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Abstract

:

The ED is often the first and sometimes the only place where people experiencing homelessness seek medical assistance. While access to primary healthcare is a preferable and more cost-effective alternative to ED, for many reasons, people experiencing homelessness are much less likely to have a regular General Practitioner compared to those living in stable accommodation. Drawing on a growing body of emergency care and homelessness literature and practice, we have synthesised four potential interventions to optimise access to care when people experiencing homelessness present to an ED. Although EDs are in no way responsible for resolving the complex health and social issues of their local homeless population, they are a common contact point and therefore present an opportunity to improve access to healthcare.
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1. Introduction


In many developed countries, emergency departments are the frontline health providers for people experiencing homelessness. People experiencing homelessness have vastly higher mortality and morbidity rates compared with people who are housed [1] and a sobering three-decade gap in average life expectancy [2,3,4]. Disparities are also evident in patterns of healthcare access and use, with people experiencing homelessness being less likely to access preventive and primary healthcare services [5,6], which in turn contributes to higher rates of hospital use, including emergency departments.



Poor health is both a driver and a consequence of homelessness [7], and the enormous health inequalities experienced by people who are homeless are inextricably bound to the cumulative effect of social and structural disadvantages, collectively referred to as the social determinants of health [8,9]. These include poverty, financial insecurity, unsafe living conditions, insecure food availability, poor education and health literacy, unemployment, and the lack of social support [7]. This is very often layered with traumatic early life experiences [10], which are significant predictors of poor health outcomes and premature death [11]. Collectively, these factors fuel a vicious cycle of marginalisation and social disadvantage that are enormously deleterious to health [12]. In day-to-day survival mode on the streets, healthcare is often a low priority [5]. When people experiencing homelessness do access healthcare, they commonly experience stigma and discrimination [13], which further contribute to their ongoing disadvantage [10].



Upstream, reducing health inequalities associated with homelessness requires these and other social determinants to be addressed and prevented. More immediately, the most effective way to improve the health of people experiencing homelessness is, quite simply, to end their homelessness [12,14], with safe, stable, and affordable housing coupled with support services to keep them housed and by engaging them in regular, affordable healthcare in the primary care setting. Clearly, this is not within the remit of emergency department (ED) or hospital services and constitutes a problem for the whole of society and the whole of government. However, given this population’s high levels of hospital healthcare use, accessed via the ED [15], there is value in recognising that the ED is a major point of contact at which homelessness can be identified and interventions signposted or delivered.




2. Emergency Departments at the Frontline of Homeless Healthcare


The ED is often the first and sometimes the only place where people experiencing homelessness seek medical assistance [14,15,16]. Their ED presentations are often at later stages of an illness or injury or associated with acute complications of chronic diseases because they have not accessed earlier or preventive care due to practical, social, and financial barriers [17,18]. While access to primary healthcare is a preferable and a more cost-effective alternative to the ED, people experiencing homelessness are much less likely to have a regular General Practitioner compared to those living in stable accommodation [6,19].



Homelessness is strongly associated with a greater likelihood and frequency of ED visits, and this has significant capacity and cost implications for hospitals and healthcare systems [15,20,21,22]. Homelessness is also a consistent predictive factor for re-presentations to hospitals, a metric that is monitored as a healthcare performance indicator in many countries [21,22,23]. In one US study, for example, homeless patients were seven times more likely to return to the ED within 30 days [21], while in an Australian study, 43% of homeless patients reattended ED within 28 days [22]. ED presentations for this population are also more likely to lead to unplanned admissions, with a longer and hence more costly length of stay than the general population [22,24].



Frequent ED presentation and re-presentation by patients experiencing homelessness puts pressure on ED capacity and has an enormous price tag for the health system [21,24]. It is not surprising therefore, that people experiencing homelessness often present to ED with health issues that have escalated due to barriers to accessing far lower cost primary care and prevention [8,25]. Complex intersecting needs further complicate the ED presentations of people experiencing homelessness—these commonly include combinations of acute and chronic health issues, mental health, and substance use issues, along with significant social concerns which, obviously, include the lack of a safe place to stay.



Multimorbidity is ubiquitous in this population [26,27], making even simple medical issues difficult to manage. It is therefore unsurprising that a recent UK study reported that one-third of the premature deaths among people experiencing homelessness were attributed to health conditions that were preventable or treatable by standard medical care [2].



There is considerable tension between the complex needs of patients experiencing homelessness and the significant demands on busy EDs. From a patient perspective, a recent US study looking at ways to improve the care of homeless patients in the ED [28] reported that people often perceived that only their immediate medical issues were addressed, leaving them to be discharged back into homelessness without adequate consideration of wider underlying health conditions and social context [28]. As noted in a recent systematic review by Vohra et al. [15], the ED is an urgent care and resource-intensive environment, and it is challenging in this setting to care for patients with a multitude of diagnosed and undiagnosed health conditions, compounded by poor social circumstances. The COVID-19 pandemic has further added extraordinary pressure on strained hospital services, including EDs [29,30].



Nonetheless, despite ongoing and substantial demands on EDs and hospitals, it is rational and reasonable to reconsider the role of the ED in improving healthcare access for people experiencing homelessness. This is congruent with other emerging ED-demand-reduction initiatives that focus on identifying frequently presenting ED patient cohorts or those with specialist needs, such as mental health diversionary pathways [31] or geriatric assessment teams [32]. Indeed, a common issue seen in frequent ED presenters is multi-faceted problems that could often be more effectively addressed through long-term, community-based resources and supports rather than by EDs or hospitals. Indeed, it is often deficits in wider community-based systems or constraints on their capacity that drive recurrent ED presentations [12].




3. Recognising and Responding to Homelessness in the ED


Drawing on a growing body of emergency care and homelessness literature and practice, we have synthesised here some of the recognised and potential intervention touchpoints when people experiencing homelessness present to an ED. It is worth noting from the outset the potential applicability of many of these touchpoints across the broader hospital context.



3.1. Touchpoint 1: Waiting Environment


With few exceptions, hospital visits by people experiencing homelessness are via the ED, and planned or elective admissions are less common. Although EDs have the advantages of 24/7 access and free care at the point of delivery, they are a challenging environment for people experiencing homelessness. Given the high prevalence of trauma, substance use, anxiety, and other mental health conditions, it is not surprising that long waits, waiting amongst other people, or even the waiting area environment itself can contribute to agitation, anxiety, or premature departure from the ED. Therefore, people who are homeless are much more likely to leave the ED before being clinically assessed; one recent study found that almost one in five (18%) homeless patients left the ED prior to assessment [33]. Discharging themselves prior to completion of treatment is also more prevalent in this population than in others [34], and they often reattend later [22].



Stigma and judgment by others are often perceived by people with a lived experience of homelessness when they reflect on their ED experiences [35]. While there is often limited scope to alter the physical environment within the ED waiting area or triage process, attention given to providing a psychologically safe and trauma-informed environment can benefit many patients who are waiting to be seen, not only those who are homeless. Strategies to enhance psychological safety in the ED include ensuring privacy and safety from potential perpetrators in relation to domestic violence, and staff education to enhance confidence in providing trauma-informed care [36]. There may also be opportunities to support people experiencing homelessness while they are waiting to be assessed by a medical practitioner or nurse practitioner. This might include conducting some form of pre-screening assessment that identifies social support needs and then making early referrals to social workers and other specialist support services in the community, such as housing.




3.2. Touchpoint 2: Identifying Homelessness among Patients


International and Australian studies have shown that the prevalence of homelessness is under-recognised in hospital administrative data [15,22] and under-recognised by staff [28]. The identification of homelessness in ED is typically poor: for example, in a 2019 Australian study, specific screening for homelessness found that only 34% of instances of homelessness had been correctly identified in routine hospital administrative data [22]. Non-disclosure of homelessness due to fears of stigma or judgment (e.g., “trying to get a bed for the night”) is one potential contributing factor. Avoiding disclosure of homelessness by providing the address of emergency or shelter accommodation or a previous domicile is also common [15]. The way people are asked about homelessness is also important, however—neutral questions such as “do you have a safe place to sleep tonight?” can sufficiently identify homelessness and provides therefore an opportunity to offer referrals to appropriate support and housing services [37]. One option is that this information is gathered as part of the triage or administrative clerking so that it is routinely recognised at the start of the ED evaluation process. Ideally, a “social vulnerability” alert would be raised, either as an electronic flag or sticker on the ED notes. Another approach about to be trialled in several ED settings in Australia [19] combines screening for homelessness with an assessment of health-related vulnerability (burden of injury/illness combined with ability to access healthcare), with a decision assistance guide that informs clinicians decision making in case management, referrals, and on-ward care.



Screening for homelessness in EDs has been found to be acceptable for this population as long as privacy is respected [38]. For example, in a study that screened for the not unrelated issue of food insecurity, patients preferred to complete screening questions privately on a computer tablet over a verbal interview [39]. Lengthy screening tools can be burdensome in a busy ED context, and brief screening questions prevent disrupting the ED workflow but need to be evidence-based [40]. Recently a two-item self-rated questionnaire has been trialled and found to have acceptable sensitivity [41]. As screening for health risks or social factors may be perceived by patients as stigmatising, it is critical that any screening in an ED is performed in a non-judgmental way and avoids any risk of a negative experience for patients or staff [40]. It is imperative that there are existing systems to ensure that patients have adequate follow-up. Given these requirements, it is likely that a local screening system may need to be created that can service the ED population most appropriately. Improving the identification of homelessness in EDs, either by routine or targeted screening, is worthwhile for several reasons. Firstly, knowing a patient is homeless has important implications for emergency care, particularly for gauging the need for further medical assessments, suitability of treatment options, understanding the likelihood of treatment compliance, and making realistic and practical discharge plans [42]. Secondly, quantifying the true number of homeless patients in the ED is highly salient in establishing the frequency and impact of presentations on service provision, with a view to reducing the demand on EDs and ambulance wait times.



Thirdly, enumerating the prevalence of homelessness in EDs and hospital administrative data can bolster arguments for targeted specialist homelessness intervention, such as the Pathway model of a dedicated Homeless Team [43], which has been established in at least 14 public hospitals in the UK to date (pathway.org.uk). While the Homeless Team model varies between hospitals and is adapted to the local context, a key element is the hospital ‘in-reach’ of primary care and community-based homelessness expertise, working at the bedside with homeless patients in hospital, in the ED and in wards. Such teams comprise various combinations of staff, including Homelessness Medicine GP practices (GP, Nurse) and community homelessness organisations such as support and accommodation providers. This model has been adapted in Perth, Western Australia, with a dedicated Homeless Team with a GP, Nurse, and homelessness case worker in-reach on a daily basis to a large inner city hospital with a high (>5%) ED caseload of homeless patients (Royal Perth Hospital) [44]. Specialist homelessness services are also embedded in St. Vincent’s inner city public hospitals in Melbourne [45] and Sydney [46]. Beyond the demonstrated benefits of such hospital-based homelessness teams for patient care and reducing hospital utilisation [24,47,48,49,50], it also means that screening for homelessness feels less futile for ED staff because there is a specialist team to call when people experiencing homelessness are identified [16,24]. Having such a specialised service available in the hospital is of substantial benefit to work-pressured ED and other hospital staff and signals that homelessness is amenable to intervention [16].




3.3. Touchpoint 3: Linking People Experiencing Homelessness to Community Health, Housing, and Social Services


While a busy ED is unlikely to identify all health and psychosocial issues underlying the presentation of a homeless individual, there are opportunities to start this process in an ED visit or associated inpatient admission. Within the hospital, this could include referral to a social worker to address issues such as loss of ID, which can preclude access to accommodation or welfare benefits, or access to Family and Domestic Violence supports or refuge. Other examples of linkages that can be made within the health system include referrals to other healthcare providers for assessments or management of chronic issues, including medical and nursing or allied health specialists. It can also involve connecting people to important community services that may be able to organise and assess eligibility for sustained supports (such as disability benefits or housing support). These interventions can make a significant difference to this marginalised population, which often struggles with the bureaucratic processes required to receive the assistance needed to lift them out of their homelessness situation [42].



Identifying whether patients experiencing homelessness have a regular GP is important for continuity of care, as people experiencing homelessness are less likely to have a regular GP or to be engaged with primary care, yet paradoxically, have disproportionately high rates of chronic health conditions that are best prevented and managed outside of the hospital system [27]. However, there are few GPs with experience in Homelessness Medicine or with a willingness to take on homeless patients and provide no-cost consultations. This is an enormous barrier to the continuity of healthcare for this population group and pushes people experiencing homelessness towards ED presentations with the resultant problems for ED discharge planning and post-hospital follow up.



Last, but by no means least, is the importance of linkages to housing services, as long-term stable housing is quite literally the single most effective health intervention for people experiencing homelessness. Referring a patient to a housing service or Housing First program that can support them in accessing stable housing is a legitimate health intervention, as once housed, the likelihood of recurrent hospital use is reduced [44,51].



Critically, however, there has to actually be a sufficient supply of housing and accommodation available in the community, and this is a sticking point in ending homelessness in many cities and towns around the world. As noted recently by ED Physician Dr. Amanda Stafford, “governments are shooting themselves in the foot because by underspending on social basics like housing and support services, they end up overspending massively on more expensive healthcare” [12]. This speaks to the important advocacy role that hospital physicians have played in the literature and policy discourse as wider advocates for housing and support services, as well as the imperative to address socially determined drivers of both homelessness and health inequity [12,14,42].




3.4. Touchpoint 4: Discharge Planning


Discharge planning in the ED has an enormous impact on the effectiveness of the healthcare treatment provided in hospital, and on the likelihood of homeless patients returning to the ED in the near future [21,52]. Yet, the barriers posed by homelessness in relation to discharge are numerous. Where is a patient discharged to if they do not have a home? How are rest and recuperation possible? How can medications be safely stored or wound dressings kept clean? How can people be contacted for follow-up outpatient care or referrals without an address or a phone [53,54]?



Many pathways of care outside of EDs and hospital wards assume patients all have a supportive home environment where they can complete their treatment or recovery. Recognising the homeless status of patients in EDs thus allows for early referrals to social work and other supports within the hospital, as well as discharge planning, which incorporates links to homelessness and other support services [22,44,54]. Improved discharge planning for homeless patients reduces treatment failure, the likelihood of return visits to ED, and the need for subsequent hospital re-admission.



The ideal discharge option for hospitals with big local street sleeping populations, such as large inner-city hospitals, is a Medical Respite Centre (MRC); a supportive recovery environment can provide follow-up healthcare as well as social supports, including connecting people to housing or other accommodation. Having a medical respite option enables the safe and timely discharge of homeless patients, at a significantly cheaper cost per day than a hospital bed or repeated ED presentations [55,56]. Originating in the US, there are now over 120 respite centres for the homeless there, and now three in Australia, two affiliated with St Vincent’s Hospitals in Melbourne [55] and Sydney [57], and most recently, a 20-bed facility in Perth, Western Australia that has around the clock medical care on-site [58]. Evaluations of MRCs have shown substantial reductions in ED presentations and unplanned admissions by people experiencing homelessness [59]; hence a strong economic rationale, as well as a humane solution to avert discharges back to the street.



In the absence of an MRC, other pragmatic discharge interventions that hospitals can offer such as using brokerage money to provide short-stay accommodation post discharge or funding transport costs to return to family. The work of the Royal Perth Hospital Homeless Team has shown that this reduces the likelihood of recurrent hospital use [54]. The distribution of basic mobile phones to homeless patients in the ED allows them to be contacted for follow-up appointments and is a cheap way to improve outcomes [60].





4. Conclusions


The relationship between homelessness, health, and hospital use has often been described as a revolving door. Ultimately, the solutions to improving the health of people experiencing homelessness are anchored in social, economic, and structural factors beyond the remit of hospitals alone. Clearly, emergency departments are not responsible for resolving the complex health and social issues of their local homeless population, but the ED is the most common point of healthcare contact for many of the most vulnerable and marginalised people in our society. Given the frequency with which people experiencing homelessness present to EDs, we have presented here four ED touchpoints that hold the potential to improve healthcare access and outcomes for people experiencing homelessness. All are possible within the existing ED context, spanning the initial triage and waiting environment; the identification of homelessness among patients; linkages to other supports within the hospital and to housing, support and primary care services in the community; and considerations for discharge planning. Hospital collaborations with local community homelessness services and the introduction of evidence-based interventions such as the Pathway model of hospital homeless teams can further help to slow the revolving hospital door associated with homelessness.







Author Contributions


Conceptualisation, J.C., A.S., J.H. and L.W. Resources, J.C., A.S., J.H. and L.W; writing—original draft preparation, J.C., A.S., J.H. and L.W.; writing—review and editing, J.C., A.S., J.H. and L.W. All authors have read and agreed to the published version of the manuscript.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



Aldridge, R.W.; Story, A.; Hwang, S.W.; Nordentoft, M.; Luchenski, S.A.; Hartwell, G.; Tweed, E.J.; Lewer, D.; Katikireddi, S.V.; Hayward, A.C. Morbidity and mortality in homeless individuals, prisoners, sex workers, and individuals with substance use disorders in high-income countries: A systematic review and meta-analysis. Lancet 2018, 391, 241–250. [Google Scholar] [CrossRef] [PubMed]

	



Aldridge, R.W.; Menezes, D.; Lewer, D.; Cornes, M.; Evans, H.; Blackburn, R.M.; Byng, R.; Clark, M.; Denaxas, S.; Fuller, J.; et al. Causes of death among homeless people: A population-based cross-sectional study of linked hospitalisation and mortality data in England. [version 1; peer review: 2 approved]. Wellcome Open Res. 2019, 4, 49. [Google Scholar] [CrossRef] [PubMed]

	



Pearson, D.; Vallesi, S.; Wood, L. Dying homeless in Australia: We must measure it better. Parity 2021, 34, 13–15. [Google Scholar]

	



Wood, L.; Vallesi, S. Deaths Among People Experiencing Homelessness: Each One, a Life. Parity 2021, 34, 31–34. [Google Scholar]

	



Davies, A.; Wood, L. Homeless health care: Meeting the challenges of providing primary care. Med. J. Aust. 2018, 209, 230–234. [Google Scholar] [CrossRef] [PubMed]

	



Elwell-Sutton, T.; Fok, J.; Albanese, F.; Mathie, H.; Holland, R. Factors associated with access to care and healthcare utilization in the homeless population of England. J. Public Health 2017, 39, 26–33. [Google Scholar] [CrossRef]

	



Marmot, M. Inclusion health: Addressing the causes of the causes. Lancet 2018, 391, 186–188. [Google Scholar] [CrossRef]

	



Stafford, A.; Wood, L. Tackling Health Disparities for People Who Are Homeless? Start with Social Determinants. Int. J. Environ. Res. Public Health 2017, 14, 1535. [Google Scholar] [CrossRef]

	



Linton, K.F.; Shafer, M.S. Factors associated with the health service utilization of unsheltered, chronically homeless adults. Soc. Work Public Health 2014, 29, 73–80. [Google Scholar] [CrossRef]

	



Rolfe, S.; Garnham, L.; Godwin, J.; Anderson, I.; Seaman, P.; Donaldson, C. Housing as a social determinant of health and wellbeing: Developing an empirically-informed realist theoretical framework. BMC Public Health 2020, 20, 1138. [Google Scholar] [CrossRef]

	



Yu, J.; Patel, R.A.; Haynie, D.L.; Vidal-Ribas, P.; Govender, T.; Sundaram, R.; Gilman, S.E. Adverse childhood experiences and premature mortality through mid-adulthood: A five-decade prospective study. Lancet Reg. Health—Am. 2022, 15, 100349. [Google Scholar] [CrossRef] [PubMed]

	



Stafford, A. Socially Marginalised Populations and Their Health: Busting Myths and Shifting the Paradigm. Parity 2021, 34, 25–27. [Google Scholar]

	



Becker, J.N.; Foli, K.J. Health-seeking behaviours in the homeless population: A concept analysis. Health Soc. Care Community 2022, 30, e278–e286. [Google Scholar] [CrossRef]

	



Doran, K.M. Commentary: How Can Emergency Departments Help End Homelessness? A Challenge to Social Emergency Medicine. Ann. Emerg. Med. 2019, 74, S41–S44. [Google Scholar] [CrossRef] [PubMed]

	



Vohra, N.; Paudyal, V.; Price, M.J. Homelessness and the use of Emergency Department as a source of healthcare: A systematic review. Int. J. Emerg. Med. 2022, 15, 32. [Google Scholar] [CrossRef]

	



Dorney-Smith, S.; Schneller, K.; Swift, A.; Phelan, H.; Khan, Z. Meeting the needs of homeless people attending the emergency department. Emerg. Nurse 2020, 28, 31–39. [Google Scholar] [CrossRef]

	



Moore, G.; Gerdtz, M.; Manias, E. Homelessness, health status and emergency department use: An integrated review of the literature. Australas. Emerg. Nurs. J. 2007, 10, 178–185. [Google Scholar] [CrossRef]

	



Rieke, K.; Smolsky, A.; Bock, E.; Erkes, L.P.; Porterfield, E.; Watanabe-Galloway, S. Mental and Nonmental Health Hospital Admissions among Chronically Homeless Adults Before and After Supportive Housing Placement. Soc. Work Public Health 2015, 30, 496–503. [Google Scholar] [CrossRef]

	



Currie, J.; Grech, E.; Longbottom, E.; Yee, J.; Hastings, R.; Aitkenhead, A.; Larkin, M.; Jones, L.; Cason, A.; Obrecht, K. Development of the Homeless Health Access to Care Tool to identify health-related vulnerability among people experiencing homelessness: Delphi study, Australia. BMJ Open 2022, 12, e058893. [Google Scholar] [CrossRef]

	



Moore, G.; Gerdtz, M.F.; Hepworth, G.; Manias, E. Homelessness: Patterns of emergency department use and risk factors for re-presentation. Emerg. Med. J. 2011, 28, 422–427. [Google Scholar] [CrossRef]

	



Amato, S.; Nobay, F.; Amato, D.P.; Abar, B.; Adler, D. Sick and unsheltered: Homelessness as a major risk factor for emergency care utilization. Am. J. Emerg. Med. 2019, 37, 415–420. [Google Scholar] [CrossRef] [PubMed]

	



Lee, S.; Thomas, P.; Newnham, H.; Freidin, J.; Smith, C.; Lowthian, J.; Borghmans, F.; Gocentas, R.A.; De Silva, D.; Stafrace, S. Homeless status documentation at a metropolitan hospital emergency department. Emerg. Med. Australas. 2019, 31, 639–645. [Google Scholar] [CrossRef] [PubMed]

	



Miyawaki, A.; Hasegawa, K.; Figueroa, J.F.; Tsugawa, Y. Hospital Readmission and Emergency Department Revisits of Homeless Patients Treated at Homeless-Serving Hospitals in the USA: Observational Study. J. Gen. Intern. Med. 2020, 35, 2560–2568. [Google Scholar] [CrossRef]

	



Gazey, A.; Wood, L.; Cumming, C.; Chapple, N.; Vallesi, S. Royal Perth Hospital Homeless Team—A Report on the First Two and a Half Years of Operation: February 2019; The University of Western Australia: Perth, Australia, 2019. [Google Scholar]

	



Hwang, S.W. Hospital costs and length of stay among homeless patients admitted to medical, surgical, and psychiatric services. Med. Care 2011, 49, 350–354. [Google Scholar] [CrossRef] [PubMed]

	



Bowen, M.; Marwick, S.; Marshall, T.; Saunders, K.; Burwood, S.; Yahyouche, A.; Stewart, D.; Paudyal, V. Multimorbidity and emergency department visits by a homeless population: A database study in specialist general practice. Br. J. Gen. Pract. 2019, 69, e515–e525. [Google Scholar] [CrossRef] [PubMed]

	



Vallesi, S.; Tuson, M.; Davies, A.; Wood, L. Multimorbidity among People Experiencing Homelessness—Insights from Primary Care Data. Int. J. Environ. Res. Public Health 2021, 18, 6498. [Google Scholar] [CrossRef]

	



Franco, A.; Meldrum, J.; Ngaruiya, C. Identifying homeless population needs in the Emergency Department using Community-Based Participatory Research. BMC Health Serv. Res. 2021, 21, 428. [Google Scholar] [CrossRef]

	



French, G.; Hulse, M.; Nguyen, D.; Sobotka, K.; Webster, K.; Corman, J.; Aboagye-Nyame, B.; Dion, M.; Johnson, M.; Zalinger, B.; et al. Impact of hospital strain on excess deaths during the COVID-19 pandemic-United States, July 2020–July 2021. Am. J. Transplant. 2022, 22, 654–657. [Google Scholar] [CrossRef]

	



Cameron, P.A.; O’Reilly, G.M.; Mitra, B.; Mitchell, R.D. Preparing for reopening: An emergency care perspective. Emerg. Med. Australas. 2021, 33, 1124–1127. [Google Scholar] [CrossRef]

	



Tong, K.; Crudden, G.; Tang, W.X.; McGuinness, D.; O’Grady, M.; Doherty, A.M. New ways of working: COVID-19 as a catalyst for change in acute mental health services. BMJ Lead. 2021, 5, 179–185. [Google Scholar] [CrossRef]

	



Keene, S.E.; Cameron-Comasco, L. Implementation of a geriatric emergency medicine assessment team decreases hospital length of stay. Am. J. Emerg. Med. 2022, 55, 45–50. [Google Scholar] [CrossRef] [PubMed]

	



Paudyal, V.; Ghani, A.; Shafi, T.; Punj, E.; Saunders, K.; Vohra, N.; Hughes, H.E.; Elliot, A.J.; Lowrie, R.; Pucci, M. Clinical characteristics, attendance outcomes and deaths of homeless persons in the emergency department: Implications for primary health care and community prevention programmes. Public Health 2021, 196, 117–123. [Google Scholar] [CrossRef] [PubMed]

	



Choi, M.; Kim, H.; Qian, H.; Palepu, A. Readmission Rates of Patients Discharged against Medical Advice: A Matched Cohort Study. PLoS ONE 2011, 6, e24459. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



McCallum, R.; Medved, M.I.; Hiebert-Murphy, D.; Distasio, J.; Sareen, J.; Chateau, D. Fixed Nodes of Transience: Narratives of Homelessness and Emergency Department Use. Qual. Health Res. 2020, 30, 1183–1195. [Google Scholar] [CrossRef] [PubMed]

	



Brown, T.; Ashworth, H.; Bass, M.; Rittenberg, E.; Levy-Carrick, N.; Grossman, S.; Lewis-O’Connor, A.; Stoklosa, H. Trauma-informed Care Interventions in Emergency Medicine: A Systematic Review. West. J. Emerg. Med. 2022, 23, 334. [Google Scholar] [CrossRef] [PubMed]

	



Doran, K.M.; Raven, M.C. Homelessness and Emergency Medicine: Where Do We Go from Here? Acad. Emerg. Med. 2018, 25, 598–600. [Google Scholar] [CrossRef]

	



Kelly, A.; Fazio, D.; Padgett, D.; Ran, Z.; Castelblanco, D.G.; Kumar, D.; Doran, K.M. Patient views on emergency department screening and interventions related to housing. Acad. Emerg. Med. 2022, 29, 589–597. [Google Scholar] [CrossRef]

	



Cullen, D.; Woodford, A.; Fein, J. Food for thought: A randomized trial of food insecurity screening in the emergency department. Acad. Pediatr. 2019, 19, 646–651. [Google Scholar] [CrossRef]

	



Weber, W.; Heins, A.; Jardine, L.; Stanford, K.; Duber, H. Principles of Screening for Disease and Health Risk Factors in the Emergency Department. Ann. Emerg. Med. 2022; in press. [Google Scholar] [CrossRef]

	



Byrne, T.; Hoang, M.; Montgomery, A.E.; Johns, E.; Shinn, M.; Mijanovich, T.; Culhane, D.; Doran, K.M. Performance of 2 single-item screening questions to identify future homelessness among emergency department patients. JAMA Netw. Open 2022, 5, e2226691. [Google Scholar] [CrossRef]

	



Raven, M.C. Homelessness and the Practice of Emergency Medicine: Challenges, Gaps in Care, and Moral Obligations. Ann. Emerg. Med. 2019, 74, S33–S37. [Google Scholar] [CrossRef] [PubMed]

	



Hewett, N.; Halligan, A.; Boyce, T. A general practitioner and nurse led approach to improving hospital care for homeless people. BMJ Br. Med. J. 2012, 345, e5999. [Google Scholar] [CrossRef]

	



Wood, L.; Wood Nicholas, J.R.; Vallesi, S.; Stafford, A.; Davies, A.; Cumming, C. Hospital collaboration with a Housing First program to improve health outcomes for people experiencing homelessness. Hous. Care Support 2019, 22, 27–39. [Google Scholar] [CrossRef]

	



Wood, L.; Vallesi, S.; Martin, K.; Lester, L.; Zaretzky, K.; Flatau, P.; Gazey, A. St Vincent’s Hospital Melbourne Homelessness Programs Evaluation Report: An Evaluation of ALERT, CHOPS, The Cottage and Prague House; Centre for Social Impact, University of Western Australia: Perth, Australia, 2017. [Google Scholar]

	



St Vincent’s Health Service. Homelessness Services, St Vincent’s Health Service, Sydney. 2022. Available online: https://www.svhs.org.au/our-services/list-of-services/homeless-health-service (accessed on 3 November 2022).

	



Barrow, V.; Medcalf, P. The introduction of a homeless healthcare team in hospital improves staff knowledge and attitudes towards homeless patients. Clin. Med. 2019, 19, 294–298. [Google Scholar] [CrossRef]

	



Khan, Z.; McCrone, P.; Koehne, S. Impact on the use and cost of other services following intervention by an inpatient pathway homelessness team in an acute mental health hospital. J. Ment. Health 2022, 31, 325–331. [Google Scholar] [CrossRef] [PubMed]

	



Dorney-Smith, S.; Hewett, N.; Khan, Z.; Smith, R. Integrating health care for homeless people: Experiences of the KHP Pathway Homeless Team. Br. J. Healthc. Manag. 2016, 22, 215–224. [Google Scholar] [CrossRef]

	



Field, H.; Hudson, B.; Hewett, N.; Khan, Z. Secondary care usage and characteristics of hospital inpatients referred to a UK homeless health team: A retrospective service evaluation. BMC Health Serv. Res. 2019, 19, 857. [Google Scholar] [CrossRef]

	



Srebnik, D.; Connor, T.; Sylla, L. A Pilot Study of the Impact of Housing First-Supported Housing for Intensive Users of Medical Hospitalization and Sobering Services. Am. J. Public Health 2013, 103, 316–321. [Google Scholar] [CrossRef]

	



Jenkinson, J.; Wheeler, A.; Wong, C.; Pires, L.M. Hospital Discharge Planning for People Experiencing Homelessness Leaving Acute Care: A Neglected Issue. Healthc. Policy 2020, 16, 14–21. [Google Scholar] [CrossRef]

	



Strange, C.; Fisher, C.; Ping-Delfos, W.C.S.; Arnold-Reed, D.; Brett, T. A general practice street health service: Patient and allied service provider perspectives. Aust. J. Gen. Pract. 2018, 47, 44–48. [Google Scholar] [CrossRef]

	



Turvey, J.; Wood, I.; Wood, L.; Stafford, A. Reducing hospital discharges back into homelessness. Parity 2021, 34, 76–78. [Google Scholar]

	



Gazey, A.; Vallesi, S.; Martin, K.; Cumming, C.; Wood, L. The Cottage: Providing medical respite care in a home-like environment for people experiencing homelessness. Hous. Care Support 2019, 22, 54–64. [Google Scholar] [CrossRef]

	



Shetler, D.; Shepard, D.S. Medical respite for people experiencing homelessness: Financial impacts with alternative levels of Medicaid coverage. J. Health Care Poor Underserved 2018, 29, 801–813. [Google Scholar] [CrossRef] [PubMed]

	



French, C. Tierney House. Parity 2020, 33, 7–98. [Google Scholar]

	



Homeless Healthcare. Introducing StayWitch’s and the Medical Respite Centre. 2022. Available online: https://www.homelesshealthcare.org.au/medical-respite-centre (accessed on 3 November 2022).

	



National Institute for Medical Respite Care. Medical Respite Literature Review: An Update on the Evidence for Medical Respite; NIMRC: Nashville, TN, USA, 2021. [Google Scholar]

	



McInnes, D.K.; Petrakis, B.A.; Gifford, A.L.; Rao, S.R.; Houston, T.K.; Asch, S.M.; O’Toole, T.P. Retaining homeless veterans in outpatient care: A pilot study of mobile phone text message appointment reminders. Am. J. Public Health 2014, 104 (Suppl. S4), S588–S594. [Google Scholar] [CrossRef] [PubMed]












	
	
Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to people or property resulting from any ideas, methods, instructions or products referred to in the content.











© 2023 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access article distributed under the terms and conditions of the Creative Commons Attribution (CC BY) license (https://creativecommons.org/licenses/by/4.0/).






nav.xhtml


  ijerph-20-02424


  
    		
      ijerph-20-02424
    


  




  





media/file0.png





