
Impact of Health Insurance Status and a Diagnosis of
Serious Mental Illness on Whether Chronically Homeless
Individuals Engage in Primary Care
Lydia Chwastiak, MD, MPH, Jack Tsai, PhD, and Robert Rosenheck, MD

On a typical night in 2010, approximately
650 000 people were homeless in the United
States.1 Although most people are homeless for
only a brief period of time, an estimated 10%
have experienced chronic homelessness, de-
fined as continuous homelessness for 1 year
or more or at least 4 episodes of homelessness
in the past 3 years.1 Most people experiencing
chronic homelessness have chronic health
problems and typically have multiple co-
occurring conditions.2 Chronic homelessness
has been associated with an increased risk
of mortality, with reports of age-adjusted
death rates of 2 to 4 times that of the general
population3 and even higher mortality rates
from trauma and suicide.4 Specific chronic
medical conditions (HIV, liver disease, and
arrhythmia) have been associated with the
greatest risk of death.5

For many chronically homeless individuals,
competing demands for shelter, food, and
safety supersede the subjective need for primary
medical care.6 This issue is of critical impor-
tance, given recent evidence that improved
access to primary care reduces mortality7 and
that individuals without a primary care pro-
vider (PCP) are less likely to receive recom-
mended preventive care8 and more likely to
have poor health outcomes, such as diabetic
ketoacidosis9 or severe uncontrolled hyper-
tension.10 Homeless people are less likely than
domiciled individuals to use ambulatory care
services,11 relying to a greater extent on emer-
gency department (ED) visits and costly in-
patient hospitalizations.12 The cost of inpatient
services for people who are homeless may
substantially affect the health care system be-
cause almost one quarter of homeless people
in the United States report a hospitalization
within the previous year.13 Homeless patients
on medical and surgical services remain hos-
pitalized longer than housed patients, resulting
in substantial excess costs.14

Homeless individuals are 3 times more likely
to use the ED than are nonhomeless people.15

A recent large national study of ED use dem-
onstrated that homeless people who seek care
in urban EDs come by ambulance, are more
likely to lack medical insurance, and have psy-
chiatric and substance use diagnoses than are
people who are not homeless.16 Homeless in-
dividuals also appear to use the ED for routine,
nonemergency medical needs,16,17 often for
preventable medical problems.18

Previous research has attempted to deter-
mine rates and predictors of medical service use
among homeless samples.11,19---22 The behav-
ioral model for vulnerable populations is a con-
ceptual model for health service use and med-
ical outcomes of people such as those who are
chronically homeless.23 This model predicts the
use of health services on the basis of predis-
posing, enabling, and need factors and identifies
the particular challenges vulnerable groups face
in obtaining necessary services. This model
has been applied to homeless populations, and
findings from these studies have suggested that

among homeless individuals, drug use increases
the risk of medical hospitalization, and psycho-
logical distress (self-report of mood over the
past 4 weeks) is associated with barriers to
obtaining outpatient medical care.24

The impact of serious psychiatric illness
and psychiatric symptom severity on engage-
ment in primary care has not previously been
specifically evaluated among chronically
homeless individuals. Serious mental illness
(schizophrenia or bipolar disorder) may be
a more important determinant of underuse of
PCPs among homeless people than are logisti-
cal barriers such as lack of insurance. Com-
pared with the general population, people who
are homeless have substantially higher rates
of psychiatric and substance use disorders.25,26

Evidence has also shown that individuals with
serious mental illness underuse primary care
even after accounting for their medical need27

and that severity of psychiatric illness might
increase the risk of frequent ED use.28 In the
current study, we identified factors associ-
ated with having a regular PCP, as contrasted
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with relying on ED services as a usual source
of care, in a national sample of chronically
homeless individuals. In particular, we evalu-
ated the impact of a diagnosis of serious mental
illness and psychiatric symptom severity on
having a regular source of care.

METHODS

We used data from the Collaborative Initia-
tive to Help End Chronic Homelessness (CICH).
The US Interagency Council on Homeless-
ness implemented CICH in 2004 to provide
as many as 5 years of funding from the US
Departments of Housing and Urban Develop-
ment, Health and Human Services, and Vet-
erans Affairs to 11 sites to provide chronically
homeless adults with permanent housing and
primary health care and mental health services.
Criteria for eligibility as chronically homeless
were defined as “continuously homeless for
one year or more or at least four episodes of
homelessness in the past three years.”1(p3)

The 11 communities funded through CICH
included Chattanooga, TN; Chicago, IL; Co-
lumbus, OH; Denver, CO; Fort Lauderdale, FL;
Los Angeles, CA; Martinez, CA; New York City,
NY; Philadelphia, PA; Portland, OR; and San
Francisco, CA. Each site developed a compre-
hensive plan to reduce the prevalence of chro-
nic homelessness in their community through
the development of sustainable, cost-effective
partnerships among providers in the public
and private sector. The specifics of these plans
varied across communities, but each plan in-
cluded strategies for providing permanent
housing and provision of comprehensive pri-
mary health, mental health, and substance
abuse treatment services linked to housing.29

Data Collection and Measures

After participants gave informed consent,
CICH staff conducted assessments at each site
through face-to-face interviews and self-report
measures. Eight hundred seventy participants
completed the baseline interview. Baseline data
were collected between February 2004 and
April 2006. All procedures were approved
by the institutional review boards at the parent
site and at each participating site.
Usual source of medical care. Our indicator of

participants’ usual source of medical care
was determined by responses to 2 questions.

Participants were asked, “Is there one health
care provider or place that you usually go when
you are sick or in need of advice about your
health?” Participants who responded affirma-
tively were asked, “Where do you usually go
when you are sick or need advice about your
health?” Response categories were

1. ED,
2. a clinic or office in a hospital,
3. health clinic in the community,
4. a doctor’s office,
5. a mobile health clinic, and
6. other.

For the purposes of our analyses, we di-
chotomized responses into “ED” and “primary
care” (categories 2---5). Responses of “other”
were coded as missing.
Sociodemographic characteristics. The inter-

view conducted at the time of program entry
included demographic information, specific
questions about experiences of homelessness
(age when first homeless, lifetime number of
years of homelessness, number of days home-
less in past 90 days), and questions about
past incarceration and institutionalization. Staff
asked participants how many days during
the past 3 months they were housed in each
of 9 settings, including their own apartment,
room, or house and transitional housing (e.g.,
halfway house, residential program). Nights
spent in shelters, outdoors, in vehicles, or in
abandoned vehicles were classified as days
homeless.
Clinical measures. Participants self-reported

medical, mental health, and substance use
disorder diagnoses, which were corroborated
by clinicians and administrative data. In the
analyses, we used a count of chronic medical
conditions to reflect burden of chronic illness.
Serious mental illness was defined as a diagno-
sis of either schizophrenia or bipolar disorder.
Substance abuse. We used the Addiction

Severity Index, which consists of 6 items on an
alcohol subscale and 13 items on a drug sub-
scale, to document alcohol and drug use in
the past month. Items were combined for
a standard comparable score ranging from
0 to 1 for each subscale; higher scores reflected
more serious substance use.30

Severity of psychiatric symptoms.We included
standardized validated instruments to assess

the severity of psychiatric symptoms. Three
subscales (16 items) of the Brief Symptom
Inventory were used to measure 3 major
domains of subjective distress: psychoticism,
depression, and anxiety.31 Respondents rated
symptoms on a scale ranging from 0 (never
experience) to 4 (very often experience), and
the Brief Symptom Inventory score presented
is the mean value for the 3 subscales. Second,
CICH staff rated 10 types of behavior (halluci-
nations, delusions, inappropriate behavior or
speech) on an observed psychotic behavior
rating scale on the basis of their observations
during the baseline interviews. They rated
each of these behaviors on a scale ranging
from 0 (not at all) to 3 (a lot), and the total
score was computed as the average score
across these 10 items.32

Health status. We used the 12-item Medical
Outcomes Study Short Form to measure
health-related quality of life.33 This measure
has previously been validated in homeless
samples.34 Scores range from 0 to 100, with
a higher score reflecting higher functioning
(a score of 50 represents the normal level of
functioning in the general population, with
each 10-point interval representing 1 stan-
dard deviation). We used both the Physical
and Mental Health component subscales in
these analyses.
Health insurance. Staff also asked participants

whether they had trouble paying for health
care in the past year and for how much of the
past year they had health insurance coverage
(not at all, 3---6 months, 7---11 months, all year).
Community adjustment. Participants were

asked about their quality of life, social support
network, and the extent of their integration
into the community. Staff assessed participants’
subjective quality of life with 1 item asking
them to rate their life on a 7-point scale ranging
from 1 (terrible) to 7 (delightful).35 Social sup-
port networks were assessed by means of
questions asking the number of people who
would be available to help with 3 different
types of assistance (short-term loan of $100,
a ride to an appointment, or someone to talk
with if they felt suicidal). Scores ranged from
0 to 10.36 To evaluate integration into the
community, staff asked participants whether
they had participated in 16 common activities
during the previous 2 weeks (e.g., visit with
friends, go to a grocery store, go to the theater).
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The number of activities was summed for
a score ranging from 0 to 16, with higher
scores indicating greater participation in com-
munity activities.37

Statistical Analyses

Our primary analysis involved the evalua-
tion of the sociodemographic and clinical fac-
tors associated with having a PCP or using
the ED as a regular source of care (a commonly
used indicator of the lack of a PCP). Staff iden-
tified participants in each of these 2 groups
on the basis of their response to the question
“Where do you usually go when you are sick or
need advice about your health?”

We first conducted bivariate comparisons of
sociodemographic and clinical factors associ-
ated with using the ED as a regular source
of care as opposed to having a PCP (community
health clinic, hospital-based clinic, doctor’s
office, or mobile health clinic). Next, we con-
ducted forward stepwise logistic regression
analyses to identify demographic and clinical
characteristics independently associated with
having a PCP. In a forward stepwise logistic
regression, variables are sequentially added,
and only significant variables are retained in
each step until a final model is reached. Vari-
ables entered into the regression were age,
race, education, age when first homeless, health
insurance, lifetime number of years of home-
lessness, physical health status, lifetime years
incarcerated, hours worked per week, total
income, social support, quality of life, social
integration score, number of days spent in
one’s own place, number of days spent in an
institution, number of days homeless, diagnosis
of serious mental illness characterized by psy-
chotic symptoms (schizophrenia or bipolar
disorder), and all health, psychiatric, and sub-
stance abuse measures. All analyses were
performed in SPSS version 17.0 (SPSS Inc.,
Chicago, IL).

RESULTS

Of the 870 participants, 750 (86%) indi-
cated that they had a usual source of care and
responded that at the time of program entry
they either had a PCP or used the ED as their
usual source of care. These participants’ mean
age was 45.0 years. The sample was 74.1%
male and 48.4% African American; 23.2%

were veterans. Their mean lifetime number of
years homeless was 8.2. More than half of the
participants (54.4%) reported a drug use disor-
der. The rate of serious mental illness was high:
35.6% of the participants reported a diagnosis
of either schizophrenia or bipolar disorder.

A total of 544 participants (72.5%) reported
having a PCP, and 206 (27.5%) reported that
they used the ED as their regular source of
care. With respect to sociodemographic char-
acteristics (Table 1), the participants who used
the ED as a regular source of care were

younger and had first become homeless at
a younger age. A larger percentage of the ED
users were male, and they had spent more days
homeless and fewer days in their own place
in the past 90 days (Table 1).

Participants who reported having a PCP
had greater medical need. These participants
were more likely to have a chronic medical
condition and reported, on average, a greater
number of chronic medical conditions and poorer
physical health status. A greater percentage of
participants with HIV reported having a PCP

TABLE 1—Characteristics of Sample Using Either a Primary Care Provider or the Emergency

Department as a Usual Source of Health Care at Baseline: Collaborative Initiative to Help

End Chronic Homelessness, United States, February 2004–April 2006.

Characteristics

Usual PCP

(n = 544), Mean or %

No Usual PCP—Use

ED (n = 206), Mean or % Pa

Demographic

Age, y 45.5 43.6 .007

Male 71.5 80.6 .01

Race/ethnicity .08

White 40.4 32.2

Black 45.4 56.1

Hispanic 8.0 7.3

Other 5.5 4.4

Marital status .99

Married 0.9 1.0

Separated, widowed, or divorced 75.9 75.7

Never married 23.2 23.3

Education, y 11.8 11.6 .2

Veteran 24.3 20.4 .26

Social

Age first homeless, y 32.5 30.0 .01

Lifetime y homeless 8.0 8.5 .32

D in own place (past 90 d) 7.3 3.9 .02

D in an institution (past 90 d) 15.5 12.9 .26

D homeless (past 90 d) 54.4 59.8 .07

Hr worked/wk (past 30 d) 2.9 2.4 .44

Time in jail (lifetime) .01

1 y 27.4 25.4

£ 1 y 37.0 31.6

> 1 y 35.7 43.0

Social support 1.4 1.5 .1

Quality of life 4.3 4.2 .2

Community integration 6.8 6.9 .56

Note. ED = emergency department; PCP = primary care provider. The 11 communities funded through the collaborative were
Chattanooga, TN; Chicago, IL; Columbus, OH; Denver, CO; Fort Lauderdale, FL; Los Angeles, CA; Martinez, CA; New York City,
NY; Philadelphia, PA; Portland, OR; and San Francisco, CA. The sample size was n = 750. Percentages may not add to 100%
because of rounding.
aP values were determined using the v2 or t test.
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(rather than using the ED as a regular source
of care; Table 2). We found no statistically
significant differences between the groups
with respect to psychiatric symptom severity
(mean Brief Symptom Inventory), objective
psychosis ratings, or the 12-item Medical Out-
comes Study Short Form Mental Health com-
ponent subscale. Rates of drug abuse were
higher among participants who used the ED as
a regular source of care.

The most robust differences between the
2 groups on bivariate analyses were with
respect to health insurance (Table 2, Figure 1).
Participants who used the ED for a regular
source of care were more likely to report
having no health insurance at all in the past
year (43.9% vs 18.8%, P= .001) and to have
had trouble paying for health care in the past
3 months (47.5% vs 26.3%, P= .001). The
greatest difference between the 2 groups with

respect to type of insurance was that a higher
percentage of participants with a PCP were
covered by state assistance (Table 1). Not
having health insurance appeared to be
strongly related to having difficulty paying for
health care, because more than two thirds
(71.5%) of participants who had health in-
surance during all 12 months of the previous
year reported no trouble paying for health
care in the past 3 months, whereas 50.2% of
patients with no health insurance at all du-
ring the past year reported trouble paying for
health care in the previous 3 months (data not
shown).

We then conducted forward stepwise mul-
tivariate logistic regression analyses to evaluate
the characteristics that were independently
associated with having a PCP. The logistic
regression went through 7 steps before gener-
ating a final model. The final model showed
that having health insurance, poorer physical
health status, fewer lifetime years in jail, and
more days living in either one’s own place or
in an institution over the preceding 90 days
were all independently and significantly asso-
ciated with having a PCP (Table 3). We entered
having health insurance into the first step,
and it remained a significant variable through-
out the stepwise analyses to the final model.
Neither a diagnosis of serious mental illness
(schizophrenia or bipolar disorder) nor any
measure of psychiatric symptom severity was
significantly associated with having a PCP at
any step. We conducted an additional step
to evaluate the impact of use of mental health
services; this covariate was not significant
and did not change the results (data not
shown).

Participants were also asked about the
major barriers to their use of outpatient
medical services. The 2 main barriers
reported were the inability to afford care and
the prioritization of other needs above med-
ical care, with 48% of the sample reporting
that they could not afford medical care. We
found no statistically significant differences
with respect to reported barriers to medical
care between participants with a PCP and
those who used the ED as a usual source
of care, although we did find a trend for
participants who used the ED to report not
seeking medical care because they did not
think it would help (P = .09).

TABLE 2—Clinical Characteristics of Sample Using Either a Primary Care

Provider or the Emergency Department as a Usual Source of Health Care

at Baseline: Collaborative Initiative to Help End Chronic Homelessness,

United States, February 2004–April 2006.

Characteristic

Usual PCP

(n = 544), Mean or %

No Usual PCP—Use

ED (n = 206), Mean or % Pa

Medical

Any medical problem, 71.1 50.2 .001

No. of medical problems 4.5 3.6 .001

Diabetes 10.1 7.3 .24

HIV 5.9 1.0 .004

Asthma or COPD 20.9 21.7 .82

SF–12, PCS 43.80 47.31 .001

Psychiatric

Alcohol abuse 52.9 54.4 .73

Drug abuse 52.0 60.7 .03

Schizophrenia 17.8 18.0 .97

Posttraumatic stress disorder 6.8 3.9 .13

Depression 28.9 24.8 .26

Brief Symptom Inventory, 0–4 1.51 1.45 .39

SF–2, MCS 39.29 38.98 .66

Observed psychosis scale, 0–3 0.22 0.23 .32

Addiction Severity Index

Alcohol 0.12 0.14 .32

Drug 0.05 0.06 .11

Health insurance all 12 mo of previous y 65.5 31.9 .001

Past 3 mo, covered by

Medicaid 27.0 24.1 .43

Medicare 7.7 7.9 .95

Department of Veterans Affairs 16.0 11.8 .15

State assistance 41.1 18.3 .001

Private 1.8 0.5 .17

Other 3.1 0 .01

None 18.8 43.9 .001

Trouble paying for health care in the past 3 mo 26.3 47.5 .001

Note. COPD = chronic obstructive pulmonary disease; ED = emergency department; PCS = mental health composite subscale;
PCP = primary care provider; PCS = physical composite subscale; SF–12 = Medical Outcomes Study Short Form. The 11
communities funded through the collaborative were Chattanooga, TN; Chicago, IL; Columbus, OH; Denver, CO; Fort
Lauderdale, FL; Los Angeles, CA; Martinez, CA; New York City, NY; Philadelphia, PA; Portland, OR; and San Francisco, CA.
aP values were determined using the v2 or t test.
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DISCUSSION

In this large, multisite sample of chronically
homeless individuals, the factor most strongly
associated with using the ED as a regular

source of medical care (and not a PCP) was the
lack of health insurance in the previous year.

Our sample had high rates of serious mental

illness (schizophrenia or bipolar disorder) even

when compared with previous samples of

homeless individuals,4,25,26,38 but neither a di-
agnosis of serious mental illness nor increased
severity of symptoms on 2 measures of psy-
chiatric symptoms was associated with using
the ED as a usual source of medical care. In the
current study, when participants were asked
about the major barriers to their use of out-
patient medical services, they identified the
inability to afford care and the prioritization
of other needs above medical care. Almost half
of the sample reported that they could not
afford medical care.

Chronically homeless individuals are a clini-
cally complex, vulnerable population. CICH
participants, as do other homeless samples,
have high rates multiple chronic medical con-
ditions along with co-occurring psychiatric and
substance use disorders. Previous work by
Gelberg et al.23 has suggested that among
homeless individuals, having a PCP is associ-
ated with better medical outcomes. Our study
extends this work and suggests that the pres-
ence of serious mental illness does not deter
homeless individuals from engaging in primary
care—and that the major barrier to engaging
in primary care is lack of health insurance.

This finding is of critical importance, given
the enormous benefits associated with having
health insurance. In 2008, with limited re-
sources to expand its Medicaid program (for
90 000 low-income adults applying for 10 000
openings), Oregon determined a lottery would
be the fairest way to choose enrollees. The
National Bureau of Economic Research re-
cently examined the effects of the Oregon
Medicaid lottery on access to care after ap-
proximately 1 year of insurance coverage.
These investigators found that having insur-
ance was significantly associated with better
self-reported physical and mental health and
far less financial distress (lower out-of-pocket
medical expenditures and medical debt). In-
sured individuals were less likely to defer
care and had increased compliance with rec-
ommended preventive care.39

Our findings suggest that chronically home-
less individuals who have a significant bur-
den of chronic medical illness would be more
likely to access care if they had health insu-
rance. Evidence of how those who are unin-
sured might respond once coverage becomes
available has been provided by studies of novel
programs that use managed care principles to
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FIGURE 1—Comparison of health insurance coverage in past year between participants who

had a PCP (n = 544) and those who used the ED as their usual source of care

(n = 206): Collaborative Initiative to Help End Chronic Homelessness, United States,

February 2004–April 2006.

TABLE 3—Stepwise Multivariate Logistic Regression of Characteristics Associated

With Using a Primary Care Provider Rather Than the Emergency Department as

a Usual Source of Care: Collaborative Initiative to Help End Chronic Homelessness,

United States, February 2004–April 2006.

Variable B (SE) OR (95% CI)

Past 90 d in

Institution 0.01 (0.01) 1.01 (1.01, 1.01)

Own place 0.01 (0.01) 1.01 (1.01, 1.02)

Social support –0.17 (0.08) 0.84 (0.73, 0.98)

Lifetime y in jail –0.04 (0.02) 0.96 (0.93, 0.99)

SF-12 PCS –0.03 (0.01) 0.97 (0.96, 0.99)

Lifetime y homeless –0.04 (0.02) 0.96 (0.94, 0.99)

Health insurance throughout previous 12 mo 0.45 (0.05) 1.57 (1.42, 1.74)

Note. CI = confidence interval; OR = odds ratio; PCS = physical composite subscale; SF-12 = 12-item Medical Outcomes Study
Short Form. The 11 communities funded through the collaborative were Chattanooga, TN; Chicago, IL; Columbus, OH; Denver,
CO; Fort Lauderdale, FL; Los Angeles, CA; Martinez, CA; New York City, NY; Philadelphia, PA; Portland, OR; and San Francisco,
CA. P values were determined using the v2 or t test.
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shift patients away from the safety net to
primary care in the community. In a study in
Virginia, for example, previously uninsured
individuals had fewer ED visits and inpatient
admissions and more primary care visits.40

This finding has important health policy impli-
cations because a key provision of the 2010
Affordable Care Act41 is an expansion of the
scope of the Medicaid program to increase
the number of individuals covered by states.
The original Affordable Care Act legislation
requires states to extend Medicaid eligibility by
2014 to all adults within 133% of the poverty
line, which is currently $11170 for a house-
hold of 1 and $23 050 for a household of 4,
or forfeit all federal Medicaid funding. This
provision was weakened by the June 2012
Supreme Court decision to strike down the
forfeit requirement as coercive, but the en-
riched federal funding (100% for 3 years,
then declining to 90% in 2020) will still be
available to those states that choose to expand
Medicaid coverage. The original Affordable
Care Act was estimated to expand Medicaid
coverage for17 million uninsured Americans40

and provide access to Medicaid for 3.7 million
more individuals with severe mental illness.42

Limitations

Our study had several important limitations
that must be acknowledged. First, participants
were chronically homeless individuals who
were enrolled in a national program to improve
access to care and may not be representative of
the chronically homeless population at large.
Second, psychiatric diagnoses were based on
self-report with corroboration from treating
providers and are therefore less reliable than
those based on structured psychiatric inter-
views. Rates of serious mental illness may
possibly have been either underestimated or
overestimated. Previous literature has suggested
that psychiatric illness is often undiagnosed and
untreated43; however, inappropriate diagnosis
of bipolar disorder among CICH participants
might have diluted the impact of this diagnosis
on use of primary care. Third, some variables
may have been excluded from the final regres-
sion model because of a limitation of stepwise
regression methods. Specifically, a covariate
(such as psychiatric symptom severity) may
have been excluded if it was highly correlated
with a covariate already identified as predictive

of the dependent variable. However, examina-
tion of the correlations between either a di-
agnosis of serious mental illness or the 2
psychiatric symptom severity scores (Brief
Symptom Inventory and Objective Psychosis
Rating Scale) and the other independent cova-
riates suggests that this explanation of the
findings is not likely. Each of these 3 covariates
was significantly correlated with years in jail,
but not with any of the other significant co-
variates in the final model. These 3 covariates
were also correlated with each other and with
quality of life and community integration.

Finally, because the analyses were a cross-
sectional evaluation of baseline data, no con-
clusions can be drawn about causal interactions
or the impact of serious mental illness, health
insurance, or engagement in primary care on
medical outcomes. Most important, a high
chronic medical disease burden may pos-
sibly have been the driving factor for patients
to obtain both primary care and medical
insurance.

Conclusions

Current health care reform efforts have
focused national attention on the health needs
of vulnerable populations, such as chronically
homeless individuals, because they are at
higher risk for morbidity and mortality. The
complexity of both the clinical and the social
burden experienced by chronically homeless
people increases the need to identify specific
targets for interventions to improve health
outcomes. More aggressive attempts are ne-
eded to increase access to Medicaid and other
sources of health insurance for these and other
vulnerable patients. Increased access to care
is intended to reduce the unnecessary use of
services such as the ED and to achieve sub-
stantial cost savings. However, Medicaid ex-
pansion is not free. In the Oregon lottery,
people who were newly insured had more
planned hospitalizations and spent an average
of $778 a year, or 25% more, on health care
in the 1st year than did those who did not
obtain insurance. It may take several years of
insurance coverage for substantive health care
savings to occur. The Supreme Court ruling
gives states the flexibility not to expand their
Medicaid programs (without paying the finan-
cial penalties that the Affordable Care Act
called for). It remains to be seen what individual

states will decide about extending Medicaid
and the associated health benefits to more
individuals—and whether states can see be-
yond the short-term monetary savings to judge
Medicaid expansion by the value it offers for
the money spent. j
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