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ENDING
HOMELESSNESS
—THEN WHAT?

Our current Administration has
set an ambitious goal of ending
chronic and veteran homelessness
in 2015.1 To meet this challenge
the US Department of Veteran
Affairs (VA) launched a compre-
hensive, evidence-based, data-
and outcome-driven strategy.
They have coupled this with sig-
nificant federal and local part-
nerships and a financial commit-
ment that has greatly increased
access to health care benefits, and
employment and permanent
housing for homeless and at-risk
veterans. The early results of
this transformational effort have
been promising, with substantial
reductions in both overall num-
bers of homeless veterans on
any given night and reductions
in chronically homeless veterans
in the point-in-time count. This
is especially notable in that
progress has occurred during
one of the worst recessions our
country has ever faced and with
a significant influx of new vet-
erans returning from combat,
many with substantial comor-
bidities that place them at im-
minent risk for homelessness.

However, what will happen af-
ter 2015? Most social scientists
and policy experts agree that
barring an eradication of an af-
fordable housing crisis, unem-
ployment, poverty, disability, and
an elimination of family decom-
position and mental illness that
often precipitate a descent to
homelessness, we will still have
veterans and other men, women,
and families who spiral down into
homeless. The difference now is
that we will have a system in
place to identify them earlier,
often before they actually lose

their housing, the capacity to in-
tervene to prevent homelessness
through programs like Supportive
Services to Veterans and Families,
and, if not prevented, then the
capacity to minimize the time
spent homeless and the conse-
quences from that homelessness
through programs like rapid
rehousing. Through our exten-
sive partnership with the US
Department of Housing and
Urban Development we have in-
creased our access to permanent
housing to quickly accommodate
our most needy and vulnerable
homeless veterans. Moreover,
with the evidence-based applica-
tion of Housing First policies
within VA, we can place those
most at-risk and highest-need
homeless veterans in housing
without the preconditions or
stipulations that historically often
created insurmountable barriers
to care, services, and housing.
Taken together, the VA has
demonstrated through these ini-
tiatives what is possible within
an integrated care system to
truly be a safety net for those
most vulnerable and disconnected.
It has done so by operationalizing
and integrating progressive
housing policy with clinical care,
social services, and support in
a way that can serve as a model
for other care systems grappling
with what it means to be an
accountable care organization.2,3

Not typically considered in this
context are the needs of those
tens of thousands of veterans who
will now be enrolled in and re-
ceiving care at VA and other
health facilities around the coun-
try. According to the National
Center on Homelessness Among

Veterans, there are 599 872 vet-
erans who have experienced
homelessness or been at immi-
nent risk since 2006 who are
now enrolled in the Veterans
Health Administration—almost
10% of the actively enrolled
Veterans Health Administration
population. This is a group that
has been aging significantly faster
than their housed counterparts
with a disproportionately high
rate of several geriatric syndrome
conditions (falling, incontinence,
cognitive impairment) occurring
at a much younger age.4 Driving
this accelerated aging is likely
a confluence of several pathways
and processes including elevated
stress hormones associated with
chronic illnesses, mental health
disorders, and environmental
stressors5; early cell death associ-
ated with cigarette, alcohol, and
drug abuse6; and micronutrient
malnutrition7 associated with the
food insecurity facing those in
homelessness and poverty.8 This
cumulative toll from homeless-
ness is likely to be seen within our
health care settings long after
housing has been achieved.

This is also a population that
historically has difficulty accessing
care and utilizing health services
in ways that optimize receipt of
preventive and routine care,
reflected in the high rates of un-
met, deferred, delayed, and un-
and underdiagnosed conditions
when they do present. While the
need for care among homeless
and formerly homeless adults is
high, past negative experiences
seeking care, not knowing where
to go, fear, stigma,9 lack of avail-
able or accessible care,10 and
competing sustenance needs11 all
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serve as significant barriers to
getting much needed help. This
need continues for some, long
after housing placement, driven
by the same challenges of poverty,
isolation, disability, limited social
support, and high risk behaviors
and exposures that precipitated
their homelessness initially.

Taken together, these barriers
represent the perfect storm that
helps drive a mortality rate among
homeless persons that is 4.5 times
higher than their housed coun-
terparts, with death rates from
chronic diseases such as heart
disease and cancer among older
homeless at rates more than 5
times higher than their age-
matched, housed counterparts.12

Underscoring this is the anecdotal
observation by several Health
Care for the Homeless and VA
homeless providers that their
homeless patients, after years of
living on the streets, ironically
die soon after getting placed in
housing.

The success of the VA Secre-
tary Shinseki’s Initiative to End
Homelessness Among Veterans
in 2015, and Opening Doors, the
first ever federal strategic plan
to end homelessness, will likely
bring with it new public health
challenges—namely, how do we
provide optimal care to this pop-
ulation of formerly homeless, now
defined by their high morbidity
and acuity, co-occurring mental
and physical health needs, and
premature aging? Or more suc-
cinctly, how do we manage the
dose effect of homelessness and
poverty among our veteran and
other populations once we get
them housed? Whether this
agenda is couched in Social De-
terminants of Health parlance,
health disparities metrics, or
homeless care management, the
challenge is the same. We have
created a substantial liability to

the system if we do not maintain
those programs and management
processes that provide the ongo-
ing clinical support and services
needed to meet the continuing
housing and health care needs
among the homeless population
and proactively address risks for
recidivism back to homelessness.
Predicting who is most at risk for a
return to homelessness, employ-
ing proactive interventions such
as critical time interventions,13

care- and treatment-on-demand
models, behavioral interventions,
and harm reduction approaches
are all paramount to sustaining
the gains accrued from these ef-
forts. These are issues and con-
cerns that extend beyond the VA,
as many communities struggle
with the same issues of poverty,
high unemployment rates, care
complexity, and having systems
in place to address them.

The call for evidence-based,
outcome-driven initiatives and
programs to proactively predict
the needs and manage the care of
formerly homeless people is our
next great challenge and provides
the basis for articulating the next
generation of public health and
population-based research, study,
and model development questions
and opportunities. What is the
optimal supportive and clinical
service package and what is the
best way to provide it to those
homeless veterans and non-
veterans participating in Housing
First, permanent supportive hous-
ing? Are there measures or mon-
itors that can be effectively used
to match those homeless and for-
merly homeless persons to the
right intensity of care and services
during their recovery continuum?
Can we validate the accelerated
biologic aging pathways postu-
lated earlier as at least a partial
explanation for the premature
morbidity and mortality? Are

these pathways correlated with
biologic or genetic markers such
as telomere length or DNA meth-
ylation that may provide biologic
markers for enhanced or long-
term risk? In parallel, are there
clinical, behavioral, environmen-
tal or case management interven-
tions that can effectively address
this homeless dose effect risk that
will reduce recidivism and im-
prove health and well-being once
housed?

We are in the midst of one
of the most substantial efforts to
affect the consequences of pov-
erty and illness in our society with
an investment in intellectual cap-
ital, programming support, and
political leadership unmatched
since Great Society legislation in
the 1960s. Whether another op-
portunity to undertake this level
of social engineering will present
itself again within the next 50
years will depend on how we
take advantage of this current
opportunity to codify the policy
of sustainable homeless preven-
tion solutions in good science,
evidence-based programs and
real results. j
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