
frequent hospitalizations for recurring or poor healing wounds, medical respite may provide an
opportunity for long term wound healing.

e Follow discharge wound care instructions from inpatient providers. If the instructions are too
complex for the patient to take over on their own, seek consultation or order changes prior to
discharge.

e Use only appropriate or prescribed dressings for wound care. Do not use specialty dressings if not
indicated or if indication for dressing is not known, as this may cause tissue damage or impact
healing.

e Seek consultation with the discharging provider, wound care or vascular specialist for:

o Heavy or increased wound drainage
o Foul odor from wound (odor from the wound itself, not from the removed dressing)
o Increasing wound size despite following wound care instructions
o Wound not healing/progressing after 4 weeks of following wound care instructions
o If the wound heals but reoccurs without new injury/trauma
e Seek immediate, emergency evaluation for the following:
o Systemic symptoms — fever, chills, hypotension, change in mental status
o Rapidly worsening wound, especially if the wound had been stable at admission
o Pain that is severe and/or disproportionate to wound appearance. For pain that is
disproportionate to presentation, consider necrotizing fasciitis

e Basic supplies to keep on hand for wound care needs:

o Normal saline, sterile abdominal dressings (ABD), sterile gauze, sterile non-adherent
dressings, roll gauze/fluff dressing, antibiotic ointment, and tape
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Health Center:

e |f patients have ongoing wound care needs and can come to the health center setting for wound
care, consider creating a wound care plan that includes clinic visits (as possible), outreach visits,
and/or home care.

e Support outreach-based patients with coming into the clinic for lab work and complex wound care,
including incision and drainage or dressing changes of large or difficult to access wounds.

e Health center staff should work to meet as many needs as possible while a patient is present in the
clinic, e.g. medical care, lab work, behavioral health support, and nutritional assessment and
support, if available.

e The health center can be a hub for care coordination and support the need for specialty consults
with wound care or infectious disease providers.

e Consider keeping basic supplies on hand for wound care needs while prescribed wound care
supplies are being ordered/delivered. Supplies to keep on hand include:

o Normal saline, sterile abdominal dressings (ABD), sterile gauze, sterile non-adherent
dressings, roll gauze/fluff dressing, antibiotic ointment, and tape.

Additional Resources

e NHCHC course: Do No Harm Wound Care — Information and Interventions for Non-Clinicians

e Healing Hands Publication on wound care for HCH providers: healinghands-wound-care-web-
ready.pdf (nhchc.org)

e Additional wound care courses: https://catalog.pesi.com/category/wound-skin-care

Special Thanks: Thank you to the clinicians who reviewed and provided feedback on these
Guidelines: Lydia Williams, FNP-BC, CRNP, CWOCN

Suggested citation: National Health Care for the Homeless Council. (2025). Conditions of the
skin and subcutaneous tissue: Adapted clinical guidelines for HCH
providers. National Health Care for the Homeless Council. URL
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