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Abstract
Veteran homelessness is a public health crisis, especially among the disproportionate number of minority veterans in the
homeless veteran population. African American homeless veterans in particular face unique challenges accessing appropriate
health care services to meet their medical needs. Their needs are often underrepresented in the literature on veteran homelessness.
Drawing together over 80 studies and government reports from the last two decades, this review provides a timely synopsis of
homeless veterans’ health care access, with a particular focus on the barriers faced by African American veterans. This review
employs Penchansky and Thomas’ Access Model to frame health access barriers faced by homeless veterans, dialing in on what
is known about the experience of African American veterans, within the five dimensions of access: Availability, Accessibility,
Accommodation, Affordability, and Acceptability. Actionable guidance and targeted interventions to address health access
barriers for all veterans are delineated with a focus on the need to gather further data for African American homeless veterans
and to consider tailoring interventions for this important and underserved group.
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Introduction: Homeless Veterans and Unmet
Medical Needs

Although ending homelessness among veterans has been a
national policy goal for over 20 years, thousands of veterans
still call our nation’s streets home every night [1]. A recent
annual survey on homelessness found that 37,878 veterans
were homeless on a single night and over 118,000 veterans
accessed emergency shelter or short-term housing over the
course of one year [1, 2]. These annual surveys also found
that, since 2009, veterans were not only disproportionately
represented among the overall homeless population but also
that African American veterans in particular were overrepre-
sented among veterans experiencing homelessness. Even
more disturbing, between 2018 and 2019, while overall

veteran homelessness numbers (including among White vet-
erans) declined, the number of African American veterans
experiencing homelessness did not change significantly [3].1

Beginning in the early 1990s, research studies found that
African American veterans were overrepresented among the
homeless veteran population. Homeless African American
veterans are often overrepresented in study samples compared
to studies on the general veteran population, especially in
studies conducted in nonrural areas [4–6]. African American
veterans were noted to be disproportionately represented
among the homeless veteran population when compared to
the overall veteran population in Rosenheck and Fontana’s
landmark 1994 study on veteran homelessness [7]. This study
also noted that veterans who identify as Black were more
likely to experience prolonged or chronic homelessness fol-
lowing an initial homelessness episode.

Subsequent studies confirmed not only that African
American veterans are overrepresented in study samples and
in the homeless veteran population but also that race is a risk
factor for homelessness. In fact, being African American was

1 For a thorough examination of racial and ethnic disparities as they relate to
homelessness, please review Fusaro VA, Levy HG, Shaefer HL. Racial and
ethnic disparities in the lifetime prevalence of homelessness in the United
States. Demography. 2018;55(6):2119-2128. doi:10.1007/s13524-018-0717-
0.
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associated with a 1.5 times increased risk of homelessness
among U.S. Department of Veterans Affairs’ (VA) Veteran’s
Health Administration (VHA) service users. Compared to be-
ing White, being African American increased the odds of
homelessness almost four times in a recent study of VA mental
health service users [8, 9].

In general, homelessness taxes veterans’ health. Veterans
experiencing homelessness are more likely to experience
chronic stress and to be exposed to diseases and toxins from
their environment [10–12]. Chronic, untreated medical condi-
tions are common among homeless veterans and often include
diabetes, cardiovascular disease, hepatitis, respiratory condi-
tions, arthritis, and hypertension [13–17]. These untreated
medical conditions significantly decrease quality of life and
contribute to early mortality for up to 90 percent of veterans
experiencing homelessness [12, 18–20]. Health outcomes spe-
cifically for minority veterans experiencing homelessness are
understudied.2

Some research shows, however, that systemic and cultural
barriers prevent many homeless veterans—including African
American veterans—from adequately using the right health
services to match their medical needs [21]. From overreliance
on emergency medical care to underutilization of preventative
care, this pattern of disconnect between medical need and
appropriate treatment is well documented within the VA’s
VHA system [22]. Fortunately, this disconnect can be ad-
dressed through improvements in fit between health service
users (homeless veterans) and health service providers (to in-
clude the VA). For veterans experiencing homelessness, im-
proved fit can lead to increased access and better health
outcomes.

Increased Access

Increased access to health services benefits both veterans and
the health care systems that serve them. It holds some of the
keys to improve veterans’ health and facilitate more efficient
health care delivery [23]. Improving health care access is a
notoriously complicated process [12]. Health service access
models can help identify specific points of intervention to
narrow gaps in care [24]. These conceptual models also pro-
vide a useful template for conceptualizing and categorizing
population-specific deficits in care [25].

Until very recently, most health service conceptual models
have left out populations experiencing homelessness, focusing
only on the needs of the general (i.e., healthy and housed)
population. Additionally, most conceptual models of health
service are used to predict general patient satisfaction or

emergency resource utilization, not to account for the unique
factors impacting individuals experiencing homelessness [26].
This approach misses the important interactions between the
health service system and any classically underserved
subpopulations—including homeless minority veterans [27].

Fortunately, the recent focus onmeeting the health needs of
historically underserved populations has reshaped our under-
standing of health care disparities [28]. In response, some
conceptual models of health service have been revised to bet-
ter capture the experiences of people who are homeless.3 The
resulting models—such as the Gelberg-Andersen Behavioral
Model for Vulnerable Populations—include barriers consis-
tent with homelessness—including psychological distress and
stress, mental health issues, poverty, and competing demands
for time [26, 29–36].

No health service access conceptual model has specifically
focused on homeless veterans and the health care services they
use [35, 36]. Although not specifically developed for use with
homeless veterans, Penchansky and Thomas’ Access Model
(Access Model) may provide an ideal framework for under-
standing the fit between homeless veterans and health service
systems and allow for the examination of factors that may
disproportionately impact African American veterans. From
their 1981 paper “The Concept of Access,” the authors de-
fined access as follows:

“[Access is] the opportunity or ease with which con-
sumers or communities are able to use appropriate ser-
vices in proportion to their needs… [It includes] the
interface between potential users and healthcare re-
sources, and would be influenced by characteristics of
those who supply as well as those who utilize the
services” [37].

The AccessModel is unique in that it specifically addresses
the fit between individuals and systems. By focusing on the fit
between the two parties, it avoids the common pitfall of many
health service access models—blaming access gaps on the
individual or the system [35, 38].

The Access Model consists of five dimensions that define
this fit between the individual and the health care system [37].
The dimensions include (1) Availability, (2) Accessibility, (3)
Accommodation, (4) Affordability, and (5) Acceptability
[39]. These dimensions are points of interaction between in-
dividuals and the health service system that either facilitate or
stymie access to health services [40]. See Table 1 for defini-
tions of these dimensions.

2 For a thorough review of homeless veterans’ health, see Weber J, Lee RC,
Martsolf D. Understanding the health of veterans who are homeless: a review
of the literature. Public Health Nurs. 2017;34(5):505-511. doi:10.1111/
phn.12338.

3 See the comprehensive review of the Gelberg-Andersen Behavioral Model
in Gelberg, Andersen, and Leake [2000] and the updated Gelberg-Andersen
Behavioral Model for Vulnerable Populations in Gelberg et al. [2000],
Gelberg, Browner, Lejano, and Arangua [2004], and Stein et al. [2007].
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While generally distinct concepts, these dimensions have
some functional overlap when the model is applied to a spe-
cific population, such as African American homeless veterans.
This paper aims to explore what is known about the health
service access barriers among veterans who are homeless and
to dial in on what is known for African American homeless
veterans in particular. Second, we aim to discover what is
known about tools/interventions to address the barriers faced
by these veterans. The goal of this literature review is to inte-
grate previous work in order to provide actionable policy and
program suggestions to policy makers and advocates charged
with filling gaps in health service access for this underserved
population. Where little is known about African American
veterans experiencing homelessness, we explore what is avail-
able, provide what was identified for the general homeless
veteran population, and call for further research in key areas
in order to obtain further information that will enable the de-
velopment of tailored programs for African American
veterans.

Methods

This narrative review assessed trends and patterns in health
access among homeless veterans, and in particular among
African American homeless veterans. Articles were reviewed
for findings related to each of the five access dimensions: (1)
Availability, (2) Accessibility, (3) Accommodation, (4)
Affordability, and (5) Acceptability. This review attempted
to make a unique contribution by drawing together findings
on health access for veterans and examining the available data
on African American veterans who are homeless within this
context.

Studies were identified using an iterative search process.
The initial search was conducted in PsycINFO using the fol-
lowing search terms and phrases: (“homeless veteran” AND
“health access”) OR (“homeless” AND “veteran” AND
“health”). The initial PsycINFO search was limited to
English language articles published between January 1980
and December 2018.

Based on the limited results obtained from the PsycINFO
search, the authors chose to expand the search by using the

same terms for homeless veterans and health access to search
in PubMed, Google Scholar, and PowerSearch, a search and
discovery platform comprised of the Uniformed Services
University of the Health Sciences (USUHS) library’s collec-
tions. Additionally, the authors completed a hand search of
references from the included articles to identify additional
relevant articles and searched the gray literature for applicable
government reports and documents. Following the review of
the initial PsycINFO search results retrieved in December
2018, the PsycINFO search was updated in May 2021 to cap-
ture relevant publications released through the end of 2019. At
this time, the search was also run with the expanded list of
databases and online searches to retrieve additional relevant
papers from these other sources.

Studies were included in this narrative review if they in-
cluded a sample of concurrent or recently homeless veterans
and included study variables related to the interaction of vet-
erans and the health system and if they were either qualitative
or quantitative studies (or review of these studies). Where
research specific to veterans experiencing homelessness was
dated, limited, or absent completely, limitations are noted and
supplemental topic-relevant general homeless population or
nonhomeless population research was included as a point of
reference for the reader, with the need for additional research
on these specific topics noted throughout.

Results

This review presents findings across the identified studies and
reports for the 5 dimensions of the Access Model. Each di-
mension includes a series of barriers as well as targeted tools
and interventions to address the specific barriers. Seventy-five
articles and six government reports were identified using this
strategy. Of these, 50 articles focused on one domain and 31
articles included information on more than one domain.
Twenty-four of these articles offered information on address-
ing access barriers across all dimensions. See Table 2 for a
detailed overview of the articles on barriers by dimension and
Table 3 for an overview of articles on tools and interventions
by dimension. For both tables, the 5 dimensions are listed
across the top with the articles grouped based on whether they

Table 1 Dimensions of Access
and Descriptions Dimension name Dimension description

(1) Availability The extent to which the volume and type of services match consumer needs.

(2) Accessibility The fit between the location of services and the location of clients.

(3) Accommodation The fit between how services are organized and the patient’s ability to accept
this structure.

(4) Affordability The price of care—after insurance—relative to the patient’s available income
and the patient’s perception of worth relative to cost.

(5) Acceptability The provider and patient mutual attitudes and perceptions.
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Table 2 Articles Including Barriers by Dimensions

Article information Five dimensions of access

Article author Article
year

(1)
Availability

(2)
Accessibility

(3)
Accommodation

(4)
Affordability

(5)
Acceptability

More than one
dimension

Armstrong et al. 2006 X X

GAO 2000 X X

Kushel et al. 2001 X X

O’Toole et al. 2013 X X

One dimension Baggett et al. 2010 X

Blue-Howells 2019 X

Cheney et al. 2018 X

CRS 2016c X

D’Amore et al. 2001 X

Desai et al. 2003 X

Doran et al. 2014 X

Feigal et al. 2014 X

Fischer et al. 1986 X

Fortney et al. 1995 X

Gabrielian et al. 2014 X

Gabrielian et al. 2017 X

Gamache et al. 2000 X

Gelberg et al. 1997 X

Gelberg et al. 2000 X

Gilmer et al. 2009 X

Gilmer et al. 2020 X

Gordon et al. 2010 X

Gulcer et al. 2003 X

Gundlapali et al. 2015 X

Harris et al. 2018 X

Hamilton et al. 2012 X

Henwood 2013 X

Hill et al. 2013 X

Jones et al. 2017 X

Kinchen et al. 1991 X

Kushel et al. 2006 X

Metraux et al. 2017 X

Montgomery et al. 2017 X

O'Toole et al. 2003 X

O’Toole et al. 2015 X

Padgett et al. 1995 X

Priester et al. 2016 X

Rae & Bees 2015 X

Rosenheck &
Fontana

1994 X

Semeah et al. 2017 X

Shulman et al. 2018 X

Syed et al. 2013 X

Tsai et al. 2017 X

Tsai et al. 2018 X

Weber et al. 2018 X

Wen et al. 2007 X
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addressed one or multiple dimensions. The dimensions ad-
dressed are indicated by an “X” in the corresponding box by
dimension.

In the 81 studies and reports, 27 (33 percent) made no
mention of race whatsoever. Fifty-two of the studies included
race in the descriptions of the demographics of the study sam-
ple, while 22 of the studies included race as a control variable.
While only two studies stated that they took race into consid-
eration during recruitment, 22 studies presented findings and
conclusions in their results or discussion specific to race.

Studies are summarized below by dimension, starting with
the specific barriers impacting access to health care within
each dimension. Next, intervention strategies that target these
barriers are discussed by dimension. Although there is a pau-
city of data for African American veterans, for studies in this
review that did include race as a primary variable of the study,

relevant findings related to race or ethnic identity are noted
within the discussions on access.

Barriers to Access and Interventions/Tools
by Dimension

Availability Dimension

According to the Access Model, Availability is defined as the
extent to which the volume and type of services match con-
sumer needs. It generally includes the number of providers,
the number of facilities, available technology, and the quantity
of specialized programs and services. Availability issues can
emerge due to perceptions of lack of Availability. Twenty-
three articles and reports included in this review addressed

Table 3 Articles Including Tools/Interventions by Dimensions

Article information Dimensions

Article author Article
year

(1)
Availability

(2)
Accessibility

(3)
Accommodation

(4)
Affordability

(5)
Acceptability

More than one
dimension

CRS 2018 X X

Weissman et al. 2005 X X

One dimension Blue-Howells 2019 X

Chinchilla et al. 2020 X

Cretzmeyer et al. 2014 X

Corrigan et al. 2015 X

Corrigan et al. 2017 X

CRS 2016a X

CRS 2016b X

Harris et al. 2018 X

Molinari et al. 2013 X

Montgomery et al. 2017 X

Resnick et al. 2016 X

Suris et al. 2017 X

Tsai et al. 2018 X

Van Voorhees
et al.

2019 X

VHA Homeless
Programs

2013 X

Table 2 (continued)

Article information Five dimensions of access

Article author Article
year

(1)
Availability

(2)
Accessibility

(3)
Accommodation

(4)
Affordability

(5)
Acceptability

Wenzel et al. 1995 X

Zucchero et al. 2016 X

Zur et al. 2014 X
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the dimension of Availability. Fourteen articles identify
Availability barriers, and nine provide some guidance on tools
and interventions targeting Availability barriers. Of
articles in this review under this dimension, 13 include race
in their descriptions of sample demographics and five include
race primarily as a control variable. Only three articles
discussed race, with only one article identifying and
discussing significant differences in outcomes by race.

One pervasive theme across articles is the expansiveness of
the VA’s VHA system. The VHA is the nation’s largest inte-
grated health care system: in addition to 172 VA Medical
Centers (VAMCs), the VHA network includes over 1,000
community clinics across 23 Veteran Integrated Service
Networks (VISNs) [41]. In addition to these VHA facilities,
the VA provides outside network care services as needed
through the Veterans Choice Program (VCP) and the
Maintaining Systems and Strengthening Integrated Outside
Networks Act of 2018 (Mission Act). These additions allow
veterans to access outpatient, inpatient, and emergency care in
the community [42]. This system provides health care services
to over 6.7 million eligible veteran patients, representing a
massive Availability asset unique to the veteran population.
The VA is currently the largest federal investor in telemedi-
cine, using mobile phones, video conferencing, and asynchro-
nous communication to meet medical needs for remote
patients [43].

Given the expansive reach of the VA health system to
veterans overall, the assumption could be made that homeless
veterans routinely access available VA health care and that the
dimension of Availability is adequately fulfilled. However,
research included in this review shows that available health
insurance does not always translate into available health ser-
vices. O’Toole and colleagues examined sources of usual care
for homeless veterans in and around Pittsburgh and
Philadelphia and found that (compared to homeless nonvet-
erans) homeless veterans had significantly higher rates of in-
surance coverage, with a significant component of this differ-
ence attributable to VA coverage [44]. However, O’Toole and
colleagues also found that while 65 percent of homeless vet-
erans had health coverage, only 41 percent used that coverage
to access health services. Studies in this review support the
finding of an Availability barrier for those homeless veterans
who have coverage and do not use it.

A homeless veteran may be eligible for health services at
the VA but may fail to use his VA insurance coverage. This
phenomenon is particularly acute among African American
homeless veterans: in a 2003 study on the federal program
Health Care for Homeless Veteran (HCHV), researchers
found that while there was no difference in initial VA appoint-
ments, homeless veterans who identified as African American
were less likely to receive follow-up care [45]. Reasons for
these differences were not quantified by Desai and colleagues,
and no subsequent study has explored this gap in access for

African American homeless veterans [45]. Distrust may be
one factor in this Availability barrier: among the general pop-
ulation, distrust in the medical system is associated with worse
health outcomes [46], and among veterans, lack of faith in the
VA system is associated with decreased use of mental health
services [47].

Additionally, health service eligibility does not necessarily
translate into Availability of the right kinds of services that
veterans experiencing homelessness need to meet their most
pressing health needs. Over the last twenty years, research on
homeless individuals in general has found that they are more
likely to seek care through emergency rooms and not through
primary or preventive care [26, 48, 49]. Older research on
homeless veterans found a similar pattern. That is, they tend
to use services that meet acute needs rather than long-term or
preventive needs, leading to repeat visits and hospitalizations
[50]. More recent studies on homeless veterans find that they
still often utilize emergency services as the first access point
for care [16, 51, 52] with lower rates of outpatient service use
[45]. Lack of discharge options means veterans who are
homeless stay longer than necessary in hospitalization or
emergency services [48, 49, 51]. Although four of these stud-
ies included race as a control variable, none addressed race
variables in their findings or discussion.

Other veterans are not eligible for health care services with-
in the VHA. For veterans with a short Active Duty service
record or a discharge status below honorable, for example,
VHA health care eligibility may be partially or fully restricted
[53]. Recent research shows that homeless veterans have a
disproportionate number of discharges below honorable
[54]. For these andmany other veterans, Availability is limited
by eligibility. No studies included in this review specifically
address the relationships between race and discharge status
among homeless veterans.

VA-ineligible homeless veterans would instead need to
seek medical care through employer-sponsored programs or
limited community or state health service programs [44].
Fulfilling paperwork requirements for public assistance is
considerably more difficult for individuals experiencing
homelessness. Although this has not been examined with
homeless veterans seeking public health services, it is likely
that this general homeless population pattern persists among
veterans experiencing homelessness [55].

Several tools and interventions can address Availability
barriers for homeless veterans who are eligible for health care
but do not use it and for veterans who are not eligible for
health care (two major barriers identified in this review).
Efforts to move VA services into the community—primarily
through Community-Based Outpatient Clinics (CBOCs) and
Community Resource and Referral Centers (CRRCs)—help
meet homeless veterans where they are [56]. Local
community-based programs and community leaders play a
critical role in educating veterans about their eligibility for
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health services [57]. Mobile clinics also reach veterans who
are not engaged with the VA system, including those with
high homelessness chronicity [58]. These interventions and
tools address Availability barriers by bringing services closer
to the veterans who are eligible for health care but are not
accessing it.

For homeless veterans facing Availability barriers because
they are currently ineligible for VA health care, discharge
upgrades and expansions in health care eligibility for veterans
with an other than honorable discharge status could signifi-
cantly increase eligibility to promote Availability [59, 60].
These strategies address Availability barriers to improve
health care access. Unfortunately, these strategies have yet to
be evaluated for their effectiveness in reaching African
American veterans experiencing or at risk of homelessness.

Accessibility Dimension

In the AccessModel,Accessibility is defined as the fit between
the location of services and the location of clients. Barriers
could include transportation, geographic barriers, or distance
between a service user and a service location. Thirteen articles
and reports addressed the dimension of Accessibility. Eleven
articles and reports identify Accessibility barriers. One article
offered tools/interventions for addressing Accessibility issues,
and a government report presents another tool to address
Accessibility barriers although it was not studied specifically
for this purpose. Six articles in the dimension included a dis-
cussion of race when reviewing the demographic profile of
study participants, and three primarily included race as a con-
trol variable. While one article discussed the general impact of
race on homelessness risk, it failed to take the step of
connecting race to one of its variables of study—social isola-
tion. Two other articles in this dimension discussed race as a
primary focus of the study, with one presenting significant
results.

Although transportation can be an Accessibility barrier for
all populations, it is particularly impactful for veterans
experiencing homelessness [55, 61–63]. Among the general
homeless population, limited disposable income means fewer
funds available for public transportation, and homeless indi-
viduals are less likely to own working vehicles [33]. Among
homeless veterans—especially those in rural areas—this
transportation gap exacerbates chronic disease burden in al-
ready underserved communities and reinforces activities that
lead to poor health, such as poor diet or limited exercise [64].

The social isolation commonly experienced by homeless
veterans may also exacerbate Accessibility issues. Social iso-
lation is prominent among homeless veterans: two studies
found that they report increased social distance and higher
levels of social isolation [8, 13]. Early research on veteran
homelessness risk factors found that not having social support
during the first year after discharge from the military and

being unmarried were associated with subsequent homeless-
ness [7]. More recent research on Post-9/11 veterans found
that relationship dissolution was closely related to homeless-
ness risk [65]. According to two studies, not only do veterans
experiencing homelessness have less support physically going
to and from medical appointments, but social isolation can
also limit social pressure to pursue needed medical care,
knowledge of available services, or even a desire to pursue
care more broadly [14, 55]. Chinchilla and colleagues (2019)
found no significant differences between African American
and White veterans on measures of community adjustment
[66]. Beyond Chinchilla and colleagues’ study, social isola-
tion among African American homeless veterans was not a
focus area in these studies.

Some interventions hold potential for addressing the
Accessibility barriers of transportation and social isolation.
However, research is limited on their effectiveness at directly
targeting Accessibility issues for homeless veterans in general
and for homeless African American veterans in particular. For
example, the Veteran’s Choice Program (VCP) was devel-
oped specifically to increase health access for veterans who
were a considerable geographic distance from a VAMC or
who needed specialty services not otherwise available in a
defined waiting period [42]. This program could, in theory,
address some transportation barriers faced by homeless vet-
erans; however, no research was found on the effectiveness of
this expansion in managing health care for homeless veterans
or in reaching vulnerable African American veterans.
Decreased social isolation can be accomplished through ex-
pansion of housing programs that reinforce safety and
community—such as Project-Based HUD-VASH [66]—a
program that has housed a disproportionately high percentage
of homeless African American veterans in recent years.

Accommodation Dimension

Accommodation is defined as the fit between how services are
organized and the patient’s ability to accept this structure. This
dimension also includes the patient’s perception of the reason-
ableness of the organization of services. Four articles identi-
fied Accommodation barriers, and one report included in this
review provided interventions addressing Accommodation
barriers. One article in this dimension addressed medication
adherence and race, and two others mentioned race in their
review of demographics.

This review revealed one major Accommodation barrier:
medication regimen planning. Among the general population,
Kinchen and colleagues (1997) found that over 30 percent of
homeless respondents reported that they could not comply
with a medication regimen [67]. Individuals experiencing
homelessness may struggle to adhere to treatment due to the
difficulty of managing medication while homeless, even if the
medication is available and otherwise accessible [68]. Several
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compounding factors can lead to medication nonadherence,
including limited provider follow-up, lack of refrigeration re-
sources, or lack of secure settings for medications [67].

Recent research onmedication adherence for homeless vet-
erans is limited. However, one study found that homeless
veterans who are otherwise engaged with their medication
regimen may still be unable to complete it due to factors de-
pendent on their homelessness status (e.g., limited food to take
with medications that must be taken with meals and lack of
refrigeration) [69]. Another study of homeless veterans with
hepatitis C found that receipt and use of appropriate medica-
tions were significantly lower among homeless veterans when
compared to housed veterans [70]. In this study, African
American veterans in general were more likely to begin treat-
ment. However, this difference was no longer statistically sig-
nificant when limited to those veterans experiencing home-
lessness. As noted by Gundlapalli and colleagues (2015), this
lack of treatment initiation could be due to the burden that
treatment places on individual veterans seeking care.
Providers may fail to initiate treatment with homeless veterans
because of this anticipated burden. In this case, initiation of
treatment involving needed medications may have been sty-
mied by the veterans’ and the providers’ determination that
the structure of services was unreasonable.

Interventions to provide medication assistance can address
this specific Accommodation barrier. When the veteran does
not have secure facilities for medications, the provider can
work with a local community-service agency, such as a VA
Grant and Per Diem (GPD) provider or Medicaid or state-
funded managed care provider, which provides medication
management, medication monitoring, or individual storage
[71].

Affordability Dimension

In the general model, the Affordability dimension includes the
price of care—after insurance—relative to the patient’s avail-
able income and the patient’s perception of worth relative to
cost. Affordability barriers for the general population are cen-
tered on cost (e.g., expensive procedures or medications out-
side of the patient’s income or the patient’s unwillingness to
pay for preventive care or longer-term treatment). For home-
less veterans, however, health service Affordability is also
about opportunity costs. As noted in Table 2, five articles
and one government report included in this review identified
Affordability barriers. No articles quantified interventions/
tools for addressing Affordability barriers. Only two articles
in this dimension included race in their demographic discus-
sion, and none of the articles in this section specifically ad-
dressed race-specific Affordability issues. In fact, half of the
articles in this dimension made no mention of race at all.

As noted above, the VHA system is generally a no- or low-
cost option for those homeless veterans who are enrolled,

eligible, aware, and able to travel to health services.
Homeless veterans are unique in their ability to access multi-
ple health care resources, including other mainstream sources
such as private insurance, Medicaid, and Medicare [72]. In
states that voluntarily chose to expand their Medicaid pro-
grams after the passage of the Affordable Care Act, homeless
individuals including veterans had even greater access to low-
or no-cost health services [73]. As a result, the Affordability
domain focuses less on financial cost and more on opportunity
cost when applied to homeless veterans.

Competing priorities function as Affordability barriers to
health service access when veterans must weigh the cost of
accessing health care versus addressing other needs [32].
Veterans experiencing homelessness must secure priorities
that may be higher on their list of needs (e.g., shelter for the
night or legal assistance) [60]. For example, a veteran may
want to attend a medical appointment, but doing so would
require taking time off work and losing out on needed income.
For some homeless individuals, finding daily resources
like food and shelter takes precedence over seeking medical
care [23, 74]. Homeless veterans who otherwise have access
to no-cost or low-cost health services may still not be able to
afford care if the trade-offs prove too costly. Addressing
Affordability barriers requires managing competing care
needs, yet no published studies identified in this review ex-
plicitly explored competing care needs among homeless
veterans.

Acceptability Dimension

The dimension of Acceptability includes the provider and pa-
tient mutual attitudes and perceptions. Acceptability focuses
on agreement between the provider and the patient. No articles
in this search focused specifically on the agreement between
homeless veterans and the providers who serve them; howev-
er, four articles focused on Acceptability in the general home-
less population, and 21 articles and reports indirectly ad-
dressed barriers and interventions targeting Acceptability.
Fourteen articles in this dimension included race in their de-
scription of demographics, and six used race primarily as a
control variable. Three studies included in this dimension
discussed findings directly related to race. Another study in-
cluded race in their methods but failed to discuss any findings
related to race.

Homeless veterans’ perception of their providers—a major
component of Acceptability—centers on trust, stigma, and
collaboration. In one early qualitative study by Wen and col-
leagues (2007), homeless patients characterized an experience
of “unwelcomeness” defined by rude treatment, rushed ap-
pointments, and discrimination based on housing status. One
participant reported that he perceived his African American
race to be a factor in his perception of unwelcomeness in
health care encounters [75]. In a more recent study, homeless
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veterans reported more negative primary care experiences
than housed veterans across seven of eight domains of care.
These negative experiences applied not only in interpersonal
domains but also in veteran perception of the thoroughness of
treatment and their role in medication decision-making [76].
In some cases, homeless veterans reported delaying entry into
primary care services due to a lack of trust in providers and
perceived stigma as a result of their homelessness status [77].
For homeless female veterans, the perception of lack of suit-
able services may compound the difficulty of accessing care
because of their homelessness and their gender [78].

No study identified in this review focused on clinician per-
ception of homeless veterans specifically. One general popu-
lation study using a subset of questions from the Health
Professional Attitudes Toward the Homeless Inventory
(HPATHI) found that emergency department clinicians self-
reported neutral to positive feelings toward homeless patients
[79];4 the authors did not relate this perception to the actual
provision of care in the study, but suggested strategies for
engaging emergency room clinicians in homelessness initia-
tives to generate a closer working relationship. Other studies
have documented the perception of clinician bias as a factor in
suboptimal care and decreased intent to engage in services
among the general homeless population [80, 81].

Other studies on homeless veteran care providers give
some insight into their relationship with the veterans they
serve. A review of provider and patient needs found that case
managers’ core objectives are generally based on the mission
of their agency, potentially creating conflict with the goals of
the veteran [59]. Another study of case managers found that
88 percent reported experiencing some form of violence or
aggression during housing visits. These care providers may
not feel safe visiting the locations where homeless veterans
reside, especially when these locations are in neighborhoods
with histories of violence [82]. It is possible that provider fear
and safety concerns could limit treatment access, but more
study is needed.

Diversion into substance use treatment programs may rep-
resent another Acceptability disconnect between veterans and
providers. In several studies, veterans who were homeless
reported difficulty accessing health services that may have
actually been available in their care facility, especially if the
veteran had complicated medical issues [4, 45, 46, 68, 83–85].
For example, one study of homeless veterans seeking primary
care services found that these veterans were more likely to be
quickly diagnosed with a mental health condition and less
likely to be diagnosed with a chronic disease condition than
veterans in a housed comparison group [16]. Another found
that a diagnosis of substance abuse—common in the homeless

veteran population—was associated with a decreased likeli-
hood of receiving general health care services, even when the
veteran was contacted specifically for medical outreach. Even
veterans in VA Health Care for Homeless Veterans sites with
more robust mental health resources had low rates of medical
follow-up [45]. This could mean, for example, that a homeless
veteran could be first directed to a substance use or mental
health treatment program before she is directed to care for her
medical issue.

Peer navigators are one intervention to address
Acceptability barriers by improving veteran perception of
and trust in health systems and providers. Although the exact
job tasks of peer navigators vary by location, in general,
VA peer navigators are veterans who have experience with
homelessness and/or with navigating the VA health care sys-
tem and can therefore serve as resources for their peers. These
peer support resources have shown promise in supporting
African American homeless veterans [86]: one study in par-
ticular found that homeless African Americans perceived peer
navigators to be a useful source of practical logistical infor-
mation and a resource for troubleshooting creative ways to
engage meaningfully in the health system [87]. Another study
on peer navigators found that ninety percent of homeless vet-
erans accessing peer navigator services identified as members
of minority groups; when peer navigators share demographic
characteristics and identities with those they serve, veterans
may feel more trusting and be more amenable to accessing
care [56]. Peer navigators’ shared experiences allow for inter-
personal support and empathy, leading to positive health and
housing outcomes [14, 52, 56, 88–90].

Interventions Working Across the Five Dimensions

Each of the interventions discussed above targets dimension-
specific barriers to health access but likely also has some spill-
over impact on health access barriers in other dimensions. For
example, peer navigators primarily target Acceptability bar-
riers, but they can help veterans manage competing care needs
(Affordability) or help veterans identify other services for
which they are eligible (Availability). Other interventions
impact health access barriers across dimensions; 24 articles
covered these cross-dimension tools. Because they cannot be
easily categorized in one dimension, they are described sepa-
rately here. Of these articles, 12 included race in the demo-
graphic profile of study participants, and five used race primar-
ily as a control variable. An additional two articles in this section
provided significant results and discussions related to race.

Affordable Housing

Housing stability not only is a major social determinant of
health but also continues to be a critical method for supporting
improved quality of life, pursuing needed health services, and

4 Buck, D.S., Monteiro, F., Kneuper, S. et al. Design and validation of the
Health Professionals' Attitudes Toward the Homeless Inventory (HPATHI).
BMC Med Educ 5, 2 (2005). https://doi.org/10.1186/1472-6920-5-2.
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meeting health needs [55, 65, 91–93]. Supportive housing is
associated with decreased hospitalizations, length of stay in
hospital, and incarceration [94]. These positive outcomes of
supportive housing benefit homeless African American vet-
erans [21].

Affordable housing is an intervention working across sev-
eral dimensions of access: a secure home can improve medi-
cation adherence (Accommodation); housing stability could
decrease bias from care providers (Acceptability); a housed
setting could provide the community that promotes social
support systems (Affordability). Housing stability allows
veterans to devote financial resources to other basic or
preventive needs (e.g., transportation to medical appoint-
ments, Availability and Accessibility) [95].

Enrollment in Primary Care

For many veterans experiencing homelessness, primary care
enrollment can be a gateway to other health services [96, 97].
In several studies, primary care enrollment is associated with
decreased emergency department use and better use of general
health services, a step toward addressing Availability barriers.
It is also associated with increased medication regimen adher-
ence (Accommodation) among homeless veterans [16, 98].
Receipt of primary care services is also protective against
future eviction [99]. Promoting primary care enrollment could
address the uneven utilization of services and help promote
treatment adherence.

Colocated Services

Colocation of services involves placing homeless services and
medical services in the same physical space. In one study,
colocation of homeless-specific services with the emergency
department was favored by patients and clinicians while in
another the colocation of on-site nursing care resources de-
creased emergency department visits and improved medica-
tion adherence and outcomes [100]. Colocation’s effective-
ness is magnified by program improvement initiatives aimed
at achieving concrete benchmarks and integrating services.
Several of these initiatives have shown promising preliminary
success when applied to VA programs serving homeless vet-
erans, such as the Getting To Outcomes (GTO) program or the
Maintaining Independence and Sobriety through Systems
Integration, Outreach, and Networking (MISSION) interven-
tion [101–105].

The VA’s Homeless Patient Aligned Care Teams (H-
PACTs) in particular have led to dramatic decreases in emer-
gency room visits and hospitalizations [106]. H-PACTs work
across several dimensions. By colocating medical and home-
less program staff members, H-PACTs utilized at some
VAMCs offer a valuable template for increasing health ser-
vice Availability at all VA sites (Availability) [70]. Integrating

a mental health pharmacy resource into an H-PACT location
can improve medication adherence through education and
more rapid responses to patient concerns (Accommodation)
[107]. H-PACTs can transport veterans to at least their first
medical appointment (Acceptability). In fact, in a study by
O’Toole and colleagues, veterans who were transported to a
medical interview in an H-PACT system were more likely to
then engage in a subsequent first medical appointment [106].
Although this review did not identify any specific benefits to
homeless African American veterans in regard to colocation
of services, it is likely that further expansion of H-PACTs
across VAMCs will bridge gaps in care across veteran groups.
This particular area of care is deserving of future investment
and study.

Expanded Use of Remote and Virtual Resources

Remote and virtual platforms and tools resolve several bar-
riers to access by shrinking the distance, response time, and
(when employed effectively) formality of traditional in-person
medical appointments. In one study, 89 percent of veterans
had a mobile phone and health was the second most common
reason for using their phones [108]. For recently housed vet-
erans, in-home health information technologies—including
the Care Coordination Home Telehealth (CCHT) program—
hold promise for closing some of the Availability gaps for
veterans managing chronic illnesses [109].

Discussion

One of the most striking outcomes when looking across stud-
ies included in this review is the paucity of data related to
health access among African American homeless veterans.
Specifically, of the over six dozen articles included in this
review, only 21 included race as one of the primary variables
in the study. Race was included in 52 studies to establish a
demographic profile of the sample, but without additional dis-
cussion thereafter. Homelessness research is not alone in this
exclusion process. One recent review found that only 1.4 per-
cent of biomedical systematic reviews included race or ethnic-
ity in subgroup effect analyses (116).

How to best integrate race variables in research—
especially medical research—can be polarizing. While many
progressive researchers are in favor of advancing beyond a
pure essentialist approach to race’s inclusion in research, the
process by which race can be methodologically constructed or
disaggregated is still undecided. For example, some scholars
advocate for treating race more as a composite measure and
less as an immutable characteristic [110]. Given how sparing-
ly race is addressed in the homeless veteran literature, we
suggest that race be used as an incremental variable where
appropriate while more comprehensive sociological and
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biological variables are developed and defined [111]. We also
suggest that researchers make every effort to adopt precise
terminology based on fairness and equity (112).5 Knowing
that health outcomes are worse for African American home-
less veterans, we believe that additional attention should be
given to this specific group of veterans in future health
literature.

Several steps can be taken to begin addressing this omis-
sion. Experts and leaders should reexamine foundational re-
search that included race using a contemporary conceptual
and methodological lens. Wherever possible, this group of
evaluative experts and leaders should include representatives
from the population of study. In this case, that would mean
including African American veterans who have experience
with or are experiencing homelessness. This evaluation pro-
cess would involve looking not only at the analyses used in the
foundational studies but also at the data gathering process
itself. For example, we would want to know how information
on race was obtained, and if the findings map onto our current
understanding of race and health disparities.

While important for establishing the generalizability of the
results, including race in the discussion of demographics is
conceptually and statistically insufficient. We encourage re-
searchers to consider during the study design phase if race
(or another comparable measure) is linked in a meaningful
way—either through conceptual modeling or previous
study—to the variables of interest and to adjust study design
accordingly. For example, a future study on COVID-19 vac-
cine uptake among homeless veterans in the shelter system
should not only gather race data to establish the study’s gen-
eralizability but also critically examine whether homeless
African American veterans faced any additional or unique
barriers to access.

The fact that African American veterans are disproportion-
ately overrepresented among the homeless veteran population
is established by over a decade of comprehensive population
reports, as noted above. This long-standing reality has not
adequately propelled research that explains the disparity,
let alone evaluated the role of health care and health service
access in homelessness. Addressing the long-term health-
related factors that exacerbate or are exacerbated by homeless-
ness requires more study of the specific barriers African
American veterans face when trying to access health care.
While several fields play a role in addressing the dispropor-
tionate lack of access among homeless African American

veterans, the health care system including but also beyond
the VA system is uniquely positioned to meet the needs of
these veterans using some of the strategies noted below.

Continuing to look across the studies included in this re-
view, the authors were able to identify tools/interventions and
barriers that either increased or decreased health access, re-
spectively. While certain tools/interventions had the largest
impact in one dimension, several others crossed dimensions.
Fig. 1 provides an overview of the barriers and tools/
interventions identified in this review across Access Model
dimensions as they relate to health access.

Four of the identified high-impact tools—affordable hous-
ing, primary care enrollment, colocation, and virtual
resources—work across dimensions and can be expanded
through advocacy and program coordination. First, to increase
affordable housing stock, advocates can support ongoing
housing development initiatives such as Project-Based
HUD-VASH or GPD’s Transition In Place. Local advocates
can work with Public Housing Authorities to increase their
project-based allocations of housing vouchers in support of
development projects. Continued case management is essen-
tial at these project-based sites, so local advocates and VA
partners should ensure sufficient HUD-VASH and other case
management services to meet the needs of veterans as they
transition into independent housing.

Second, to enroll homeless veterans in primary care ser-
vices, experts suggest tailoring outreach services so they are
accessible to the veteran and targeted in their focus [44, 94,
112, 113]. This process can go beyond simply orienting vet-
erans to the clinic by providing brief interventions to provide
immediate relief [25]. In fact, O’Toole and colleagues predict-
ed a dose-effect in this process—if one outreach event can
increase engagement in primary care, a sustained effort will
likely have a magnified effect [98].

To facilitate colocation, VAMCs can support local com-
munity providers by providing office, meeting, and training
space within CRRCs or other community-based clinics.
Where feasible, H-PACTs should be expanded to ensure
close physical and mission proximity for major partners
serving veterans experiencing homelessness. Finally, VA
can expand and continue the use of virtual appointments
even after the acute COVID-19 era. Providers should be
conscious of how veterans connect virtually by putting in
place social media policies and relying on phone calls over
text messaging or email.

Within the individual dimensions, barriers and interven-
tions are often closely linked. The Availability studies, for
example, show several barriers to access that are closely
linked to the tools in this dimension. We cannot assume that
all homeless veterans have full health service access simply
because the VHA system exists. Even veterans who are eligi-
ble for VA care may not find these resources available to
them. While homeless veterans may be able to access VHA

5 For a thorough discussion of the benefits and drawbacks of including race in
research, please review the following articles: Sen, M. & Wasow, O. (2016).
Race as a bundle of sticks: designs that estimate effects of seemingly immu-
table characteristics Annual Review of Political Science, 19, 499–522;
Ioannidis J.P., Powe, N.R., Yancy, C. (2021). Recalibrating the use of race
in medical research. JAMA, 325(7), 623–624. doi:10.1001/jama.2021.0003;
and Flanagin A, Frey T, Christiansen SL, Bauchner H. (2021). The reporting
of race and ethnicity in medical and science journals: comments Invited.
JAMA, 325(11), 1049–1052. doi:10.1001/jama.2021.2104.

1 3

1838



J. Racial and Ethnic Health Disparities (2022) 9:1828–1844

services, their pattern of health service utilization implies that
specific health services (e.g., preventive or specialty care) may
not always be available. This is especially the case at VAMCs
without H-PACTs to integrate homeless and health services.
Availability hurdles exist even in the era of the VCP/Mission
Act which was designed to mend gaps in access. Geared to-
ward housed veterans, many VA services may not adequately
reach the most underserved veterans.

Availability tools target these barriers: local community
providers are particularly well suited to address Availability
barriers with tools like mobile clinics and discharge upgrade
services. To make better use of the VCP, local VAMC,
CBOC, and CRRC staff can identify how homeless veterans
in their service networks are accessing services outside of the
VA. Community-based organizations can help identify active
temporary addresses for veterans to receive VCP information.
These adjustments can reach homeless veterans who do not
have a usual source of care, who access available health ser-
vices that do not match their medical needs, who are ineligible
for VHA care, and who do not register for the health care for
which they are eligible—including VA health care.

The Accessibility, Accommodation, and Affordability
studies, on the other hand, present fewer interventions to target
significant barriers. Among homeless veterans, the
Accessibility dimension magnifies the role of transportation,
social isolation, and geographic distance. A veteran experienc-
ing homelessness may have fewer social reinforcements from
family and friends regarding their health management, and
they may feel helpless or overwhelmed regarding health deci-
sions. As noted above, medication adherence may be the larg-
est Accommodation barrier to health access among homeless
veterans. Traveling to and attending medical appointments
may prove too time- or resource-intensive, and therefore, a
veteran may miss or never schedule appointments.

In these cases, the interventions identified in this review
should be expanded, and additional measures can and should
be taken to fully address barriers. The current VCP does not
account for the burden homeless veterans face traveling
shorter distances for medical care while relying on public
transportation. Therefore, legislative or regulatory changes to
the VCP regarding allowable transportation costs could im-
prove access under this dimension.

To improve medication adherence, community-based man-
aged care providers can offer basic medical services and med-
ication management on site, so the veteran can engage with
medical care on their own time. However, medical providers
within the VA system can also play a more significant role in
addressing this barrier: when medical providers are aware of a
veteran’s housing status, they can have a frank conversation
about how best to manage needed medication and possible
side effects.

The Homelessness Screening Clinical Reminder
(HSCR) can be a useful tool for gaining information
about a veteran’s housing status. However, on its own, it
is insufficient to connect veterans to health care. In one
study, one-third of veterans who screened positive were
not connected to triage services; the next step after screen-
ing must include triage and referral [114]. When a veteran
screens positive for homelessness or risk using the clinical
reminder, they can quickly be connected to triage services
through homeless programs. This triage process is partic-
ularly important for homeless veterans over 45, who are
less likely than their younger peers to connect to services
after screening [115], also lowering rates of follow-up for
those with service connections. These tools should
supplement—not replace—a compassionate conversation
with the veteran about the best methods for engaging with
needed medications.

Health
Access

Tools and Interventions (Across dimensions): Affordable housing options; primary care enrollment; colocated services; telehealth/virtual health care

Tools and Interventions 
(Availability): 
Community-based VA 
services (i.e., CBOCs and 
CRRCs); mobile clinics; 
discharge upgrade 
services

Tools and Interventions 
(Accessibility): Mission 
Act (i.e., community- 
based health care); 
project-based supportive 
housing programs

Tools/Interventions 
(Accommodation): 
Managed care provider to 
assist with medication 
adherence

Tools and Interventions 
(Affordability): None

Tools and Interventions 
(Acceptability): Peer 
navigators

Barriers (Accessibility): 
Limited disposable 
income; lack of public 
transportation options; 
lack of working vehicles; 
social isolation

Barriers 
(Accommodation): 
Medication regimens

Barriers (Affordability): 
Competing care priorities

Barriers (Acceptability): 
Provider perception/
”Unwelcomeness;” 
diversion into substance 
use programs

Barriers (Availability): 
Unused insurance; 
distrust; focus on acute 
medical needs; lack of 
insurance eligibility

Fig. 1 Barriers and tools by dimension and across dimensions
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To improveAffordability, providers should aim tominimize
the cost of receiving care in terms of time and effort. Many
community providers can helpmeet Affordability gaps through
the provision of their regular services. Some community agen-
cies like GPD programs and Supportive Services For Veteran
Families (SSVF) programs can helpmeet pressing unmet needs
so health care rises higher on the list of priorities. Several
Veteran Service Organizations (VSOs) offer transportation to
and from medical appointments to decrease the time demand
required by transportation itself. Health care providers do not
need to know every resource in every community their VAMC
serves, but they can develop a few contacts in the community
who can serve as a lifeline for veterans in need who are con-
sistently unable to afford attending medical appointments.

Addressing the Acceptability barrier of provider bias (or
even the perception of provider bias) is a uniquely complicat-
ed process. The first step is to foster awareness within service
agencies to recognize and identify implicit biases as it applies
to their homeless clients, especially African American home-
less veterans. At an organizational level, VA programs can
utilize the VHA’s Health Equity Action Plan’s organizational
assessment of health equity to identify implicit biases in their
system of care. Integration of community member perspec-
tives can also combat biases by ensuring the community’s
language and priorities are represented in health service ma-
terials and services.

This review has several limitations. This framework pro-
vides a means to organize and understand the key issues im-
peding access and identifying levers for improvement and yet
is limited in that it relies on existing research identified
through this review. There continues to be a paucity of re-
search on health care access and health care disparities among
homeless veterans, in particular among African American vet-
erans. Where gaps in recent research exist, we must either rely
on dated research or marginally comparable nonveteran stud-
ies. It is possible that homeless veterans interacting with the
health service system may actually access health services in
significantly different ways than we were able to identify here.
Earlier attempts to apply health access models to vulnerable
populations found that relative components of the conceptual
model took on varied weight, so we can expect the weight of
dimensions to shift as this topic is studied further.
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