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Homelessness is an emergency

On any given night, about 35,000 people experience homeless-
ness in Canada [1]. Homelessness is associated with substantially 
higher mortality, with rates up to eight times higher for men [2] 
and 32 times higher for women compared to people of similar 

age (Table 1) [3]. Despite this risk, homelessness remains under-
recognized. As fi rst responders in public health crises and working 
at a critical intersection of health systems, emergency department 
(ED) care providers are in a unique position to intervene.

ED visits are often related to acute exacerbations of chronic 
health conditions or medical complications of being homeless 
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[4]. Compared to the general population, people experiencing 
homelessness have higher rates of cardiovascular disease, trau-
matic brain injury, cancer, and other illnesses that are core to 
emergency care [5ñ 7]. As a result of poor living conditions, they 
are also at increased risk of exposure to infectious diseases (e.g., 
COVID-19, HIV, and hepatitis C) yet face barriers to accessing 
appropriate care [8, 9].

ED visits are an opportunity to prevent health and housing 
emergencies. Studies indicate that people experiencing homeless-
ness present to EDs over 8 times more often than matched cohorts 
[8], but also reveal that hospitals experienced at managing home-
lessness were less likely to have readmissions or return visits [10]. 
When people were housed, ED visits declined as well [11, 12].

ED providers are committed to caring for people experienc-
ing homelessness, but may face moral distress in feeling unable 
to identify effective interventions. This strain can lead to inac-
tion. In working towards ending homelessness and its impact 
on our patients, we can take advantage of a range of innovative 
approaches to care, evidence-informed practices, and our health 
system leadership (Fig. 1).

CAEP position on homelessness

The Canadian Association of Emergency Physicians (CAEP):

1. Recognizes that people experiencing homelessness are at 
higher risk of acute illness and death

2. Affirms that people experiencing homelessness should 
receive supportive care and planning in the ED that avoids 
involuntary discharge into homelessness

3. Encourages ED care providers to:

a. adopt a trauma-informed approach for all care;
b. recognize when homelessness or unstable housing con-

tributes to the ED visit;
c. facilitate access to services that address determinants of 

health and offer referral to social service providers; and
d. identify substance use disorders, when present, and offer 

management and harm reduction.
4. Advocates for system-level policy changes toward an end to 

homelessness.

This position statement was developed with the participation of 
people with lived experience of homelessness and applies an ED 
perspective to the Canadian clinical guideline for homeless and 
vulnerably housed people [13]. Implementation of the approaches 
described should occur in partnership with affected individu-
als and communities and account for local resources, evolving 
knowledge and innovations in care. The complete statement can 
be found at https://caep.ca/advocacy/position-statements/.

A ™t rauma-informedº  approach should be 
the foundation of ED care

The key underlying framework to addressing homelessness and 
its complications is applying a trauma- and violence-informed 
approach to all ED care. Whether working in triage and registra-
tion, at the bedside, or on ED resources and policies, embedding 
trauma-informed practices can improve outcomes [14].

Homelessness has severe health and social consequences: 
surviving despite these challenges requires immense resilience 
to hardship. Many people experiencing homelessness suffer the 

Registration Clinical Care Bridging to Resources Disposition

ï Accurate address, 
phone number, and 
contact information

Performance measurement
Advocacy for systems change

Strategic Leadership Partnership with people experiencing homelessness

ï Recognize when homelessness 
contributes to the ED visit

ï Address basic needs: hydration,
physical and sleep hygiene, nutrition

ï Identify substance use disorders, when 
present, and offer management

Trauma and Violence-Informed 
Approach to Care

ï Assess interest in housing 
and income interventions

ï Early referral to allied
professionals e.g. social 
worker, case manager etc.

ï Assist with obtaining 
identification

ï Flexible and resilient
follow-up pathways

ï Address gaps in
resources and safety

ï Avoid involuntary 
discharge into 
homelessness

No
Discharges to
Homelessness

Fig. 1  Summary of interventions along the care pathway
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effects of psychological and/or physical trauma which can pro-
foundly affect their interactions with care providers.

Trauma arises from events experienced by individuals or com-
munities as physically or emotionally harmful and has lasting 
adverse effects on functioning and physical, social, emotional, or 
spiritual well-being [15]. For example, adverse childhood events 
are associated with increased morbidity, mortality, and health care 
utilization [16].

A key feature of traumatic events is the loss of control. To avoid 
this, ED care providers can empower patients by following four 
principles [17]:

1. Understand that trauma and violence affect people© s lives and 
behaviors,

2. Create emotionally and physically safe environments,
3. Foster opportunities for choice, collaboration and connection,
4. Provide a strengths-based and capacity-building approach to 

support coping and resilience.

Taking a trauma-informed approach can also foster safer 
environments for both providers and patients [18]. Integration 
of these principles into ED care [19] and nursing education 
[20] corresponds to key training milestones [21] and refl ect 
a paradigm shift from ì What is wrong with you?î  to ì What 
happened to you?î  Care providers may also experience trauma 
in their own lives, including in the workplace, which contrib-
utes to compassion fatigue [19]. Recognizing when behav-
iors are associated with trauma can facilitate de-escalation, 
improve the quality and safety of care, and reduce the risk of 
re-traumatization.

Interventions can be taken to diagnose, 
manage, and prevent homelessness 
in the ED

As evidence-based clinicians, CAEP supports the improved 
identifi cation and management of homelessness in order to 
improve the health of people at high risk for mortality. Under-
standing the extent of the problem includes accurate registra-
tion of patient demographics, recording relevant social history, 
and applying a diagnosis of ì homelessnessî  or ì inadequate 
housingî  when they contribute to the ED visit with standard 
ICD-10 diagnostic codes Z59.0 or Z59.1, respectively [22].

ED management should address gaps in basic needs, such 
as dehydration, malnutrition, exposure, sleep deprivation, and 
poor hygiene. Clinicians should consider whether these com-
plications of homelessness contribute to the clinical presenta-
tion. For example, from the patient perspective, extreme thirst 
and hunger likely take priority over laboratory tests. Attending 

to these needs is part of the trauma-informed approach and can 
permit patients to engage with other ED care.

People experiencing homelessness who use substances may 
benefi t from support resources or pharmacologic interventions. 
Patients face barriers to housing when emergency shelters, 
long-term care facilities, or social programs prohibit substance 
use or possession of harm reduction supplies. Appropriate 
management of intoxication, withdrawal and pain can mitigate 
premature discharges and facilitate linkage to resources [23, 
24]. For example, patients with an opioid use disorder can be 
offered a naloxone kit and opioid agonist therapy; patients with 
alcohol use disorders can be offered medications for craving 
reduction [25, 26].

Inclusion of people with lived experience of homelessness 
in developing ED care pathways and providing care directly 
can promote a safer environment, increase the effectiveness 
of care, and improve trust [14, 27, 28]. For these reasons, hos-
pitals have begun to employ peer workers to support patients 
in the ED.

A selection of additional interventions can be found in 
Table 2 and the supplementary materials and a recent literature 
review in CJEM includes examples of ED initiated programs 
[29].

EDs provide a bridge to essential resources

Along with addressing health needs, ED care providers can 
assess patients experiencing homelessness for interest in hous-
ing and/or income resources. Early referral to providers familiar 
with these resources, such as social workers, case managers, and 
community agencies, can help to optimize care.

The diversity of homelessness experiences requires tailored 
strategies for different needs in the same way that arrhythmia 
management is tailored to clinical features and risk factors. 
Resources may be available based on factors such as housing 
situation, age, gender, sexual orientation, parenthood, exposure 
to violence, migration status, disability, or ethnicity (Table 2). 
Respectful inquiry or screening can help to avoid cognitive 
biases that lead to medical errors or under-identify forms of 
homelessness [30].

Bridging to resources is also an important perquisite for 
safe disposition from the ED that avoids unnecessary return 
visits. For example, patients may need assistance with replac-
ing identity documents, developing linkages to follow-up care, 
obtaining income and health benefi ts, and obtaining medica-
tions. Clinicians play an important role in collaborating with 
patients to anticipate and identify these challenges to support 
disposition plans.
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EDs can be a source of leadership to end 
homelessness

Homelessness is an unacceptable condition for health and 
human dignity, especially in a nation as wealthy as Canada. 
Across the country, nearly 1 in 8 households live with unsuit-
able, inadequate or unaffordable housing [31]. Although mean-
ingful steps can be taken to mitigate its harmful complications 
in the ED, a permanent end to homelessness must be achieved 
with broader support. Beyond high-quality ED care in safe 
spaces, upstream systemic approaches are necessary to prevent 
crises of homelessness from becoming emergencies.

ED care providers can leverage their professional skills, 
insights, and resources to advocate for an end to homelessness 
to health institutions and governments at all levels [32, 33]. 
As infl uential members of society, we are privileged with the 
trust of the public and can enact change in partnership with 
patients and communities. Partnership ensures that resources 
are directed towards priority needs. Advocacy in this spirit is 
facilitated by amplifying marginalized voices and providing 
ownership, opportunities, credit, and adequate remuneration to 
people with lived experience of homelessness.

From our position as clinicians, we can also correct misrepre-
sentations and promote understanding of the strengths of people 
experiencing homelessness. Leveraging our knowledge of sci-
ence, we can call attention to evidence-based interventions such 
as ì Housing Firstî [34], which emphasizes the expansion of per-
manent supportive housing to improve both housing and health 
system outcomes.

As ED care providers, we bear witness to problems created by 
failures of prevention, gaps in policy, and inter-generational ineq-
uities of health and well-being. CAEP recognizes opportunities 
for action outside the ED and advocates for system-level change 
to prevent and end homelessness.

Conclusion

Housing is necessary for health. By addressing this key social 
determinant, ED care providers have an opportunity to manage 
a crisis condition that often triggers ED visits. Collectively, we 
should strive to never discharge a patient from the ED into home-
lessness. While we work towards this goal, we can intervene to 
provide high-quality patient-centred acute illness management, 
facilitate access to essential resources, and demonstrate leadership 
to prevent and end homelessness.

Supplementary Information The online version contains supplementary 
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