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Introduction

This article discusses the recent history and current etiologies of homelessness in the United States, presents information regarding homeless persons and their health problems, and describes steps healthcare providers can take to care for homeless patients and to try to overcome the social problem of homelessness. Although most issues relevant to homelessness affect both men and women, homeless women's unique circumstances and health problems will be emphasized when relevant.

Background and Recent History

The United States is a signatory to the Universal Declaration of Human Rights. Article 25(1) of this document states: "Everyone has the right to ... food, clothing, housing and medical care and necessary social services." [emphasis mine].[1] The explicit nature of the nation's societal contract to meet the housing needs of its citizens is spelled out in the Housing Act of 1949, which stipulates the "realization as soon as feasible of the goal of a decent home ... for every American family."[2] In 1968, The Fair Housing Act made discrimination on the basis of race in the housing market illegal. Regrettably, neither the Universal Declaration nor these landmark laws have solved the problem of homelessness, nor of substandard housing and racial profiling by sellers and realtors.[3]
In the United States, de-institutionalization of the mentally ill -- unaccompanied by promised outpatient psychiatric and social services -- led to a large increase in the homeless, mentally ill population in the late 1970s. The number of homeless grew in the 1980s, as housing and social service cuts increased. This was in part a consequence of the transfer of federal dollars to a huge military buildup (including the spectacularly wasteful and unsuccessful "Star Wars" strategic missile defense initiative) and consequent large budget deficits. Fortunately, public compassion soared, and in 1986, 5 million Americans joined hands across the country to raise money for homeless programs (May 25, 1986 Hands Across America). In 1987, the McKinney Act authorized millions of dollars for housing and hunger relief.

Epidemiology

Almost 20 years later, homelessness is largely ignored by the mainstream press and the general public, and the numbers affected continue to grow. Over 7% of persons living in the United States have been homeless (defined as sleeping in shelters, the street, abandoned buildings, cars, or bus and train stations) at some point in their lives.[4] Homelessness rates have increased over each of the past 2 decades. An estimated 2.5 to 3.5 million people now experience homelessness each year.[5,6] Approximately half are families with children, the fastest-growing segment of the homeless population.[5,6] In 1 study,[7] youth had a 1-year rate of homelessness of at least 1 night of 7.6%.

Although 20% of homeless persons maintain full- or part-time jobs,[8] only 5% are privately insured, often through COBRA.[9] The majority of homeless adults are not eligible for Medicaid in most States, and are also not eligible for Medicare. Approximately 23% of homeless persons (and from 3.1 % to 4.4 % of homeless women) are veterans of the armed services, yet only 57% have received healthcare services through the VA system, where long waits for care exist.[10]
Because they usually lack health insurance, homeless persons tend not to get adequate preventive care and appropriate routine management of such chronic illnesses as hypertension, heart disease, diabetes, and emphysema. They tend to visit emergency rooms for acute illnesses.[11] Besides lack of health insurance, other barriers to care include denial of health problems; the pressure to fulfill competing nonfinancial needs, such as those for food, clothing, and temporary shelter; and misconceptions, prejudices, and frustrations on the part of health professionals.[12] When hospitalized, the average length of stay of a homeless individual, in 1 study,[13] was 4.1 days, or 36% longer than that of low-income, non-homeless individuals, even after adjustment for differences in the rates of substance abuse and mental illness and other clinical and demographic characteristics. The cost of the additional hospital days per discharge ranged from $2414 to $4094 (1992-1993 dollars).

Homeless adults have an age-adjusted mortality rate nearly 4 times that of the general population; their average life span is shorter than 45 years.[14] Homeless women 18 to 44 years of age are between 5 and 31 times more likely to die than women in the general population.[15] Homeless women older than age 44 are only 1 to 2 times as likely to die, and are healthier than their male counterparts.[15] However, homeless women in their mid-fifties are as physiologically aged as housed women in their seventies and are afflicted to a similar degree with chronic diseases, yet they do not qualify for elderly housing assistance.[8]
Homeless women are more likely than homeless men to have experienced childhood sexual abuse and/or foster care and adult partner abuse.[16] More than 50% of all homeless women and children become homeless as a direct result of fleeing domestic violence.[17] The availability of domestic violence shelter beds in the United States is poor; up to 70% to 80% of women, and 80% of children, are turned away on any given night in major cities.[17] Shelters are woefully underfunded; some do not allow children. Average length of stay at a US shelter is 14 days; most allow a 30-day maximum stay.[17] Ironically, women fleeing domestic violence are often not counted in studies of homelessness, since they are considered to have a home (albeit unlivable) or are staying temporarily in shelters.

Health Problems of the Homeless

On average, homeless adults have 8 to 9 concurrent medical illnesses.[18] The homeless commonly suffer from dermatologic conditions (eg, skin lice, scabies, eczema, and allergic rashes), respiratory infections, tooth decay, foot problems (eg, trench foot, tinea pedis), vision disturbances, sexually transmitted infections (STIs), and trauma. Functional limitations, substance abuse, and mental illness (particularly depression, schizophrenia, posttraumatic stress disorder, and personality disorders) are very common. Mental illness is reported in 30% of homeless persons, and in 50% to 60% of homeless women.[8] The usual chronic diseases, such as hypertension, diabetes, and asthma, are quite prevalent and difficult to manage. Preventive tests are underutilized because of time and funding constraints[5] and because patients tend to present with acute care needs that require immediate attention. Homeless children frequently suffer from respiratory, ear, and skin infections, failure to thrive, developmental delay, and face neglect and abuse.[19]
STIs are common among homeless girls and women, a function of limited access to reproductive health services, prostitution, and survival sex (ie, sex in exchange for food, drugs, or temporary shelter). Twenty-six percent of female street youths (28% of male street youths and 10% of shelter youths) report having participated in survival sex, which is associated with older age, more days away from home, victimization, criminal behaviors, substance use, suicide attempts, STIs, and pregnancy.[20] Homeless women have a pregnancy rate about twice the national rate.[16] HIV rates are higher than in the general population, which has been attributed to higher prevalence of intravenous drug use, STIs, prostitution, survival sex, and limited access to condoms.[5]
Unique aspects of homelessness that contribute to hard-to-manage medical and psychiatric illness include enhanced vulnerability to crime and violence; prolonged standing; excessive outdoor exposure; infectious disease transmission due to overcrowding; high risk of being robbed of medication; limited access to water for showers, dental care, and personal hygiene; inability to follow complex treatment and home care regimens; lack of privacy; and social isolation.[8] Those with language barriers -- particularly those who lack citizenship and work long hours under dangerous conditions -- such as homeless migrant and seasonal farm workers, face particular challenges and are often afraid to access even emergency care.[21,22]
The Future

Given the growing budget deficit, spiraling military costs of the wars in Iraq and Afghanistan, increasing wealth disparities between rich and poor (supported by the regressive tax cuts of the current administration), and job loss spurred in part by outsourcing, the problem of homelessness is likely to continue to grow. Regrettably, the President's budget for fiscal year 2005 calls for cutting federal housing assistance.

Suggestions for Healthcare Providers and Social Activists

Those providing care to homeless patients should familiarize themselves with the unique medical, psychological, economic, cultural, and social problems of this group; treat them with the same respect and empathy accorded other patients; be predictable and available; listen carefully to their life stories; avoid a judgmental attitude; empower patients; provide qualified translators when necessary; simplify medical regimens; schedule frequent follow-up visits; be familiar with local substance abuse programs and social service agencies; and learn how to enroll patients in Medicaid.[8]
Healthcare providers should lobby policy makers for increased funding for housing, mental health and substance abuse treatment, primary healthcare (ideally under a single payer system), and case management services for the homeless. Anti-vagrancy laws should be repealed. A living wage, indexed locally to the cost of housing, should replace the current minimum wage. Disability benefits for those who are unable to work should be adequate to prevent them from becoming homeless. Exclusionary zoning ordinances should be overturned, and businesses should be encouraged to invest in the revitalization of low-income neighborhoods, to counter trends toward abandonment on one hand and gentrification on the other.

Measures to educate women and to improve their legal and political status and access to reproductive health services should be vigorously advanced.[23-26] Medical and nursing school faculty should enlighten students to the problems of the homeless (and increase their compassion and combat negative stereotypes[27]) through lectures, literature by and about the homeless,[28-31] and via required rotations in clinics serving the homeless. Academic medical centers in particular need to renew their commitment to the homeless and underserved, instead of worsening our 2-tiered system of healthcare by developing and marketing luxury primary care clinics for the wealthy.[32] As a country and as a profession, we possess the resources to provide quality healthcare and social services to the homeless, and to transition them into temporary and even permanent housing. What we require is the communal vision and political will to accomplish this.
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