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Where We're Golng Today

» Why homelessness? Why frequent use? Why
now?

» What we already knew

» Frequent Baltimore ED Visitors and
Homelessness

» The Top Twenty & The Top Four

» Recent Literature

» Tested Solutions

» Discussion - Bring Your Thoughts

Why Examine Homelessness?

» High rates of chronic and acute illnesses and
disability, to include medical, psychiatric, and
substance abuse

» Unmet basic needs: shelter, food, clothing,
hygiene, sleep, safety/security

What’s the Problem?

» Small number of patients visit the emergency
department (ED) frequently

» Cumulative impact of visits tax hospital
resources and is costly

» Patients’ presenting problems not ultimately
solved within ED

Why the ED?

» ED provides:
o Medical and personal attention
o Shelter/warmth*
o Safety/security*
o Sleep*
> Food*
o Clothing*
o Bath/hygiene*
o Access to other services

» Open 24/7/365

* = services particularly needed by individuals experiencing
homeless

Lit Review: What do we know
already?
» Frequent Users

> Varying definitions of “frequent”

- Demographics: age, race, gender, insurance
status/income, isolation

o Clinical needs
> Urgent v. non-urgent care
> Patient and clinician perspectives

o Admission rates, mortality, survival analysis




Lit Review: What do we know
already?
» Homeless Use of the ED

o Identifying housing status in ED is difficult

o Demographics: age, race, gender, insurance
status/income, education levels

o Clinical needs

o Usual source of care and frequency of ED use

\

Patients by Frequency
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Study Population:
N = 888 patients
N = 16,797 visits
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Baltimore Study

» Three EDs: Mercy, University, Hopkins

Frequent user = 10+ visits total, but at least 3 visits atany 1 ED in
CY2005

Unique identifier assigned

Adult patients only

Same Ul assigned to all shelter users and HCH clients during same
year

Patients matched, homeless status identified

Comparisons made between frequent user/homeless v. frequent
user/not homeless

Adding Perspective

Three EDs saw 159,340 total visits from 96,258
patients in 2005

-

v

888 patients visited 10+ times each (0.9% of all
patients)

v

Total impact: 16,797 visits, or 10.5% of total ED
volume

v

Total charges: $26,612,060 (inclusive of inpatient)

-

This study examines the utilization of those 888
patients and their visits, with an emphasis on housing
status differences
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Age and Gender by Patient Group
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Insurance
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Insurance by Gender
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Change in Substance Use
Diagnosis Codes
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Co-0Occurring Disorders

All mental health diagnoses
N = 1,835 visits
(33% of all MH visits are COD)

e AN All MH + COD + SA
: N = 4,211 visits
/ \ \ 25% of all ED visits
[ MHonly cop | sAonly | made by frequent
N=1,234 N=601 | N=2376 | users (10+ visits)

\

All substance use diagnoses

N =2,977 visits { = 427L
\ (20% of all SAvisits are COD)

ED “Cycling”: Two Patient Groups
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Study Limitations

» Methodology relies on accurate and complete
administrative data entry

» Limited to three City EDs (out of 11)

» Likely to undercount homeless patients
> Not all homeless use shelters
> Only public shelters provide data to City HMIS

» Definition of homelessness arguable




Top 20 Patients

» 2,079 visits
> Range: 67-185
o #EDs: 1:1;2:6; 3:13
o Mean age: 48

» Diagnoses:
Substance abuse: 11
Hypertension: 8
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o Diabetes: 6
° Homeless: 18/20 o Asthma: 5
o Mental health: 5
» Triage: ° HIV: 4
> High (1,2): 25%
> Moderate (3): 61% » Insurance:
o Low (4,5): 14% o Medicaid: 8
> Self-pay: 8
» Charges: $1,007,999 ° Medicare: 4

(ave. $484.85/visit)
\ (ave. $50,399.95/patient)

Patient Details

» Top User #1: 55-yo female, 185 visits/2 EDs,
homeless, $42,610 total charges/Medicaid
> Codes: Diabetes, hypertension, back/abdominal/
other body pain, fever/nausea/convulsions, upper
respiratory infections, foot infections
o Triage*: 29/112/9

v

Top User #2: 49-yo male, 182 visits/3 EDs,
homeless, $44,417/Medicare

o Codes: HIV, respiratory & skin infections, cough,
chest pain
> Triage*: 25/107/37

\ [* Triage: High/Medium/Low]

Patient Details

» Top User #3: 41-yo male, 168 visits/3 EDs,
homeless, $52,528/Medicaid
> Codes: Alcohol abuse, hypertension, convulsions,
diabetes, fatigue, headache, chest pain, nausea
o Triage*: 44/101/15

» Top User #4: 43-yo male, 148 visits/3 EDs,
homeless, $43,518/Medicaid
o Codes: HIV, drug and alcohol abuse, back pain,
cough, nausea, frostbite and other exposure-related
injuries
> Triage*: 41/73/7

[* Triage: High/Medium/Low]

Study Conclusions

» Cannot assume all frequent users are homeless,
nor are all homeless users uninsured

v

Clinical presentation is similar between both
homeless and non-homeless patients

v

Small proportion of ED users make big impact.
Top 20 users made over 2,000 visits, (12.3% of
study total, and 1.3% of all ED visits total) and
incurred over $1 million in charges

v

Patient pool is dis'groportionately homeless,
chronically ill, high needs, use multiple ED sites

Sa, What are the Real Problems?

A. High ED utilization?
8. Unmet need among frequent users?

c. Prevalence of homelessness among top-end
users?

p. All of the above?

e. Other?

Recent Study: National Data

A Comparison of National Emergency Department
Use by Homeless versus Non-Homeless People

in the United States

tomrnal of Health Care for the Poor and Underserved 20 (2009): £40-845
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City Frequent 911 Caller Study

CITY OF BALTINORE WEALTH BEPARTMENT
SHETLA D0 Sy [ fove Commicn
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Recent Study: Housing and CM

Effect of a Housing and Case Management
Program on Emergency Department Visits
and Hospitalizations Among Chronically Il
Homeless Adults

A Randomized Trial

Sdurmakl, ML NP
K, M8 AP
T

JAMA. 2009;301(17):1771-1778

Challenging Factors: Systemic

Lack of primary responsible party
Fragmented services system

Lack of funding mechanism

Lack of health insurance

Lack of community willingness to host
residential or health services (i.e., NIMBY)
Real or perceived legal barriers

Multiple hospital & professional objectives
Lack of long-term ability to follow-up,
connect to services, “hand-hold”

v v v v v

v v v

Recent Study: Needs of Homeless in ED
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Tested Solutions

Identify the patient group

Determine individual needs

Provide range of case management

Partner with primary care community

> Share data, create treatment plan, develop system flags

» Develop community resources

Develop medical respite care capacity (e.g.,
convalescent care)

Develop supportive housing models across a
range of needs

Unified electronic health records

v v v v v v v v

>

Challenging Factors: Patients

Multiple illnesses (co-morbidity)

Psychiatric illness and substance abuse
Homelessness (!)

Difficulty making/keeping appointments
Patient ability or willingness to engage

Limited social network and financial resources
Limited literacy and medical cognition
Pervasive crisis, sporatic or episodic attention to
health

Other areas of life take priority over healthcare
(housing, employment, relationships)
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In the End...

» No one solution will be a panacea—requires a
multi-faceted approach

» Requires willingness to invest resources in
non-traditional areas

» Requires willingness to collaborate to make
many pieces work together

» Requires all parts of the system to make
changes

\




