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The number of homeless families in the United States is growing at an alarming rate.
Homeless families are at an increased risk for numerous medical conditions and
have complex health and psychosocial needs. In response to the growing crisis, poli-
cymakers have generally focused on families’ immediate needs rather than develop-
ing a comprehensive long-term response. Health programs have been challenged to
develop effective methods of providing outreach and comprehensive, continuous,
coordinated services. Family medicine is uniquely qualified to meet the health care
needs of homeless families and can play an important role in providing clinical ser-
vice, designing medical education, developing research, and defining a national ad-

vocacy agenda. J Fam Pract 1990; 31:74-80.

ationwide, the numbers of homeless persons are in-
N creasing. Although historically the stereotypical
homeless person was an unattached middle-aged man
suffering from alcohol abuse, the composition of the
homeless population has changed. It now includes adult
individuals, families, and runaway youth. In fact, families
with children make up one third of the overall population
and are the most rapidly growing subgroup.

The experience of homelessness adversely affects the
health and well-being of families. Homelessness increases
the risk of developing certain medical conditions, magni-
fies the severity of various common illnesses, and almost
always makes treatment more difficult.1 Furthermore,
homeless children are being raised in substandard condi-
tions in emergency shelters and welfare hotels with their
basic emotional, social, educational, and physical needs
largely unmet.

Family medicine is uniquely qualified to meet the health
needs of homeless families. Family physicians have a long
history of caring for underserved populations, understand-
ing the relationship between family health and its social and
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environmental context, and providing continuous, coordi-
nated services to families with complex health needs.
This paper reviews the extent and causes of farily
homelessness, the health care needs of these families, ad
the challenges presented to providers. It concludes by
discussing policy and programmatic responses as well &
the important role that family medicine can play in po-
viding clinical service and medical education, developing
research, and defining a national advocacy agenda.

EXTENT OF THE FAMILY HOMELESSNESS
PROBLEM

An estimated 2.5 to 3 million persons are homeless exth
year. More than one third consist of families with dil-
dren. In some cities, such as Portland, Ore, New Yok
City, Trenton, and Norfolk, families make up more tren
one half of the overall homeless population.2-4 According
to a recent Government Accounting Office report, 68000
to 100,000 children in families are homeless on any given
night.15 An additional 186,000 children and youths ae
precariously housed in shared living arrangements.5

CHARACTERISTICS OF HOMELESS FAMILIES

A majority of the nation’s homeless families are headed
by a mother with two or three children, most of whom ae
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Syears old or younger.16 In large eastern cities, nearly
%of homeless families are headed by women6-8; in the
West and Southwest, the percentage is approximately
%910

Although there is considerable variation, most home-
less mothers are in their late 20’s, are single or divorced,
and have had some high school education.16 Homeless
families living in large cities are commonly from minority
groups,68 whereas those living in nonurban areas are
primarily white. A majority of homeless mothers have not
worked regularly and have received public income assis-
tance (Aid to Families With Dependent Children [AFDC])
for more than 2 years.6

WHY ARE FAMILIES HOMELESS?

Although the systemic causes of homelessness would re-
quirea discussion beyond the scope of this article, experts
generally agree that the following factors have contributed
tothe increasing numbers of homeless families: (1) scar-
city of decent, affordable low-income housing; (2) inade-
quate income maintenance and social welfare benefits; (3)
increase in families headed by women; and (4) inadequate
social services and supports.

This country is experiencing a severe low-income hous-
ing crisis. Minimal federal support for constructing new
housing as well as the loss of existing units through con-
dominium conversion and gentrification have contributed
to the extreme housing shortage.1l Each year, up to 2.5
million people are displaced from their homes as a result
ofrent increases, changes in income that prohibit paying
rent, and condominium conversion.1l

Inadequate public income assistance further com-
pounds the crisis in affordable housing. Although the ma-
jority of homeless families receive AFDC, these benefits
have failed to keep pace with inflation and fall well below
the federally established poverty level in most states.l2
Forexample, in Massachusetts, AFDC benefits combined
with food stamps are 15% below the poverty level. In
Boston, where the median rent for a one-bedroom apart-
ment is $500 and for a two-bedroom apartment is $660,
meny families are at high risk of becoming homeless.3
Thus, housing costs are consuming increasing percent-
's of household income. Recent Massachusetts data
indicate that many families are spending up to 60% of their
income on rent,3far more than the 30% that is generally
considered reasonable. Of course, little money is left for
other necessities.

The increasing numbers of homeless families also re-
flect the dramatic growth of families headed by women in
the past 15 years; higher divorce rates and growing num-
bers of mothers who have never married account for this
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trend.2Families headed by women are far more likely to
be poor than two-parent families. In 1986, for instance,
approximately one half of female-headed families were
poor compared with only 8% of two-parent families.22
Thus, families headed by women are more likely to be
precariously housed and are therefore more vulnerable to
losing their homes.

While it is clear that a scarcity of housing, inadequate
income, and changes in family composition contribute to
homelessness, these factors do not explain why only
some poor families turn to emergency shelters for refuge.
Data indicate that the relative absence of support net-
works differentiate poor families who are doubled up in
overcrowded apartments from those who must rely on
emergency facilities.

Anthropologists have described how extensive kin and
nonkin domestic networks help poor women survive in
the community.1451n contrast to poor, housed mothers,
however, homeless mothers frequently have fragmented
supports and fewer close relationships with women.1%6
When asked to name three persons on whom they could
count during times of stress, one fourth of a sample of
sheltered mothers in Massachusetts were unable to name
anyone. Although one fifth of the mothers named only one
individual, many mentioned a professional or recent shel-
ter contact. Over one fourth described their minor child as
a major support.6Given these findings, it is not surprising
that poor families without family or friends are more
vulnerable in this housing market and more likely to re-
quire emergency shelter.’6

Although the experience of doubling up stresses and
exhausts even the most committed family members and
friends, other factors may also contribute to the frag-
mented supports reported by homeless mothers. When
compared with poor housed mothers, homeless mothers
are more commonly victims of family violence. In the
Massachusetts study, 40% of homeless mothers reported
having been abused as children. Over 40% also described
a history of battering by a boyfriend or spouse.6Although
available information about violence among homeless
mothers remains limited, it may be that a background of
family violence explains, in part, the difficulties that some
homeless mothers have in establishing and sustaining re-
lationships as adults.

HEALTH NEEDS OF HOMELESS FAMILIES

Most studies describing the health needs of homeless
families have significant methodologic shortcomings.
Nevertheless, there is a growing body of data showing
that homeless families have difficulty accessing medical
care, fail to receive essential preventive services, and are
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at high risk of developing numerous acute and chronic
illnesses.

Although homeless adult family members have fewer
health problems than homeless unattached individuals,
they are sicker than a general population of adults. Based
on data from the Robert Wood Johnson-Pew-supported
Health Care for the Homeless programs in 16 cities,
Wright and WeberI7reported that “homeless adult family
members are . . . much more ill on virtually all indicators
than the general ambulatory population” they used as a
comparison. This conclusion may underestimate the se-
verity ofthe problem, since illness prevalence rates for the
housed comparison group were reported by the National
Ambulatory Medical Survey, which consists of a sample
of patients who come to physicians’ offices.

The most common acute health problems manifested
by homeless adult family members include upper respira-
tory tract infections, trauma, and skin problems. The
most prevalent chronic illnesses were genitourinary tract
problems, gastrointestinal tract illnesses, and hyperten-
sion. With the exception of some limited information
about pregnancy outcome and prenatal care services,8no
systematic data describe the preventive health needs of
homeless adult family members.

Homeless pregnant women, estimated at 16% to 20% of
all homeless mothers, are at high risk for poor nutrition,
receiving inadequate or no prenatal care, and having ba-
bies of low birthweight..8 Moreover, compared with the
infant mortality rate of 16.6 per 1000 live births reported
for women living in New York City low-income housing
projects, the mortality rate for infants bom to mothers in
New York City welfare hotels in 1984 was 24.9.18

Surprisingly, there are no systematic data describing
the prevalence of substance abuse among homeless moth-
ers. Anecdotal reports, however, especially from service
providers in cities nationwide, suggest that increasing
numbers of homeless mothers are abusing “crack” and
alcohol.319 In addition to causing an increase in pregnan-
cy-related complications, the effects on newborns may be
devastating. For example, fetal alcohol syndrome has
become the leading cause of mental retardation in this
country.2

Homeless children have serious unmet medical needs
too. When compared with a general population of chil-
dren, those who are homeless are at risk for delayed
preventive care, poor nutrition, higher frequency of acute
and chronic illness, developmental lags, emotional and
behavioral problems, and learning difficulties.

Based on data from the Health Care for the Homeless
programs, Wright and Weber17 reported that homeless
children suffer from chronic illness at twice the rate of a
general ambulatory population. Chronic physical condi-
tions among children include anemia, heart disease, pe-
ripheral vascular disease, and neurologic disorders. The
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most common acute illnesses are upper respiratory trat
infections, minor skin problems, and otitis media.

Other studies also indicate that homeless children fae
more illness than a general population of children. Apa-
stein et al2l conducted a retrospective chart review of 25
homeless preschool children living in New York Cty
welfare hotels and compared them with housed preschool
children of similar socioeconomic status who were attend-
ing the same pediatric clinic. Homeless children hed
higher rates of child abuse and medical problems ad
more frequent hospital admissions.2L In Seattle, childen
in shelters had more health problems compared witha
general population.0

In addition to acute and chronic medical problens,
homeless children are at high risk for poor nutrition.
Homeless families are not only extremely poor, but they
have limited access to transportation and child care; ths,
routine shopping often becomes a burden. In addition,
many families living in welfare hotels lack refrigerators
and cooking facilities. Limited access to large supermar-
kets, as well as the high cost of healthful foods, prevents
the selection and preparation of a nutritionally sound diet

In a study comparing children living in New York Gty
welfare hotels with domiciled children of similar sociceco-
nomic status, Acker et al2 found that homeless children
were at greater risk for iron deficiency. Miller and Linll
reported that 35% of homeless children were overweight,
perhaps resulting from difficulties in preparing nutritious
meals. Additional studies are needed to evaluate gowth
and nutritional variables prospectively, particularly for
children who remain homeless for extended periods.

Not surprisingly, homeless children often do not re-
ceive preventive medical services, such as routine im
munizations.1021'2 Almost one half of homeless children
in the Acker et al2 study had delayed immunizations—a
significantly higher percentage than a comparison goyp
of poor housed children.

With respect to developmental lags, emotional dffi-
culties, and learning problems, Bassuk and Rosenberg,5
using the Denver Developmental Screening Test, re-
ported that 54% of homeless preschoolers had at least ae
developmental delay compared with 16% of housed pre-
schoolers; 33% of homeless children manifested two a
more delays.ZBecause the Denver test is a gross screen-
ing measure, the percentage may be even greater.24

In the Massachusetts study, many homeless school-
aged children manifested severe anxiety, depression, ad
school problems.65 More than one half required further
psychiatric evaluation. School problems included repeat-
ing a grade (43%), participating in special classes (299,
and failing or performing below-average work (43%9-%
These findings are not surprising given that many home-
less children attend school erratically, if at all.
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POLICY RESPONSE TO FAMILY
HOMELESSNESS

Rather than responding to the multidimensional causes of
family homelessness, policymakers have understandably,
although shortsightedly, focused on the immediate need
forfood, clothing, and shelter. In response to the crisis in
numbers, an emergency sheltering system has mush-
roomed nationwide. Emergency facilities range from
smell neighborhood-based shelters to large barracks-type
shelters to welfare hotels and motels. Many locales have
nospecialized programs for homeless families, while oth-
ers provide only substandard temporary housing in shel-
ters and hotels. Many facilities are unsafe and over-
cronded, lack privacy, and fail to provide cooking
facilities or cribs. Because many shelters have restricted
lengths of stay, families frequently are forced to move
fromshelter to hotel.

Emergency shelters were originally established to re-
spond to what was viewed as a short-term situational
aisis. With the worsening housing crisis and declining
value of public assistance payments, however, homeless-
ness for many families has become recurrent or even
chronic. In addition to housing and economic needs,
meny families have complex social service and health
problems as well. As a result, emergency shelters have in
reality become human service organizations that now pro-
vice a range of onsite support services as well as linkages
to existing community programs. Similarly, transitional
facilities, which are a form of supportive housing estab-
lished to help multiproblem families return to community
life, have instead been increasingly used to provide more
functional families with housing.®

While increasing the supply of decent affordable hous-
ingis essential to developing an effective long-term solu-
tion to homelessness, it is not sufficient. Policymakers
mustalso assume some responsibility for the well-being of
these families. In addition to housing and adequate in-
come maintenance, programs should be developed that
address medical, psychological, and substance abuse
problems, family violence, inadequate supports, and spe-
cialized needs of the children. A long-term response
should be focused on developing service-enriched hous-
ing that is, permanent housing linked with a wide range of
human services as well as health care.

health care response

The health problems of homeless families cannot be ad-
dressed separately from the context in which they occur.

The most basic health problem of homeless people is the lack
of a home; to condemn someone to homelessness is to visit
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him or her with a host of other evils. Ignoring the causes of
homelessness leads to treating only symptoms and turns med-
ical problems into costly but necessary stop-gap measures.
Attempts to address the health problems of homeless persons
separately from their systemic causes is largely palliative.27

Although many of the health care needs of homeless
families will not be eliminated until the systemic causes of
homelessness are addressed, medical programs that pro-
vide comprehensive care can improve the health status of
homeless mothers and children.

Homeless families present numerous challenges to
health care providers. Because the health needs of home-
less mothers and children are inextricably related to the
social, economic, physical, and psychological exigencies
of being homeless, families without shelter are limited in
their ability to follow prescribed recommendations. In
addition, providing essential preventive medical care, es-
pecially during infancy, childhood, and pregnancy, be-
comes a great challenge when caring for families who
have multiple problems, are severely stressed, and tend to
use health services only during crises.

To ensure effective care, health care providers must
help families surmount the numerous obstacles that inter-
fere with their ability to access services. These barriers
include financial difficulties, bureaucratic complexities,
fragmented services, limited child care and transporta-
tion, and prior negative or frustrating experiences with the
health care system.

Nationwide financial barriers, especially the lack of
health insurance, limit access to health services for poor
individuals and families.280Moreover, it is estimated that
one third of the 37 million uninsured Americans are
children.20-3 A recent study of homeless children indi-
cated that more than one third had no health insurance
and more than one half did not have a regular health care
provider.10

The Medicaid program, begun in 1966, has improved
access to health care for many poor families. Restrictive
eligibility criteria and declining physician participation,
however, have reduced its potential benefits. Because
states determine Medicaid eligibility (ie, families must
qualify for AFDC to receive Medicaid), qualifying income
criteria vary widely. For example, in 1988, a family of
three living in California qualified for Medicaid at or below
a monthly income of $633 (78% of federal poverty level),
whereas the same-sized family in Alabama was eligible at
a monthly income at or below $118 (15% of federal pov-
erty level).3

Receiving high-quality medical care, though more dif-
ficult for families without health insurance, can be prob-
lematic even for those with Medicaid. Because Medicaid
reimbursement levels for physician services are low, phy-
sician participation in the Medicaid program has de-
clined.x34Thus, many poor adults and children with Med-
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icaid coverage have effectively been organized out of the
traditional fee-for-service medical system. Furthermore, a
shrinking pool of resources and health care providers
serving low-income communities has also contributed to
the health care access problems of poor families.1Unfor-
tunately, many homeless families must therefore rely on
emergency departments, outpatient departments of large
public hospitals, and neighborhood health care centers for
their medical care. In many of these settings, families
receive care from multiple providers, decreasing the like-
lihood of receiving comprehensive and continuous care.

In addition to financial barriers, common bureaucratic
problems that interfere with ongoing services include
complicated registration procedures, long waits, re-
stricted clinic hours, and inflexible scheduling. Complet-
ing registration materials may be difficult for a mother
who has no child care and at the same time must supervise
all her children. It is not unusual for a family to wait weeks
or even months for a routine visit that will include essen-
tial preventive care.

In addition to limited child care services and transpor-
tation, some homeless families have had prior frustrating
experiences with the traditional health care system. For
example, it is not uncommon for a mother to be consid-
ered neglectful or even immoral for missing an appoint-
ment for an immunization. In other instances, health care
providers may not have had the time or motivation to
address critical psychosocial issues. Many times, success-
ful interventions require aggressive outreach, coordinat-
ing multiple caretakers, and intensive long-term follow-
up—all of which take extra time in a physician’s already
busy schedule.

CHARACTERISTICS OF HEALTH CARE
PROGRAMS FOR HOMELESS FAMILIES

Throughout the United States, various health care pro-
grams target the medical needs of homeless families. The
most effective generally share certain common features,
including outreach, use of multidisciplinary teams, a fam-
ily-oriented focus, and provision of ongoing medical care
that is integrated with existing community services.

The Health Care for the Homeless program that began
in 1985 in 19 cities has been the largest national effort to
develop a community-based health care system for home-
less persons. Numerous other programs have recently
emerged. Most recognize the need to offer aggressive
outreach and to deliver services at sites where homeless
families congregate.

Outreach increases the likelihood of engaging hard-
to-reach clients and thus ensures screening, management
ofacute illnesses, linkage of families with local health and
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social services, and follow-up. Outreach activities induce
the development of shelter-based clinics and roving mi-
tidisciplinary teams of medical and support personrel,
Mobile medical vans that regularly visit shelters and va-
fare hotels are being increasingly used; vans now operate
in New York City, Boston, Birmingham, and Cekland,
Despite the potential fragmentation of care and the dffi-
culties in performing a full range of health services, ai-
reach is critical to the success of any health care progam
for homeless families.

To provide effective medical care to homeless farilies,
strong linkages must be established between outreach
services and local neighborhood health centers or hospital
clinics. In some cities the same staff perform community
outreach and clinical work at the health center. For ex
ample, the Venice Family Clinic, affiliated with te
UCLA Medical Center, has provided free primary ned-
cal services for West Los Angeles low-income and hore-
less families for over 15 years. Its staff provides outreach
and works onsite at seven local facilities. In other po-
grams, clinic workers communicate regularly with at-
reach staff based in the shelters. The Family Health ad
Social Service Center, for instance, is a neighborhood
health center located in Worcester, Massachusetts, te
serves homeless families and is also a training site fortre
University of Massachusetts Family Practice Residency
Program. It has developed strong ties with the lod
McKinney-funded Homeless Outreach and Advocacy
Program. Frequent communication among staff emsures
coordinated, continuous care.

Neighborhood health centers, such as the \Worcester
program, were initially developed to respond to the hedth
care needs of poor families, but are now providing s
ices to increasing numbers of homeless families. In nmay
cities community-based health centers have become tre
focal point of medical programs for homeless families,
Family physicians are often the sole physicians sening
homeless families. In contrast, in some locales care 5
provided at multiple sites by various specialists.

ROLE OF FAMILY MEDICINE

With growing shortages of physicians choosing a primary
care specialty and even fewer choosing innerCity
practice,33% family physicians are increasingly being
called upon to provide medical care to poor and horreless
families. This situation, along with the increasing nurbers
of homeless families with complex health needs, posesa
unique challenge to family physicians. Family physicians
have a long tradition of caring for underserved popula-
tions. In addition, the skills and values that are central o
the daily practice of family medicine are essential in cang
for homeless families.
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As a specialty, family medicine is particularly suited to
provide context-sensitive care to this population. Family
physicians understand that a family’s health and illness is
rooted not only in each individual member’s development
and physiology, but also in the broader social context.
Aspects of the environment, family constellation, eco-
nomic resources, and social supports bear directly upon
the physical and emotional well-being of family members
and must be reflected in any treatment plan.

In addition to recognizing the necessity of broadly de-
fining health and comprehensively appraising families,
family physicians also understand the critical importance
ofongoing care. Homeless families experience numerous
stresses, have multiple health and psychosocial needs,
and maintain few, if any, stable relationships. Family
physicians are experts at accepting responsibility for man-
aging health needs over time and understanding the chal-
lenges inherent in this commitment. Most important, they
are skilled at forming ongoing, supportive relationships
with families that are aimed at improving health, building
competence, and fostering adherence to medical recom-
mendations. Likewise, family medicine, recognizing the
understandable fragmentation of services within a highly
technological health care system, includes among its pri-
mary responsibilities the coordination of health services,
social services, and supports.

For the reasons described above, family medicine is
asouniquely suited to develop training curricula for pri-
mary care professionals. Departments of family medicine
mustalso assure that medical students and residents work
with underserved populations; clinical and community
rotations with poor populations should be a mandatory
part of the curriculum offered by departments of family
medicine. These rotations expose students and residents
to faculty role models, familiarize them with the chal-
lenges of caring for groups with complex needs and re-
stricted access to care, and, it is hoped, encourage some
individuals to practice in underserved areas.

Though there continues to be a scarcity of methodolog-
ically rigorous clinical research about homeless families,
the majority of work in this area has been conducted by
pediatricians and psychiatrists. Recently, however, family
medicine researchers have begun to join their colleagues.
For example, Miller and Lin of the University of Wash-
mgton Department of Family Medicine have described
trehealth needs of homeless children.10Researchers from
the University of Massachusetts Department of Family
ad Community Medicine are in the process of complet-
IBa preliminary study evaluating the health and psycho-
social needs as well as the functioning of homeless fami-
liesin the Worcester area.

Family medicine can contribute significantly to re-
search efforts that attempt to describe the health care
needs of homeless families and their service utilization
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patterns. Understanding how families and children cope
with the stresses of homelessness lends itself well to
research methods that are familiar to those in family med-
icine. Evaluations that are family-oriented, that are fo-
cused on strengths rather than deficits, and that empha-
size adaptation, coping strategies, and resiliency can offer
important information that can be translated into effective
interventions. Studies evaluating a family practice model
of service delivery for homeless families, especially when
compared with more fragmented methods of medical
care, may demonstrate multiple advantages of this spe-
cialty’s practice.

Finally, family physicians, both individually and as a
group, mustjoin with their colleagues in pediatrics, psy-
chiatry, and public health to advocate on behalf of poor
and homeless families. On a local level, family physicians
can work with social welfare agencies, schools, and health
facilities to provide education and training and promote
improved service delivery. On a national level, family
physicians, as a group, should actively work together to
address the systemic issues that contribute to homeless-
ness and promote ill health. Through a channel such as the
American Academy of Family Physicians, family physi-
cians can strongly advocate to improve health and support
services and welfare benefits and to increase the supply of
housing. Without broad-based long-term efforts to reduce
the prevalence of homelessness, efforts at improving ser-
vice delivery, however, will remain only palliative.

Family medicine’s long tradition of working with un-
derserved patients, its clinical expertise in providing on-
going primary care that is comprehensive and family-
based, and its knowledge of family assessment and
functioning place it in a unique position to assume a
leadership role in working with homeless families.
Through direct service, medical education, clinical re-
search, and advocacy, family medicine can help many
families and contribute significantly to eradicating home-
lessness.
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