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Abstract
Experiencing homelessness is traumatizing and can exacerbate mental
illnesses and substance use disorders. When persons experiencing
homelessness are a danger to themselves or others, petitioning for
involuntary placement is clinically, ethically, and legally indicated. The
process of involuntary commitment is often traumatic and can fracture
already fragile relationships that persons experiencing homeless have;
involuntary commitment should be used only when necessary. It is
society’s obligation to prevent crises but, when needed, to support
persons in crisis by responding with care to their health needs.
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.

Mental Illness and Homelessness
There are complex, multidirectional relationships among homelessness, mental illness,
substance use disorder (SUD), and trauma. Serious mental illness (SMI) and SUD can
compromise patients’ insight, perception, cognition, and behavior in ways that make it
difficult for them to maintain housing, employment, and relationships. Both financial and
behavioral implications of SUD can lead to homelessness,1 and those who experience
the trauma of homelessness often use alcohol or drugs to self-medicate.2 One study
showed that up to 68% of persons experiencing homelessness in childhood reported 4
or more adverse childhood events.3 Chronic injuries from physical trauma, such as
traumatic brain injury, can generate cognitive and behavioral deficits, which also
contribute to homelessness.4 Lack of affordable housing, loss of public support, SMI,
SUD, or trauma history increase the likelihood that a person will experience
homelessness.1 Deinstitutionalization during the US civil rights era also contributed to
an epidemic of homelessness among persons with SMI,5 whose health is compromised
by lack of community housing and rehabilitation policy and overreliance on incarceration
for housing.5 Upstream, not downstream, resources need to be integrated into the
health care system to address health, food, and shelter needs of persons experiencing
homelessness.
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Homelessness increases marginalization and decreases access to health care services.6
Meeting day-to-day survival needs (eg, food, shelter, hygiene) can delay health care
seeking. Even when health care is accessed, medications can be lost or stolen or an
individual’s capacity to manage some side effects of medication can be compromised by
housing instability. Access to medication is also compromised when insurance or
employment is lost or when an individual’s ability to renew Medicaid is undermined by
not having a stable location for receipt of documents. Untreated and undertreated SMIs
have devastating effects on persons experiencing homelessness. Suicidal ideation is 10
times more common among people experiencing homelessness than in the general
population.7 Hospitalizations for SMI and SUD are almost 3 times as frequent among
persons without than with stable housing (52% vs 18%).8
Involuntary Health Interventions
Persons experiencing homelessness are more likely to be involuntarily committed, a
process that is chaotic and traumatic, exemplifies loss of control, and contributes to
negative encounters with health care organizations and professionals. The American
Psychiatric Association describes a person for whom involuntary interventions might be
indicated as follows9:
•
•
•
•
•
•

A person who has a severe mental disorder that “substantially impairs” thought,
emotional process, judgment, or perception of reality or that “substantially
impairs” behavior.
A person who is in need of treatment in order to prevent relapse or deterioration
that would cause the person to become a danger to themselves or others or to
become unable to care for themselves.
A person who, because of their mental illness, is unlikely to voluntarily seek or
adhere to treatment.
A person who has been committed to a mental health facility in the past 2 years
who has not been able to adhere to treatment on their own on more than 1
occasion.
A person whose condition is likely to improve with a well-planned, monitored
course of treatment.
A person for whom the clinician responsible for treatment has agreed to accept
the patient and treatment plan.

Most commonly, people are not petitioned until they meet the standard of being a
danger to self or others—that is, they are actively suicidal or homicidal with a plan,
intention, and means, or they are unable to keep safe (eg, are unsheltered in subzero
temperatures with inadequate clothing and protection or are prevented from seeking
shelter by disorganized thoughts, perceptions, and delusions). Although homelessness
alone is not a reason to involuntarily commit someone, being a danger to self or others
warrants involuntary petition regardless of housing status.
There are times when clinicians have no option but to petition for involuntary outpatient
or inpatient care to keep a patient or others safe. It is at such times that committing a
person by force can be the most compassionate thing to do for a patient. However, since
involuntary commitment is a kind of force commonly used in health care, this decision
must be carefully deliberated upon by an admitting clinician. A decision to use
interventions that limit the liberty of a person whose agency and options are already
restricted by homelessness can cause that person to distrust the health care system
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even more, especially when that person refuses care. Clinicians can be tempted to
assume that such patients, especially those with SUD or those who make decisions
against clinicians’ advice, do not have decision-making capacity,10 but this is not always
the case. People experiencing homelessness are consistently let down by resourcestrapped health care systems. When patients have no surrogate decision maker or are
otherwise unrepresented, as can be the case for persons experiencing homelessness
who lack decision-making capacity, clinicians are ethically obligated not only to minimize
the harms of using force (eg, trauma, humiliation, undermined self-determination),11 but
also to respond to patients with compassion and regard for their dignity in order to
preserve the therapeutic capacity of the patient-clinician relationship. Clinicians should
consider that committing a patient by force to optimize the patient’s condition can also
improve the patient’s capacity for autonomous decision making.12 While patients are
being treated for their condition, force can be used to change medication regimens or
other aspects of their care that make them unable to make decisions for themselves.
Four Ways to Meet Needs
Low-barrier, comprehensive, prevention-based interventions and shelter for persons
experiencing homelessness are in short supply. Better alignment of food and shelter
agencies’ services with health care can help persons experiencing homelessness
manage their illnesses and cope with numerous stresses and can prevent acute
exacerbations of mental illness and crises that tend to lead to involuntary interventions’
need and use in the course of care. Services should be trauma informed and integrated.
While harm reduction has long been the standard of care, care should be delivered with
compassion. Compassionate care can improve outcomes by enhancing autonomy,
aligning with patients’ values, and maintaining patients’ long-term engagement in
care.12
Training shelter staff in wellness. Although they are not often identified as such, shelter
staff members are frontline health care workers, and community health workers and
case managers have lived experience with caring about and for people experiencing
homelessness.13 Providing shelter staff and street outreach workers with the basic tools
to respond to food, shelter, hygiene, and health needs is critical. Programs such as
Mental Health First Aid,14 Handle with Care®,15 and Crisis Prevention Institute16 are
models of integrated care coordination.17 The more shelter staff seek to meet the
physical and behavioral health of needs of individuals they serve, the better positioned
will be organizations to advocate for the policy-level interests of persons experiencing
homelessness.
Trauma-informed care. Trauma-informed care recognizes the health influences of
trauma throughout the lifespan. Frontline health care workers should be educated in
trauma-informed, patient-centered care that incorporates safety, choice, collaboration,
and peer support to help avert crises.18
Compassion maximization, not just harm reduction. Harm reduction is not only relevant
in cases in which care of a patient requires forced intervention; it is also a public health
approach to minimizing population-based negative health outcomes. Harm reduction
interventions (eg, needle exchange programs, naloxone, condoms, safe use sites, lowbarrier shelters), along with improving food availability and choice and meeting basic
comfort needs, are foundational to compassion, equity, public health, and good patient
care. Harm reduction interventions keep people alive, engage them in services, and
prevent destabilization19 and thus must be expanded to support clinicians’,
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organizations’, and professions’ obligations to express compassion to persons
experiencing homelessness. While forcing treatment can lead to improved outcomes, it
must be done with compassion and communication. These 2 variables are key to
adherence to health care treatment plans, trust between clinician and patient, and
patient autonomy.12
Care coordination. The programs named above involve teams offering services that help
connect patients to programs for housing, mental health care, primary care, and
medication-assisted treatment for SUD. Often referred to as “wrap-around” services,
these services, when well coordinated, support patients’ autonomy, reduce the
likelihood of the need for involuntary interventions, contribute to housing stability, and
promote wellness.20
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