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ABSTRACT 

BACKGROUND:  Patients experiencing homelessness 
have increased disease burden, increased severity of ill-
ness, and increased barriers to accessing care. The provi-
sion of high-quality palliative care is therefore essential 
for this population.

STATE OF HOMELESSNESS:  18 out of every 10,000  
people in the US and 10 out of every 10,000 Rhode Island-
ers (down from 12 in 2010) experience homelessness. 

CONCEPTUAL MODEL:  High-quality palliative care for 
patients experiencing homelessness requires a founda-
tion of patient-provider trust, well-trained interdisciplin-
ary teams, coordinated transitions of care, community 
support, integrated healthcare systems, and comprehen-
sive population and public health measures.

CONCLUSIONS:  Improving access to palliative care for 
those experiencing homelessness requires an interdisci-
plinary approach at all levels from individual providers to 
broader public health policies. A conceptual model root-
ed in patient-provider trust has the potential to address 
high-quality palliative care access disparities for this  
vulnerable population.

KEYWORDS:  homelessness; health services accessibility; 
end-of-life care; social determinants of health   

BACKGROUND 

During the depths of winter every year, a network organized 
by the US Department of Housing and Urban Development 
(HUD) seeks to obtain a census of people experiencing home-
lessness by performing a head count in shelters and commu-
nity settings on a January night.1 The figures are as bleak as 
the temperature – 580,466 people experiencing homelessness 
were counted in 2020.1,2 The number represents 18 of every 
10,000 people in the US and is increasing, while in Rhode 
Island 10 out of every 10,000 people were experiencing  
homelessness.1-4

Individuals experiencing homelessness have unique 
health needs that are intertwined with lack of housing. They 
experience higher rates of mental health issues, diabetes, 
substance use disorder, heart disease, HIV/AIDs, and over-
all mortality when compared to the general population.5-8 

People experiencing homelessness often present to health-
care later in their disease courses with more severe illness, 
unpredictable outcomes, and complex care needs.9 Barriers 
to healthcare in populations experiencing homelessness are 
similar to barriers to other services including cost, not know-
ing locations to access care, decreased access to transpor-
tation, and lack of legal identification.10-12 Illnesses leading 
to unemployment and higher healthcare costs additionally 
limit access to care.5 Even for patients experiencing home-
lessness that had employment in the previous year, the abil-
ity to receive care was limited by access to health insurance. 
This is the result of multiple factors, including the priority 
of employment over insurance and Medicaid restrictions.13 
Due to increased disease prevalence, delayed access to care, 
increased mortality, and increased severity of illness, peo-
ple experiencing homelessness may benefit from increased 
access to palliative care (PC), which is specialized medical 
care for people with serious or life-limiting illness which 
focuses on the needs of the patient by providing relief of 
symptoms, stress, and improving quality of life for patients 
using a interdisciplinary team of providers.14 

PC provides high-quality, goal-concordant care to allevi-
ate suffering by improving quality of life15-18 and has been 
shown to decrease mortality in serious illnesses,19 including 
cancer.20 PC services can follow patients through the trajec-
tory of serious illness, are often available in inpatient and 
outpatient contexts, and are comprised of interdisciplinary 
teams.15-20 Providing equitable access to PC is a challenge in 
many populations, including those experiencing homeless-
ness.15-18 Barriers to PC services for this population include 
poor understanding of one’s health, limited family support, 
competing medical priorities, and stigma associated with 
both PC and homelessness.9,21,22 PC also depends on a stable 
home and social support model for care, posing additional 
barriers for those who are experiencing homelessness.23 
Improving utilization of high-quality PC could significantly 
impact the overall health and quality of life for those facing 
specific barriers to care6,9,13 and increased disease prevalence 
and severity5-8 due to homelessness. As stated prior, high- 
quality palliative care broaches not only medical care but 
also societal issues and thus is uniquely primed to improve 
the lives of  those with homelessness. Thoughtful and inten-
tional planning and actions are important when confronting 
an issue like homelessness on this scale, and so we believe 
a conceptual model of how to better provide PC to those 
experiencing homelessness is needed. 

 30 

 34 

 EN 

30M A Y  2 0 2 3   R H O D E  I S L A N D  M E D I C A L  J O U R N A L   R I M J  A R C H I V E S  |  M A Y  I S S U E  W E B P A G E  |  R I M S

http://rimed.org/rimedicaljournal-archives.asp
http://www.rimed.org/rimedicaljournal-2023-05.asp
https://www.rimedicalsociety.org


STATE OF HOMELESSNESS IN RI
The US Interagency Council on Homelessness reports that 
1,104 people were experiencing homelessness in Rhode 
Island in 2020,3,4 10 out of every 10,000 people, compared to 
the national 18 per 10,000.1,3,4 In surrounding states, Massa-
chusetts had a prevalence of 26 per 10,000 people and Con-
necticut 8 per 10,000 people.3,4 In 2010, 12 in 10,000 Rhode 
Islanders were experiencing homelessness.24,25 During the 
2020 census, Rhode Island was also shown to have a poverty 
rate of 10.6% and 4.8% of the population under 65 did not 
have health insurance.4 We must continue to work towards 
the goal of eliminating homelessness and its effects on our 
neighbors and patients. 

Prominent community organizations working to address 
homelessness include the Rhode Island Coalition to End 
Homelessness and Crossroads Rhode Island. There are 
also many community-based organizations that function 
on a regional level within the state and provide important 
services to those experiencing homelessness. The Rhode 
Island Coalition to End Homelessness estimates that as of 
March 31, 2022 there are 896 Rhode Islanders living in shel-
ters, 277 living out of doors, and 141 families waiting for a 
shelter.26 These community organizations work to identify 
those experiencing homelessness, connect people to shelters 
and social services, and raise awareness about the issue of 
homelessness.27 

The Veterans Affairs Medical Center in Providence is 
involved in the identification and reduction of home-
lessness in the Veteran community. The VA system uses 
specific medical coding to identify those at risk for home-
lessness and those currently experiencing homelessness to 
facilitate interdisciplinary approaches to providing housing 
and increased access to care.28 Because of these coordinated 
approaches, Veteran homelessness fell almost 50% from 
2009 to 2020,1 suggesting that identification and an interdis-
ciplinary approach can be effective at reducing homelessness. 

CONCEPTUAL MODEL FOR IMPROVING  
UTILIZATION OF PALLIATIVE CARE IN  
PATIENTS EXPERIENCING HOMELESSNESS

In this review, we propose a framework for communities 
seeking to address these disparities in access to high-quality 
palliative care. The authors performed a literature review 
looking at PC in the setting of homelessness both in the US 
and Canada. While much qualitative data, and some quan-
titative data, was available we recognized that a framework 
for how to approach the care of homeless people did not exist 
and could be created to help better serve this population  
with unique needs.

Palliative care as a foundation of patient-provider trust     
This conceptual model is based on a strong foundation of 
patient-provider trust, which is a facilitator to compassionate 

and dignity-focused care.12,29 Building trust between patients 
and providers is important to increase access to care, engen-
der honest communication, and encourage repeat encoun-
ters. Construction and maintenance of this trust is hardly 
formulaic or specific to palliative care, but is key in the field 
of palliative care as it focuses on sensitive and very personal 
psychosocial issues on top of medical issues, and thus our 
model seeks to denote some of the most important elements 
required for success in building these relationships.

Multimodal training and education
Given the unique factors and societal stigma faced by people 
with housing instability, working with patients experienc-
ing housing instability requires knowledge of and sensitiv-
ity to the specific stressors they face. Multimodal provider 
education – such as patient-first language, open-ended inter-
viewing rooted in curiosity, and consideration of personal 
and professional biases (explicit and implicit) toward home-
less individuals – can help foster mutual respect and identify 
patient-specific goals.11,21 Special skills may be required for 
nuanced conversations about goal-concordant care with peo-
ple experiencing homelessness, particularly when consider-
ing the increased barriers to care (i.e., financial stressors, 
food insecurity, inadequate medication storage options, etc.).

Interdisciplinary teams
Teams composed of members from several disciplines work-
ing together are an important foundation of all healthcare 
areas, but especially important in PC when trying to sup-
port patients in all facets of the illness process.30 We like-
wise acknowledge that caring for patients with housing 
instability is beyond the scope of any single profession. 
Therefore, we cannot overstate the importance of interdis-
ciplinary approaches in serving this population. Efforts to 
mitigate the impacts of homelessness can follow a collective 
impact model, which utilizes a centralized infrastructure, 
a dedicated staff, continuous communication, and a shared 
agenda.30 In such a model, healthcare teams must partner 
with shelter staff, public works departments, and social ser-
vices (among others) to provide appropriate support.30 Just 
as delivering high-quality palliative care relies on an inter-
disciplinary disciplinary team (including physicians, nurses, 
nurse assistants, chaplains, social workers, and volunteers), 
cultivating patient trust is the responsibility of all clinical 
and non-clinical providers within any given system.

Continuity of care and coordinated transitions
Patients experiencing homelessness have high rates of acute 
care (inpatient hospitalization, emergency department) 
utilization, which may be exacerbated by poor transitions 
in care.31 This is particularly important when considering 
a hospital discharge, as patients experiencing homeless-
ness may have unique barriers to discharge. In 2021, Grey-
sen et al demonstrated that 27% of people experiencing 
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homelessness were discharged at night (after shelters have 
closed) and 11% reported sleeping outside on the first night 
after discharge.31 People experiencing homelessness face 
competing priorities and unique hardships, such as limited 
resources, living within inflexible structures (e.g., shelters), 
inconsistent living spaces, and the time-intensive task of 
seeking adequate nourishment and shelter.21 Thus, distinct 
and familiar patterns of follow-up - paired with additional 
attention during points of transition - is key in sustaining 
trusting relationships.       

PC treats and interacts with patients as they require and 
move between various levels of care including care based at 
home, in hospitals, and in nursing homes. In this way PC is 
uniquely positioned to improve transitions for those experi-
encing homelessness. Possible interventions include discus-
sions about housing and transportation as health issues, and 
communication with shelters as collaborators in discharge 
planning.31     

Community infrastructure and support
Beyond optimization of trust and safe transitions within 
the healthcare system, involvement of existing communi-
ty-based infrastructures and support systems can bolster 
individual patient success. Key examples may include com-
munity-based programs focused on securing stable housing 
for vulnerable individuals, especially as patient environ-
ments can directly impact the delivery and continuity of 
health care services.9,21 Furthermore, community health 
workers with lived experience of homelessness can provide 
vital insight into how to most effectively create support 
systems for a given community. As our model approaches a 
goal of increased access to high-quality palliative care, other 
systems working in parallel towards distinct goals may pres-
ent opportunities to concert efforts towards the unified goal 
of increased population health. We believe it is important 
to identify these groups and resources in the community 
and have PC interdisciplinary teams partner with them to 
increase access to services and care in both directions.

Integration with healthcare systems
In line with interdisciplinary and community partnership, 
the WHO advocates for implementing an integrated care 
model, defined as “an approach to strengthen people-cen-
tered health systems through the promotion of the compre-
hensive delivery of quality services across the life-course, 
designed according to the multidimensional needs of the 
population and the individual and delivered by a coordinated 
multidisciplinary team of providers working across settings 
and levels of care. It should be effectively managed to ensure 
optimal outcomes and the appropriate use of resources based 
on the best available evidence, with feedback loops to con-
tinuously improve performance and to tackle upstream 
causes of ill health and to promote well-being through inter-
sectoral and multisectoral actions.”32 Integrated care models 

strive to provide patients a single, coordinated plan of care, 
which can positively contribute to health related quality of 
life.32 Additionally, integrating care can improve outcomes 
in healthcare delivery with increased timeliness and com-
munication, cost savings, and overall patient satisfaction.33 
It is important to note that integrated care models are not 
sufficient to quell healthcare disparities, as “integration is 
likely to enhance already well-established systems rather 
than fundamentally changing the outcomes of care.”33 Fur-
thermore, marginalized groups were often last to see these 
benefits with disparities in care well documented based on 
race or socioeconomic status – to name a few – where Cau-
casians or well-off individuals receive more frequent PC.19,33

Population and public-health measures
As above, interventions to improve access to PC for people 
experiencing homelessness must extend beyond the health-
care system. Since homelessness has such broad impacts, it 
should be managed as both a medical and a social issue.34 
Population- and public health-level interventions that can 
improve access include efforts to eliminate homelessness, 
ensure adequate insurance coverage, and eliminate institu-
tional and structural racism. Rapid Re-housing35 and Hous-
ing First initiatives36 prioritize rent subsidies and expedited 
housing searches to help people obtain stable housing as 
soon as possible. These approaches have been shown to 
reduce homelessness, improve food insecurity, and improve 
overall well-being.36 These interventions are also cost effec-
tive.36 As a significant amount of palliative care, including 
hospice, is provided in the home, the lack of stable hous-
ing becomes a crucial barrier to appropriate PC, thus these 
efforts to provide housing become even more critical. 

Furthermore, efforts to improve access to healthcare over-
all can improve PC access. Issues of access may include 
difficulties with transportation, prohibitive cost of care, 
and challenges with accessing, storing, and administering 
medications, including analgesics.21 In fact, an aim of the 
United Nations’ 2030 Agenda for Sustainable Develop-
ment is to “achieve universal health coverage, including... 
access to quality, essential healthcare services.”37 Changes 
to the payor structure that acknowledge and accommodate 
for healthcare disparities, such as comprehensive univer-
sal health insurance, are both in line with global and local 
efforts to improve healthcare access.

It is also important to note that racial disparities to 
quality PC exist independent of insurance status.16 This is 
especially concerning as non-Hispanic Black and Hispanic 
populations are vastly overrepresented in the population 
experiencing homelessness (lifetime incidence of 16.8% and 
8.1%, respectively, compared with 4.8% for White people).38 
These race-based differences are perpetuated by lasting 
impacts of institutional racism, including historic redlin-
ing policies and current discriminatory lending practices, 
which increases risk for homelessness.39 While it is beyond 
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the scope of this review to describe the impacts of structural  
racism on healthcare, it is clear that BIPOC (Black, Indige-
nous, and People of Color) experiencing homelessness repre-
sent a group with an even greater need for targeted advocacy 
and support. To truly address this healthcare disparity, we 
must address and eliminate structural racism. 

CONCLUSIONS

Patients experiencing homelessness represent a population 
who could benefit from high- quality PC services to alleviate 
suffering and improve quality of life. While our review is not 
exhaustive or representative of the efforts at multiple levels 
that communities take to support their vulnerable popula-
tions, it is evident that there are many barriers to receiving 
PC for patients experiencing homelessness. Efforts should 
be made on an individual level to cultivate patient-provider 
trust, on an institutional level to minimize bias and improve 
interdisciplinary partnerships, on a community level to 
improve stability and support, and on a population level to 
implement public health interventions to minimize home-
lessness and its impacts. Comprehensive, holistic interven-
tions could improve utilization of high-quality PC services 
for  patients experiencing housing insecurity.
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