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Abstract 
Influences of chronic homelessness on patients’ conceptions of bodily 
integrity can conflict with clinicians’ recommendations about clinically 
indicated interventions, such as dialysis or amputations. This article 
considers such conflict by drawing on a capabilities-based model to 
reframe health care as shared between a patient and clinical team. 

 
The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA 
Category 1 Credit™ available through the AMA Ed HubTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity. 
 
Body as Home 
An individual experiencing chronic homelessness is a person with chronic disability who 
has “been living in a place not meant for human habitation, in an emergency shelter, or 
in a safe haven for the last 12 months continuously or on at least four occasions in the 
last three years where those occasions cumulatively total at least 12 months.”1 Such 
persons compose 24% of the US homeless population at any given time.2 As with other 
social determinants of health, homelessness disproportionately affects racial and ethnic 
minorities.3 
 
People experiencing homelessness, like all of us, have many values and beliefs that 
shape health decisions. Chronic homelessness, however, often reduces access to and 
the availability of interventions and exposes patients to increased risk of robbery and 
assault.4 Constrained by these circumstances, the choices of patients experiencing 
homelessness can conflict with clinicians’ everyday assumptions about reasonable, 
ethical care. There are also logistical and practical barriers to care continuity, which tend 
to compound when patients refuse interventions or don’t adhere to clinicians’ 
recommendations. When clinicians’ recommendations force individuals experiencing 
homelessness to choose—for example, between housing that minimizes vulnerability by 
enhancing safety, security, and freedom of control of their own environment and bodily 
integrity that increases vulnerability—patients tend to feel subject to others.5 Clinicians 
should be aware of their capacity to unintentionally exacerbate this kind of vulnerability 
often felt by patients experiencing homelessness.

https://edhub.ama-assn.org/ama-journal-of-ethics/module/2785188
https://journalofethics.ama-assn.org/article/motivating-prevention-carrots-and-sticks-carrots-and-sticks/2008-11
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Instead of considering the individual experiencing homelessness as noncompliant, 
nonadherent, or treatment refusing, we intend to reframe the care of persons 
experiencing homelessness as a shared endeavor between clinician and patient. This 
reframing involves clinicians’ attention to the interdependence among core capabilities 
and values—such as bodily integrity and avoidance of vulnerability and material loss—
that might conflict with the core capability of health and well-being. Considering the 
interplay of capabilities is a means of enriching the decision making of individuals 
experiencing homelessness and can support better outcomes when individuals 
experiencing homelessness are presented with the ethical challenge of body-altering 
medical treatments. Shared decision making based on individuals’ broad capabilities 
enables individuals to pursue a life in accordance with what they are actually able to do 
and thereby to flourish.6 In what follows, we utilize Martha Nussbaum’s capabilities 
approach5 to analyze the conditions for flourishing of individuals experiencing chronic 
homelessness, given their extraordinary circumstances and adaptive challenges. 
 
Capabilities 
Nussbaum’s 10 core capabilities are categorized as follows: life (preserving a normal life 
span); bodily health; bodily integrity; senses, imagination and thought; emotions; 
practical reason; affiliation; other species; play; and control over one’s environment.6 
Here, we focus on bodily integrity and trade-offs among bodily integrity, preserving life, 
and control over one’s environment (or, rather, freedom from unwarranted 
interference).6 
 
Bodily integrity. Given that individuals experiencing chromic homelessness also have 
chronic disabilities, their bodily integrity becomes a core capability of immense 
importance. Rae Johnson6 describes the homeless body as a de facto “home.” We argue 
that the homeless body as “home” to the self amplifies the importance of the body over 
and above that of the domiciled self. The body is valued as sacrosanct, worthy of 
defense against violation. The “body as home” underpins the profound need for the 
individual experiencing homelessness to maintain, even elevate, Nussbaum’s core 
capability of bodily integrity. The capability of bodily integrity is a strong driver of loss 
aversion, and avoidance of vulnerability enables 2 other core capabilities, according to 
Nussbaum: freedom from unwarranted interference and preserving a normal lifespan.7 
Yet clinical recommendations that affect bodily integrity can compromise other 
capabilities, thereby affecting the opportunities the individual has to achieve 
independence and control of their personal environment—the de facto body as home.7,8 
 
Trade-offs. Consider the example of amputation that leaves one with a disability—for 
example, a lower limb loss requiring a wheelchair or prosthetic. For a domiciled 
individual, this is a major adaptation but not an ongoing threat to personal safety. 
However, for the individual experiencing homelessness, the loss of personal freedom 
through reduced mobility is profound, and the loss of safety from victimization is equally 
profound. Maintaining bodily integrity can promote freedom, safety, and security and 
respects the inviolability of the body for an unspecified time. The likely outcome of the 
refusal of amputation, however, might further reduce the lifespan of the individual 
experiencing homelessness. Yet such an individual’s vision of the life well-lived5 might 
well include a lifespan that is shorter but free from vulnerability and undue loss of 
mobility. This is the same kind of trade-off regarding one’s personal values that we 
would respect, say, in cancer patients who are willing to have a lifespan that is shorter 
but with more mobility and bodily integrity to pursue projects and personal relationships. 
Patients’ trade-offs between their capability for bodily health and their capability for 

https://journalofethics.ama-assn.org/article/how-should-clinicians-help-homeless-trauma-survivors-make-irreversible-surgical-care-decisions/2021-11%C2%A0
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bodily integrity with freedom from vulnerability is not routinely considered in ordinary 
care of the would-be amputee. The capabilities approach thus facilitates a realization of 
other values bearing on the amputation decision. 
 
Capabilities and Caregiving 
In addition to basic capabilities, Nussbaum proposes combined capabilities as a way to 
conceive of internal preparedness for flourishing combined with external conditions that 
do not impede the individual’s flourishing. This readiness for flourishing within the 
capabilities approach is relevant to both clinicians and patients. Clinicians must be 
prepared to engage (psychologically and emotionally) with patients, as well as be 
positioned within a supportive environment, in order to engage effectively with patients 
and realize the ideals of shared decision making.7 For patients experiencing 
homelessness, the hospital has the responsibility to create a supportive environment to 
prepare the patient to engage in life-critical discussions that too often devolve into 
simple consent-refusal discussions rather than an examination and appreciation of 
distinctive values that are important to the patient. The traditional role of the physician 
as “captain of the ship” in the health care environment does not readily permit this kind 
of engagement,9 as care relationships are efficiency oriented and top-down. 
 
Health decision making informed by a capabilities approach reduces the potential for 
physicians to act as captain of the ship and impose their values on patients 
experiencing homelessness. Although shared decision making is a widely endorsed 
approach to care decisions, for patients with impaired decision-making capacity, this 
approach has significant limitations, especially when suitable surrogates are absent.10,11 
Consistent with Annette Rid and David Wendler’s suggested use of a “patient preference 
predictor,”12 which uses aggregate data based on patient characteristics to predict the 
preference of a given patient lacking decision-making capacity, the capabilities 
approach can help inform care decisions when clinicians appreciate the unique 
circumstances and preference for bodily integrity of individuals experiencing chronic 
homelessness. 
 
Implementing a care plan that is not aligned with the personal values of a patient 
experiencing chronic homelessness will likely yield the result of recurring challenges to 
acceptance or adherence. Such tunnel vision misses the goal of medicine, or what 
Pellegrino calls “acting for the good of the patient,” which should be guided by the virtue 
of phronesis, or practical wisdom—that is, honoring right choice based on right reason 
with appropriate intent.13 
 
Implementation 
How might an engagement-supportive environment be facilitated? The clinician is wise 
to approach emotional and value-laden health care encounters with involvement of 
multiple expert members of the health care team, as well as the social support system 
of the patient experiencing homelessness, if available, to learn how best to meet that 
patient’s health care needs in alignment with their core personal values and life choices. 
Team members, such as nursing staff, care managers, social workers, patient 
advocates, and psychologists, can provide a compassionate approach to assessing the 
individual in the context of their life circumstances. To negotiate a care plan that is 
clinically appropriate and optimal from the patient’s perspective, clinicians must 
recognize that individuals experiencing homelessness need to be supported within their 
social environment. 
 

https://journalofethics.ama-assn.org/article/how-should-clinicians-navigate-decision-making-unrepresented-patients/2019-07
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Negotiating requires empathic listening in order to gain understanding of the unresolved 
issue, discover the individual’s vision of a life well lived,5 and identify the needs of the 
individual to pursue such a vision. Such engagement likely will not be accomplished in a 
single visit by even the most capabilities-attuned clinician. The negotiation process is 
one of iteration.14 An iterative process to identify conflict among enabling and 
constraining core capabilities may promote the patient’s self-determination to integrate 
core personal values with capabilities. This process permits individuals experiencing 
homelessness to engage in action aimed at the flourishing they are capable of attaining. 
Donald Berwick supports a call to action for clinicians to guide quality improvements in 
health care provided to the underserved.15 We strive to advance the health care 
capabilities of the individuals experiencing homelessness and advance Berwick’s 
imaginative moral image of healers as guides to action.15 
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