
1/8  •   FEDERAL PRACTITIONER SPECIAL ISSUE   •  2025

Background: Emergency departments (EDs) often identify 
and manage the medical, mental health, and social needs 
of veterans experiencing homelessness. ED clinicians may 
facilitate postdischarge engagement for these individuals 
because many of them do not receive outpatient care from the 
US Department of Veterans Affairs (VA). This multiphase pilot 
project sought to identify ED clinicians’ experiences in caring for 
veterans experiencing homelessness, including perceived gaps 
in knowledge and resources.
Observations: Eleven VA clinicians who worked in the ED 
in 2022 and 2023 participated in qualitative interviews for 
this project. Interviews were analyzed using directed content 
analysis and coded according to a framework matrix modeled 
on the interview guide. A thorough review of interview findings 
and engagement with 10 subject matter experts led to the 
development of a clinician resource to facilitate post-ED service 

engagement. ED clinicians expressed confidence in the care 
provided to patients experiencing homelessness in the VA 
ED, but also described compassion fatigue. Knowledge gaps 
regarding available VA and community social services for 
veterans experiencing homelessness were common, especially 
among clinicians with limited training in those areas. Nearly 
all clinicians interviewed requested a centralized resource to 
facilitate the process of connecting veterans to postdischarge 
social services. This resource emphasized improved service 
delivery, enhanced clinician empathy when treating veterans 
experiencing homelessness, and increased knowledge of social 
services available within VA and the community.  
Conclusions: The resource developed in this study may 
increase clinicians’ awareness of VA and community services to 
address the health and social needs of veterans experiencing 
homelessness.
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Veterans experiencing homelessness are 
at an elevated risk for adverse health out-
comes, including suicide. This population 

also experiences chronic health conditions (eg, 
cardiovascular disease and sexually transmitted 
infections) and psychiatric conditions (eg, sub-
stance use disorders and posttraumatic stress 
disorder) with a greater propensity than veterans 
without history of homelessness.1,2 Similarly, vet-
erans experiencing homelessness often report 
concurrent stressors, such as justice involve-
ment and unemployment, which further impact 
social functioning.3 

The US Department of Veterans Affairs (VA) 
offers a range of health and social services to 
veterans experiencing homelessness. These 
programs are designed to respond to the mul-
tifactorial challenges faced by this population 
and are aimed at achieving sustained, perma-
nent housing.4 To facilitate this effort, these 
programs provide targeted and tailored health 
(eg, primary care) and social (eg, case man-
agement and vocational rehabilitation) ser-
vices to address barriers to housing stability 
(eg, substance use, serious mental illness, in-
teracting with the criminal legal system, and 
unemployment). 

Despite the availability of these programs, en-
gaging veterans in VA services—whether in gen-
eral or tailored for those experiencing or at risk 
for homelessness—remains challenging. Many 
veterans at risk for or experiencing homeless-
ness overuse service settings that provide im-
mediate care, such as urgent care or emergency 
departments (EDs).5,6 These individuals often visit 
an ED to augment or complement medical care 
they received in an outpatient setting, which can 
result in an elevated health care burden as well 
as impacted provision of treatment, especially 
surrounding care for chronic conditions (eg, car-
diovascular health or serious mental illness).7-9

VA EDs offer urgent care and emergency ser-
vices and often serve as a point of entry for vet-
erans experiencing homelessness.10 They offer 
veterans expedient access to care that can ad-
dress immediate needs (eg, substance use with-
drawal, pain management, and suicide risk). EDs 
may be easier to access given they have lon-
ger hours of operation and patients can present 
without a scheduled appointment. VA EDs are 
an important point to identify homelessness and 
connect individuals to social service resources 
and outpatient health care referrals (eg, primary 
care and mental health).4,11  
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Some clinicians experience uncertainty in 
navigating or providing care for veterans expe-
riencing or at risk for homelessness. A qualita-
tive study conducted outside the VA found many 
clinicians did not know how to approach clini-
cal conversations among unstably housed indi-
viduals, particularly when they discussed how 
to manage care for complex health conditions in 
the context of ongoing case management chal-
lenges, such as discharge planning.12 Another 
study found that clinicians working with individ-
uals experiencing homelessness may have lim-
ited prior training or experience treating these 
patients.13 As a result, these clinicians may be 
unaware of available social services or unknow-
ingly have biases that negatively impact care. 
Research remains limited surrounding beliefs 
about and methods of enhancing care among 
VA clinicians working with veterans experiencing 
homelessness in the ED.

This multiphase pilot study sought to under-
stand service delivery processes and gaps in 
VA ED settings. Phase 1 examined ED clinician 
perceptions of care, facilitators, and barriers to 
providing care (including suicide risk assess-
ments) and making postdischarge outpatient 
referrals among VA ED clinicians who regularly 
work with veterans experiencing homeless-
ness. Phase 2 used this information to develop 

a clinical psychoeducational resource to en-
hance post-ED access to care for veterans ex-
periencing or at risk for homelessness. 

QUALITATIVE INTERVIEWS
Semistructured qualitative interviews were con-
ducted with 11 VA ED clinicians from 6 Veteran 
Integrated Service Networks between August 
2022 and February 2023. Clinicians were eligi-
ble if they currently worked within a VA ED set-
ting (including urgent care) and indicated that 
some of their patients were veterans experi-
encing homelessness. All health care practitio-
ners (HCPs) participated in an interview and a 
postinterview self-report survey that assessed 
demographic and job-related characteristics. 
Eight HCPs identified as female and 3 identi-
fied as male. All clinicians identified as White 
and 3 as Hispanic or Latino. Eight clinicians 
were licensed clinical social workers, 2 were ED 
nurses, and 1 was an ED physician. 

After each clinician provided informed con-
sent, they were invited to complete a telephone 
or Microsoft Teams interview. All interviews 
were recorded and subsequently transcribed. 
Interviews explored clinicians’ experiences car-
ing for veterans experiencing homelessness, 
with a focus on services provided within the 
ED, as well as mandated ED screenings such 
as a suicide risk assessment. Interview ques-
tions also addressed postdischarge knowledge 
and experiences with referrals to VA health ser-
vices (eg, primary care, mental health) and so-
cial services (eg, housing programs). Interviews 
lasted 30 to 90 minutes.

Recruitment ended after attaining suffi-
cient thematic data, accomplished via an in-
formation power approach to sampling. This 
occurred when the study aims, sample char-
acteristics, existing theory, and depth and 
quality of interviews dynamically informed the 
decision to cease recruitment of additional 
participants.14,15 Given the scope of study (ex-
amining service delivery and knowledge gaps), 
the specificity of the targeted sample (VA ED 
clinicians providing care to veterans experi-
encing homelessness), the level of pre-exist-
ing theoretical background informing the study 
aims, and depth and quality of interview dia-
logue, this information power approach pro-
vides justification for attaining small sample 
sizes. Following the interview, HCPs com-
pleted a demographic questionnaire. Partici-
pants were not compensated. 

Veterans at risk of homelessness experience more than double the risk of suicide than stably housed Veterans.  
For many, the last health care visit prior to suicide is with VA’s emergency services.

Every Veteran deserves the best care possible. Due to challenges with accessing care, Veterans experiencing  
homelessness may use emergency or urgent care services more frequently than other Veterans. VA has resources  
available to help homeless and at-risk Veterans access stable housing, employment services, and health care.

LOCAL HOMELESS SERVICE AND PROGRAMMING RESOURCES

We encourage Veterans in need of support to contact the National Call Center for Homeless Veterans at 1-877-4AID-VET 
(1-877-424-3838), the essential community service hotline at 2-1-1, or the Veterans Crisis Line at 9-8-8 and dial 1, or visit 
their closest VA medical center for additional information. 

SUPPORT FOR HOMELESS AND AT-RISK VETERANS

PROGRAM

Local VA Homeless Service  
Point of Contact

VA Community Resource and 
Referral Center

Local Emergency Shelter(s)

Local Service Organization(s) 
(Religious/Spiritual, Food, Clothing)

Local Substance Use Program

Post-9/11 Military2VA (M2VA) 
Program

Other Important Points of Contact

NAME/POINT OF CONTACT CONTACT INFORMATION

Address:
Phone: 
Hours:

Address:
Phone: 
Hours:

Address:
Phone: 
Hours:

Address:
Phone: 
Hours:

Address:
Phone: 
Hours:

Address:
Phone: 
Hours:

Address:
Phone: 
Hours:

FIGURE. Clinical Resource for At-Risk Homeless 
Veterans Accessing US Department of Veterans  
Affairs Emergency Services 
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Data Analysis
Directed content analysis was used to analyze 
qualitative data, with the framework method 
employed as an analytic instrument to facilitate 
analysis.16-18 Analysts engaged in bracketing 
and discussed reflexivity before data analysis 
to reflect on personal subjectivities and reduce 
potential bias.19,20

A prototype coding framework was devel-
oped that enabled coders to meaningfully sum-
marize and condense data within transcripts into 
varying domains, categories, or topics found 
within the interview guide. Domain examples in-
cluded clinical backgrounds, suicide risk and 
assessment protocols among veterans experi-
encing homelessness, beliefs about service de-
livery for veterans experiencing homelessness, 
and barriers and facilitators that may impact their 
ability to provide post-ED discharge care. Coders 
discussed the findings and if there was a need 
to modify templates. All transcripts were dou-
ble coded. Once complete, individual templates 
were merged into a unified Microsoft Excel sheet, 
which allowed for more discrete analyses, en-
abling analysts to examine trends across content 
areas within the dataset.

Clinical Resource Development
HCPs were queried regarding available outpa-
tient resources for post-ED care (eg, printed 
discharge paperwork and best practice alerts 
or automated workflows within the electronic 
health record). Resources used by participants 
were examined, as well as which resources cli-
nicians thought would help them care for vet-
erans experiencing homelessness. Noted gaps 
were used to develop a tailored resource for cli-
nicians who treat veterans experiencing home-
lessness in the ED. This resource was created 
with the intention it could inform all ED clini-
cians, with the option for personalization to 
align with the needs of local services, based on 
needed content areas identified (eg, emergency 
shelters and suicide prevention resources).

Resource development followed an infor-
mation systems research (ISR) framework that 
used a 3-pronged process of identifying circum-
stances for how a tool is developed, the prob-
lems it aims to address, and the knowledge that 
informs its development, implementation, and 
evaluation.21,22 Initial wireframes of the resource 
were provided via email to 10 subject matter ex-
perts (SMEs) in veteran suicide prevention, emer-
gency medicine, and homeless programs. SMEs 

were identified via professional listservs, VA pro-
gram office leadership, literature searches of 
similar research, and snowball sampling. Solic-
ited feedback on the resource from the SMEs 
included its design, language, tone, flow, for-
mat, and content (ideation and prototyping). The 
feedback was collated and used to revise the re-
source. SMEs then reviewed and provided feed-
back on the revised resource. This iterative cycle 
(prototype review, commentary, ideation, proto-
type review) continued until the SMEs offered no 
additional edits to the resource. In total, 7 itera-
tions of the resource were developed, critiqued, 
and revised. 

INTERVIEW RESULTS
Compassion Fatigue
Many participants expressed concerns about 
compassion fatigue among VA ED clinicians. 
Those interviewed indicated that treating vet-
erans experiencing homelessness sometimes 
led to the development of what they described 
as a “callus,” a “sixth sense,” or an inherent 
sense of “suspicion” or distrust. These feel-
ings resulted from concerns about an individu-
al’s secondary gain or potential hidden agenda 
(eg, a veteran reporting suicidal ideation to at-
tain shelter on a cold night), with clinicians not 
wanting to feel as if they were taken advantage 
of or deceived.

Many clinicians noted that compassion fa-
tigue resulted from witnessing the same veterans 
experiencing homelessness routinely use emer-
gency services for nonemergent or nonmedical 
needs. Some also expressed that over time this 
may result in them becoming less empathetic 
when caring for veterans experiencing homeless-
ness. They hypothesized that clinicians may ex-
perience burnout, which could potentially result 
in a lack of curiosity and concern about a veter-
an’s risk for suicide or need for social services. 
Others may “take things for granted,” leading 
them to discount stressors that are “very real to 
the patient, this person.” 

Clinicians indicated that such sentiments 
may impact overall care. Potential negative 
consequences included stigmatization of vet-
erans experiencing homelessness, incomplete 
or partial suicide risk screenings with this pop-
ulation, inattentive or impersonal care, and 
expedited discharge from the ED without ap-
propriate safety planning or social service refer-
rals. Clinicians interviewed intended to find ways 
to combat compassion fatigue and maintain a 
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commitment to provide comprehensive care to 
all veterans, including those experiencing home-
lessness. They felt conflict between a lack of 
empathy for individuals experiencing homeless-
ness and becoming numb to the problem due 
to overexposure. However, these clinicians re-
mained committed to providing care to these 
veterans and fighting to maintain the purpose of 
recovery-focused care. 

Knowledge Gaps on Available Services 
While many clinicians knew of general re-
sources available to veterans experiencing 
homelessness, few had detailed information on 
where to seek consults for other homeless pro-
grams, who to contact regarding these services, 
when they were available, or how to refer to 
them. Many reported feeling uneasy when dis-
charging veterans experiencing homelessness 
from care, often being unable to provide local, 
comprehensive referrals to support their needs 
and ensure their well-being. These sentiments 
were compounded when the veteran reported 
suicidal thoughts or recent suicidal behavior; 
clinicians felt concerned about the methods to 
engage these individuals into evidence-based 
mental health care within the context of unsta-
ble housing arrangements. 

Some clinicians appeared to lack aware-
ness of the wide array of VA homeless pro-
gramming. Most could acknowledge at least 
some aspects of available programming (eg, 
the US Department of Housing and Urban De-
velopment–VA Supportive Housing program), 
while others were unaware of services tailored 
to the needs of those experiencing homeless-
ness (eg, homeless patient aligned care teams), 
or of services targeting concurrent psychoso-
cial stressors (eg, Veterans Justice Programs). 
Interviewees hypothesized this as being par-
ticularly notable among clinicians who are new 
to the VA or those who work in VA settings as 
part of their graduate or medical school train-
ing. Those aware of the services were uncertain 
of the referral process, relying on a single so-
cial worker or nurse to connect individuals ex-
periencing homelessness to health and social 
services.

Interviewed clinicians noted that suicide risk 
screening of veterans experiencing homeless-
ness was only performed by a limited number 
of individuals within the ED. Some did not feel 
sufficiently trained, comfortable, or knowledge-
able about how to navigate care for veterans 

experiencing homelessness and at risk of sui-
cide. Clinicians described “an uncomfortable-
ness about suicidal ideation, where people just 
freeze up” and “don’t know what to do and don’t 
know what to say.”

Lack of Tangible Resources, Trainings, 
and Referrals
HCPs reported occasionally lacking the nec-
essary clinical resources and information in the 
ED to properly support veterans experiencing 
homelessness and suicidal ideation. Common 
concerns included case management and dis-
charge planning, as well as navigating health 
factors, such as elevated suicide risk. Some 
HCPs felt the local resources they do have ac-
cess to—discharge packets or other forms of 
patient information—were not always tailored 
for the needs (eg, transportation) or abilities 
of veterans experiencing homelessness. One 
noted: “We give them a sheet of paper with 
some resources, which they don’t have the 
skills to follow up [with] anyway.” 

Many interviewees wished for additional train-
ing in working with veterans experiencing home-
lessness. They reported that prior training from 
the VA Talent Management System or through 
unit-based programming could assist in educat-
ing clinicians on homeless services and suicide 
risk assessment. When queried on what training 
they had received, many noted there was “no for-
mal training on what the VA offers homeless vets,” 
leading many to describe it as on-the-job training. 
This appeared especially among newer clinicians, 
who reported they were reliant upon learning from 
other, more senior staff within the ED.

The absence of training further illustrates the 
issue of institutional knowledge on these ser-
vices and referrals, which was often confined to 
a single individual or team. Not having readily ac-
cessible resources, training, or information ap-
propriate for all skill levels and positions within 
the ED hindered the ability of HCPs to connect 
veterans experiencing homelessness with social 
services to ensure their health and safety post-
discharge: “If we had a better knowledge base of 
what the VA offers and the steps to go through in 
order to get the veteran set up for those things, it 
would be helpful.”

CLINICAL RESOURCE 
A psychoeducational resource was devel-
oped for HCPs treating veterans experienc-
ing homelessness (Figure). The resource was 
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designed to mitigate compassion fatigue and 
recenter attention on the VA commitment to 
care while emphasizing the need to be re-
sponsive to the concerns of these individuals. 
Initial wireframes of the resource were devel-
oped by a small group of authors in review 
and appraisal of qualitative findings (EP, RH). 
These wireframes were developed to broadly 
illustrate the arrangement/structure of content, 
range of resources to potentially include (eg, 
available VA homeless programs or consulta-
tion resources), and to draft initial wording and 
phrasing. Subject matter expert feedback re-
fined these wireframes, providing commentary 
on specific programs to include or exclude, 
changes and alterations to the design and flow 
of the resource, and edits to language, word 
choice, and tone over numerous iterations.

Given that many ED HCPs presented con-
cerns surrounding secondary gain in the con-
text of suicide risk, this resource focused on 
suicide risk. At the top of the resource, it states 
“Veterans at risk for homelessness experience 
more than double the risk for suicide than sta-
bly housed veterans.”23 Also at the top, the re-
source states: “For many, the last health care 
visit prior to suicide is often with VA emergency 
services."24 The goal of these statements was 
to educate users on the elevated risk for sui-
cide in veterans experiencing homelessness 
and their role in preventing such deaths. 

Text in this section emphasizes that every 
veteran deserves the best care possible and 
recenters HCP attention on providing quality, 
comprehensive care regardless of housing sta-
tus. The inclusion of this material was priori-
tized given the concerns expressed regarding 
compassion fatigue and suspicions of second-
ary gain (eg, a veteran reporting suicidal ide-
ation to attain shelter or respite from outside 
conditions).

The resource also attempts to address high 
rates of emergency service by veterans experi-
encing homelessness: “Due to challenges with 
accessing care, Veterans experiencing home-
lessness may use emergency or urgent care ser-
vices more frequently than other Veterans.”25 
The resource also indicates that VA resources 
are available to help homeless and at-risk vet-
erans to acquire stable housing, employment, 
and engage in healthcare, which are outlined 
with specific contact information. Given the 
breadth of local and VA services, a portion of 
the resource is dedicated to local health and  

social services available for veterans experi-
encing homelessness. HCPs complete the first 
page, which is devoted to local homeless ser-
vice and program resources.

Following SME consultation, the list of pro-
grams provided underwent a series of itera-
tions. The program types listed are deemed 
to be of greatest benefit to veterans experi-
encing homelessness and most consulted by 
HCPs. Including VA and non-VA emergency 
shelters allows clinicians flexible options if a 
particular shelter is full, closed, or would not 
meet the veteran’s needs or preference (eg, 
lack of childcare or does not allow pets). The 
second column of this section is left intention-
ally blank; here, the HCP is to list a local point-
of-contact at each program. This encourages 
clinical teams to seek out and make direct 
contact with these programs and establish 
(in)formal relationships with them. The HCP 
then completes the third column with contact  
information. 

Once completed, the resource acts as a liv-
ing document. Clinicians and SMEs consulted for 
this study expressed the desire to have an easily 
accessible resource that can be updated based 
on necessary changes (eg, emergency shelter 
address or hours of operation). The resource can 
be housed within each local VA emergency or ur-
gent care service setting alongside other avail-
able clinical tools. 

While local resources are the primary focus, 
interviewees also suggested that some HCPs 
are not aware of the available VA services . This 
material, found on the back of the resource, 
provides a general overview of services avail-
able through VA homeless programs. SME con-
sultation and discussion led to selecting the 5 
listed categories: housing services, health care 
services, case management, employment ser-
vices, and justice-related programming, each 
with a brief description.

Information for the National Call Center for 
Homeless Veterans, community service hot-
line, and Veterans Crisis Line are included on 
the front page. These hotlines and phone num-
bers are always available for veterans experi-
encing homelessness, enabling them to make 
these connections themselves, if desired. Ad-
ditionally, given the challenges noted by some 
HCPs in performing suicide risk screening, eval-
uation, and intervention, a prompt for the VA Sui-
cide Risk Management Consultation service was 
also included on the back page. 



Homelessness

6/8  •   FEDERAL PRACTITIONER SPECIAL ISSUE   •  2025

Creating a Shared and Local Resource
This clinical resource was developed to estab-
lish a centralized, shared, local resource avail-
able to VA ED HCPs who lacked knowledge 
of available services or reported discomfort 
conducting suicide risk screening for veterans 
experiencing homelessness. In many cases, 
ED referrals to homeless programs and sui-
cide prevention care was assigned to a single 
individual, often a nurse or social worker. As 
a result, an undue amount of work and strain 
was placed on these individuals, as this forced 
them to act as the sole bridge between care in 
the ED and postdischarge social (eg, homeless 
programs) and mental health (eg, suicide pre-
vention) services. The creation of a unified, eas-
ily accessible document aimed to distribute this 
responsibility more equitably across ED staff. 

DISCUSSION
This project intended to develop a clinician re-
source to support VA ED clinicians caring for 
veterans experiencing homelessness and their 
access to services postdischarge. Qualitative 
interviews provided insights into the burnout 
and compassion fatigue present in these set-
tings, as well as the challenges and needs re-
garding knowledge of local and VA services. 
Emphasis was placed on leveraging extant re-
sources and subject matter expertise to de-
velop a resource capable of providing brief and 
informative guidance.

This resource is particularly relevant for HCPs 
new to the VA, including trainees and new hires, 
who may be less aware of VA and local social 
services. It has the potential to reduce the bur-
den on VA ED staff to provide guidance and 
recommendations surrounding postdischarge 
social services. The resource acknowledges 
homeless programming focused on social de-
terminants of health that can destabilize housing 
(eg, legal or occupational challenges). This can 
incentivize clinicians to discuss these programs 
with veterans to facilitate their ability to navigate 
complex health and psychosocial challenges.

HCPs interviewed for this study indicated 
their apprehension regarding suicide risk 
screening and evaluation, a process currently 
mandated within VA ED settings.26 This may be 
compounded among HCPs with minimal men-
tal health training or those who have worked in 
community-based settings where such screen-
ing and evaluation efforts are not required. The 
resource reminds clinicians of available VA 

consultation services, which can provide addi-
tional training, clinical guidance, and review of 
existing local ED processes.

While the resource was directly informed by 
qualitative interviews conducted with VA emer-
gency service HCPs and developed through an 
iterative process with SMEs, further research is 
necessary to determine its effectiveness at in-
creasing access to health and social services 
among veterans experiencing homelessness. 
The resource has not been used by HCPs work-
ing in these settings to examine uptake or sus-
tained use, nor clinicians’ perceptions of its 
utility, including acceptability and feasibility; 
these are important next steps to understand if 
the resource is functioning as intended.

Compassion fatigue, as well as associated 
sequelae (eg, burnout, distress, and psychiat-
ric symptoms), is well-documented among in-
dividuals working with individuals experiencing 
homelessness, including VA HCPs.27-30 Such 
experiences are likely driven by several fac-
tors, including the clinical complexity and ser-
vice needs of this veteran population. Although 
compassion fatigue was noted by many clini-
cians interviewed for this study, it is unclear if 
the resource alone would address factors driv-
ing compassion fatigue, or if additional program-
ming or services may be necessary.

Limitations
The resource requires local HCPs to routinely 
update its content (eg, establishment of a new 
emergency shelter in the community or change 
in hours or contact information of an existing 
one), which may be challenging. This is espe-
cially true as it relates to community resources, 
which may be more likely to change than na-
tional VA programming. 

This resource was initially developed follow-
ing qualitative interviews with a small sample of 
VA HCPs (explicitly those working within ED set-
tings) and may not be representative of all HCPs 
engaged in VA care with veterans experienc-
ing homelessness. The perspectives and experi-
ences of those interviewed do not represent the 
views of all VA ED HCPs and may differ from the 
perspectives of those in regions with unique cul-
tural and regional considerations.31

Given that most of the interviewees were 
social workers in EDs engaged in care for vet-
erans experiencing homelessness, these find-
ings and informational needs may differ among 
other types of HCPs who provide services for  
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veterans experiencing homelessness in other 
settings.  Content in the resource was included 
based on clinician input, and may not reflect 
the perspectives of veterans, who may perceive 
some resources as more important (eg, access 
to primary care or dental services).28

CONCLUSIONS
This project represents the culmination of qual-
itative interviews and SME input to develop a 
free-to-use clinician resource to facilitate ser-
vice delivery and connection to services fol-
lowing discharge from VA EDs for veterans 
experiencing homelessness. Serving as a tem-
plate, this resource can be customized to in-
crease knowledge of local VA and community 
resources to support these individuals. Contin-
ued refinement and piloting of this resource to 
evaluate acceptability, implementation barriers, 
and use remains warranted.
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