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SUMMARY
Background: The homeless are often in poor health, and their risk of premature 
death is three to four times that of the general population. This article is in -
tended to provide an overview of the medical care of the homeless in Germany.

Methods: We selectively reviewed pertinent scientific and non-scientific publi-
cations from the years 2000–2017 that were retrieved from PubMed, from the 
reports of the German Homeless Aid Society (Bundesarbeitsgemeinschaft 
Wohnungslosenhilfe), from the websites of homeless aid organizations, and 
from Google Scholar.

Results: At least 75% of the homeless currently suffer from a mental illness 
requiring treatment. Common somatic problems include respiratory (6–14%) 
and cardiovascular disorders (7–20%), injuries and intoxications (5–15%), and 
infectious and parasitic diseases (10–16%). To circumvent the multiple barriers 
impeding homeless people’s access to standard medical care (lack of health 
insurance, a feeling of being unwelcome, lack of disease awareness, impaired 
capacity for compliance), medical help is offered to them outside the system in 
a number of ways, embedded in an overall scheme of social and practical 
 assistance with daily living. These medical  resources differ from region to 
 region. They are often underfinanced and tend to focus on acute general 
 medical care, with limited access to specialists. 

Conclusion: More heath care resources need to be made available to the 
 homeless beyond standard medical care. Concrete suggestions are discussed 
in the text.
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A ccording to the European Typology of Homeless-
ness and housing exclusion (ETHOS), “homeless” 

persons are those who live in the streets, in public 
spaces, or in emergency accommodation. Persons who 
are subject to housing exclusion (houseless persons), 
however, live in temporary accommodation, for 
example, transitional supported accommodation (1). 
 According to the German Federal Task Force on Home-
lessness, about 39 000 homeless persons and about 
335 000 houseless persons were living in Germany in 
2014—and the trend is rising (2). The transitions be-
tween houselessness and homelessness are fluid. The 
cause for houselessness is an interplay of financial, 
health related, and social factors (for example, the death 
of a close relative, separation, experiences of violence, 
delinquency) (3–5).

The health of houseless people, especially homeless 
ones, is often poor. In addition to a multitude of psychi-
atric and somatic disorders, such persons are exposed to 
conditions of heat, cold, and damp. A poor diet or insuf-
ficient food (6), chronic alcohol misuse, and a lack of 
personal hygiene lead to and sustain infections and para-
site infestations. Houseless people are also exposed to a 
considerable risk of falling victim to violence. At least 
17 violent deaths and 128 cases of bodily harm among 
houseless people were reported in 2016 (7). Homeless 
people’s risk of dying prematurely is treble or even 
quadruple that of the general population. Their mean life 
expectancy is between 42 and 52 years (8). Postmortem 
examinations of 207 houseless persons in Hamburg 
showed that intoxication was the most common cause of 
death (25%), followed by cardiovascular disorders 
(17%), infections (primarily pneumonia: 15%), suicide 
(9%), accidents (7%), and gastrointestinal disorders 
(6%) (9).

This review article aims to provide an overview of the 
medical treatment of homeless people in Germany and 
to answer the following questions:
● Which sociodemographic and health related char-

acteristics of homeless people are known?
● Which healthcare concepts and services for home-

less persons exist in Germany, and which are under 
discussion internationally?

Methods
To identify scientific publications for this review ar-
ticle, we searched Medline, using the search terms 
“homeless” AND “health care” OR “healthcare” OR 
“medical care” in the title. We reviewed 323 hits from 
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2000–2017, which were almost all available in English 
or German language versions. Of these we reviewed 
119 full-text articles containing data on the sociodemo-
graphic characteristics of homeless persons, their 
health, barriers to accessing standard medical care and 
the consequences of not accessing healthcare, as well 
as on concepts of medical care. We identified additional 
publications on the situation in Germany primarily by 
reviewing the reports of the German Federal Task 
Force on Homelessness. We conducted additional on-
line searches regarding services offered by relief organ-
izations in Germany and also searched Google Scholar, 
using the following search terms in German: “homeless 
people/homelessness, medical treatment”. Where 
 available, we used primarily analyses of the situation in 
Germany for this article. All publications available in 
full text versions were searched for additional refer-
ences. If publications dealt with similar subjects, we 
cited in this review article the more recent and—if 
available—German language studies. 

Results
Sociodemographic characteristics of homeless people
In 2015, the German Federal Task Force on Homeless-
ness published data from 33 256 homeless people from 
176 institutions (10). 75% of those documented were 
men, 20% were up to 24 years old, 13% were 25–29, 
23% were 30–39, 22% were 40–49, 16% were 50–59, 
and 6% were 60 or older. 73% of homeless persons had 
German citizenship, 12% were EU citizens. Most 
homeless persons (69%) had a low educational qualifi-
cation, 18% had an intermediate high school certificate, 
and 10% had a higher education entrance qualification.

53% lived off public assistance/subsidies, 29% had 
no income, and 9% were in gainful employment. 75% 
of homeless people had health insurance at the time of 
accessing healthcare, 19% did not, and in 7% their in-
surance status was not clear. Almost half (49%) of all 
homeless persons had visited a primary care physician 
before accessing public assistance/subsidies, a higher 
proportion of women (64%) had done so than men 
(44%) (10).

Homeless people’s characteristics can vary by 
 location and timing of the data collection. In the three 
Hamburg practices specializing in providing care for 
homeless patients, 51% of such patients had German 
citizenship from June 2013 to May 2014, whereas in 
the following year it was only 35%. 54% of patients 
 accessing these practices in their first year of operation 
were members of a health insurance scheme, whereas 
this was the case for only 27% in the second year (11). 
The evaluation of mobile medical services for homeless 
people in North Rhine–Westphalia shows substantial 
differences between locations: the proportion of per-
sons without insurance cover varied between 10% in 
Bielefeld and 37% in Münster (12).

The health of homeless people
Many homeless people have mental disorders. Of 
232 patients from Munich, who had accessed care in 
institutions for homeless persons, 75% had a current 
mental disorder that required treatment. In 74%, a 
substance induced disorder was found currently or 
earlier, and 55% of those surveyed had at least one 
personality  disorder (13). Schreiter et al. (e1) 
 provide a detailed analysis of the mental health of 
homeless persons.

In addition to mental disorders, homeless people are 
affected by a wide spectrum of symptoms, such as 
acute and chronic disorders of the respiratory, cardio -
vascular, digestive, and musculoskeletal systems, 
whose wide range corresponds to the range of condi-
tions treated in general practices, but with a special 
focus on infectious and parasite diseases, injuries, and 
skin diseases. Figure 1 shows that the distribution of 
diagnoses varies by the timing of the data collection as 
well as its location. In the five analyses of acute treat-
ment diagnoses in primary care practices, mental and 
behavioral disorders accounted for a proportion of 
8–15%. Where data on earlier disorders were collected, 
further health problems gained prominence. 6% of 

FIGURE 1

Acute diagnoses according to ICD-10 in patients in German data collections,  
who had received treatment in specialized practices for homeless people
% relate to: 
Hamburg, Lange 2015b = 451 diag noses (in 452 patients in the 2nd year of the project) 
Hamburg, Lange 2015a = 553 diag noses (in 388 patients in the 1st year of the project) 
Berlin, Bauer = 543 treatment diagnoses (in 440 patients) 
Hanover, Meidl = 2700 primary treatment events (in as many consultations in 2010), 
Northe Rhine–Westphalia, Kunstmann = 31 363 diagnoses (in 23 231 patients)

A00–B99: Certain infectious  
and parasitic diseases

S00–T98: Injury, poisoning and 
certain other consequences of 
external causes 

F00–F99: Mental and  
behavioral disorders

I00–I99: Diseases of the  
circulatory system

J00–J99: Diseases of the  
respiratory system 

K00–K93: Diseases of the  
digestive system 

L00–L99: Diseases of the  
skin and subcutaneous tissue

M00–M99: Diseases of the  
musculoskeletal system and 
connective tissue 

0% 5% 10% 15% 20% 25%

Lange et al. 2015b (11) Lange et al. 2015a (11) Bauer 2012 (14)
Meidl et al. 2012 (e16) Kunstmann 2009 (12)
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 patients in Berlin reported an earlier neurological 
 disorder, especially epilepsy, 5% reported viral 
 hepatitis, and 1% HIV infection (14%). In North 
Rhine–Westphalia, 13% of patients had viral hepatitis 
(12). Systematic health investigations of homeless 
 persons in the context of studies change the range of 
disorders further: Völlm et al. (as early as in 1996) 
found dental disorders in 82% of homeless persons, eye 
disorders in 63% (including vision defects), cardio -
vascular disorders in 56%, disorders of the musculo -
skeletal system and the liver in 43% for each, and skin, 
gastrointestinal, and res piratory disorders in a third 
each (15).

Standard outpatient care
The most common barrier to homeless persons’ partici-
pation in standard outpatient care is their lack of health 
insurance or the lack of clarity around this. Lange et al. 
reported this state of affairs in the 1st year of operating a 
specialized medical practice for homeless persons for 
35% of patients; in the 2nd year, the proportion was 
46% (11). But even if they are insured, homeless people 
often do not access standard outpatient care. The rea-
sons are vastly divergent. Lange et al. reported shame 
(5–8% of patients), fear (4–5%), a lack of trust (6%), 
long distances (6%), physical or psychological inability 
(2–10%), financial reasons (5–7%), and language prob-
lems (2–9%) (11). Qualitative studies have confirmed 
the importance of these reasons and have added further 
aspects: a lack of disease awareness, other priorities 
(for example, the search for a sleeping place), organi -
zational reasons (for example, unawareness of the 
 location of a medical practice and worry about personal 
belongings during absence) (16–21). From the perspec-
tive of the healthcare provider, such non-uptake of 
healthcare services may also be explained by the 
 affected person’s inability to conform to the require-
ments of standard outpatient care-for example, keeping 
appointments, being forbidden to consume alcohol or 
drugs, and being expected to cooperate (11, 22).

Further barriers exist on the healthcare providers’ 
part. Primary care physicians in Marseille reported 
homeless patients’ complex needs, which they were not 
able to meet. They reported that earlier findings were 
mostly not available, and patients’ medical histories 
were incomplete. They also reported that homeless 
 patients had been too much of an imposition on their 
other patients (23). Lester and Bradley found negative 
attitudes in British primary care physicians towards 
homeless persons (24). Håkanson und Öhlén concluded 
from the narratives of homeless persons that physicians 
need to be aware of the special needs of sick homeless 
people in order to be able to treat them appropriately 
(25).

The low uptake of outpatient care entails conse-
quences for people’s health. In Boston, 73% of home-
less persons—who were at least in the Health Care for 
the Homeless program (N = 966)—reported at least 
one unmet medical need. The most commonly named 
needs were dental care (41%), fitting spectacles (41%), 

medications requiring a prescription (36%), medical or 
surgical care (32%), and psychiatric care (21%) (26). 
Even in Canada, where all homeless people have insur-
ance cover, the treatment of cardio vascular risk factors, 
for example, is much poorer than in persons who have 
homes (27, 28).

Standard inpatient care
In acute emergencies, homeless people increasingly 
 attend emergency departments in hospitals, because 
they cannot be refused care in that setting. This is an in-
ternationally known phenomenon (29, 30). In the UK, 
inpatient treatment of a homeless person incurs an 
average of 8 times the expenditure as inpatient 
 treatment of an 18–64 year old with a home (31). The 
patients in specialized medical practices for homeless 
persons in Hamburg reported that in the 6 months 
 before the current consultation, they had been treated 
in a hospital rather than by a physician in private 
 practice. Most of them had not accessed medical care 
at all (Figure 2).

Concepts of the medical treatment of homeless people
For these reasons, medical treatment of homeless per-
sons is provided mainly within alternative healthcare 
systems that are funded by government institutions and 
non-governmental organizations (NGOs), and on a 
 project-related basis also by health insurers and associ-
ations of statutory health insurance physicians. In 
 addition to financial and administrative support for the 
work of government institutions and NGOs, federal 
states and municipalities often provide an overview of 
all regional healthcare services—Hamburg, for 
example (32).

Foundations and organizations that are dedicated to 
services for homeless persons are dependent on finan-
cial and material donations and volunteer staff. Table 1 
shows an overview of the larger organizations and the 
range of their medical services.

FIGURE 2

Use of standard medical care in the 6 months before attend -
ing the specialized practice for homeless people in Hamburg
Lange 2015a = 388 patients in the 1st year of the project; 
Lange 2015b = 452 patients in the 2nd year of the project; 
The numbers do not add up to 100% in all cases due to missing 
 data.

Hospital treatment  
<24 h

Hospital treatment 
>24 h

Physician in 
private practice

Not accessed 
any healthcare services

0% 20% 40% 60% 80%

Lange et al. 2015b 
 Lange et al. 2015a
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Discussion
The medical treatment of homeless people takes into 
account the fact that homeless persons do not or 
 cannot access basic standard outpatient care. 
 Services outside the standard system are often 
 provided as outreach services—for example, by 
 mobile medical and dental practices—and are funded 
from government and non-government sources. The 
desire to treat homeless people within the standard 
healthcare system seems  unrealistic when considering 
the manifold barriers on the part of homeless persons 
and regular outpatient  services. When evaluating 
mobile medical services for homeless people in 
North Rhine–Westphalia, it was also pointed out 
that the evaluated projects did not  create parallel 
healthcare services, since 90% of  patients “had been 
uncoupled from any outpatient medical treatment” 
(12). There is wide agreement that reliable outpatient 
treatment is important, among other reasons in order to 
prevent unnecessary inpatient stays and expenditure 
(33, 34).

The medical treatment of homeless people focuses 
on acute treatment events, prevention plays a minor 
role. Longer-term treatment of chronic conditions runs 
into difficulty, as, even if health insurance is a possibil-
ity, many homeless persons cannot cope with the ad-
ministrative demands of maintaining insurance cover 
and the financial expense of paying for prescriptions (5, 
35). Funding long-term medication from donations, 
however, comes up against the financial restrictions of 
the relevant institutions (11).

Another characteristic of medical services for home-
less persons is its specialization on this target group and 
its embedding in an overall concept of social services 
(provision of places to eat, sleep, and wash, clean cloth-
ing, advice). There is international consensus that this 
combination is necessary (for example, 29, 36), from 
the perspective of homeless people too (37–39). Such 
multiple service offerings cannot be provided within 
the context of standard medical services, and medical 
needs are in some ways different to the requirements 
of non-homeless patients. Extensive wound care or 

TABLE

Overview of larger organizations that provide medical services for homeless people*

* This overview contains examples; we don’t claim completeness, as regional services are constantly changing and are not documented systematically

Organization/
foundation

German Caritas Association

Malteser Germany

Johanniter Germany

Diakonie (social welfare organi-
zation of Germany’s Protestant 
churches)

Bahnhofsmission (aid organi -
zation located at more than a 
 hundred railway stations)

German Red Cross

Jenny De la Torre Foundation

Katholischer Männerfürsorge-
verein Munich e. V. (Catholic 
 organization for homeless 
men’s welfare)

Medical services

Outpatient practices, mobile medical and dental 
practices, health advice, if needed specialist refer-
ral; in Hamburg also 18-bed intermediate center for 
homeless people, 4 of these beds for tuberculosis 
patients; in Berlin also traditional Chinese medicine

Transitional institutions for homeless persons, 
for example for men with addiction problems in 
 Hamburg; 
“Malteser Migrant Medicine” especially for people 
without health insurance, also accessed by people 
with German citizenship, GP/internal medical con-
sultations, depending on the region also consulta -
tions with specialists, collaborations with hospitals, 
pharmacies, etc.

Bus providing homeless people with hot drinks, 
sleeping bags, clothes in cold weather conditions

Medical consultations, wound experts, help with 
 addiction disorders, in Düsseldorf e.g. provision of 
spectacles

Medical consultations and primary care in some 
 places, e.g. Husum

Recovery rooms for homeless people who are too 
sick to recuperate in the streets

Health center: GP practice especially tailored for 
homeless patients, additionally  psychological and 
specialist medical consultations (ophthalmologist, 
internist, orthopedic specialist, dermatologist, 
 dentist)

Long-term institutions offering medical and nursing 
support

Coverage

Nationwide, large cities

“Malteser Migrant Medicine” 
in 18 locations

Bremen

Nationwide, large cities

Nationwide in 105 railway 
 stations, medical treatment only 
in some locations

Nationwide, different services

Berlin

Munich and environs

Sources

(e16–e21)

(e22–e25)

(e26)

(e27–e30)

(e31)

(e32, e33)

(e34)

(e35)
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 infestation with parasites are just two examples in 
this context. Social workers have an important role in 
enabling homeless persons to access medical, and 
 especially psychiatric, care (11, e2).

The (acute) medical treatment of homeless people 
targets primarily somatic disorders. Psychiatric 
 problems are not treated by default in primary care 
physicians’ consultations (11, 14). This approach is 
understandable, as homeless people often seek medical 
help only in case of acute (somatic) crises (17). They 
often lack motivation to seek treatment for their psychi-
atric problems (e3). On the other hand, the integration 
of easy-access psychiatric expertise into the concept of 
outpatient medical care is being called for at an 
 international level (e4–e8). In a Canadian study, 73 
homeless persons received concomitant psychiatric 
treatment at their institution for homeless patients. 
After 6 months, overall health had improved in 35%, 
and 49% of those patients had found accommodation 
(e9). Outpatient psychiatric services are also required 
for continued psychiatric care provision after hospital 
discharge (e10).

“Housing first” is the name given to approaches to 
provide homeless people with accommodation before 
anything else, and to then tackle their somatic-
 psychiatric problems second. A study from the US 
showed for 95 chronically homeless people with severe 
alcohol problems a 53% reduction in the overall cost 
(medical expenditures plus the costs for specialized 
 institutions) compared with a control group (e11). 
 Another study showed that by applying “housing first,” 
healthcare costs for the first year fell by 45%—with 
participants reporting improved medical treatment 
(e12).

In cities such as Hamburg and Hanover, homeless 
people who are too sick to remain in the streets but 
 cannot or refuse to be treated in hospital can access 
 intensive medical treatment and care in intermediate 
care centers (Krankenstuben). In these, the socio-
 pedagogical aspect of care is more intensive and treat-
ment more flexible. The evaluation of one such 
 institution in Hanover showed positive effects for par-
ticipants’ health and their subsequent housing situation 
(e13). De Maio et al. evaluated such an intermediate 
care center in Milan (e14).

The diversity of medical services for homeless 
people is based on organically grown structures and 
local estimates of need. However, one suspects that 
homeless people receive better care in some cities than 
in others. The Mainz model is one example for diversi-
fied services for homeless people; this model also in-
cludes services for severely ill homeless people (5). For 
this reason, setting a guaranteed minimal standard 
would be desirable, which the state would ensure.

Initiatives for the medical treatment of persons with-
out official documents have a special role (e15). In this 
setting, NGO initiatives have a crucial role in Germany 
because the German state does not see this as an area of 
activity to be involved in. Similarly, free medical treat-
ment is increasingly accessed by people who are poor 

but not homeless (e16). Financial alternatives will need 
to be developed in order to support poor people in 
 staying in the standard healthcare system.

In contrast to Canada, the US, and the UK, very few 
studies in Germany have investigated the medical 
 treatment of homeless people. Research is needed into 
the description of currently provided healthcare ser-
vices and into the effects of new projects. Furthermore, 
little is known, even internationally, on emergency and 
inpatient treatment of homeless persons—for example, 
about reasons for hospital admission, services ren -
dered, problems in providing services, and the where-
abouts of the homeless patients. Fundamentally, studies 
are needed that investigate how homeless people’s own 
initiative in accessing services as well as their ability to 
cooperate might be improved.

Conclusion
The medical treatment of homeless people is integrated 
in a complex network of social services. To improve the 
health of homeless persons, it seems necessary to ex-
tend those services in the following areas:
● Increasing state funding, in order to guarantee a 

(to be defined) minimum standard of medical 
treatment/care and to be able to focus on chronic 
disorders and prevention too.

● Improving the range of services, with easy access 
to specialists, especially psychiatrists and psycho-
therapists, and to dentists.

● Providing more intermediate care centers (Kran-
kenstuben) for homeless people.

● Increasing the general population’s willingness/
readiness to make donations, by providing more 
information in the media.
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KEY MESSAGES

Physicians can contribute to improving the medical care of homeless people by
● Dealing with homeless people in a respectful manner and conducting a careful 

medical examination according to valid standards .
● Becoming familiar with the circumstances in which homeless people live and 

check the options for adequate treatment in the homeless setting (for example, 
long-term medication for impoverished people or wound care during homeless-
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● Finding out in collaboration with the homeless patient whether it is possible to 
link up with a social service institution, so as to improve the continuity of care

●  In view of very high psychiatric comorbidity, motivating patients to seek psychi -
atric co-treatment and referring them to appropriate services.

●  Becoming involved in specific medical care projects for homeless persons   
(see organizations listed in the Table).
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CLINICAL SNAPSHOT

Lemierre Syndrome After Tonsillectomy

An 18-year-old woman presented nine days after tonsillectomy with headache, 
fever and meningeal signs and was admitted to the intensive care unit for 
 suspected  meningitis. The usual diagnostic tests for meningitis, according to the 
current guidelines, were negative. Antibiotics were given. Pulmonary infiltrates 
were found, and the  patient also developed an acute abdomen. Exploratory 
 laparoscopy yielded no abnormal findings. She was intu bated because of 
 respiratory instability and shortly there after developed acute respiratory distress 
syndrome, which necessitated treatment with veno-venous extracorporeal 
 membrane oxygenation (vvECMO). Blood cultures were positive for Fusobacterium 
necrophorum. This Gram- negative anaerobic bacterium is a normal component 
of the oropharyngeal flora and can cause Lemierre syndrome. A severe disease 
course with septic emboli and thromboses is typical. The patient was treated, as 
recommended in the current literature, with a four-week course of antibiotics 
(mero penem and metronidazole). The vvECMO was removed after seven days 
of treatment and she was discharged from the hospital after four weeks of 
 treatment with no physical or cognitive deficit. Her good outcome was due in 
 large part to the early taking of blood cultures and the establishment of vvECMO 
within 24 hours of her respiratory decompensation. This case underscores 
the fact that hemorrhage is not the only serious complication that can arise after 
tonsillectomy.

Daniel R. Quast*, Tanja A. Lotz*, Dr. med. Thomas G. K. Breuer, Medizinische Kliniken I, St. Josef-Hospital, Ruhr-Universität-Bochum,  thomas.breuer@rub.de

Daniel R. Quast and Tanja A. Lotz are joint first authors.

Conflict of interest statement: TA Lotz and Dr. Breuer have received reimbursement of congress participation fees from Maquet.  
Dr. Quast declares that no conflict of interest exists.

Translated from the original German by Ethan Taub, M.D.

Cite this as: Quast DR, Lotz T, Breuer TKG: Lemierre syndrome after tonsillectomy. Dtsch Arztebl Int 2017; 114: 679.  DOI: 10.3238/arztebl.2017.0679

This patient‘s chest x-ray (taken supine) shows evidence of 

acute respiratory distress syndrome. The vvECMO cannula is 

seen, along with complete opacification of both lungs with a 

 visible  aerobronchopneumogram. 
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