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Foreword

The tragedy of life is often not in our failure, but rather in our complacency;
not in our doing too much, but rather in our doing too little;
not in our living above our ability, but rather in our living below our capacities.
Benjamin E. Mays, (1894–1984)

I offer a few statements by people whose words and actions helped me under-
stand the meaning of social emergency medicine.

• I know what Rudolf Virchow (1821–1902) meant when he told his father: “I am 
no longer a partial man but a whole one in that my medical creed merges with my 
political and social creeds.”

• I understood the lack of worker safety and food quality of the Chicago meat 
industry that Upton Sinclair (1878–1968) described in “The Jungle.”

• My eyes were opened by Rachel Carson’s (1907–1964) concerns for protecting 
the environment in the “Silent Spring.” She taught us that whatever we do can 
affect every other human, animal, and plant through destruction of the quality of 
our air, water, and land.

• I appreciated the transformative thoughts of Gregory Pincus (1903–1967) as he 
discussed how his creation of the oral contraceptive would give women the right 
to control when they would become pregnant.

• I worked with Norman Pirie (1907–1997), a British biochemist who led an inter-
national team creating leaf protein for human consumption in an attempt to end 
kwashiorkor and marasmus.

• In the New Yorker, I read Berton Roueché’s (1910–1994) monthly column “The 
Annals of Medicine” where he described people whose new diseases were treated 
by creative scientists and activist physicians.

• I read William Haddon’s (1926–1985) papers on the role of an epidemiologist in 
searching for the factors that cause injury in the United States and the world. I 
learned to believe that his epidemiologic triad of the host, the agent, and the 
environment could be employed to investigate any problem I wished to address 
in emergency medicine.

• We all began to appreciate the remarkable civil rights advances led by Martin 
Luther King, Jr. (1929–1968) and the astounding health rights potential of the 
enactment of Medicaid (1965) and Medicare (1965) legislation.
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When many of the earliest physicians in emergency medicine in the United 
States began caring for patients in “Emergency Rooms,” there was little prior educa-
tion in the field, little prehospital care, little or no graduate or postgraduate EM 
education, and very mixed opinions, if not outright rejection, of this work in emer-
gency medicine by the leaders of organized academic medicine. I, for example, 
started my role at Bellevue Hospital with the support of New York City government 
and health leaders, but without support of the New  York University School of 
Medicine. We worked to ensure that our doors would be open to everyone, under 
any circumstances, and as a right, independent of finances.

As we began this work, it became obvious that many individuals who were criti-
cally ill and injured came to our doors, receiving medical care never before avail-
able—often with remarkable results. Like those who arrived at Ellis Island, just a 
short distance from Bellevue Hospital, all of our patients were welcomed as they 
had been by Emma Lazarus.

Give me your tired, your poor, your huddled masses yearning to breathe free,
The wretched refuse of your teeming shore. Send these, the homeless, tempest- tost to me,
I lift my lamp beside the golden door!
Emma Lazarus (1849–1887)

In addition, members of our communities discussed in every chapter of this 
text—the neglected, discriminated against, abused, and needy—arrived. Those 
without food and shelter; those injured by domestic violence, industrial activities, 
traffic crashes, or child abuse; and those suffering from racism or misogyny and 
substance use or alcoholism came to our doors. We were ill prepared. We did not 
know enough social policy, public and population health, or human rights. It was 
obvious that our best efforts should have included writing prescriptions for food, 
clothing, housing, education, a job, and voter registration. Many hospitals were 
designed to serve communities that were more enfranchised and had fewer patients 
with overwhelming social determinant concerns: at the inception of emergency 
medicine, it had not been clear that addressing such concerns would become a hall-
mark of our field. It was the belief of some early leaders, particularly those in public 
hospitals who cared for the most disenfranchised, that emergency medicine might 
be more effective and better linked to a school of public health than a school of 
medicine. In the current climate, the bonds to medical centers, schools of medicine, 
and schools of public health are far stronger and vital, but still often representing 
complex, frequently incompatible interests.

The environment of the emergency department with our eyes on the community 
and our feet in the hospital has required us to be “doctors without intellectual or 
social borders.” Emergency physicians must listen to our patients; we must look at 
them objectively and sympathetically and treat them to the best of our abilities in 
spite of our inadequacies and societal obstacles.

We must become Virchow’s “natural advocates of the poor.” We must do the 
essential scientific and humanistic work that restores public trust in science and 
medicine which will simultaneously prevent us from “clinician burnout.” Our tasks 
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in addressing the social determinants of our patients’ health are enormous, but we 
have creative, purposeful investigators as demonstrated in this book who need col-
laborators. We must reimagine actions to address the social determinants of popula-
tion health that have a strong social, ethical, and humanistic foundation and we must 
do so in our emergency departments. Precision medicine is the latest catchphrase 
meant to define the future of our field. We remain focused in this text on a program 
for creating a culture of precision prevention for population health in the ED, which 
arguably affects many more people on a deeper level. This approach to integrated, 
creative prevention will dramatically increase the focus on the social determinants 
as not only a medical but also a societal responsibility. In an ideal world, such an 
approach would diminish or even eliminate the need for the type of delayed rescue 
and inadequate stabilization that is often the norm in emergency care. These steps 
will be the only means of achieving the World Health Organization’s (1986) defini-
tion of health as “a state of complete physical, mental and social well-being, and not 
merely the absence of disease or infirmity.”

Our future will be developed by sensitive, humanistic, observant clinician- 
investigators who float intellectually between the community and the bedside. This 
book and these authors and editors have demonstrated the inadequacies in our soci-
ety and our health education, and the critical deficits in systematically addressing 
the social forces faced by our patients. This book and the advances that many of the 
educators, clinicians, and investigators have described show us how we as emer-
gency physicians and many others in society can play roles in improving the popula-
tion’s health and assuring the human rights of all individuals. This book enhances 
the foundation of social emergency medicine, demonstrates that we do see the injus-
tices in our society, we know how to study these issues, and that we are finding 
pathways to implement essential changes necessary to overcome the social determi-
nants that limit our patients’ personal success and societal safety. We must address 
the social determinants that define and drive our patients’ visits; we must create 
teams that cross all community, cultural, academic, political, and governmental bor-
ders to provide the research and evidence that will facilitate understanding and 
progress. This fine text demonstrates that precision medicine is an illusion for 
almost all of our society and how precisely we measure and successfully address the 
social determinants discussed in the text will determine how we live, the types and 
severity of illness we have, and how we die.

New York, NY, USA Lewis R. Goldfrank

Foreword
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Preface

Many people who choose to read this book may already be deeply invested in and 
knowledgeable about social emergency medicine. Others may be skeptical, wonder-
ing whether this is truly core content for emergency medicine or “part of our jobs”—
especially as our jobs seem to become harder and more complex with each passing 
year. For anyone in the latter category, we are particularly glad that you have picked 
up this book. We hope that the chapters within will demonstrate clearly both why 
emergency medicine must concern itself with these issues as well as how we can, by 
incorporating social context, improve our practice of emergency medicine in small 
and large ways.

The practice of what has recently coalesced as social emergency medicine has 
been long underway, including at several safety-net institutions across the country. 
It also has a long historic precedent in fields outside emergency medicine and indeed 
outside medicine itself. Social emergency medicine has its roots in the concept of 
social determinants of health, described by Healthy People 2020 as “conditions in 
the environments in which people are born, live, learn, work, play, worship, and age 
that affect a wide range of health, functioning, and quality-of-life outcomes and 
risks.” [1] There has been an increasing public and scientific awareness that these 
conditions have a significant impact on health: experts estimate that while 10% of 
one’s overall health is attributable to medical care and 30% to genetic predisposition 
(itself influenced by the environment as the growing field of epigenetics teaches us), 
60% is related to social, economic, behavioral, and environmental influences [2].

As access to and legislation regarding our healthcare system changes over the 
years, emergency departments (EDs) consistently serve as our nation’s safety net. 
While EDs cannot and should not be expected to solve all of society’s failings, in 
our EDs we have a unique opportunity to bear witness to those failings. The willing-
ness and skillset needed to address the social needs of our patients—and to under-
stand the larger social and structural contexts in which they come to our 
doors—comprise a large part of our job, a part that is critical to our patients’ well-
being. Chapter authors describe how we can account for these factors in our indi-
vidual patient interactions to provide better patient care. These experts also describe 
how we can productively collaborate with community organizations and advocate 
for policies that can more fundamentally remedy the inequities we witness daily in 
our EDs. We must do this work with humility, not as saviors but as partners and 
contributors.
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The tent of social emergency medicine is wide, and the boundaries are not yet 
fully defined as the field continues to grow and mature. We struggled to decide what 
topics should constitute chapters in this inaugural textbook and apologize for any 
omissions. Some key concepts—such as public health practice and health inequi-
ties—are woven across multiple chapters rather than having their own specific chap-
ter. We also acknowledge that we are biased by our own practice locations and 
therefore this book focuses most of its attention on the United States; we hope that 
the information it offers will be useful to readers elsewhere as well.

Each chapter follows the same general structure. Chapters begin with an abstract 
and key points. Next, a Foundations section includes background and a brief review 
of the evidence basis on the topic. The Bedside and Beyond section is organized 
according to the ecological model, with attention first to the level of the patient’s 
bedside, then the hospital and healthcare system, and finally the societal level. We 
know that readers of this text will range from those practicing in hospitals that have 
perhaps never before considered addressing patient social needs or are poorly 
resourced, to those practicing at medical centers that are already well-versed in 
social emergency medicine. Therefore, in the Recommendations for Emergency 
Medicine Practice section, we asked chapter authors to give actionable recommen-
dations at the basic, intermediate, and advanced levels. Basic recommendations are 
those that chapter authors felt every emergency provider and ED across the country 
should be doing now as part of providing quality emergency care. Intermediate 
recommendations are the next steps after an emergency provider or department has 
implemented the basics. Advanced recommendations often extend outside the ED to 
community involvement and advocacy including, for example, efforts that should 
be undertaken by emergency medicine specialty organizations, hospital groups, or 
others on a broader scale. Finally, each chapter ends with a Teaching Case including 
a clinical case, teaching points, and discussion questions. We asked authors to keep 
their chapters firmly grounded in the prior literature, so that chapters can serve as 
durable, evidence-based resources for readers. We aim for this text to be useful to a 
wide variety of emergency medicine practitioners: residents, attending physicians, 
nurses, physician assistants, nurse practitioners, social workers, administrators, and 
others. Its pages may also be useful for medical students, health policymakers, and 
others outside emergency medicine who are interested in a frontline view of social 
determinants of health and resultant social needs.

Our hope is that this text serves not only as a reference and educational resource, 
but as a guide for action. While some of the recommendations may currently seem 
aspirational for some ED settings, change begins with small steps made by each of 
us. Meaningful action could be as small as making a change in an element of one’s 
own clinical practice. Or it could be as big as collaborating with local organizations 
on a program to better serve one’s local community, advocating against health injus-
tice, implementing new policies to address social needs within healthcare, or con-
ducting groundbreaking research. For those new to social emergency medicine—and 
maybe even new to medicine itself—we would encourage you to dream big but not 
to fear starting small.

Preface
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As we were putting the final touches on edits for this book, our world was 
besieged by two traumatic events: the COVID-19 pandemic and the murder of 
George Floyd. The pandemic wreaked havoc on many of our EDs, but even more 
pertinent to this book it put into sharp relief the profound health inequities in the 
United States. The inequities witnessed during the COVID-19 pandemic—borne of 
structural racism and many of the same social needs discussed in this book includ-
ing financial insecurity and inadequate housing—strengthen our conviction that 
social emergency medicine is a vital part of emergency medicine. Similarly, the 
murder of George Floyd at the hands of police during a time when COVID-19 was 
already exposing—yet again—longstanding racial inequities has been a call to 
action to address racism within the many structures of American society, including 
healthcare. In viewing the social determinants of health through a structural lens, we 
can begin to understand the upstream social and economic policies that impact 
healthcare and outcomes. Most chapters of this book were already complete prior to 
the COVID-19 pandemic and George Floyd’s murder and the resurgence of atten-
tion to structural racism that followed, and therefore do not discuss these events 
explicitly. Yet we hope that readers will be able to draw clear lines between the top-
ics described in this book and these events—and will recommit themselves to fight-
ing health injustice. We acknowledge that we are all learning. We hope that this 
book will help to foster dialogue within yourself, with your colleagues and in your 
health system, and beyond.

We would like to thank Springer Nature and the book editors Anila Vijayan and 
Sydney Keen. We would especially like to thank all of the chapter authors. We were 
blown away by your expertise and generosity with your time.
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Social Emergency Medicine: History 
and Principles

Harrison J. Alter, Jahan Fahimi, and Nancy Ewen Wang

Key Points
• Social emergency medicine generally refers to the incorporation of social con-

text into the structure and practice of emergency care.
• There are three main strands of history that intertwine to create the fabric of 

social emergency medicine. The first is the social medicine movement, rooted in 
the works of nineteenth century Rudolph Virchow, put into practice by the socio-
political changes in Latin America in the mid twentieth century led by revolu-
tionary physician Ernesto “Che” Guevara, and the vision of community clinics 
created by Jack Geiger in Mound Bayou, Mississippi in the 1960s.
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It is important for all of us to appreciate where we come from 
and how that history has really shaped us in ways that we might 
not understand [1].
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• The second strand is the birth and growth of the specialty of emergency medi-
cine. Emergency medicine was first officially recognized as a specialty in 1978 
and imprinted with a social mission from the start.

• The third strand is the academic field of social epidemiology, most relevant for 
elaborating the social determinants of health. Research in this field has high-
lighted the fundamental and overwhelming contribution of “how we live, eat, 
work and play” to a person’s health, well-being, and longevity, as compared to 
the contributions of medical care.

 Social Medicine as a Political and Clinical Movement

Social medicine can be understood as the investigation of social, behavioral, and 
environmental factors influencing human disease and disability and the elucidation 
of methods of disease prevention and health promotion in individuals and commu-
nities [2]. Inherent throughout social medicine is its political mandate, to actively 
pursue change in social structures that suppress health and health equity.

Rudolf Virchow (1821–1902), commonly cited as the “Father of Pathology” is 
also one of the fathers of social medicine. Dr. Virchow was commissioned by the 
Prussian government to investigate a typhus outbreak in Upper Silesia (now in 
Poland) in 1848. His report laid clear blame for the outbreak on the miserable social 
conditions he found. He criticized government inaction, advocating for improved 
education, increased wages, and changes in agricultural policy [3]. Virchow’s col-
leagues and students popularized the concept of medicine as a clinical social science 
in the interwar years. According to Porter’s brief history of social medicine, “The 
interdisciplinary program between medicine and social science would provide medi-
cine with the intellectual skills needed to analyze the social causes of health and ill-
ness in the same way as the alliance between medicine and the laboratory sciences 
had provided new insights into the chemical and physical bases of disease.” [2]

The Latin American social medicine movement directly applied these principles 
to implement social change. So much so that they stated that social medicine poli-
cies should not be concerned with clinical medicine but rather with the conditions— 
the structures—that created the clinical situation. Thus Salvador Allende, a Chilean 
pathologist, as health minister and later as elected president of Chile, focused on 
social transformation—the alleviation of poverty, poor working conditions and lack 
of education—as fundamental to improving health. Dr. Ernesto “Che” Guevara’s 
concept of revolutionary medicine similarly promoted teaching physicians about 
the social origins of illness and the need for social change to improve health. Overall, 
social medicine in Latin America focused on transforming the political and social 
structures underlying poverty, whereas public health worked within existing struc-
tures to create and implement public policy to benefit health [2].

In the US, during the 1960s, Drs. H. Jack Geiger and Count Gibson attempted to 
bridge the demand for structural change with the patient- and community-level 
effects of social inequality, establishing the first two community health centers in 
Bolivar County, Mississippi, (known as Mound Bayou) and the Columbia Point 
Public Housing Project in Boston, Massachusetts. The impetus to create these 
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centers grew from the Medical Committee for Human Rights, a consortium of 
healthcare workers providing care to activists during the “Freedom Summer” volun-
teer movement for civil rights in Mississippi. Both Mound Bayou and Columbia 
Point provided much needed medical services in struggling communities [4]. They 
attempted to address the poverty, malnutrition, and unemployment as the roots of 
the poor health they observed. Geiger engaged local Black-owned grocers in Jim 
Crow Mississippi to honor food prescriptions written by clinicians for their mal-
nourished patients at the Mound Bayou clinic. Geiger was famously quoted as say-
ing, “The last time we looked in the book for specific therapy for malnutrition, it 
was food.” [4] The community health center model, now codified in our Federally 
Qualified Health Centers (FQHCs), has spread widely—currently there are over 
1000 centers throughout the US. This model relies on community engagement in a 
way that few other elements of the medical-industrial complex do, incorporating a 
community voice through advisory committees and patient advocacy panels. Geiger 
then went on to build the Social Medicine program at the City University of 
New  York and Montefiore Hospital, which has trained generations of 
physician-activists.

 The Specialty of Emergency Medicine and Its Social Mission

Emergency medicine is one of the youngest fields of medicine, not yet 50 years 
old  in 2021. Unique among medical specialties, emergency medicine’s specialty 
status is not based on an anatomic system, procedure, or specific patient population. 
Rather, emergency medicine is based on place and time. Emergency “rooms” are 
situated as the doorway to the hospital. As such, they are an entrance to social and 
medical services for the surrounding community. They also serve as a window into 
the community’s health. Emergency care is predicated on a layperson’s perception 
of an acute need and defined by access to care at any time of the day or night. By the 
definition endorsed by the American College of Emergency Physicians (ACEP), 
“The practice of emergency medicine includes the initial evaluation, diagnosis, 
treatment, coordination of care among multiple providers, and disposition of any 
patient requiring expeditious medical, surgical, or psychiatric care.” [5] Or, put 
another way, we offer specialty care for “anyone” with “anything” at “anytime” [6].

Emergency medicine as a specialty arose out of the success of “curative” medi-
cine and the development of modern hospitals housing diverse and increasingly 
effective diagnostic and treatment technology. After World War II, the US govern-
ment put increased resources into building up the nation’s health care infrastructure. 
The Hill-Burton Act of 1946 explicitly provided for hospital construction particu-
larly in rural and small neighborhoods. Physicians’ practices migrated from indi-
vidual offices to hospitals, where they could provide efficient care and specialty 
access [7]. Although hospitals had emergency rooms, these had no designated medi-
cal staff. Private physicians or specialists would arrange to meet and care for their 
own patients in need and, if necessary, admit them to the hospital. Poor patients 
without a private physician would also go to the emergency room in search of help, 
often only to be seen by the least experienced personnel. Thus, the emergency room, 
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though full of patients, had no specific personnel or expertise for evaluating and 
stabilizing patients with undifferentiated conditions.

The first known emergency medicine groups were formed in 1961 in Alexandria, 
Virginia, and Pontiac, Michigan. Brian Zink, emergency medicine’s unofficial his-
torian, points out that James D. Mills, the first emergency physician, was attracted 
to the practice in large part because of his realization that, “in serving as a full-time 
emergency physician … he could have more of an impact on improving health care 
for at least some of the poor and uninsured in his city” [6].

Demand for emergency medical care increased dramatically during this era. The 
Medicaid and Medicare programs implemented in 1963 gave recourse to the poor 
and elderly needing emergency care while providing financial incentives to physi-
cians to care for them. Next, the Emergency Medical Treatment and Active Labor 
Act (EMTALA), passed in 1986, codified specific standards of care as a mandate: 
EMTALA required medical screening and stabilization for anyone who sought care 
within the grounds of a hospital. By law, though unfunded, no one, regardless of 
medical problem, ability to pay, or skin color, could be turned away from an emer-
gency room.

While public policy was working to provide a solution to challenges arising from 
societal evolution, modernization, and changing demographics, the medical profes-
sion recognized the importance of structure, organization, standards, and a trained 
cadre of practitioners—the preconditions for establishment of a specialty. Thus, 
increasing demand for quality emergency care stimulated the creation of the 
American College of Emergency Physicians. In the early 1970s, the first emergency 
medicine residencies coalesced, followed quickly by the establishment of the 
American Board of Emergency Medicine, a formal examination and certification 
arm. The American Board of Medical Specialties approved emergency medicine as 
a specialty in 1979.

A new medical-social contract was forming from these developments. In the 
latter half of the twentieth century, those who were poor or disabled, who were 
immigrants, without primary care, or without the resources to prevent health 
complications or personal tragedies all now had a place to turn. Emergency 
rooms became emergency departments (EDs), equipped with the infrastructure, 
capability, workforce, and expertise to care for a larger segment of society. The 
principles of social medicine—as well as population and public health—were 
powerfully relevant to emergency medicine, which had been, in part, woven from 
“threads of egalitarianism, social justice, and compassion for the poor and under-
served” [8].

 The Horizon Expands: The Emergence of Social Epidemiology

We now understand the social conditions that Geiger and Gibson attempted to treat 
collectively as “social determinants of health.” This concept began to materialize as 
the field of Social Epidemiology took shape in the early 1960s based in part on the 
work of Leonard Syme and Sir Michael Marmot. The concept of the social determi-
nants of health emerged from early findings of the socioeconomic gradient in health, 

H. J. Alter et al.



7

now recognized as one of the most robust relationships in biology [9]. For example, 
in studying the relationship between social mobility and coronary heart disease, 
Syme, like Virchow, found that social determinants largely predict health [10]. 
Syme’s advantage was the tools of epidemiology, allowing him to demonstrate the 
concept more empirically.

The social determinants of health have since come to be defined by the World 
Health Organization (WHO) as the “conditions in which people are born, grow, live, 
work and age…shaped by the distribution of money, power and resources at global, 
national and local levels” [11]. Researchers and experts may expand these determi-
nants to include income and income distribution; early life; education; housing; 
food security; employment and working conditions; unemployment and job secu-
rity; social safety net; social inclusion/exclusion; and health services [12]. 
Increasingly, factors such as structural and community violence and racism are 
among the social forces included as social determinants of health [13].

As Social Epidemiology evolved, it took on some of the same characteristics that 
made emergency medicine unique. Whereas epidemiologists had been concerned 
with specific diseases—infectious disease outbreaks, injury, or cancer epidemiol-
ogy—social epidemiology asserted itself in understanding the dynamics of the 
health of populations. This more holistic vantage meant that just as emergency phy-
sicians first saw patients with undifferentiated complaints and applied tools to make 
a definitive diagnosis, social epidemiologists studied the ubiquitous upstream driv-
ers of health, applying them to a wide range of diseases.

Social epidemiology and emergency medicine share another conceptual frame-
work: the care and study of populations. As one important arm of population health, 
EDs ensure that all persons have access to care, thereby somewhat reducing the 
impact of healthcare disparities. However, while social epidemiology studies social 
determinants of health, the practice of emergency medicine often addresses social 
needs, something that is best addressed at the bedside. Social needs may arise from 
social determinants of health, but these terms are not synonymous. For example, the 
relationship between an individual’s hunger (the social need) and the structural 
determinants of the food landscape in that person’s community (the social determi-
nants of health) is complex. While a clinician interested in the relationship between 
social context and emergency care (i.e., social emergency medicine) may be inter-
ested in pushing both of these levers, action on the individual patient’s hunger is 
often more direct and tangible in the ED. This is an illustration of the “upstream/
downstream” dichotomy in social epidemiology [14].

In the current era, concepts relating to the social determinants of health are being 
rapidly refined. One way in which the dialogue is shifting is the sharpening focus on 
structural determinants of health, a concept which incorporates the way that social 
constructs such as racism, sexism, ablism, and other biases influence how society 
and institutions address health [15]. An example of such a focus is a study overlay-
ing maps of acute asthma ED visits on historical “redlined” maps [16], which the 
federal government created for banks to exclude African-American and Latinx loan 
applicants from securing mortgages. The study’s finding of increased ED visits 
within these neighborhoods supports the idea that structural racism, highlighted by 
the loan maps, has direct effects on health.
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 Social Emergency Medicine Comes Together

Any emergency clinician can glance at a list of social determinants and immediately 
understand how these and other social forces frequently complicate clinical encoun-
ters with their patients. These clinical experiences have long motivated clinician- 
scientists and health services researchers to investigate the distribution and impact 
of social determinants on the health of patients seeking care and help in EDs. Early 
examples of such inquiries include studies exploring the relationship between 
access to primary care and patterns of ED use [17, 18].

In 1994, Edward Bernstein led an authorship group on a paper entitled, “A Public 
Health Approach to Emergency Medicine: Preparing for the Twenty-First Century” 
[19]. This paper laid out an argument for a broader scope of practice in emergency 
medicine, an initial blueprint for what has become social emergency medicine. 
Their scope was somewhat limited, however, by the era; public health’s incorpora-
tion into the medical model at that time meant essentially secondary prevention, 
identifying medical presentations whose recurrence could be prevented by social 
intervention, often taken to mean patient or public education.

Dr. Bernstein, an emergency physician, and Dr. Judith Bernstein, a public health 
and policy expert, then published Case studies in emergency medicine and the 
health of the public, a book which demonstrated opportunities for public health- 
style interventions in the ED through clinical cases [20]. The text introduces readers 
to cases about homelessness, partner violence, substance use disorder, and other 
social concerns, providing glimpses into practicing emergency medicine with a 
population health lens. In 1999, James Gordon published a paper in the Annals of 
Emergency Medicine further highlighting the interconnectedness of social and clini-
cal care in EDs. Gordon’s widely cited paper, “The Hospital Emergency Department 
as a Social Welfare Institution,” deserves credit in many respects for launching the 
contemporary era of social emergency medicine.

Gordon lays out his vision for the twenty-first century ED:

“How would a social triage system actually work? All patients presenting to the ED (or their 
proxy, when appropriate) would be screened by a short panel of questions built into the 
standard triage history or registration interview, designed to detect unmet social needs. The 
questions would reflect basic material, economic, social, and health factors important to 
maintain a minimum standard of well-being. Items would address such basic issues as: Can 
you pay your rent? Are your utilities working? Do you have enough food to eat? Can you 
get to the doctor? Can you afford medicines? Such simple questions are often never asked 
of the most disadvantaged and are usually absent from standard medical evaluations—yet 
the answers can profoundly reflect on overall well-being. If a major category of deprivation 
is identified, the patient would be referred to the social triage center for a more complete 
social evaluation, and a social care and referral plan established. This process would be 
designed not to interfere with the formal medical encounter, and could occur in the social 
triage area just before formal discharge” [21].

Gordon argues effectively that patients make a rational choice to seek care in the 
ED, and that as both a practical matter and a human one, EDs ought to be equipped 
to meet their needs.
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For decades, the work of many clinicians and researchers from across the country 
has pointed towards this goal while building the field of social emergency medicine.

The label of social emergency medicine and its origins as a coordinated field 
began a few years after the publication of Gordon’s roadmap, when EM physicians 
at Highland Hospital, in Oakland, California, partnered with the family of Andrew 
Levitt, a colleague who died unexpectedly, to honor his legacy by forming an inde-
pendent non-profit research and advocacy institute to promote the concept of social 
emergency medicine. In 2008, they launched the Andrew Levitt Center for Social 
Emergency Medicine.

Meanwhile, the practice of social emergency medicine was not a new concept. 
Clinicians and leaders in emergency medicine from across the nation were training 
residents and building programs to think beyond the walls of the ED. For example, 
Lewis Goldfrank at NYU-Bellevue was shining a light on the importance of care for 
vulnerable populations and Stephen Hargarten at the Medical College of Wisconsin 
was studying violence and its impact on health. Clinician-investigators and socially 
oriented leaders worked together to bridge the gap from research to evidence-based 
implementation by addressing human trafficking, gun violence, homelessness, and 
a wide array of other issues affecting their patients.

 Social EM: Current State and Future Aspirations

Soon after the creation of the Levitt Center, the idea of formalizing social emergency 
medicine began to take hold within academic and organized emergency medicine. 
Emergency medicine faculty at Stanford University and Highland Hospital simulta-
neously created the first training fellowships in social emergency medicine. In 2017, 
the Levitt Center, ACEP, and the Emergency Medicine Foundation organized a con-
sensus conference in Dallas, Texas, funded by the Robert Wood Johnson Foundation. 
This event, titled “Inventing Social Emergency Medicine,” drew a diverse array of 
investigators and innovators from across emergency medicine. Its proceedings, pub-
lished as a supplemental issue of Annals of Emergency Medicine [22], constitute the 
most extensive collaboration of experts in the field. Shortly after the conference, a 
Social Emergency Medicine Section at ACEP and an Interest Group at the Society 
for Academic Emergency Medicine were created, to provide ongoing forums for col-
laboration among like-minded members of these specialty societies.

The range of initiatives proposed and undertaken by the members of these groups 
is vast. There are help desks for health-related social needs, such as the Highland 
Health Advocates [23]. There is a broad network of hospital-based violence inter-
vention programs [24]. Numerous interventions recognize and address homeless-
ness and unstable housing in ED patients. ED-based health coaches aid patients 
with chronic disease management [25]. After exploring the importance of the built 
environment, faculty and staff at the University of Pennsylvania ED have collabo-
rated to “green” vacant lots, effectively reducing the community burden of medical 
emergencies [26]. Many of these innovations are documented in this textbook.
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The basic precepts of the practice are emerging from the foundational and pro-
grammatic work. One of the recurrent themes is the notion of inreach; working with 
community partners to bring their social services into the ED. ED social workers, 
long the linchpin of addressing social needs, cannot do it all; between assessments, 
grief counselling and death notifications, family support, and so much more, there 
are limits on their capacity. For specialized services, such as bedside advocacy for 
violence survivors or housing needs, skilled community service providers with 
established relationships in the ED can meet patients in the ED. When services can-
not be brought within the walls of the hospital, interprofessional teams have col-
laborated to develop “warm handoffs” for patients who need linkage to services to 
address their social needs [27].

Another theme arising as the historical precedent evolves into contemporary 
social emergency medicine is that the ED is a rational and potentially important 
location to address and assess patients’ social needs. Though much focus of social 
medicine has centered on primary care, there is growing evidence that EDs have a 
unique role to play. For one, research has shown that—compared to patients in other 
settings—ED patients have uniquely high burdens of multiple social needs, includ-
ing homelessness, food insecurity, exposure to violence, and others [28]. Relatedly, 
EDs accept patients at any hour and are mandated to serve all who seek care, there-
fore serving many—whether due to lack of access to other health care, patient pref-
erence, or other reasons—who do not receive regular outpatient care [29, 30]. Last, 
EDs serve as a social surveillance system, recognizing emerging individual and 
population social needs and creating capacity to address them at the bedside or 
within a larger system.

Parallel to the growth in social emergency medicine practice, there has been a 
surge in social emergency medicine research. Such inquiry is critical to push the 
field toward effective interventions and further solidify its standing as a rigorous, 
evidence-based part of emergency medicine. However much social emergency med-
icine has been about doing, it is crucial to also focus on understanding. As readers 
experience the breadth of topics in this text, attention should be paid to the underly-
ing evidence to support the authors’ conclusions, with an eye towards future high- 
quality research that will guide programs and interventions.

As this text highlights, a geographically and demographically diverse group of 
clinician-scientists and clinician-advocates have coalesced around a unifying move-
ment [31]. Through sharing of insights, methods, and approaches, there now appears 
to be a collective voice advancing emergency care through incorporation of social 
context and social determinants of health.
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Key Points
• Structural racism is defined as the macro-level systems, institutions, social 

forces, ideologies, and processes that generate and reinforce inequities among 
racial groups [1]. Emergency medicine physicians should be aware of how the 
history of structural racism has resulted in differential healthcare resource avail-
ability and health outcomes in the communities they serve.

• Implicit bias is an unconsciously held belief pertaining to a specific social group, 
related to the process that leads to stereotyping. Implicit bias helps explain how social-
ization can manifest in our unconscious and unintentional actions. It is a universal 
phenomenon, and awareness is key to control its negative effects on patient care.

• Emergency providers have a unique lens into health disparities as front-line 
healthcare workers. By actively working toward reducing implicit bias and advo-
cating for systemic anti-racism strategies that dismantle structural racism, emer-
gency providers are able to provide more equitable care at the bedside.

 Foundations

 Background

 Race and Structural Racism
Race is not a biological category that naturally produces health disparities because of 
genetic differences. Race is a social category that has staggering biological consequences 
because of its impact of social inequality on people’s health

– Dorothy E. Roberts, J.D [2].
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The definition of race rests on external characteristics of color and other pheno-
typic attributes we categorize socially [3]. In the literature, and in society, race is 
often confounded with ethnicity [4], which refers to elements such as culture, 
language, heritage, history, shared geography, and the practices and norms that 
individuals come to share through their socialization. For example, the term 
African American is often used interchangeably with Black when describing the 
race of a population. This verbiage negates the heterogeneity of both terms, as 
there are many individuals who are categorized as Black and trace their ancestry 
to the Caribbean, Asia, or South America. Race and ethnicity are important axes 
of social stratification in the US [5]. Given the conflation of race and ethnicity in 
common language and medical literature, there will be some overlap of these 
terms within this chapter. We have used the original verbiage of the research stud-
ies in the citations.

Racism is when the “presumed superiority of one or more racial groups is used 
to justify the inferior social position or treatment of other racial groups” [6]. 
Structural racism is defined as the “ways in which historical and contemporary 
racial inequities are perpetuated by social, economic and political systems… It 
results in systemic variation in opportunity according to race” [7].

The history of the US as a slaveholding republic and a colonial settler nation 
cannot be minimized when discussing how race impacts health in the present day. 
The modern concept of “racism” emerged as early European settlers sought to 
preserve an economy largely on the basis of the labor of enslaved people [8]. 
Colonists established legal categories based on the premise that Black and indige-
nous individuals were different, less than human, and innately, intellectually, and 
morally inferior—and therefore subordinate—to White individuals [9]. These ide-
ologies were foundational to the creation of systems and institutions that led to the 
formation of the US. In the post emancipation era, the US government remained 
complicit in the promotion of racial discrimination right into the civil rights move-
ment of the 1960s and 1970s; and this history continues to manifest today. While 
interpersonal racism, bias, and discrimination in healthcare settings can directly 
affect health through poor health care, it is essential to recognize the broader con-
text within which healthcare systems operate. Over 100  years of exclusionary 
housing policies resulting in segregated neighborhoods [10, 11] and segregated 
hospitals [12, 13]; voter suppression of racial minorities [14]; discriminatory crim-
inal justice practices and incarceration [15]; and barriers to financial assistance 
[16], all of which have significant repercussions on the health of racial minorities 
today [17]. These manifestations of structural racism are often overlooked as root 
causes of health inequities [1].

One example of government sanctioned discrimination with longstanding health 
repercussions is the Home Owners’ Loan Corporation (HOLC) established in 1933. 
Formed under the New Deal initiative as a depression-era emergency agency, the 
HOLC was a measure to refinance defaulted home mortgages and prevent foreclo-
sures. However, the agency systematically graded neighborhoods that were pre-
dominantly inner-city, Black, and immigrant as dangerous, and outlined these 
neighborhoods in red on maps, creating the term “redlining.” Neighborhoods with 
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higher property values, better housing quality, and fewer individuals who were peo-
ple of color and “foreign-born” were considered lower risk. This practice helped 
institutionalize and perpetuate racial segregation by driving divestment from red-
lined communities and in turn, decreasing educational and employment opportuni-
ties [11], diminishing accumulation of wealth, and decreasing appreciation of home 
values [18]. Residential segregation results in dramatic variations in factors condu-
cive to the practice of healthy or unhealthy behaviors, such as the availability of 
open spaces like parks and playgrounds [19] and of healthful products in grocery 
stores [20, 21]. In addition, redlining and divestment have also resulted in inequi-
table distribution of healthcare infrastructure and services by neighborhood, thereby 
exposing racial minorities to unequal health services [22–25].

 Implicit Bias and Interpersonal Racism
Implicit biases are defined as unintentional or habitual preferences and behaviors 
that are relatively inaccessible to conscious awareness or control; they are “habits of 
mind” [26]. Implicit bias is not problematic in and of itself; it is simply one of the 
many well-established factors that influence human behavior. The implicit biases 
we hold may be unconscious manifestations of stereotypes we have for certain 
groups that result in unintentional preferences. Interpersonal racism can arise when 
these biases manifest in behaviors that are racially preferential and consequential in 
their outcomes, regardless of intent [27]. Socialization does not occur in a vacuum, 
and implicit biases are acquired through our societal ideologies, social interactions, 
and institutions; all of which are informed by our history, which includes a legacy 
of racism.

Given the necessity of heuristic clinical assessments in emergency medicine 
(EM), emergency care providers are at high risk for exhibiting implicit bias. 
Although the intent is to administer evidence-based, objective clinical care, the 
larger environment within which we practice can influence and impact our actions. 
In order to eliminate racial disparities in emergency care and outcomes, it is impor-
tant to discern why these disparities exist and how our actions, consciously or 
unconsciously, perpetuate them. It is through these lenses of structural racism and 
implicit bias that we can understand the effect and impact of race and racism in 
emergency care.

 Evidence Basis

The last three decades have witnessed a growing body of research on the topics of 
implicit bias and racism in EM [28–31]. Wide disparities in prehospital [32, 33], 
triage [34, 35], and emergency department (ED) assessment [36] and treatment have 
been identified and are associated with worse outcomes among patients who are 
categorized as racial minorities. Most evidence comes from large surveillance stud-
ies, prospective and retrospective observational studies, and some systematic 
reviews. After controlling for geography, hospital size or type where care was 
received, insurance status, and multiple patient variables including age, sex, and 
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comorbidity, the vast majority of research concerning emergency care indicates that 
racial minorities are less likely than White people to receive needed services, includ-
ing clinically necessary and potentially life-saving procedures [37].

Regardless of clinical setting (i.e., community-based or academic, urban or rural) 
the indirect application of racism is apparent as evidenced by the significant dispari-
ties in life expectancy when comparing people from  racial and ethnic  minority 
groups to non-Hispanic White people. Black men have a life expectancy of 7 years 
less than the aggregate population [38]. Hispanic people in the US have higher mor-
tality rates than non-Hispanic White people for cancers of the stomach, liver, and 
cervix; diabetes mellitus; and liver disease [39, 40]. African American people have 
higher rates than White people for all-cause mortality in all groups aged less than 
65 years. Compared with White people, Black people in age groups under 65 years 
have higher levels of some self-reported risk factors and chronic diseases, and mor-
tality from cardiovascular diseases (CVD) and cancer; diseases that are most com-
mon among persons aged 65 years and older [41]. Native American people with 
CVD have a 20% higher mortality rate compared to other races [42].

Overall, Black, Latinx, and Native American patients seeking care in the ED 
have longer wait times to be seen compared to non-Hispanic White patients [43–
45] with ED wait time disparities most pronounced as illness severity, as measured 
by triage acuity, decreases [46, 47]. Black, Latinx, and Native American patients 
seeking care in the ED are more often assigned less acute triage severity scores 
than their non-Hispanic White counterparts, even after adjusting for age, comor-
bidity, vital signs, and time and day of presentation [47–50]. In the case of poten-
tially life- threatening complaints, such as chest pain, African American and Latinx 
patients are less likely to be triaged emergently [51] or to have a cardiac monitor 
or pulse oximetry ordered upon arrival compared to their non-Hispanic White 
counterparts [52]. Disparities in triage assessment have also been recognized when 
children present to the ED with potentially high acuity complaints such as fever, 
abdominal pain, and/or difficulty breathing. Black, Latinx, and Native American 
children are more likely to be assigned lower acuity scores compared to White 
children for similar presenting complaints [34]. Lower triage acuity score designa-
tion is, in turn, also associated with delayed analgesia for back and abdominal pain 
in racial minority patients compared to White patients with the same complaints 
[53–56].

Prehospital emergency medical systems (EMS) management literature has sev-
eral examples of implicit bias potentially impacting the management of patients. 
Among patients picked up and transported by EMS with blunt traumatic injury, 
Black and Latinx patients are less likely to receive prehospital opioid analgesia 
compared to their non-Hispanic White counterparts [57–59]. When examining the 
evaluation of stroke-like symptoms, EMS hospital pre-notification – a factor associ-
ated with improved evaluation, timelier diagnosis, and treatment with thrombolyt-
ics  – is less likely to occur when transporting Black or Latinx patients with 
subsequent diagnosis of stroke when compared to non-Hispanic White patients [55, 
60–62]. Failure to recognize life-threatening emergencies on the part of EMS pro-
viders, combined with assignment of lower acuity scores during triage assignment, 
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results in avoidable delays in therapeutic interventions in patients who are racial 
minorities and can result in poor clinical outcomes [63, 64].

A declaration of the existence of these disparities and recommendations to move 
toward ending them were highlighted by the 2002 Institute of Medicine (IOM) 
Report “Unequal Treatment: Confronting Racial and Ethnic Disparities in Health 
Care” [37, 63]. These recommendations include: collecting and reporting health 
care access and utilization data by patients’ race/ethnicity, encouraging the use of 
evidence-based guidelines and quality improvement, supporting the use of language 
interpretation services in the clinical setting, increasing awareness of racial/ethnic 
disparities in health care, increasing the proportion of underrepresented minorities 
in the health care workforce, integrating cross-cultural education into the training of 
all health care professionals, and conducting further research to identify sources of 
disparities and promising interventions. Evidence of substandard care based on 
group membership raises concern that provision of care is inconsistently and sub-
jectively administered, therefore exposing a threat to the quality of care of all 
Americans [65]. Despite the IOM’s call to action to end disparities in health care, 
few randomized or even prospective studies have focused on interventions aimed at 
decreasing these disparities.

 Emergency Department and Beyond

 Bedside

Because emergency care providers are constantly confronted with situations requir-
ing quick decisions, as is the case in overcrowded emergency departments or when 
balancing the care of life-threatening emergencies with less urgent conditions, we 
are at high risk for acting based on implicit bias. Often we must make quick deci-
sions with incomplete or missing objective indicators of health such as past medical 
histories and/or laboratory values. In such an information vacuum, healthcare pro-
viders rely more on heuristics; thus, diagnostic and treatment decisions, as well as 
feelings about patients, can be influenced by patients’ race and ethnicity [37].

Disparities in emergency pain management of minority patients are one way in 
which implicit bias manifests in EM. Racial minorities are systematically under-
treated for pain [66, 67]. Black and Latinx patients are less likely to receive opioid 
analgesia in EDs for long bone fractures, back pain, and abdominal pain, even when 
controlling for pain scores, compared to their White patient counterparts [53, 68–
70]. They are also less likely to receive opioid prescriptions at discharge for similar 
complaints [54]. Racial disparities are also reflected in provider decisions when 
evaluating patients. In the case of acute headache, Black patients are less likely to 
undergo advanced diagnostic imaging (CT/MRI) compared to White patients inde-
pendent of clinical or demographic factors [71].

When providers do have access to information about their patients’ medical and 
social histories, there is a risk that the presence of some medical conditions or social 
needs that may be disproportionately prevalent in certain races will activate implicit 
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bias. For example, patients with pain due to sickle cell disease (SCD) experience 
25–50% longer times for evaluation as measured by door to provider time when 
compared with patients who present with other painful conditions [72]. Provider 
bias serves as a significant barrier to delivery of high quality care to persons with 
SCD [73]. Having negative impressions of SCD patients, greater frustration in car-
ing for SCD patients, and assuming that there is a high prevalence of opioid use 
disorder among the SCD patients are associated with decreased adherence by ED 
providers to recommended ED pain management strategies [74, 75]. Provider bias 
is ameliorated in settings where there is doctor–patient race concordance [76]. 
African American providers are more likely than providers of other races to have 
more positive feelings of affiliation with SCD patients, and to be more aware of the 
role that race plays in the delivery of quality care to this population [74, 77].

The unequal treatment in racial minority children is especially concerning. When 
looking at “potentially pain-related conditions,” Black children are more likely to 
receive non-opioid analgesics compared to White children [78]. Analgesia is largely 
underutilized in the pediatric population in the case of acute appendicitis. However, 
Black children are less likely to receive any pain medication for moderate pain and 
are less likely to receive opioids for severe pain due to appendicitis, compared to 
non-Hispanic White children while in the ED [79]. A 2016 study by Hoffman et al. 
demonstrated that false beliefs in regard to biological differences in pain tolerance 
between Black and White patients continue to exist among White laypersons, medi-
cal students, and residents, suggesting that these implicit biases may continue to 
perpetuate racial disparities in the evaluation and treatment of pain [66].

Emergency care providers can play a role in reducing the impact of structural 
racism in their individual patient interactions by engaging in open dialogues within 
their institutions (with peers, coworkers, and trainees) on how implicit biases and 
societal forces may be impacting their practice. Project Implicit, a nonprofit interna-
tional research collaboration, has resulted in a substantial body of literature that 
provides insight into the pervasive nature of implicit bias. There is consistent evi-
dence of racial preference toward White people across multiple contexts in the U.S 
[27, 80]. Taking an Implicit Association Test (IAT) can help us recognize our own 
unconscious biases so we can then train ourselves to overcome them (https://
implicit.harvard.edu) [80]. One example of implicit bias training is the Bias 
Reduction in Internal Medicine (BRIM) curriculum created by a group of research-
ers at the University of Madison-Wisconsin. BRIM offers a three hour evidence- 
based workshop to teach how implicit bias is a habit, how to become bias literate, 
and evidence-based strategies on how to break implicit biases (https://brim.medi-
cine.wisc.edu/) [81].

Structural competency contextualizes social determinants of health in the broader 
structural, historical, and ideological drivers that lead to health inequities [82]. 
Structural competency is the capacity for health professionals to recognize and 
respond to health and illness as the downstream effects of broad social, political, 
and economic structures [83]. Integrating implicit bias and structural competency 
training in curricular content can help practitioners understand the impact of race 
and racism in clinical practice. It is time to go beyond describing health disparities 
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and shift attention to forces that influence health outcomes beyond individual inter-
actions [82–84]. Having a structural understanding may help combat implicit bias 
and facilitate intentional anti-racism practice by shifting focus and blame away 
from individual or cultural factors of a patient’s care to the larger forces affecting a 
patient’s health [82–84].

 Hospital/Healthcare System

Racial disparities in ED care and outcomes are heavily influenced by the fact that 
racial minorities more frequently receive care in lower performing hospitals [85]. 
Access to high-quality care varies considerably by area—by state, between rural 
and urban areas, as well as across smaller communities [86]. Structural racism man-
ifests as historical patterns of segregation and discrimination affecting the geo-
graphic availability of healthcare institutions. High levels of residential segregation, 
in combination with a high percentage of poor residents, confers a higher likelihood 
of hospital closure [25, 87]. Because racial minorities are more likely to live near 
and access hospitals with fewer resources, including financial, infrastructure and 
technical resources, and human capital, they on average have unequal health out-
comes compared to non-Hispanic White people [88].

Limited resources in minority-serving healthcare systems results in ED over-
crowding and unequal implementation of evidence-based care [89–92]. ED over-
crowding leads to ambulance diversion, which occurs more frequently in hospitals 
treating a high share of patients who are racial minorities [93, 94]. Ambulance 
diversion can have a negative impact on patients who have to be diverted elsewhere, 
as it may delay time-sensitive interventions. Moreover, diversion in hospitals serv-
ing a large proportion of minorities may indicate a fundamental mismatch in supply 
and demand of emergency department services [93, 94]. Systemic issues related to 
ED overcrowding can also result in delayed delivery of life-saving therapeutic inter-
ventions [93, 94].

An old adage attributed to Lord Kelvin says “To measure is to know; If you can-
not measure it, you cannot improve it” [95]. A growing body of literature supports 
the implementation of surveillance programs tied to quality improvement initiatives 
such as improving access to quality primary and secondary preventive care and 
social services, protocol driven care, and clinical decision support tools as a path to 
bridge the racial gap in clinical processes and outcomes. Quality improvement pro-
grams that assess adherence to recommended processes of care have led to decreased 
disparities in outcomes by race. The Center for Medicare and Medicaid Services 
(CMS) Hospital Inpatient Quality Reporting program authorized CMS to pay hos-
pitals that successfully report designated quality measures a higher annual update to 
their payment rates, and led to decreased disparities between 2005–2010 in acute 
myocardial infarction, heart failure, and pneumonia [96, 97]. However, it is impor-
tant to note that not all quality improvement programs have the same effect. There 
is concern that the Hospital Readmission Reduction Program, a Medicare value- 
based purchasing program that reduces payments to hospitals with excess 
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readmissions, disproportionately penalizes hospital systems taking care of disad-
vantaged individuals with unaccounted social needs [98–100]; and there is conflict-
ing evidence on whether or not it reduces racial health disparities [101–103].

The implementation of heavily protocol-driven processes has also been identi-
fied as a potential solution to reducing racial disparities in clinical outcomes. In 
one randomized trial, a protocol-driven care model for patients with chest pain 
(including placement in an observation unit for serial cardiac markers with an 
expectation for stress imaging) reduced previously observed disparities with 
regards to diagnostic testing, revascularization, and clinical outcomes by race com-
pared to standard inpatient care, which was left to the discretion of the clinicians 
[104]. Another study found that implementation of computerized triage order sets, 
education for the medical provider team, and requiring that team members follow 
quality guidelines was associated with decreased time to first dose pain medica-
tions, improved patient satisfaction, and decreased length of stay for patients with 
sickle cell disease presenting with pain due to vasocclusive crisis [105]. In another 
example, a computerized clinical decision support tool involving completion of 
checklists to review venous thromboembolism (VTE) risk factors and contraindi-
cations to pharmacologic prophylaxis followed by recommendation of the most 
appropriate form of VTE prophylaxis was able to reduce disparities in VTE pro-
phylaxis by race and sex [106]. Enhanced recovery after surgery (ERAS) protocol 
implementation, which spans the continuum of surgical care and includes pro-
cesses such as patient education, multimodal analgesia, and early mobility, 
has been shown to ameliorate racial disparities in postoperative length of stay in 
patients undergoing colorectal surgery [107]. By tying surveillance programs to 
quality improvement initiatives, protocol driven care, and clinical decision support 
tools, it is possible to lessen the impact of race and racism on health outcomes. 
Therefore, one strategy for hospitals to decrease disparities in clinical outcomes is 
through the implementation of rigorous quality improvement programs and by pro-
viding incentives to providers who adhere to evidence-based clinical care guide-
lines and protocol-driven care.

Another opportunity to address race and racism in healthcare is to deliberately 
implement interventions to diversify the healthcare workforce. Race, ethnicity, and 
language concordance are thought to foster trust, communication, and better 
patient–provider interaction [108–110]. While there is no conclusive evidence to 
support that patient–provider race concordance is associated with better health out-
comes for minorities [111], microaggressions and implicit bias against underrepre-
sented minorities lead to less satisfaction with their care [112]. Compared to patients 
whose primary physicians are of a different race/ethnicity, patients who have con-
cordant race/ethnicity as their physician are more likely to use needed health ser-
vices and are less likely to postpone or delay seeking care [113, 114].

The long- and short-term advantages of diversity in the healthcare professions 
should not be underemphasized. Ensuring workplace diversity enhances critical 
thinking, problem-solving, and employee professional skills [115, 116]. Additionally, 
it enables health professionals to attract a wider patient base, improve attractive-
ness, and exhibit commitment to the community. While diversity in organizations is 

S. K. Bains et al.



23

increasingly respected as a fundamental characteristic, it will reap no benefit if the 
vantage points of diverse people are not valued. Rather, a diverse and inclusive 
workforce is the goal. Inclusion enhances an organization’s ability to achieve better 
business results by engaging people from diverse backgrounds and perspectives 
through participatory decision-making [117, 118].

A strategy applied by many training institutions is to establish programs that 
seek to increase representation of underrepresented groups in health care by part-
nering with student associations (e.g., Student National Medical Association), 
developing pipeline programs, and innovative curricula (e.g., bias literacy train-
ing and University of Chicago Pritzker School of Medicine’s health disparity 
course) [81, 119]. Additionally, curricular interventions are being developed to 
directly educate future health care professionals about the impact of structural 
racism and implicit bias on health. A multidisciplinary and multiracial group at 
the University of Minnesota has come together to develop and pilot an interven-
tion for first year medical students informed by Public Health Critical Race 
Praxis (PHCRP). This methodology seeks to “dismantle group power relations 
and to systematically promote and sustain inter-racial dialogue in a professional 
setting by encouraging participants to systematically assess and address racism-
related factors that may influence research and practice” [120]. The intent of this 
pilot is to promote and facilitate open dialogue about race and racism by having 
students learn about lived experiences from the perspective of racially marginal-
ized groups. The examples described above support the importance for health-
care providers to learn about the effects of systemic racism on minority health, 
as well as the implementation of initiatives to increase the number of underrep-
resented minorities in medical fields, as ways to improve the quality of care 
delivered.

Another strategy to increase the number of medical students and faculty from 
racial and ethnic minority backgrounds is by increasing federal funding to support 
their recruitment and retention and provide incentives to practice in medically 
underserved urban and rural areas [121]. Federal research and training grants, work-
force programs, scholarships, and loan forgiveness programs are just some exam-
ples that help reduce the financial burden faced by underrepresented minorities in 
medicine and increase the physician workforce in underserved communities. 
Financial incentives paired with purposeful outreach, mentoring, and tutoring may 
encourage more students from racial and ethnic minority backgrounds to pursue 
careers in science and health.

Leadership at the hospital level can also play a significant role in bridging the 
healthcare gap and improving the quality of care provided to patients of all racial 
backgrounds. One survey study found substantial differences between the executive 
boards of Black-serving hospitals (defined as nonprofit hospitals in the top decile 
based on proportion of discharged elderly Black patients) and non-Black-serving 
hospitals in their engagement with quality of care issues. Boards of Black-serving 
hospitals were less likely to report having expertise with quality of care issues, 
being knowledgeable about specific quality programs, or identifying quality as a top 
priority for board oversight or the evaluation of CEO performance [122]. Many 
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hospital chairpersons do not recognize the prevalence and persistence of racial dis-
parities in quality of care. Nearly 90% of respondents admitted that they do not 
examine quality of care data stratified by race and ethnicity [122]. One opportunity 
for reducing disparities and improving quality of care for racial minorities is by 
engaging hospital boards in quality improvement activities. By regularly comparing 
hospital performance with trends and national benchmarks, and routinely reviewing 
key quality measures disaggregated by race and ethnicity, hospitals can provide 
more effective and higher quality care [123].

 Societal Level

Racial and ethnic disparities in healthcare occur in the context of broader historic 
and contemporary social and economic inequality and persistent racial and ethnic 
discrimination in many sectors of American life. Conceptually, structural racism 
incorporates the totality of ways in which societies foster racial discrimination 
through mutually reinforcing systems of housing, education, employment, earnings, 
benefits, credit, media, health care, and criminal justice. These patterns and prac-
tices in turn reinforce discriminatory beliefs, values, and distribution of 
resources [124].

Throughout US history, the belief that Black people are fundamentally and bio-
logically different was championed by physicians, scientists and slave owners alike 
to justify inhumane treatment in medical research [125]. The 1932  US  Public 
Health Service study known as the Tuskegee experiment, wherein Black men were 
used to examine how untreated syphilis affected the body, is one of the most widely 
recognized examples of how structural racism has manifested across our social 
institutions [126]. Other examples of unethical experimentation in minority popula-
tions include the disproportionate sterilization rates of Latinas under California’s 
eugenics law [127] and of Native American women as recently as the 1970s [128], 
and the whole or partial body irradiation of African American cancer patients for 
over a decade by Dr. Eugene Sanger at the University of Cincinnati [129]. These 
experiments have had lasting impacts for racial minorities on their trust of the 
healthcare system and are evidence of how medical institutions operationalize 
implicit bias and structural racism [130, 131].

Some of the most notable consequences of structural racism are evidenced by the 
wide disparities in ED utilization associated with poor outpatient management of 
chronic conditions [132, 133]. For example, lack of preventive care leads to dispari-
ties in the presentation of acute exacerbation of chronic obstructive pulmonary dis-
ease (COPD) in the ED. Latinx and Black patients are less likely to have a primary 
care physician and have more frequent and lower acuity ED visits for COPD com-
pared to non-Hispanic White patients [134]. Among patients with a history of sei-
zure presenting for emergency care, Black patients are less likely to have regular 
ambulatory care and are more likely to have missed or ran out of antiepileptic medi-
cations [135]. These disparities are reflective of the important role that the ED plays 
as a safety net for many racial minority patients. However, this downstream effect 
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of structural racism and lack of access to preventative care may also reinforce the 
stereotype or perception that certain minority groups do not take preventative mea-
sures regarding their health, and unnecessarily over-utilize the ED [136].

Racial and ethnic disparities are also evidenced as a disproportionate burden of 
infectious disease in Black, Latino, and Native American communities. African 
Americans account for about 13% of the US population, yet represent almost half 
of new AIDS diagnoses [137]. Native Americans experience higher rates of menin-
gitis and invasive bacterial disease from Hemophilus influenzae type B (Hib) than 
do other groups [138]. The H1N1 pandemic of 2008 saw a higher risk of hospital-
ization and death among Black, Latinx, and Native American patients compared to 
non-Hispanic Whites [139]. More recently, African American, Latinx, and Native 
American populations represented a disproportionately higher incidence of 
COVID-19 infections compared to the White population; and higher morbidity and 
mortality based on population per capita [140]. The disproportionate impacts of 
infectious disease in racial minorities are the legacy of structural racism and result 
from living in crowded conditions, lower income, susceptibility to complications 
caused by chronic disease, and (for the COVID-19 pandemic) differential exposure 
due to the inability to self-isolate and continuing to work in the midst of stay at 
home orders [141].

Another consequence of structural racism is maladaptive patterns of interactions 
with the healthcare system. Specific to emergency care, multiple studies have cited 
delayed EMS activation by minorities as a contributing factor to poor outcomes. 
Reasons for delays in calling 911 for life-threatening conditions are multifactorial 
and include disparities in health literacy [142] and concerns about costs associated 
with ambulance transport [143, 144]. Other consequences of structural racism cited 
by Black and Latinx patients as a reason for delaying calls to 911 include distrust 
and fear of law enforcement [145, 146]. Disparities in EMS utilization for stroke by 
race were measured in the Get with the Guidelines stroke registry [147]. Latinx and 
Asian men and women had lower adjusted odds of using EMS versus their White 
counterparts; Black women were less likely than White women to use EMS [148]. 
Delayed EMS activation may explain why Black patients are more likely to present 
later after symptom onset for acute MI compared to White people (180 min versus 
120 min) [149] and why African American and Latinx males have lower odds of 
achieving a door to balloon time for cardiac catheterization under 90 min compared 
to White males [150].

The systematic and pervasive disparities in the treatment and outcomes of 
patients who are racial minorities operate within the context of larger systemic ineq-
uities including unequal access to health care infrastructure and services. Emergency 
medicine is uniquely positioned and can function as a barometer for how well the 
health care system is performing and how social movements influence it. As patient 
volumes in our EDs continue to increase and income gaps continue to widen, our 
specialty is confronted with adopting an increasingly disproportionate role in serv-
ing patients with unmet social needs. Emergency medicine training prepares us with 
the expertise to care for critically ill patients with complicated diseases, but the suc-
cess of many emergency care interventions is entirely dependent on the reality of 
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our patients outside of our clinical encounters. Therefore, it is imperative to develop 
new interdisciplinary care models to bridge the racial gap in healthcare outcomes.

One example of a novel interdisciplinary care model involving the emergency 
care system is the Coordinated Healthcare Interventions for Childhood Asthma 
Gaps in Outcomes (CHICAGO) Plan. Black and Latinx children with asthma are 
twice as likely to visit an ED and are less likely to be prescribed or effectively use 
asthma medication compared to non-Hispanic White children [151, 152]. The 
CHICAGO Plan aims to test evidence-based strategies to improve the care and out-
comes of Black and Latinx children with uncontrolled asthma presenting to EDs in 
Chicago. Innovative features of the CHICAGO Plan include early and continuous 
engagement of children, caregivers, the Chicago Department of Public Health, and 
other stakeholders to inform the design and implementation of the study [153]. 
Children are randomized to receive a patient-centered ED discharge tool, a patient- 
centered ED discharge tool plus community health worker (CHW) home visitation, 
or usual care. The study’s two intervention arms, a patient-centered ED discharge 
tool and assignment of a community health worker (CHW), aim to improve care 
coordination post-discharge. The CHW arm also addresses home environmental 
remediation to reduce indoor allergens and asthma symptoms and improve quality 
of life, a topic that is not usually an area of focus in the ED encounter. While the 
results of this study have not yet been published, the study shows promise in 
addressing some of the downstream effects of structural racism, such as barriers 
related to care coordination post-discharge and home environment [154].

Multidisciplinary healthcare system-wide quality improvement projects can also 
help reduce disparities resulting from structural racism and unequal access. One 
example is the HeartRescue Project, a multistate initiative to develop regional car-
diac resuscitation systems of care for out-of-hospital cardiac arrest (OHCA) by 
implementing guideline-based best practices for bystander, pre-hospital, and hospi-
tal care and standardized data reporting (including disaggregated outcomes by race) 
[155]. The Illinois HeartRescue Project directed in partnership with the Chicago 
Fire Department implemented evidence-based quality improvement initiatives, 
focused community engagement, and surveillance to address disparities in OHCA 
treatment and survival. Implementation of dispatch assisted CPR training coupled 
with bystander CPR training in predominantly minority neighborhoods with low 
OHCA survival resulted in a greater than 50% increase in bystander CPR rates 
[156–158]. These improved bystander CPR rates coupled with new resuscitation 
and post-resuscitation care, destination protocols for EMS, and case review resulted 
not only in narrowed survival disparities in predominantly minority neighborhoods 
[158], but also improved Chicago’s overall OHCA survival rates [159].

 Recommendations for Emergency Medicine Practice

Stories can name a type of discrimination, once named it can be combated. If Race is not real 
or objective but constructed, racism and prejudice should be capable of deconstruction.

 – Critical Race Theory, pg. 49 [160]
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 Basic

• Name racism when you see it. Do not ignore or minimize the impact of race and 
racism in your professional interactions in your immediate clinical environment 
and the surrounding healthcare system; or in your personal interactions. Not 
being racist is not the same as being anti-racist. We must be allies and amplifiers 
for our colleagues, patients, and communities to dismantle structural racism and 
implicit biases.

• Recognize your own implicit biases and how structural racism affects your 
practice. Introspection is key as we must look inward and ask ourselves why 
we make the decisions we make when treating racial minority patients. 
Taking a moment to reflect on the care you provide to someone with a dis-
cordant race from your own or a marginalized race presents an opportunity 
to reflect on our implicit biases in our decision making. To do this work we 
must be open to confronting our unconscious biases and actively combat 
their consequences.

• Become bias literate. Take an implicit bias test at Project Implicit (https://
implicit.harvard.edu) [81]. Bias is implicit and ubiquitous and without recogniz-
ing biases in ourselves, we cannot move to combat their effects.

 Intermediate

• Seek opportunities to educate yourself about the impact of race and racism in 
emergency care and on our patients. The American College of Emergency 
Physicians (ACEP), through the establishment of the Diversity, Inclusion, and 
Health Equity (DIHE) Section, has made a significant effort to emphasize the 
need for this type of education in our practice [161]. The Society of Academic 
Emergency Medicine (SAEM) also supports the Academy for Diversity and 
Inclusion in Emergency Medicine (ADIEM) where there are many opportunities 
for education and advocacy [162].

• Engage in efforts within your own practice setting to include education for medi-
cal students, residents, and hospital staff on issues of racial disparities in health 
care and how to reduce these inequities. Two excellent resources for curricular 
content and research can be found from the Structural Competency Working 
Group [163] and the Anti-Racism in Medicine Collection from the AAMC 
MedEdPortal [164].

• Undertake quality improvement initiatives within your department that 
include metrics of race and their impact on health care delivery mechanisms 
and clinical outcomes. Deliberately measuring the impact of race in patient 
outcomes facilitates transparency in our practice environments to compare 
institutional data with national trends in racial health disparities. We must be 
willing to find possible disparities in order to engage in anti-racism work 
toward health equity.

2 Race and Racism in Social Emergency Medicine
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 Advanced

• Advocate for racial diversity and inclusion in the workplace. Participate in 
search committees within your hospital, and if you are in academics, volunteer 
your time to interview residency candidates and applicants to medical school.

• Engage in advocacy through emergency medicine professional organizations. 
Participate in advocacy efforts and become members of sections focused on reducing 
racial disparities in health; several emergency medicine professional organizations 
have such sections, including SAEM (ADIEM), ACEP (DIHE), AAEM (Diversity, 
Equity and Inclusion Committee), and the National Medical Association. Participating 
in national efforts can help shape how we bring awareness of issues of race and 
racism in our specialty and actively encourage the work of anti-racism.

• Collaborate with other governmental, private, and health care organizations 
(e.g., American Medical Association, American Hospital Association) that are 
working actively in the sphere of combating racism and racial disparities. This 
includes coordinating efforts between medical societies with a focus on minority 
health and larger professional organizations of healthcare providers that have 
power and visibility to amplify this issue. Use our voices to lobby within hospital 
systems to coordinate efforts: to call attention to the impact of race and racism on 
the health of our patients; to call for greater transparency of practice patterns on 
the impact of race and racism on community health; to call out unequal care 
when it occurs; and to share best practices and resources.

• Advocate for funding opportunities that prioritize implementation and demonstra-
tion projects related to reducing racial disparities in emergency medicine. A strong 
body of literature has repeatedly demonstrated the existence of health disparities 
that can be attributed to racism. It is now time to prioritize supporting researchers 
and clinicians who seek to implement projects and interventions that will reduce 
known disparities and help us move to more justly appropriate resources to care for 
our most marginalized populations, including racial minorities.

 Teaching Case

 Clinical Case

The emergency department is overflowing with patients after the closure of yet 
another urban hospital. You just called to ask to be put on diversion because you are 
boarding patients and there are no inpatient beds left. You are in the middle of getting 
a patient with a subarachnoid hemorrhage transferred to a facility with neurocritical 
care, when the charge nurse approaches you. There is a patient identified at triage as 
a potential COVID-19 case and was provided a surgical mask and placed in an 
isolation room. The charge nurse requests that you see this patient before the nurse 
that is assigned to the room, in order to minimize staff exposure as your hospital is 
running low on personal protective equipment. The charge nurse tells you that the 
patient has stable vital signs and appears in no distress, so the patient waits in a room 
alone for two hours while you manage other unstable patients.
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When you finally make it into the room, you find a 48-year-old non-toxic African 
American female with complaints of progressive shortness of breath and fever. The 
patient is anxiously rocking in her bed. She shares with you that she recently visited 
her grandmother in the nursing facility that was just on the news due to an outbreak 
of cases of COVID-19. As the patient speaks, you note that she sometimes stops in 
between sentences to take a deep breath. She shares that she is having some difficulty 
climbing stairs and walking long distances, but as long as she is at rest, she does not 
feel short of breath. She currently does not have a primary care provider, having 
been recently laid off from her job as a seamstress.

Her past medical history includes diabetes, hypertension, and hypercholesterol-
emia. Pertinent findings on her physical exam include a fever of 102 degrees F, but 
otherwise normal vital signs and she is noted to have slightly diminished breath 
sounds. Her laboratory testing returns with normal results CBC, BMP, with no 
noted elevation in troponin nor b-type natriuretic peptide. There is a slightly ele-
vated d-dimer and ferritin level, but her chest x-ray demonstrates no obvious infil-
trates, although her lungs are hypoinflated. Your hospital does not possess point of 
care respiratory virus testing capacity, so you obtain a sample to send out for 
COVID-19 testing.

This patient has multiple comorbidities putting her at high risk for negative 
outcomes due to COVID-19, but she currently does not require immediate 
hospitalization. You would like to discharge this patient home but are preoccupied 
about the challenges this patient may face in securing close follow-up. The 
patient does not have an active mobile phone plan. She provides the cell phone 
number of her younger sister who lives with her, so she can be informed of her 
respiratory panel results. You decide that you will make a note to yourself to call 
the patient with her respiratory panel results and to check on her symptom 
development, but you worry about the patient having reliable access to the 
number she provided.

Teaching Points
 1. Lack of resources in hospitals serving predominantly minority neighborhoods 

significantly impacts the reliability of epidemiologic data during pandemics.
 2. Overcrowding and ambulance diversion are one effect of hospital closures in 

many minority neighborhoods.
 3. There are significant disparities in medical resources, such as personal protective 

equipment for medical providers, critical care space, and availability of specialty 
services that result in delayed delivery of life-saving therapeutic interventions.

Discussion Questions
 1. What disease management options are available to hospitals with limited 

resources during a pandemic?
 2. In what ways can you facilitate follow-up care in patient populations without 

insurance, with limited transportation options, limited communication resources, 
and no designated primary care provider?

 3. What improvement opportunities exist in your emergency department that will 
enhance healthcare for a socially disenfranchised patient population?

2 Race and Racism in Social Emergency Medicine
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Key Points
• Immigration and especially undocumented status can create barriers to health for 

immigrant populations. Barriers should be viewed through a structural lens and 
framework, as opposed to being viewed as purely behavioral or cultural issues.

• Undocumented immigrants’ disadvantaged health status and barriers to care 
increase the likelihood that the ED will be their most likely touch point in the 
healthcare system.

• The ED visit represents a potent opportunity to address acute and upstream 
causes of poor health in immigrant populations.

• Healthcare systems can be optimized to provide immigration-informed care. 
This can be done through knowledge of local access barriers and development of 
referral systems to help address health related and other structural barriers immi-
grants can face (e.g., access to care through insurance or primary care programs, 
legal aid resources, sanctuary status of health settings).

 Foundations

 Background

In the year 2018, approximately 44 million people, or 13.7% of the entire US 
population, were thought to be foreign born, the highest proportion since 1910 
[1]. Among US children, 19.6 million were foreign born or had at least one 
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parent who was foreign born [2]. Far from being homogenous, the US immi-
grant community is diverse in culture, history, and beliefs. Legal classification 
of immigrant groups has significant bearing on their social stability, access to 
health resources, and consequently, health [3]. The US Census Bureau divides 
foreign-born US residents into four primary categories: naturalized US citizens 
(those who have attained US citizenship), lawful permanent residents (LPR) 
(“green card holders”), humanitarian migrants (refugees and asylees), and 
unauthorized migrants (“undocumented”). It is important to recognize that 
terms “illegal immigrants” and “illegal aliens” are sometimes used to refer to 
undocumented persons. The use of illegal implies that the illegality is inherent 
to the person rather than an externally applied legal categorization that is mal-
leable over time. This phrase risks dehumanizing the individual and making 
professional obligations to the patient and the right to health subservient to 
politicized categories. These terms have been shown to engender negative atti-
tudes towards these patients and thus we discourage use of these terms by 
providers [4].

Almost half of foreign-born US residents are naturalized citizens [5]. As citizens, 
this population faces no immigration-based exclusion from healthcare or social ser-
vices, though they may still face stigma and prejudice that hinders health care access 
[6]. Another 30% of foreign-born US residents are LPRs, with most being eligible 
for naturalization over time. LPRs are generally not eligible for Medicaid or 
Children’s Health Insurance Program (CHIP) coverage unless they have maintained 
their LPR status for at least 5 years. Twenty-three percent of LPRs are uninsured 
compared to 8% of US citizens [3].

A humanitarian immigrant (refugee and asylee) is a “person(s) who is unable 
or unwilling to return to his or her country of nationality because of persecution 
or a well-founded fear of persecution on account of race, religion, nationality, 
membership in a particular social group, or political opinion” [7]. Humanitarian 
immigrants are eligible for LPR status after 1 year and naturalization after 5 
years. While refugees apply for status outside of the US, asylees apply for status 
either within the US or at a port of entry. In 2017, 146,003 refugees and asylees 
adjusted their status to lawful permanent residents in the US, of whom 120,356 
(82%) were refugees and the remainder, 25,647 (18%), were asylees, making up 
a very small percentage of all foreign-born persons living in the US [8]. 
Immigrants who are granted humanitarian status are generally eligible for 
Medicaid, CHIP, and other public benefits.

Undocumented US residents refer to residents who lack legal standing in the 
US and are at risk for deportation. More than 11.3 million undocumented people 
currently reside throughout the US [9, 10]. Among this population, 47% are 
women, and approximately 9% are minors. The majority of undocumented indi-
viduals are from Mexico (56%), followed by Central America (15%) and Asia 
(14%) [11]. Although children make up a small proportion of the entire undocu-
mented US population, four million US citizen children have at least one undocu-
mented parent [7].
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 Evidence Basis

It is important for emergency medicine practitioners to recognize that immigration 
is a social determinant of health in its own right, in addition to being highly corre-
lated with other social determinants. A large body of research highlights distinct 
behavioral and cultural characteristics of minority and immigrant subcommunities 
in influencing lifestyle practices and perceptions of health, healthcare, and illness 
[12, 13]. Such findings have led to an emphasis on cross-cultural understanding of 
individual patients in an attempt to decrease health inequities of marginalized popu-
lations [12]. In regards to immigration, this simplistic view of cultural competence 
overlooks the structural forces and structural violence that drive migration, impart 
physical and mental trauma, limit access to healthcare and services, and constrain 
healthy behavior [12, 14]. Therefore, structural competence—the ability to discern 
forces that influence health outcomes at levels above individual interaction—is 
imperative to emergency practitioners’ understanding and promotion of health 
among immigrant communities [13]. Structural competency consists of: (1) recog-
nizing the sociopolitical structures that shape clinical interactions; (2) developing a 
language of structure outside of the medical lens; (3) rearticulating “cultural” for-
mulations in structural terms; (4) observing and imagining structural interventions; 
and (5) developing structural humility [12]. This process includes, but is not limited 
to, recognition of domestic policies that promote displacement and migration of 
foreign populations, including an analysis of historical and contemporary US mili-
tary and neoliberal economic policies that undermine sovereignty (i.e., those poli-
cies that serve to destabilize foreign governments to extract and export wealth and 
natural resources). Relevant examples to the US context include US interventions in 
Central American conflicts at the end of the twentieth century and free trade policies 
such as the North American Free Trade Agreement (NAFTA) and the Dominican 
Republic-Central America Free Trade Agreement (CAFTA-DR) which have dis-
placed millions of individuals from Mexico and Central America, and drive migra-
tion to the US [15, 16]. Research from a structural framework has focused mostly 
on immigration status affected by limited access to healthcare and health-protective 
resources, agnostic to these larger forces at the root of US migration [13].

 Limited Access to Healthcare
Rates of emergency department (ED) utilization are lower for noncitizens than for 
citizens; annual ED use rates are 12.2% vs. 15.4% and 19.3%, respectively, for 
undocumented individuals, naturalized citizens and US-born citizens [17]. Despite 
that, undocumented individuals remain uniquely dependent on the ED for care due 
to insurance barriers to outpatient care [18, 19]. Undocumented populations, includ-
ing children, are explicitly excluded from expansion of eligibility for Medicaid and 
Medicare coverage under the Patient Protection and Affordable Care Act (PPACA) 
[20]. Participants in the Deferred Action for Childhood Arrivals (DACA) are simi-
larly excluded from eligibility in most states [21]. More than 45% of non-elderly 
undocumented immigrants are uninsured [3]. As the overall percentage of 
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uninsured Americans decreases, the percentage of the uninsured population that is 
undocumented is predicted to increase to 25% [3, 17]. Though children of undocu-
mented immigrants are eligible for services through CHIP, research has shown these 
children have both significantly fewer medical appointments and ED visits com-
pared to children of US citizens [22, 23].

 Limited Access to Health Protective Resources
The undocumented immigrant is the most vulnerable when compared to docu-
mented immigrants, facing compounding layers of structural barriers that ultimately 
have negative impacts on health [24]. Multiple social, economic, and political fac-
tors framed by local or national policies affect immigrant health. Undocumented 
immigrants have fewer employment opportunities and are susceptible to extortion 
and workplace abuse as a result of working in the informal economy, which is exac-
erbated by a reluctance to report crimes to authorities due to fears of immigration 
enforcement [25]. They additionally have less access to educational opportunities 
and the social safety net, which includes assistance with food, wages, housing, 
health insurance, and healthcare systems in general [26]. Overall, undocumented 
persons have fewer opportunities for upward mobility compared to documented 
persons, leading to feelings of reduced agency and empowerment [18, 26, 27].

 Emergency Department and Beyond

Immigration status is both a structural and a behavioral barrier that permeates and 
disadvantages the immigrant globally by exacerbating all other social risks [13]. 
There are significant barriers to care before an immigrant becomes an ED patient. 
The ED visit represents a limited window of opportunity to direct patients to appro-
priate care and resources.

 Bedside

Emergency provider understanding and awareness is the linchpin in the care of the 
immigrant patient. Knowledge of the patient’s risks, as well as structural compe-
tency, language competency, and the wherewithal to deliver care in a compassionate 
way reinforce patient-centeredness. Emergency providers can establish and rein-
force the sanctuary state of the hospital and healthcare setting in the patient encoun-
ter. Sanctuary status of health care settings designates a safe space for care, with 
policies and a culture reducing cooperation with immigration enforcement [28]. 
Emergency physicians should realize that there might be a lack of trust in the health-
care setting. Undocumented immigrants cite a fear of discovery and deportation 
even in use of the ED, which worsened after the rhetoric and immigration policies 
following the 2016 US presidential election [29, 30]. Patients need to feel that their 
provider is concerned with their health and safety regardless of background, country 
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of origin, or immigration status [31]. Asking basic questions regarding insurance 
status and empanelment in primary care can be helpful. Specific follow- up care 
questions can also be useful surrogates for asking about documentation status, 
which requires the practitioner to develop local knowledge of the population (e.g., 
an undocumented person in California could be someone born outside of the coun-
try who is enrolled in limited scope Medicaid). Depending on state and local poli-
cies, there may be populations that are at high likelihood of being undocumented, 
and thus the ED visit presents an opportunity to offer both primary care enrollment 
resources together with immigration resources [32].

In addition, providers should recognize that while the medical record is protected 
by HIPAA, there are limitations to these protections. Notation of the patient’s 
undocumented status in the medical record could imperil patients if accessed by 
immigration agencies, and also subject patients to stigma. Recognizing this risk, 
providers must be thoughtful about the purpose of including citizenship status in 
medical records, if it is to be included at all [31]. Unlike other social determinants 
of health where documenting or using ICD-10 codes can help determine the scope 
of the issue, immigration status is more delicate and nuanced. Proxies using insur-
ance status and knowledge of local populations as discussed above need to be devel-
oped and validated based on local infrastructure and resources.

Specifically, providers should recognize that undocumented populations are par-
ticularly vulnerable to labor and sex trafficking in addition to other abuses. It is 
estimated that the majority (67%) of labor trafficking victims and a large (17%) 
percentage of sex trafficking victims are non-US citizens [33]. Their tenuous legal 
status creates barriers to leaving a dangerous social and work dynamic. Similarly, in 
nontrafficked undocumented patients, lack of legal status risks abuse including but 
not limited to domestic violence, wage theft, and unsafe labor conditions [25]. ED 
providers must maintain a high degree of suspicion regarding exploitation. It’s 
essential to promote confidentiality by separating the patient from employers or 
domestic partners when obtaining a history [34]. Patients should be advised regard-
ing their rights and offered referrals to appropriate local support services. Providers 
should be aware that undocumented victims of trafficking, domestic violence, tor-
ture, and other crimes may be eligible for adjustment to legal citizenship, which 
may support escape from exploitative conditions. While the complexity of immigra-
tion status adjustment falls beyond the scope of ED practice, providers should make 
referrals to legal partners, and emergency departments can establish medical–legal 
partnerships to improve identification of eligible cases [35].

Apart from the clinical setting, emergency providers can also be involved in 
advocacy for refugee and asylum seekers by performing forensic evaluations in 
conjunction with immigration attorneys to substantiate legal cases such as asylum 
claims. Medical asylum clinics can be an important site of medical–legal partner-
ships, where physicians can actively contribute to an asylum seeker’s legal case. 
Working within the infrastructure of a local asylum clinic, an emergency provider 
can obtain training from organizations such as Physicians for Human Rights and 
can volunteer to perform these evaluations.
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 Hospital/Healthcare System

At the hospital level, immigration-informed care starts with effective communica-
tion, which means providing adequate resources for those patients who have lim-
ited English proficiency (LEP) [36]. Despite demonstrating LEP in the clinical 
setting, immigrants are often treated in English or another language inadequately 
[37]. It is up to hospital systems to understand their demographics and provide 
appropriate resources for their patient populations (i.e., ensuring languages spo-
ken are available from interpreter services). Intertwined with, and dependent on 
LEP, is health literacy [38]. Inadequate measures to accommodate LEP and 
reduced health literacy impede a hospital’s ability to provide effective treatment 
to immigrant populations.

The hospital system must also mitigate barriers to immigrant patients entering 
the health care setting by creating a supportive and welcoming environment for this 
population. It is important to understand that the culture of fear has been layered on 
top of a baseline vulnerability, as demonstrated in a study in 2013 which showed 
that one in every eight undocumented patients reported fear of discovery and subse-
quent deportation during an ED visit [29]. Patients who are most vulnerable may be 
accessing the healthcare system as their only touch-point to any social or govern-
mental services due to this culture of fear. The unique opportunity to deliver 
resources to an undocumented person or asylum seeker is rare and requires a cohe-
sive system that is capable of addressing the needs of this special population with-
out introducing stigma or reinforcing fear.

Overall, undocumented patients are more likely to be unfamiliar with the com-
plicated US health system and to experience difficulty in navigating care. Patient 
navigator interventions have been successful in improving outcomes and overcom-
ing this barrier [39]. Additionally, there is minimal literature documenting outcomes 
of efforts to reduce fear in healthcare settings, but there are multiple case examples 
of best practices. Making hospitals “sanctuary sites” may improve use of healthcare 
and decrease fear among immigrant populations [28, 40]. New York City has pio-
neered methods of communicating with immigrant communities, with signs declar-
ing “You are safe here” and “We care about your health not your documentation 
status” in healthcare settings, as well as publishing an open letter to immigrants 
explaining the importance of healthcare and ensuring their safety from immigration 
enforcement in health settings [41]. New  York City also offers free or low-cost 
health coverage to all residents regardless of ability to pay or documentation status 
[41]. Some health systems have also issued statements noting that they will not 
cooperate with Immigration and Customs Enforcement (ICE), and others have pre-
pared trainings to help providers respond to protect patients if ICE officers attempt 
to use health facilities for enforcement activities [28]. Patient-centered programs 
like these can be developed in conjunction with community immigrant advocacy 
organizations that can hone the messaging, and aid with receptivity among patients.

Emergency department and healthcare systems can develop an immigration- 
informed social referral pathway to intervene upon the structural barriers that these 
patients face. This can be done through medical–legal partnerships or in 
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conjunction with local legal and community advocates [32, 42]. A sensitive and 
discreet screening process for undocumented status and other structural barriers 
should be combined with effective referrals to community-based immigrant rights 
organizations, immigration legal advocacy and other forms of community-based 
accompaniment and care navigation. This type of referral system should not be 
dependent upon the emergency provider alone but upon the emergency department 
system of care, including social workers, case managers, community health work-
ers, and financial services.

The ED at Los Angeles County + USC Medical Center uses this model to offer 
undocumented patients immigration legal services [32]. The patient who remains 
uninsured, as in “residually uninsured” after expansion of the Affordable Care Act, 
represents a patient with a high likelihood of being undocumented. This categoriza-
tion is used as a proxy for undocumented status, and enables providers to focus on 
referral to a co-located community resource center for insurance and primary care 
enrollment, as is standard practice in this ED. Patients are met by structurally and 
linguistically competent staff at the co-located resource center, where they are pre-
sented with options for insurance enrollment. If they are only eligible for the county 
level primary care access plan (a program for undocumented persons), they are 
offered immigration legal services referral. Similar programs are necessary for EDs 
to address upstream factors of disease and ultimately practice more immigration- 
informed care, but they start with research of the local immigrant access infrastruc-
ture in order to discreetly direct and refer undocumented patients to needed 
resources.

 Societal Level

At this time, the rights and vulnerabilities of immigrant populations in the US are 
closely tied to their documentation status [43]. The various levels of documentation 
from undocumented immigrant to naturalized US citizen have corresponding levels 
of opportunity within our society. While federal policies largely define the scope of 
public benefits available to immigrant populations, state and regional institutions 
can mediate the impact on their constituents. In the case of healthcare, the Affordable 
Care Act largely excludes health insurance access to undocumented populations 
[20]. States and local municipalities sometimes find ways to fund health care for 
this population (i.e., emergency and hospital-based care for acute health events can 
still be covered by Emergency Medicaid in some instances) [44]. Structural barriers 
to health insurance, preventative care, and routine care promotes use of hospital and 
emergency services for catastrophic care [26, 27]. This is exemplified in undocu-
mented hemodialysis dependent patients. Those living in municipalities that only 
provided emergency hemodialysis suffered a 14-fold increase in mortality com-
pared to those living in a municipality that funded standard regular hemodialysis 
[45]. This highlights not only the health impact of constraining services to immi-
grant populations but also the possibility of state and regional bodies in mediating 
the impact.
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Federal anti-immigrant political rhetoric has been tied to a perceived lack of 
safety amongst both documented and undocumented ED patients [30]. This sense of 
societal prejudice and insecurity permeates communities and has been linked to 
increased anxiety and depression, and higher mortality in both documented and 
undocumented Latinx immigrant populations [6, 46]. Increased ICE enforcement 
and presence in the news also portends detrimental mental and physical health out-
comes among undocumented immigrants [47–51]. Fear and perceptions of discrim-
ination undermine trust in social institutions such as health care, social services, and 
law enforcement, leaving immigrant populations vulnerable to both crime and poor 
health outcomes [30, 49].

The impact of anti-immigrant political rhetoric on health seeking behavior has 
been well documented. In 1994, California passed Proposition 187 which barred 
undocumented immigrants from using nonemergency services. In response, Latinx 
populations responded by seeking fewer low acuity and preventative mental health 
care visits, but increasing amounts of high acuity visits [52, 53]. In Arizona, Senate 
Bill 1070 increased leniency for traffic stops by law enforcement for immigration 
purposes. The passage of the bill was associated with decreased prenatal and well- 
child visits, and interval reductions in birth weights in local Latinx populations [54, 
55]. In Georgia, the passage of House Bill 87 which granted local law enforcement 
the authority to enforce immigration law resulted in a fewer number of Latinx pedi-
atric ED visits, but increased visit acuity and hospitalization rates [56]. These stud-
ies exemplify the risk of anti-immigrant rhetoric and legislation in exacerbating 
inequities in care by deterring care seeking behavior. Consequently sociopolitical 
conditions may drive patients to defer preventative and routine care until disease 
progression demands higher acuity ED care [57].

Minimal healthcare utilization as a result of structural barriers and behavioral de-
incentivization through anti-immigrant rhetoric have recently been exacerbated by 
the February 2020 expansion of the public charge rule, which introduces immigration 
enforcement consequences for use of health-related services [58]. The proposed rule 
creates immigration consequences for use of foundational health assistance programs 
including: housing assistance such as housing support (Section 8) vouchers, cash 
assistance programs, food stamps, and long-term care facility use through payment 
programs including Medicaid [59]. These changes are likely to discourage patients 
from seeking safety net resources that are both high value from a health standpoint 
and necessary for ensuring a baseline level of subsistence, especially among needy 
families and children [60–62]. Not only undocumented immigrants, but mixed docu-
mentation status families are likely to be discouraged from using resources because 
of the fear of enforcement against family members [23, 62]. This includes patients 
who are citizens or legal permanent residents, who may reduce their own use of vital 
and high value services in an effort to indemnify their less documented family mem-
bers against immigration enforcement [62]. Public charge compounds an already dif-
ficult pattern of access for these patients, underscoring the importance for ED 
providers to make the most of the emergency department presentations.

Of special consideration especially in recent times is the population of refugees 
and asylees. This group has experienced a high rate of violence and trauma in their 
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home countries, which has significant effects on mental and physical wellbeing [63, 
64]. While processes exist to provide some protection and access to services once 
their cases are approved, the system is currently overwhelmed with a backlog of 
cases and more frequent denial of status, compounded by increasing impediments 
to approval. Witnessing or experiencing violence is more common now in migrants 
who seek safety in the US than in migrants presenting in previous years [65]. 
Emergency providers should recognize that this special vulnerability to victimiza-
tion and violence does not belong only to those officially recognized as refugees and 
asylees, but to a large percentage of foreign-born persons in the US.

Our role as emergency providers begins with using an equity lens to approach 
each patient as deserving of care and resources and not respond to external hierar-
chies of deservedness in our society [66]. Educational resources can then be used to 
inform ourselves about immigrant health and how current policies may affect those 
barriers [55]. It is important for immigrants and undocumented populations them-
selves to be included in informing health practices and policy. This may include the 
creation of a hospital community advisory board, appointment of immigrants to 
leadership positions, partnership with local health advocacy organizations, and 
using community-based participatory research methods to study ongoing care [67]. 
Grounded in these relationships, medical providers can intervene upon barriers, 
improve messaging, and create welcoming health-centered language to reassure 
patients about our therapeutic alliance [68, 69]. Efforts to improve the health of 
these populations without the involvement of immigrant community voices will not 
only perform poorly but also violate the equity premise in which the effort is rooted 
[70]. Relationships between community-based organizations and healthcare provid-
ers can provide local-, state-, and national-level opportunities for policy advocacy 
and activism, as well as training future healthcare providers [71].

 Recommendations for Emergency Medicine Practice

 Basic

• Create a welcoming and supportive environment for immigrants that extends 
from the bedside throughout the hospital. Include adding signage and messaging 
throughout the hospital campus that assures equitable treatment and 
confidentiality.

• Ensure language justice and appropriate translation services.
• Understand your local context: who are the immigrant populations at risk, what 

are their health care utilization patterns and what are the specific barriers to 
health they face, including health insurance access barriers? This will allow indi-
vidualized responses to structural barriers relevant to the local immigra-
tion context

• Connect with local immigrant advocacy groups that can inform the ED and pro-
vide patient perspective to move care upstream for these patients. Ideally, this 
connection would provide the foundation for a larger community partnered 
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relationship, but at minimum, it can be a vital source of information about how 
to tailor care in the ED to immigrant patients’ needs.

• Recognize that certain undocumented patients may be eligible for legal status 
change due to their presenting trauma and warrant referral to legal service 
providers.

 Intermediate

• Advocate for healthcare settings to be free of anti-immigrant enforcement and 
anything else that might discourage health utilization. Lobby local health munic-
ipalities to make healthcare settings sanctuary sites [40].

• Create referral pathways to remove barriers to healthcare access. Determine 
which community support organizations serve immigrant populations and create 
direct conduits from the ED to those places of care.

• Develop relationships with federally qualified health centers or analogous clinics 
that are hubs for the care of undocumented patients and streamline referrals to 
them [72].

• Advocate for your municipality and hospital system to provide specialized path-
ways of care coverage for undocumented immigrant patients, and to have trans-
parent insurance or fee systems to support immigrants’ use of needed health 
care. Arguments can be made to the county level that preventative and primary 
care access can be cost saving over time. In counties or states without coverage 
programs for certain immigrant groups, hospitals may have to set up their own 
systems of charity care [73].

• Advocate for adoption of a patient advisory board model where patients can 
provide feedback on hospital decisions and advise implementation of program-
ming across the hospital. Lobby hospital administration to have undocumented 
or immigrant community representation.

• Ensure that your ED and hospital administrators are aware of the expansion of 
the public charge rule and its implications for patients’ access to care. Advocate 
that frontline staff who may interact with services subject to public charge such 
as patient financial services, registration and social work personnel are aware of 
the expanded rule and can avoid imperiling patients’ immigration status. For 
example, social work staff need to know that if they offer Section 8 housing 
assistance to a patient, they should explain the public charge risk if the patient is 
undocumented.

 Advanced

• Build a system of screening and referral of patients to medicolegal partner-
ships from the ED [74]. Use the knowledge of barriers and local environment 
to target resources to immigrant patients in a culturally appropriate and unin-
timidating way. The LA County + USC medical legal partnership is one such 
example.
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• Seek or provide training for individual physicians in forensic medical evalua-
tions through organizations like Physicians for Human Rights or Healthright 
International and work with lawyers to substantiate asylum legal cases.
 – Form an asylum clinic with other trained physicians to receive referrals from 

local lawyers to perform forensic asylum evaluations [75].
 – Develop systems of detention advocacy for asylum seekers and other detainees, 

which can be analogous to asylum clinics but focused on identifying and advo-
cating for those who require release from detention on health-related grounds.

• Organize as healthcare providers and advocates that immigration be treated as a 
social determinant of health and that we should be concerned about access within 
this population based on our duty to advocate for population and public health 
[76]. Organize healthcare providers to engage with domestic policies that drive 
migration and imperil migrants (i.e., military interventions, neoliberal trade poli-
cies, and border militarization).

• Push national organizations and advocacy groups to support expansion of health 
insurance to undocumented immigrant populations and denounce anti-immigrant 
rhetoric and legislation such as public charge [44]. Create spaces and positions 
of power for immigrant communities to inform health practices and policy.

• Develop community-based participatory research in conjunction with relevant 
community-based organizations to evaluate how effectively community conduits 
and care management programs improve patient outcomes, reduce ED recidi-
vism, and encourage high value care.

 Teaching Case

 Clinical Case

A 38-year-old female presents to the ED after a six-foot fall from a ladder. She 
could not ambulate at the scene. Because she is distraught when providers attempt 
to examine her and will not communicate what happened or where she is most hurt, 
she receives CT scans of her head, c-spine, thorax, abdomen, and pelvis. She is 
signed out to you as the oncoming doctor pending the radiology reading of her CT 
scans. You enter the room to find a patient with a vacant stare. You attempt to engage 
her and she screams, “¡No me toca!” Her sister is at bedside and with the help of the 
interpreter you ask her about the patient and what could be going on.

She reveals the patient’s backstory. She is originally from El Salvador where a 
predominant gang was extorting her. They came every week asking for a higher 
amount, until she was unable to make enough money to pay the fee. She feared for 
her life and in an attempt to escape their extortion and threats, she paid a coyote 
(smuggler) to smuggle her and her children into the US. Midway through the jour-
ney, the coyote sold her to a drug cartel that held her in captivity for 10 months. She 
was repeatedly sexually and physically assaulted while her family in the US col-
lected enough money to pay a ransom. She was then freed and brought to Los 
Angeles. Her sister describes how she hasn’t been the same since this experience 
and she has significant residual mental health issues, including intermittent episodes 
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where she seems to go blank like in today’s presentation that resemble flashbacks. 
These episodes are increasingly affecting the patient’s ability to function and espe-
cially to parent, so other family members often watch her children. The family has 
been trying to convince her to seek medical help and especially mental health care, 
but she is too afraid of deportation and the thought of returning to the nightmare she 
escaped.

She works cleaning houses to help support her family. Today’s fall happened at 
work. She was asked by her employer to clean the windows on the outside of the 
house. Despite pleading that she didn’t know how to use a ladder, the boss insisted. 
She complied for fear of losing her job, as work has been hard for her to find due to 
her lack of documentation.

The patient’s CT scans are read as negative. After time, reassurance, and anxio-
lytic medications, the patient is able to engage in conversation and returns to her 
baseline mentation. After offering her several community resources, you are able to 
have the social worker connect her with a local federally qualified clinic that spe-
cializes in care for this population and with a local immigrant rights organization. 
Through these organizations, she receives treatment of her psychiatric disease with 
medication and therapy. She is also connected to immigration legal services where, 
with their help, she submits a trafficking visa application to acquire legal status.

Teaching Points
 1. Immigration is an important and often under-recognized social determinant 

of health.
 2. Undocumented patients are largely excluded from public services, including, but 

not limited to, health insurance.
 3. The ED has become a primary touch-point for this population, as a social and 

health care safety net.
 4. In certain cases, undocumented individuals may be eligible for asylum or other 

pathways to legal permanent residence and naturalization if connected to appro-
priate legal partners.

Discussion Questions
 1. In this scenario, what are the barriers to health and health care encountered by 

the patient? What are some barriers in your ED and health system when taking 
care of the immigrant population?

 2. Please compare a cultural competence and structural competence lens for review-
ing this case. Do the resulting interventions differ?

 3. Blueprint what an emergency department and health system might look like to 
best meet the needs of this patient. What avenues may be available in your ED, 
health system, and local community for collaborative work to help the undocu-
mented immigrant population?
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Key Points
• Patients with limited English proficiency have a right to receive their medical 

care with the assistance of a certified healthcare interpreter.
• Universal health literacy precautions and teach-backs are simple tools to improve 

patient understanding.
• Cultural humility means exploring your patient’s motivations, context, and per-

spectives. It can help you and your patient come to a shared understanding of the 
disease and treatment plan.

• Self-reflection and introspection are critical elements of the lifelong learning that 
cultural humility requires.

 Foundations

 Background

Communication is the core of the doctor–patient relationship. Clear, bidirec-
tional communication facilitates the transfer of information required to make a 
diagnosis, determine the treatment plan, and explain its details. When effective, 
it can positively impact care, improving the likelihood of medication adherence 
and follow- up. Conversely, poor communication impedes care, and can leave 
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patients confused about instructions, increasing the risk of poor outcomes. 
Medical communication is multifaceted with three central domains: language, 
health literacy, and culture [1]. Patient-centered communication requires atten-
tion to each.

Linguistic diversity in the US is rapidly increasing. Since 1980, the proportion of 
people who speak a language other than English at home has doubled. As of 2011, 
over 20% of the population spoke a non-English language at home, and more than 
25 million people spoke English less than “very well” [2]. Despite this, the most 
commonly spoken non-English languages remain underrepresented among physi-
cians entering the workforce [3]. Accordingly, patients with limited English profi-
ciency (LEP) experience frequent communication barriers with their healthcare 
providers and are at risk for receiving poor quality care in a wide range of healthcare 
settings [4, 5].

Health literacy is defined by the National Academy of Medicine as the degree to 
which individuals have the capacity to obtain, process, and understand basic health 
information and services needed to make appropriate health decisions [6]. Low 
health literacy is widespread, with 36% of adults having basic or below basic health 
literacy [7]. People from historically disenfranchised groups: those with LEP, low 
socioeconomic status, the elderly and the deaf have even higher rates of low health 
literacy [7–9]. Conceptually, health literacy encompasses three realms: oral literacy, 
print literacy, and numeracy. Oral literacy, comprised of listening and speaking, is 
needed to interact with physicians, to ask questions, and to understand verbal expla-
nations of medical conditions. Print literacy, composed of reading and writing, 
allows for the comprehension of medication bottles, discharge instructions and writ-
ten consent forms. Numeracy is the ability to understand quantitative concepts 
including medication dosage and the concept of risk. Low health literacy is associ-
ated with less knowledge of medical conditions, difficulty taking medications 
appropriately, worse understanding of medication labels, and increased mortality 
among the elderly [10, 11].

All communication is filtered through the perspective of culture. The shared 
beliefs, attitudes, practices, and values of a particular group frame how events, 
information, and illness are understood and incorporated into one’s worldview. 
Cultural differences between patients and their healthcare providers have the 
potential to create misunderstanding and conflict. Cultural humility on the part of 
the health care provider incorporates long term commitment to self-evaluation, 
awareness of power imbalances and development of a mutually beneficial and 
nonpaternalistic partnership with the patient in an effort to improve health [12]. 
When acknowledged and explored with humility, cultural differences can be 
incorporated into a greater understanding of the individual and the context in 
which they live. In this chapter, we review evidence and best practices for the 
three domains of communication: language, health literacy, and culture. When 
each is addressed by employing language assistance, usable health information 
and cultural humility, clear bidirectional communication can be achieved (see 
Fig. 4.1).
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 Evidence Basis

 Language
In the emergency department (ED), LEP is associated with reduced satisfaction with 
care and worse understanding of discharge instructions [13–16]. Patients with LEP 
receive a larger burden of diagnostic testing during their ED visits [4, 17, 18]. LEP 
also predicts an increased risk of unexpected ED return visits and decreased proba-
bility of receiving a follow-up appointment [5, 19–21]. The mainstay of patient-cen-
tered communication for patients with LEP is interpretation provided by a certified 
healthcare interpreter. Patients who receive care with the assistance of an interpreter 
have increased satisfaction compared with those who do not receive professional 
language services [15, 22–24]. Hospitalized patients with LEP who receive phone 
interpretation experience a reduced rate of hospital readmission compared to those 
who do not receive language assistance [25]. The use of a professional interpreter is 
associated with a lower rate of unexpected ED return visits, reduced disparity in 
diagnostic test utilization, and fewer significant communication errors [26, 27].

Federal statute requires the provision of language services for patients with 
LEP. Title VI of the Civil Rights Act of 1964, which prohibits discrimination on the 
basis of national origin, requires entities receiving federal funds to provide inter-
preter services to patients with LEP at no charge [28]. Section 1557 of the Patient 
Protection and Affordable Care Act of 2010 expands on these protections. The law 
requires certification for healthcare interpreters, sets minimum standards for video 
interpretation, and explicitly bans the use of family, friends and minor children as 
ad hoc interpreters [29].

Language
Assistance

Usable Health
Information

Communication

Cultural Humility

Fig. 4.1 The 
Communication Triad for 
Optimal Clinical Care. 
This figure demonstrates 
how the tools of language 
assistance, cultural 
humility, and usable health 
information together 
facilitate clear bidirectional 
communication
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Bilingual providers also influence the quality of care for LEP patients. Patients 
with LEP who receive their care from physicians who speak their language experi-
ence higher quality of care. Language concordance between physicians and patients 
with LEP is associated with less reliance on diagnostic resources, higher likelihood 
of receiving follow-up appointments and increased satisfaction with care [4, 21, 23]. 
In the clinic setting, diabetic patients with LEP have better glycemic control and 
lower ED utilization when cared for by physicians who speak their language [30, 
31]. Admitted patients with LEP cared for by language concordant physicians have 
lower rates of ED visits after discharge [32]. Patients with LEP whose physicians 
speak their language ask more questions and receive more health education, which 
may mediate the relationship between language concordance and quality of care 
[33, 34].

These improvements in the quality of care for LEP patients, however, occur only 
when the provider is truly bilingual. The majority of physicians with secondary 
language skills are not native speakers [35]. Moreover, physicians do not accurately 
estimate their own non-English language proficiency, and tend to overestimate their 
patients’ English proficiency [30, 36]. Such misjudgments contribute to physicians 
choosing to “get by” with their own limited language skills rather than seeking the 
assistance of an interpreter [37]. In one study, over 20% of patients with LEP seen 
in a public ED reported that their provider spoke in Spanish but should have used an 
interpreter [38]. Despite the evidence of benefit and regulatory requirement to 
obtain language assistance for patients with LEP, emergency physicians’ use of 
inadequate secondary language skills remains high [39]. ED providers should thus 
only use their own non-English language skills for patient care if they have been 
tested and certified proficient by the health system.

 Health Literacy
Patients with low health literacy experience worse health outcomes including a 
higher rate of admission and more medication errors than those with adequate health 
literacy [40, 41]. Low health literacy is also associated with increased ED utilization 
and a higher rate of 2-week return visits [42]. Physicians are unreliable at assessing 
their patients’ health literacy and routinely overestimate their ability to understand 
the information presented during a clinical encounter [43–45]. Patients may be hesi-
tant to disclose lack of understanding due to the associated stigma and shame, and 
low health literacy may not be readily apparent among those with high verbal flu-
ency [46, 47]. Accordingly, communication is likely to be ineffective if the clinician 
depends on their judgment of a patient’s medical literacy and relies on the patient to 
overtly express confusion or request clarification.

 Culture
The patient–provider dyad may consist of a near limitless combination of sociocul-
tural differences based on gender, socioeconomic status, ethnicity, religion, and lan-
guage, to name only a few. Biomedicine exists within a predominantly 
European-American framework valuing autonomy and individuality, which may be 
at odds with the perspectives of the patient.
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Culturally competent communication requires a specific skillset with four com-
ponents. The first is the communication repertoire, which includes the skills that 
allow for relationship building, information gathering, and management of the 
patient’s problems [48]; specific associated behaviors include showing empathy, 
active listening, seeking the patient’s perspective, and taking adequate time [49, 50]. 
The second component is situational awareness, which allows the culturally compe-
tent physician to notice the subtle cues indicating unspoken disagreement or confu-
sion [48]. The adaptable physician, using the third component of the skillset, 
responds to these cues and adjusts communication during the encounter to address 
any perceived miscommunication. Lastly, knowledge of core cultural issues that 
lead commonly to misunderstanding may help avoid cultural dissonance. These 
core issues include beliefs about gender roles in traditional societies, the tendency 
to defer to physician authority among some cultures, and mores related to physical 
space and touching.

 Emergency Department and Beyond

 Bedside

Our health care system is experiencing an epidemic of under-communication, with 
the impact felt most acutely at the bedside [51]. Oftentimes, language and literacy 
create barriers to care between patients and providers [52]. Communication between 
physicians and patients is often physician-centric, rooted in the dominant biomedi-
cal culture, using advanced medical terminology and often the physician’s own lim-
ited secondary language skills [39, 53].

Emergency departments throughout the country continue to report low rates of 
interpreter use despite the legal mandate and evidence of improved outcomes with 
certified healthcare interpreter utilization [38, 39, 54]. This may be related to vari-
ability in language assistance availability and difficulties associated with individual 
modalities of interpretation [55]. Under-communication is an attribute of poor- 
quality care associated with worse comprehension of discharge instructions and 
increased risk of ED return visits [19, 53], as well as ineffective consultations that 
result in poor adherence to treatment regimens [56]. Language discordance between 
a patient and physician, a subset of under-communication, leads to worse under-
standing by both the physician and patient, poorer explanations by the physician, 
less patient involvement in decision-making and reduced trust in the physician [57].

Often intended to address communication barriers experienced by Spanish- 
speaking patients, instruction in medical Spanish is widely offered in US medical 
schools [58]. Although these courses may increase comfort and familiarity with 
medical vocabulary and improve the results of language testing [59], concerningly, 
medical Spanish instruction is also associated with decreased interpreter use and an 
increased rate of major language errors [60, 61]. Medical Spanish instruction may 
cause harm through overconfidence, and is unlikely to provide students or physi-
cians with the proficiency necessary to handle the nuanced discussions required to 
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provide high quality care [62]. Thus, unless a provider’s non-English language 
skills have been tested and certified, it is not recommended that providers use their 
own non-English language skills in the clinical setting.

A consideration of deafness in the clinical encounter is adjacent to that of lan-
guage but has somewhat broader implications. Deafness has been traditionally 
viewed through the biomedical lens according to its underlying pathology. However 
it is better understood by its age of onset relative to language acquisition, with an 
appreciation of the sociocultural effects this entails [63]. Hearing loss of adulthood 
is characterized by associated stigma and the social isolation that comes with inabil-
ity to communicate effectively. In contrast, sign language allows for unimpeded 
communication in those with pre-linguistic and childhood onset deafness. The Deaf 
community exists as a sociocultural entity with a unique language, customs, and 
beliefs. Deaf people function without difficulty within this setting. Only on interact-
ing with the hearing community does deafness become a “disability.” In the clinic 
setting, deaf patients cared for by physicians who do not sign receive less preventive 
care than those with providers fluent in American Sign Language (ASL) or assisted 
by an ASL interpreter [64, 65].

It is important to recognize that English is a second language for many people 
with pre-linguistic and childhood onset deafness and that ASL may be their first 
language. Relying on lip-reading or communicating in written English with deaf 
patients is no more appropriate than it would be for a primary Korean-speaker [66]. 
A deaf patient whose preferred language is ASL must receive sign language inter-
pretation during the medical encounter, whether in-person or video-assisted, to 
ensure accurate bidirectional communication as required by the Americans with 
Disabilities Act [67]. Further, it is important to ascertain whether the patient is flu-
ent in ASL or uses a different form of sign language, especially if the patient was 
born outside the US. The hospital ASL interpreter may be able to help the clinician 
ascertain a deaf patient’s best form of communication if it is in question.

Given the prevalence of low health literacy in the ED setting, we recommend 
universal health literacy precautions in all patient communication [68]. Universal 
health literacy precautions, composed of a range of simple techniques, help all 
patients, not only those with low health literacy, and can be incorporated into all 
areas of clinical care. These precautions include jargon-free explanations and clear, 
simple instructions, both of which have been shown to increase understanding and 
disease management for patients at all literacy levels [69, 70]. Additional techniques 
include making eye contact, listening carefully, using simple sentence construction, 
and providing concrete instructions with no more than 3–5 pieces of information. 
Simple explanatory drawings, where appropriate, can also be used to help commu-
nicate medical concepts [68].

The teach-back technique, in which the physician asks the patient to explain (or 
teach back) the topic that was just discussed, helps ensure the patient’s understand-
ing and highlights areas needing clarification. In the ED, teach-back improves com-
prehension and retention of after-care instructions for patients of all ages and 
education levels [71, 72]. Teach-back can also be used to mitigate the impact of low 
numeracy, where calculations or ambiguity can cause confusion. Commonly seen in 
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the ED, low numeracy impedes the comprehension of medication instructions and 
risk quantification, among other topics [73]. Saying, “take 1 pill in the morning, 
afternoon and evening,” is preferable to “take 1 pill 3 times daily” [74]. In addition, 
when explaining risk, whole numbers should be used rather than fractions or deci-
mals. For example, “1 in 1000” may be easier to grasp than “0.1%.”

Self-reflection on one’s identity and cultural conception of health and healthcare 
is a critical step in understanding the expectations we place on patients [75]. 
Culturally competent, patient-centered communication requires understanding the 
individual patient’s context, perspectives and motivations in order to achieve a 
mutual understanding of illness and the treatment plan [76, 77]. Familiarity with 
diverse cultures is important, but the emphasis of the clinical encounter should be 
on the individual. Memorization of cultural attributes and culture-bound syndromes 
risks emphasizing stereotypes; instead one should seek the mutually respectful part-
nerships that define cultural humility [12]. This approach considers the patient’s 
communication style including nonverbal behaviors and preferences for family 
involvement in decision making. The communities to which we belong play a fun-
damental role in the unconscious assignment of values to others. These automatic 
associations are a core feature of the cognitive system that allow us to make split- 
second decisions in the ED, but they are also responsible for the propagation of 
healthcare disparities [78]. Recognition of our own implicit biases is essential to 
understanding their influence on our interactions, and is required to mitigate their 
effects on clinical care [79]. Individuation, whereby one focuses on individual 
unique attributes of the patient rather than their group membership, is one effective 
strategy to address such implicit biases [80]. An understanding of implicit bias is 
inseparable from providing culturally competent care.

 Hospital/Healthcare System

At the hospital and health system level, the detriments of communication barriers 
are often neglected [81]. Failure of the health system to connect and interact with 
communities leads to misunderstandings. Lack of community understanding of 
available resources for interpretation also exists. The majority of people with LEP 
are unaware of federal laws requiring provision of healthcare interpreters [82]. 
Moreover, simply being aware of language laws is inadequate as patient awareness 
of language regulations is not associated with increased interpreter utilization [82]. 
Further, providers may not be educated in language regulations well enough them-
selves to address this lack of awareness. In the absence of clear directives regarding 
language services and their seamless integration into workflows, physicians experi-
encing time constraints will choose the communication method they find least bur-
densome despite recognition of the potential harm [37]. Physicians may also rely on 
the uncertified language skills of staff, which increases the risk of interpretation 
error [83]. Despite widespread prevalence of limited English proficiency, hospitals 
are not adequately recruiting physicians with proficiency in the most commonly 
needed languages [3].
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Universal assessment of language preference is recommended in all clinical set-
tings [84]. It is incumbent on healthcare facilities to systematically capture their 
patients’ need for language assistance at the first point of contact, and to ensure this 
need is met effectively [85]. For those respondents who state they speak another 
language at home, the US Census Bureau asks, “How well do you speak English?” 
and defines LEP as speaking English less than “very well.” This question has high 
sensitivity for identifying patients likely to benefit from language assistance in a 
healthcare setting [86] and can be incorporated into the electronic health record. 
Addition of a question assessing the patient’s language preference for receiving 
medical care increases the specificity without sacrificing significant sensitivity, 
thereby excluding patients who may be able to complete their care using English.

At the organizational level, a number of strategies are recommended to ensure 
patient-centered communication. Health literate health care organizations make 
genuine patient understanding a priority, with leaders who ensure literacy is a core 
attribute of care processes throughout the system [87]. A literacy-focused organi-
zation incorporates measures of patient understanding into implementation, qual-
ity improvement, and ongoing evaluation, while confirming patient understanding 
at all transitions of care and avoiding stigmatizing patients with low health liter-
acy [87].

In addition to clear verbal communication, hospitals must ensure that reading 
materials given to patients provide clear instructions and are easily understood. The 
average adult in the US reads between an 8th and 9th grade reading level, with 1 in 
5 reading below the 6th grade level. The reading level of a text is calculated based 
on a combination of the average sentence and word length, and is easily measured 
using widely available computer software. To ensure readability, written materials 
should be no higher than a 6th grade reading level [68].

 Societal Level

Failure to surmount communication barriers and achieve clear bidirectional com-
munication in the medical sector is a contributor to population-level health dispari-
ties. Widespread neglect of the components of communication has resulted in a 
health system that perpetuates disadvantages experienced by minority groups [88]. 
Systemic contributors to poor health among disadvantaged groups are exacerbated 
by underrepresentation of healthcare providers within communities of color and 
among ethnic minoritie groups.

A lack of uniformity characterizes national language policy. There are no national 
standards for bilingual certification of providers nor a national certification for 
healthcare interpreters. There is significant variation in determination of proficiency 
for physicians’ secondary language skills between health systems [89, 90]. No stan-
dards exist for healthcare interpreters, with various healthcare systems, states and 
organizations employing different methods of training and certification [29]. Such 
variability leaves open the possibility of inadequate language services perpetuating 
health disparities for patients with LEP.  Further, the lack of enforcement of 
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legislation on language access may lead institutions to de- prioritize improvements 
in communication in favor of other metrics that are more heavily scrutinized. The 
Office of Civil Rights investigates complaints of healthcare discrimination covered 
under Section 1557 of the Affordable Care Act, but this requires a proactive com-
plaint submission. The Joint Commission enforces only the collection of the 
patient’s preferred language and the requirement of certification of bilingual staff 
who perform interpretation, not the provision of interpreter services [91]. There is 
currently no systematic enforcement of the requirement that patients with LEP be 
provided certified healthcare interpretation.

Changes in federal regulations can strengthen or weaken existing laws protecting 
patient communication. Physician advocacy in the regulatory and legislative arenas 
has the potential to meaningfully impact care received at the bedside. In addition to 
federal policy, state regulations can impact patient–provider communication barri-
ers. States providing Medicaid reimbursement for healthcare interpreter assistance 
have higher rates of utilization [92].

 Recommendations for Emergency Medicine Practice

 Basic

• Know how your hospital identifies LEP. Recording the patient’s preferred lan-
guage is required, but determination of LEP varies. Know what questions are 
asked regarding patient language to assess LEP at your institution and where that 
information is recorded in the electronic health record [86].

• Understand the resources available for interpretation and know best practices 
for working with an interpreter, using your own non-English language skills only 
if you have been tested and certified. Interpreter services may be provided over the 
phone, using a video interface, or in-person. Know the techniques for effectively 
interviewing a patient with assistance of an interpreter. These include making eye 
contact with the patient, appropriate positioning, speaking directly to the patient and 
outlining the purpose of the encounter beforehand with the interpreter [93]. Using a 
secondary language in which you have limited proficiency increases the likelihood of 
a significant misunderstanding, potentially harming your patient. Identify and follow 
your hospital policy regarding certification, ideally using a validated language 
test [89].

• Use universal precautions for health literacy. Speak clearly using simple termi-
nology, make eye contact, limit your take-home points, verify understanding and 
use clear drawings when appropriate. These techniques benefit all patients, 
regardless of literacy level [69]. Medication instructions often implicitly require 
calculations. Rather than leaving the calculations up to your patient, be explicit 
in your instructions [68]. For example, telling your patient to take “no more than 
3000 mg of acetaminophen in one day” may be misunderstood. It is better to 
instruct your patient to take acetaminophen as needed “in the morning, at lunch, 
in the evening and before bed”; and to “count the number of acetaminophen 
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tablets taken; take no more than six tablets per day.” Do not leave your instruc-
tions open to interpretation. Rather than saying “drink plenty of fluids,” instruct 
your patient to drink a tall glass of water at breakfast, in the morning, at lunch, in 
the afternoon and at dinner.

• Invite the patient’s perspective and attend to subtle cues of lack of understand-
ing. Ask your patient what she thinks. Cultural humility means understanding 
her perspective, motivations, and circumstances. This is critical to formulating a 
collaborative treatment plan. Patient-centered communication is associated with 
increased trust in the treating physician, and patient trust is in turn associated 
with higher rates of medication adherence [94, 95]. Acknowledgement of differ-
ences in opinion between physicians and patients is also associated with higher 
levels of trust [56]. Moreover, your patient may not be comfortable telling you he 
doesn’t understand. Cultural competence requires that you are alert to nonverbal 
signs of disagreement and confusion.

• Use your interpreters as a cultural resource when communication seems hin-
dered. If you find there remains a communication barrier despite appropriate lan-
guage assistance and approaching the encounter with cultural humility, ask your 
interpreter for clarification. Interpreters can provide valuable cultural context [96].

 Intermediate

• Advocate for LEP patients by providing feedback to trainees on appropriate use 
of language assistance and demonstrate this behavior yourself. Model the ideal 
behavior and evaluate patients with LEP with the assistance of an interpreter. 
Require your residents, advanced practice providers and medical students to do 
the same. Patients with LEP may lack a voice at your hospital, make sure their 
needs are represented in committees and understood by decision-makers.

• Implement teach-backs in the discharge process in your ED. Discharge instruc-
tions are hard to remember and easy to misunderstand. Using the teach-back 
technique is a simple and effective way to improve understanding and retention 
of discharge information [72].

• Ask who helps at home with medical information and invite the patient to call 
that person to listen in on the discharge. Patients with low health literacy often 
do not disclose their difficulty understanding, and may depend on others for help 
in medical settings [46]. Involving this trusted person is a strategy to improve 
retention and comprehension.

• Reflect on wording choices and eliminate those that could be perceived as judg-
mental. Cultural humility means respecting the autonomy of your patient. The 
blame implied with judgmental statements is counterproductive and hinders 
effective bidirectional communication. For example, the statement “You should 
have seen a doctor sooner” may make the patient feel defensive and looked down 
upon. In this case, it would be better to ask questions that explore barriers to care, 
without making assumptions.
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• Review and update emergency department policies on language service use and 
bilingual certification and provide education to colleagues on policies and legal 
requirements. Many emergency physicians may not be aware of the laws relating 
to healthcare language assistance and may use uncertified secondary language 
skills in their evaluation of patients with LEP.  Know your local policies and 
update them to ensure they reflect the available literature and are compliant with 
federal and state laws.

 Advanced

• Review hospital and health system policies and provide feedback to the adminis-
tration if outdated. Ensure your hospital’s policies reflect communication best 
practices and are compliant with legislation requiring certified healthcare inter-
preters for patients with LEP. Evidence-based interventions at the level of the 
hospital and health system include improving the accessibility of interpreter ser-
vices, incorporation of language skills into the hiring process, educational initia-
tives, and tracking appropriate interpreter utilization [81].

• Engage in personal reflection after a challenging case where communication 
barriers play a role, to advance one’s own cultural humility. Cultivating your 
self-awareness is a key component of cultural humility which requires a commit-
ment to lifelong learning and introspection [12]. Increasing your knowledge about 
a patient group is important but can lead to unintentional stereotyping. Instead, 
thoughtful reflection can influence your future attitude and behavior in cross-cul-
tural interactions, improving your adaptability.

• Advocate for your patients who experience communication barriers. Advocate 
for changes in policy that will benefit your patients who experience communication 
barriers as result of LEP, low health literacy, or cultural membership.

• Implement teaching modules for trainees on communication and language jus-
tice in educational curricula. Improve resident and medical student knowledge of 
communication barriers and how to address them by implementing structured edu-
cation for trainees. This may be incorporated into the residency curriculum or on-
shift bedside teaching [97, 98].

 Teaching Case

 Clinical Case

You are evaluating a woman in her mid-fifties for abdominal pain who has no sig-
nificant comorbidities. She came to the emergency department with her daughter, 
expecting that her daughter would interpret between English and Arabic, her native 
language. Knowing federal laws and the negative impact ad hoc interpreters have on 
communication, you call an Arabic interpreter using the hospital’s video 
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interpretation equipment. With the assistance of the interpreter you perform a his-
tory and physical exam, which are notable for recent nausea, vomiting, dysuria and 
left flank tenderness with signs of dehydration. The urinalysis is consistent with 
your clinical diagnosis of pyelonephritis. Her symptoms improve with intravenous 
fluids and antiemetics.

While explaining home treatment, you notice her body language becomes more 
guarded and she stops asking questions. Attuned to these signals, you ask if she has 
any concerns about what you are discussing. She does not answer. You ask her if she 
foresees any challenges with the treatment discussed, but again she does not answer. 
You ask the interpreter if there is additional context you are missing, and together 
with the patient’s daughter, they explain that fasting is required during the holy 
month of Ramadan. Unfamiliar with the rules of Ramadan, you ask the interpreter 
for clarification, learning that it is generally acceptable not to fast for medical rea-
sons. You discuss this with the patient, who still shows nonverbal signs of reluc-
tance. Her daughter suggests she discuss it with her imam, which seems to give her 
relief. You explain the antibiotic dosing using concrete times which you write down 
and explicitly state the quantity and frequency of fluid intake. She is able to explain 
your instructions back to you, and her daughter, who usually helps her when visiting 
doctors, assures she will make sure your instructions are followed. Your patient has 
no further questions and thanks you for taking the time to care for her.

Teaching Points
 1. Request the assistance of a certified healthcare interpreter whenever caring for 

patients with limited English proficiency who speak a language in which the 
medical provider has not been certified. Ad hoc interpreters and uncertified staff 
should not provide interpretation, as this challenges the patient’s privacy, is prone 
to error, and is not permitted by federal law.

 2. Low health literacy is widespread and difficult for physicians to identify. Use 
universal health literacy precautions, which include making eye contact, seeking 
the patient’s understanding and using simple, jargon-free explanations.

 3. Cultural humility involves exploring cultural differences with respect for the 
patient’s autonomy and avoidance of judgment. Physicians exhibiting cultural 
humility use a communication repertoire that includes showing empathy and 
exploring the patient’s perspective. They are situationally aware, paying atten-
tion to subtle cues of disagreement. They are able to adapt their communication 
style mid-encounter and have knowledge of core cultural issues that commonly 
result in conflict.

Discussion Questions
 1. After explaining your assessment and treatment recommendations to your 

patient, she is silent for an unexpected period of time. What could this silence be 
signaling?

 2. Your patient is unable to “teach back” the plan of care you discussed. What 
can you do?

 3. How would you approach a patient who insists that their teenage child interpret 
the medical encounter?
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Key Points
• Access to healthcare resources, including acute care services, is not distributed 

equally among communities, and this structure shapes how communities interact 
with the healthcare system.

• Exposure to neighborhood risks such as violence, trauma, pollution, or alcohol 
sales increases both acute illness and exacerbations of chronic illnesses that can 
lead to emergency department visits.

• Emergency providers can glean important clinical clues by probing relevant his-
torical details pertaining to a patient’s built environment. The context provided in 
such a history can lead to improved acute care management and may reduce the 
need for emergency care.

• Observations and research on the built environment for patients served in the 
emergency department can lead to community-based interventions or policy 
recommendations that can improve population health.

 Foundations

 Background

The physical realities of where we live, work, and spend our time matter deeply 
for our health and need for emergency care. At least as far back as John Snow’s 
investigation of the role of the Broad Street water pump during the cholera outbreak 

D. A. Dworkis (*) 
Department of Emergency Medicine, Keck School of Medicine of USC, LAC+USC,  
Los Angeles, CA, USA 

E. S. Anderson 
Department of Emergency Medicine, Highland Hospital – Alameda Health System, Oakland, CA, USA
e-mail: esanderson@alamedahealthsystem.org

5

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-65672-0_5&domain=pdf
https://doi.org/10.1007/978-3-030-65672-0_5#DOI
mailto:esanderson@alamedahealthsystem.org


74

in 1850s London, investigators in medicine and public health have sought to under-
stand how differences in the conditions of neighborhoods and local environments 
reflect and generate differences in our health. In more modern times, research on the 
role the physical environment plays in health has led to the identification by the 
Healthy People 2020 initiative of the neighborhood and built environment as one of 
the five key social determinants of health [1]. While most of the work on the role of 
the built environment within medicine has taken place in the realms of general med-
icine and pediatrics, emergency medicine providers are increasingly taking notice 
of the physical reality patients face outside the walls of the emergency department 
(ED), and of the role emergency physicians (EPs) can and should play in addressing 
this reality [2, 3].

This chapter focuses on understanding the built environment as a driver of emer-
gency care, and how individual EPs and healthcare systems can work to explore and 
address structural issues affecting patients and their communities. We will consider 
several different potential emergencies related to the built environment with a par-
ticular focus on respiratory diseases like asthma and chronic obstructive pulmonary 
disease (COPD), where the links to the built environment have a strong evidence 
base and are conceptually straightforward.

The Centers for Disease Control and Prevention (CDC) defines the built environ-
ment as the “physical makeup of where we live, learn, work, and play—our homes, 
schools, businesses, streets and sidewalks, open spaces, and transportation options.” 
[4] In this sense, the built environment is the nonhuman components of our sur-
roundings: things like the quality of housing stock and roads; the availability of 
food, medicine, and healthcare; access to schools and outdoor spaces for exercise; 
and exposures to potential risks like violence, drugs, or toxic chemicals. Implicit in 
this idea is the concept that the built environment can vary by increments in both 
time and space and across multiple physical scales: the presence of mold in an entire 
apartment building might influence all its residents’ probability of having an asthma 
attack, whereas insulation problems in a specific unit might additionally influence 
the probability of the inhabitants of that particular unit having breathing problems 
during the winter months.

Defining a “neighborhood” is somewhat more complicated and no universal defi-
nition exists. Generally speaking, neighborhoods are both spatial and cultural enti-
ties, combining the ideas of a particular geographic area and the repeated social 
interactions of people and communities in that geographic area [5]. For the purposes 
of research, neighborhoods are often defined imperfectly using proxies like zip 
codes or US census tracts or their divisions. While neighborhoods are often thought 
of as unified areas, some research has shown the need for emergency care can dif-
fer within a neighborhood. For example, in the Charlestown neighborhood within 
Boston, MA, there are the existence of geospatial differences at the census tract 
level in opioid-related ED visits [6]. For the purposes of this chapter, we focus on 
the geographic and sociodemographic rather than the interpersonal aspects of a 
neighborhood; we define a neighborhood as the local geographic area within which 
we will consider potential effects of the built environment on emergency health 
needs [5].
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In evaluating the effects of neighborhoods and the built environment on emer-
gency medicine, it is useful to consider the so-called first law of geography, described 
by Waldo Tobler: “Everything is related to everything else, but near things are more 
related than distant things.” [7] In other words, the more we can understand where 
things are in space, the better understand how they may be related. Geospatial analy-
sis, the use of geographic data and mapping tools to quantify and analyze the spatial 
relationships between things, is an increasingly important tool used in many of the 
studies cited in this chapter. A review of geospatial analysis is beyond this chap-
ter’s scope, but EPs interested in learning more about geospatial analysis and devel-
oping expertise might start by exploring QGIS, which is a free and open- source 
spatial software for geospatial analysis and mapping [8].

 Evidence Basis

Neighborhoods differ substantially in their resources related to emergency care, and 
the built environment influences access to care at a variety of points. While the 
Emergency Medical Treatment and Labor Act of 1986 (EMTALA) guarantees all 
people in the US medical treatment during an emergency, access to this medical 
treatment is not distributed equitably. In some cases, simply getting to  an ED 
involves overcoming significant structural barriers like distance or difficult terrain. 
In other cases, access to trained EPs may not be feasible. For example, recent work 
highlights inequities in access to emergency-trained providers in rural communities, 
and an even more striking disparity for American Indian/Alaskan Native communities 
[9–11]. In conditions like traumatic injury or stroke, where specialty resources like 
trauma surgery, anesthesia, neurology, and neurosurgery may be required, 
differences in access to high-level emergency care have also been observed in both 
rural and in more urban environments [12, 13].

Outside of an ED, differences in neighborhood-level access to other health care 
services such as pharmacies can influence the ability of certain communities to stay 
healthy and follow through with emergency discharge plans [14, 15]. The built envi-
ronment also affects access to potentially lifesaving devices such as automated exter-
nal defibrillators (AEDs) and opioid overdose reversal kits, which require rational, 
community-centric design to ensure access where and when they are most needed [16, 
17]. One example of this modeled the effectiveness of placing AEDs inside 7-Eleven 
® convenience stores, and found that placing AEDs inside these stores, which were 
designed to be open and accessible to passersby, could considerably improve public 
AED access [18]. Finally, the built environment where a patient lives can affect their 
ability to utilize certain medications, such as oxygen, as access to electricity and other 
essentials are not universal, especially in shelters and temporary housing [19].

 Exposure to Risk
Neighborhoods also vary substantially in the levels of various types of risks their 
inhabitants face related to the built environment. Within the home, exposure to 
allergens like mold or cockroaches has been shown to increase asthma symptoms, 
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and exposure to substandard housing conditions has been linked to increased 
asthma-related pediatric emergency department visits [20, 21]. Exposure to 
secondhand smoke has similarly been linked to increased asthma-related pediatric 
emergency department visits [22], and there is a strong socioeconomic gradient to 
childhood exposure to passive smoke, with children at or below the federal poverty 
level (FPL) exposed at more than four times the rate of children at or above 400% 
of the FPL [23]. Deficiencies in the structural characteristics of the built environment 
of the home are associated with heavy alcohol consumption [24].

Neighborhoods also determine an individual’s risk of exposure to toxic chemi-
cals, such as lead, that disproportionately affect poor communities and communities 
of color [25]. Contaminated drinking water, specifically lead contamination, is 
related to older housing and contaminated soil. In 2014, Flint, Michigan changed its 
water supply for a portion of the city that is comprised of a majority of Black peo-
ple, and where 40% of residents live under the FPL. For several years afterward, 
residents complained of poor water quality, which was due to corroded pipelines 
that supplied homes in this community, arising from the change [26]. This lead-
contaminated water crisis received national attention when lead levels in children 
under 6 years in this community were found to be substantially elevated—at levels 
that have been associated with cognitive, behavioral, and long-term cardiovascular 
complications including all-cause mortality [25, 27, 28].

A person’s access to alcohol and healthy food is also determined largely by their 
neighborhood which has implications for chronic disease burden (e.g. obesity, met-
abolic syndrome, and cardiovascular disease) and can also impact individuals’ 
safety [29]. In one study, Baylor Scott & White Health System in Texas tested a 
comprehensive program that provided healthy food options, as well as other ser-
vices, for patients living in food deserts. Patients enrolled in the group that provided 
access to low-cost, healthy food options saw a decrease in ED visits over the subse-
quent year [30]. The presence of alcohol sales in a neighborhood has been linked to 
increased risk of cyclist or pedestrian injury [31]. The density of alcohol outlets in 
a neighborhood has also been shown to be related to excessive drinking behavior 
[32]. Several studies have noted a higher level of intimate partner violence, crimes, 
and adverse alcohol-related health outcomes associated with increased alcohol out-
let density [33, 34]. In addition to access to food and nutrition, the air we breathe is 
tightly bound to where we live. Air pollutants and cold temperatures due to poor 
insulation have been linked to increased asthma symptoms, as has exposure to dust 
and smoke in the work environment [20].

Considering the role of the built environment in either access to care or exposure 
to risk can seem daunting, since the realities of a particular built environment might 
have existed long before an EP begans her practice and might be designed to last 
long after she retires. That said, organizations such as BuildHealthyPlaces.org are 
specifically dedicated to connecting public health experts, clinicians, community 
leaders, and businesses, to find creative solutions to develop communities in a way 
that promotes equity, justice, and improved health outcomes [35]. With training and 
multidisciplinary supportive systems, EPs can improve the built environment their 
patients inhabit and, in doing so, do better for their patients and the communities 
they serve.

D. A. Dworkis and E. S. Anderson

http://buildhealthyplaces.org


77

 Emergency Department and Beyond

 Bedside

During the initial acute phase of an emergency evaluation, the EP should focus on 
caring for the patient, not on the patient’s built environment outside the ED – with 
certain specific exceptions, such as the need to assess for toxins such as  carbon 
monoxide, cyanide, or heavy metals exposures. An acute asthma exacerbation 
requires inhaled beta agonists, consideration of systemic steroids, and close 
monitoring, regardless of whether it was precipitated by a virus, difficulty reaching 
a pharmacy to obtain controller medication, or irritants like mold or second-hand 
smoke. That said, the details of the trigger need consideration when planning for 
a  safe discharged and for  how future exacerbations can be mitigated. A patient 
whose exacerbation was triggered by lack of access to a pharmacy could be helped 
by medication delivery services, or in the short term by simply discharge with an 
inhaler in hand. A patient whose exacerbation was related to housing issues like 
mold, however, might benefit from the help of an ED social worker, or a referral to 
a medical–legal partnership, which can help patients address  dangerous housing 
conditions with legal action [36, 37].

Whatever the emergency, it is advisable that when taking a full history, EPs ask 
patients the details of the built environments to which they  will return to when 
leaving the ED in order to create a rational discharge plan. For example, a patient 
with bilateral ankle fractures who temporarily requires a wheelchair before an 
interval operation cannot be discharged to a home that requires climbing three 
flights of stairs. In all cases, the discharge plan from the ED must make sense in the 
patient’s environmental context. This requirement is set out in the Knowledge, 
Skills, and Abilities profiles from the American Board of Emergency Medicine, 
which states that EPs should be able to “[e]stablish and implement a comprehensive 
disposition plan that uses appropriate consultation resources; patient education 
regarding diagnosis; treatment plan; medications; and time- and location-specific 
disposition instructions” [38].

 Hospital/Healthcare System

Hospitals can support neighborhoods and improve the built environment in a num-
ber of ways using interventions that are based in the ED, or in the larger hospital and 
health care system. Where specific resources already exist to address a particular 
need in the built environment, hospitals can use the ED as a referral source to such 
resources. For example, the Breathe Easy at Home Program, which operates 
primarily in Boston, allows EPs and other health professionals to identify patients 
with asthma whose housing conditions affect their asthma care; referral to the 
program triggers a home visit by the Boston Inspectional Services Department, 
which can work with property owners to address housing deficiencies [39]. In some 
cases, these types of referrals to specific resources can happen as part of a more 
general referral to an organization equipped to identify and address a patient’s social 
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needs, such as the national Health Leads program, the Health Advocates program in 
Alameda County, or the Kaiser Thrive Local Initiative [40–42]. For these types of 
referrals to succeed, however, hospital systems need to educate their EPs and ED 
staff about the communities their patients live and work in, and about what resources 
are available, both within and outside the hospital. Such training could take the form 
of meetings with community members, or engagement with community groups that 
provide services to improve neighborhood conditions.

Additionally, hospitals in some cases can directly fill gaps in the built environ-
ment their patients inhabit. In an area with minimal access to fresh produce or other 
healthy foods, hospitals can commit to host farmers markets and food banks, as 
does the Lindau Lab at the University of Chicago Medical Center. Feed1st, an ini-
tiative developed by Dr. Stacy Lindau, hosts a food pantry at the medical center, and 
at the same time connects patients with social services, job training, and other 
resource. The program has fed more than 20,000 individuals and 7000 households 
since opening in 2010 [43]. Other hospitals have started to grow food on their roofs 
in order to create health food pantries for patients [44]. If access to exercise facili-
ties is an issue, hospitals could build on-campus walking trails or house exercise 
classes accessible to the community. Issues related to housing stock are often more 
complex due to greater capital requirements [45]; nevertheless, several hospital sys-
tems have started to address these issues directly by actively developing high-qual-
ity affordable housing and medical respite facilities [46].

 Societal Level

Emergency physicians can marry their knowledge of emergency presentations to 
their links to the built environment to function as advocates for social change. 
Examples abound, but this change is likely to require multidisciplinary efforts 
involving not only doctors but also lawyers, urban planners, politicians, and most 
importantly, members of the involved community. One such example is the 
expanding evidence base surrounding blight mitigation in urban communities. EPs 
see the consequences of gun violence on a daily basis, particularly in urban 
communities, and an interesting strategy to reduce violence may lie in reshaping the 
built environment through blight mitigation. Several large cities, including 
Philadelphia, Detroit, and Los Angeles, have embarked on converting blighted and 
abandoned lots and parks into green spaces, with the express purpose of decreasing 
violence in vulnerable communities.

In a landmark paper, Branas et  al. reported a randomized controlled trial in 
Philadelphia that examined the impact of converting blighted lots into urban green 
spaces [47]. The transformation they describe was specifically designed to be 
scalable, affordable, and meant to create community rather than disperse it through 
gentrification. The quantitative and ethnographic findings from the Branas study 
showed a significantly reduced incidence of gun violence and other police-related 
problems, as well as greater perceived safety among community members. Several 
of the beneficial effects from this intervention were most pronounced in some of 
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Philadelphia’s most vulnerable neighborhoods. This study represents a clear and 
striking link between the built environment at a societal level and its interaction with 
the acute care system.

 Recommendations for Emergency Medicine Practice

 Basic

• EPs, as part of every discharge, should ensure that the patient goes into a built 
environment where they are capable of executing the discharge plan. If unsafe 
conditions are identified in a person’s neighborhood or environment, EPs can 
connect patients with social services and specific resources or Help Desks in 
their community, and actively partner with social services in their ED.

• When an emergency presentation seems likely related to a particular factor in the 
patient’s built environment, EPs can refer patients to extant resources in the 
hospital or ED to address these factors. These might include specific resources 
that require a provider referral, such as medical–legal partnerships or case 
management services.

 Intermediate

• EPs can learn about the built environment their patients live and work in and can 
work with hospital administration to develop solutions for modifiable factors. 
For example, knowing that a pharmacy desert exists outside your hospital might 
lead toward developing a take-home prescription program from the ED [48].

• EPs interested in medical advocacy can work with social emergency medicine 
teams within ACEP, SAEM, and AAEM to focus efforts on advocating for 
neighborhood health issues like housing code reform or safe streets initiatives 
(redesigning streets for pedestrians and bicyclists).

• Hospitals and EDs can develop training programs to help their EPs learn more 
about the unique strengths and vulnerabilities of the communities and geographic 
areas their ED is likely to serve. This training should be part of orientation for 
permanent and intermittent staff [49].

 Advanced

• Outside the ED, an individual EP might consider working with medical–legal 
partnerships to effect regulatory changes to the local built environment, such as 
through zoning or building codes, or potentially becoming involved in politics at 
local or larger scales [30, 39]

• At the hospital level, EPs can champion a project within their hospital that 
responds to potential limitations in the local built environment, such as 
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collaborating with a farmers’ market to supply food for patients after ED dis-
charge, or creating an on-campus walking trail.

• EPs interested in studying a particular aspect of the built environment and its role 
in emergency care can learn more about geospatial analysis and work with 
research teams to investigate specific connections to health.

 Teaching Case

 Clinical Case

Mr. W is a 60-year-old male who presents to your ED during an overnight shift via 
ALS ambulance with a chief complaint of “difficulty breathing.” As you enter the 
room, Mr. W appears in moderate respiratory distress—he is tripoding and pulling 
at the EKG leads and oxygen saturation monitors your nursing team is trying to 
place on him. Report from the paramedics indicate he has a history of chronic 
obstructive pulmonary disease (COPD), hypertension, and diabetes, and he was 
picked up from his apartment, where the patient had called 911 for his breathing 
troubles. His initial vitals include a temperature of 37.0  °C, heart rate 105 bpm, 
blood pressure 180/90 mmHg, respiratory rate 30/minute, and oxygen saturation 
88% on room air. An initial finger-stick blood glucose was 180.

Mr. W’s initial exam, in addition to his obvious respiratory distress, is notable for 
decreased breath movement throughout all lung fields and significant use of acces-
sory muscles for inspiration. There is no lower extremity edema, and your point of 
care ultrasound shows lung sliding bilaterally with no evident B-lines. Your leading 
diagnosis is a COPD exacerbation, and you start Mr. W on noninvasive positive pres-
sure ventilation and administer inhaled beta agonists and anticholinergics, as well as 
systemic steroids.

As he starts to improve, you note in your EMR that he was recently discharged 
from the inpatient medical service after a similar ED visit, and has had five ED 
visits for similar exacerbations in the last 6 months. When he’s able to talk, you ask 
him what happened since that last visit, and he tells you that he lives immediately 
adjacent to a highway which is a thoroughfare for long-haul trucks. The city has 
identified his neighborhood’s unsafe levels of air pollution, but he has been unable 
to find other low-income housing options in his community. As you admit Mr. W to 
a telemetry bed with the inpatient medical team, you contact your hospital’s 
medical–legal help desk and ask them to see the patient while in the hospital. The 
help desk is able to identify housing stipends that are available to him through the 
city, and he is paired with a case manager to help him to find alternative housing.

Teaching Points
 1. Early recognition of risks in Mr. W’s built environment can lead to early engage-

ment of social work and the mobilization of resources to improve discharge plan-
ning for the admitting team.

 2. Asking patients about specific barriers can help uncover issues in their built envi-
ronment that can be modified by leveraging ED and hospital-based resources.
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Discussion Questions
 1. What resources would you engage in your emergency department for this patient?
 2. What tools would help you care for this patient if his respiratory status was such 

that he could potentially be managed as an outpatient?
 3. Are there steps that the hospital could take to improve care for this patient and 

decrease future unscheduled visits for his COPD exacerbations?
 4. How could EPs translate this common clinical scenario into specific policy rec-

ommendations in their community?
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Key Points
• A history of discrimination from the medical community and beyond often pre-

cedes a patient’s emergency department (ED) visit. EPs and staff should be 
mindful of their own potential implicit or explicit biases.

• A simple way for EPs to establish trust is to use gender neutral and inclusive 
language.

• Sexual identity is not a proxy for sexual practices. If relevant to the chief com-
plaint, EPs need to ask about sexual practice.

• Healthcare systems should incorporate gender identity and sexual orientation 
into institutional frameworks (such as electronic medical records, mission 
statements).

 Foundations

 Background

Our task of “queering” the ED is to critically examine the ways in which gender 
and sexuality enter into the practice of emergency medicine and how we can chal-
lenge our current beliefs and practices with the goal of providing better care to our 
LGBQ patients. In this chapter, we use the acronym “LGBQ” as an umbrella term 
meant to encompass patients who identify as lesbian, gay, bisexual, or queer. We 
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recognize that there has been, and will continue to be, evolving terminology as we 
strive for representation and inclusivity. In clinical practice, an individual patient’s 
preferred terminology should always be elicited, respected, and used preferen-
tially during the patient encounter [1]. While it may be convenient to collapse 
subgroups together based on the nature of the structural violence and systemic 
oppression they face, it can create a problematic perception that the group is 
homogenous. On the contrary, the subpopulations represented by “LGBQ” are 
diverse and face their own unique struggles with health and within the healthcare 
system. Sexual identities also intersect with other differences—such as race, eth-
nicity, socioeconomic status, religion, and geography—creating complex and tex-
tured lived experiences.

Sexual orientation and gender identity have purposefully been separated in this 
textbook. While there is certainly intersectionality and shared cultural experiences, 
sexual orientation is distinct from gender identity. Sexual orientation refers to sex-
ual or romantic feelings that a person might have for people of the same gender, a 
different gender, or more than one gender. Gender identity refers to one’s concept of 
self as male, female, a combination of both, or neither; and can be the same or dif-
ferent from the assigned sex at birth. A transgender or gender nonconforming indi-
vidual may be gay, straight, bisexual, or asexual. It is important to not sexualize 
gender by making assumptions about sexual orientation based on a person’s gender 
identity or expression. Nonetheless, much of the health and healthcare disparities 
literature consolidates data on sexual orientation and gender identity (“LGBTQ”, 
where T represents transgender). Whenever literature is cited in this chapter, we will 
report the language used in the original source to most accurately reflect the research. 
Although there are obstacles to accurate measurement, the current estimate is 
approximately 3.5% of adults in the US identify as LGBQ—just over eight million 
people. Furthermore, 8.2% of adults report same-sex behavior and 11% report 
same-sex attraction [2].

While a comprehensive historical review is beyond the scope of this chapter, a 
basic knowledge of the history of oppression, discrimination, and violence faced 
by the LGBQ community within the healthcare system is essential to understand-
ing current LGBQ health disparities. Figure 6.1 presents an (incomplete) timeline 
of important events related to LGBQ health over the past 75 years. First, it is valu-
able to recognize that there is evidence of same-sex love and attraction in almost 
every documented culture and recorded as far back as Ancient Greece and Egypt 
[3]. However, the word “homosexual” was not coined until 1869 by Hungarian 
writer and journalist Karl Kertbeny. The American Psychiatric Association’s (APA) 
first Diagnostic and Statistical Manual of Mental Disorders (DSM-1), published in 
1952, designated homosexuality as a “sociopathic personality disturbance” [3]. 
Twenty years later in 1973, after persistent organizing efforts and educational cam-
paigns led by the LGBQ community, homosexuality was removed as a pathology 
in DSM-II. It was not until 2000 that the APA took an official stance against repara-
tive therapies [4]. Despite this apparent advance, conversion therapy and other 
“reparative” treatments continue to be recommended or provided by healthcare 
professionals.
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Throughout the 1980s and 1990s, the AIDS crisis exacerbated the longstanding 
homophobia in healthcare [1]. While many demographics were affected by AIDS, 
the community of men who have sex with men (MSM) was the hardest hit. The 
Centers for Disease Control and Prevention (CDC) began tracking HIV/AIDS cases 
and deaths in 1981; by the end of 2000 over 750,000 people in the US had been 
diagnosed with AIDS, of whom almost 500,000 had died [5]. There was widespread 
discrimination within the healthcare system and by healthcare providers towards 
patients with HIV [1, 5]. The governmental response to the crisis in terms of research 
investment was viewed by many as inadequate, leading to a delay in appropriate 
treatment, prevention, and education [1, 5].

Throughout time, LGBQ people have demonstrated tremendous strength and 
resilience in the face of structural, physical, and sexual violence. The LGBQ com-
munity has led significant progress in breaking down structural barriers and educat-
ing the public and healthcare community. However, disparities in health and 
healthcare persist.

 Evidence Basis

The “minority stress model” provides a useful framework for understanding LGBQ 
health disparities. Beginning in youth, LGBQ people live with the daily stress of 
structural stigma, discrimination, and marginalization. Chronic exposure to these 
daily stressors accumulates over the life course, and the resulting “wear and tear” on 
the body ultimately manifests in poorer mental and physical health outcomes [6–
10]. A robust literature on experiences of discrimination and health has documented 
the effects on multiple physiological levels, from cellular functioning and gene 
expression (e.g., DNA methylation and histone modifications) to neuroendocrine 
dysregulation (e.g., cortisol patterns) to a range of health behaviors and outcomes 
(e.g., cardiovascular disease, diabetes, depression, smoking, substance use/misuse, 
and medication nonadherence) [11–18].

Early experiences of shame, rejection, and isolation can begin at home. LGBQ 
youth who report high levels of family rejection are 8 times more likely to have 
attempted suicide, 6 times more likely to be depressed, and 3 times more likely to use 
illegal drugs compared to those LGBQ youth who reported no or low levels of family 
rejection [19]. Family rejection also increases the risk of homelessness. Approximately 
40% of homeless youth identify as LGBTQ and it is estimated that as many as 80,000 
LGBTQ youth experience homelessness each year [20, 21]. By contrast, family 
acceptance/support has been shown to be associated with positive self-esteem and 
good general health [22]. Research to date has supported the conclusion that the men-
tal health disparities among LGBQ youth are not inherent to sexual identity but rather 
result from societal stigma and familial rejection.

LGBQ youth may also face significant challenges at school. Experiences of 
homophobic bullying are associated with lower educational achievement, depres-
sion, suicidality, social isolation, and substance use [23]. More recently, attention 
has focused on the potential protective factors that may mitigate the effects of 
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exposure to homophobic bullying. Positive influences from the family or home may 
work as a buffer against negative impacts of both homophobic bullying and aggres-
sion that a youth may experience in school [24].

Experiences of shame and rejection both at home and school can lead to social 
isolation and harmful coping behaviors. LGBT youth are more likely than straight 
youth to report misuse of prescription opioids and sedatives [17], and are less likely 
than straight youth to engage in physical activity or team sports [25]. One- third of 
LGB youth engage in hazardous weight control behaviors, such as fasting more than 
24 hours, using diet pills, or vomiting or using laxatives [26]. LGBT youth are twice 
as likely to have suicidal ideation and four times more likely to make a serious sui-
cide attempt compared to heterosexual youth [27]. This last number is almost cer-
tainly an underestimate, as the sexual orientation of youth who complete suicide is 
often unknown.

The local sociopolitical environment also may be related to the health of LGBQ 
individuals. In a recent national study, health disparities among LGBQ people were 
greatest in communities with low levels of approval of same-sex marriage [28]. A study 
of same-sex couples prior to the Supreme Court ruling affirming same-sex marriage 
found that couples living in states with legally sanctioned marriage reported higher 
levels of self-rated health compared to those living in states with constitutional amend-
ments against same-sex marriage [29]. It has also been shown that LGBQ adults who 
were raised in highly stigmatizing communities (as measured by LGBQ representation 
in local government, employment and nondiscrimination policies, and public opinion) 
exhibited blunted cortisol responses to a laboratory stressor [30].

LGBTQ individuals have a high lifetime risk of being a victim of a violent crime; 
38% of gay men and 13% of lesbian women report hate crimes against their person 
or property [31]. In a recent national survey, 58% of LGBT respondents reported 
being subjected to jokes or slurs, 26% reported being threatened or physically 
attacked, and 21% reported being treated unfairly by an employer [32]. Over 80% 
of LBGT youth report experiencing verbal harassment at school, while 38% report 
having been physically assaulted [33]. Despite the long history of physical and sex-
ual violence against the LGBQ community, it was not until 2009 that sexual orienta-
tion and gender identity were first included under federal “hate crimes” with the 
passage of the Matthew Shepard Act.

At the other end of the age spectrum, older LGBQ adults face unique challenges. 
Most came of age at a time of far less societal acceptance and with fewer available 
resources and role models. Of older LGBT individuals, 63–65% report experienc-
ing physical violence related to their sexual identity at some point during their life-
time [34]. They experience high rates of internalized stigma, often leading to poorer 
mental health outcomes [35]. LGBT older adults are also more likely to be eco-
nomically disadvantaged—a result of early and cumulative structural discrimina-
tion across the lifespan—exposing them to the higher overall mortality known to be 
associated with low socioeconomic status [36]. Older gay men living with HIV are 
more likely to live alone, have poor social support, and are at increased risk of 
depression [34].
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Other subgroups of the LGBQ population also face unique health and healthcare 
needs. Men who have sex with men have an increased risk of HIV/AIDS, STIs, and 
anal cancers [37]. Lesbian and bisexual women have twice the risk of obesity com-
pared to straight women as well as an increased risk of gynecological and breast 
cancers [14, 38, 39]. In addition to lower mammography rates, lesbian women on 
average have higher rates of some risk factors for breast cancer, including greater 
alcohol use and lower likelihood of childbearing [39]. Lesbian and bisexual women 
are also more likely to smoke and use illicit drugs compared to straight women [37].

Health disparities are compounded by unequal exposure to other well- documented 
adverse social determinants of health, such as low socioeconomic status. According 
to an analysis of the 2006–2010 National Survey of Family Growth, more than one-
quarter (28%) of lesbian and bisexual women experience poverty, compared with 
21% of straight women. Just over 1 in 5 gay and bisexual men (23%) experience 
poverty, compared to 15% of straight men [40].

LGBQ people of color are exposed to intersecting dynamics of discrimination 
that place them at greater risk of poor health outcomes. In one study, Latino men 
reported the highest number of negative family reactions related to their sexual ori-
entation in adolescence [19]. Non-White lesbians report the poorest self-rated health 
compared to White lesbians, non-White straight women, and men [8]. The LGBQ 
community itself is not immune to ingroup racial discrimination and inequality. For 
example, lesbians of color were systematically marginalized and silenced within the 
feminist movement throughout the 60s and 70s, and continue to struggle for repre-
sentation in the gay rights movement.

 Emergency Department and Beyond

The healthcare system—historically and presently—is a significant contributing 
source of health disparities among the LGBQ community. Many LGBQ individuals 
report difficulty finding a healthcare environment in which they feel safe and 
respected; there remains a dearth of providers who are both welcoming and knowl-
edgeable about the unique healthcare needs of LGBQ patients [3]. In a recent sur-
vey, 27% of medical students had observed judgmental attitudes and behaviors 
toward LGBQ patients from physicians [41]. Even in the absence of overt discrimi-
nation, physicians can deliver suboptimal care due to unconscious bias or simply a 
lack of knowledge and comfort with LGBQ-specific health issues. Negative interac-
tions with(in) the healthcare system often lead LGBQ patients to delay care or even 
avoid care altogether [42].

 Bedside

An emergency department (ED) encounter can be stressful under the best of circum-
stances, but this can be exacerbated by negative encounters with nurses, physicians, 
and other staff. Even before stepping foot in the ED, many patients are already 
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burdened with the cumulative weight of their prior negative healthcare experiences. 
Small microaggressions at the bedside can accumulate over time and can influence 
patient trust in providers. For example, this excerpt from a book on the experiences 
of queer and trans patients highlights how seemingly “harmless” assumptions made 
by providers can be isolating for patients.

Finally, a middle-aged nurse with lime-green glasses comes over to offer me a heated blan-
ket and, apparently, some comfort. “This must be really hard on you,” she says, laying the 
blanket over my legs. “But at least your mom’s here.”

For a fleeting moment, I actually feel embarrassed for her. Until I don’t.
“Uh, no. That’s definitely not my mom.”
“What…?”
“This is my wife. And she’s five years older than I am.”
As the realization hits, her face falls. She scans her brain for a comeback. “It’s.. it’s just 
that you look so young,” she says. “Which is good! You’re lucky!”
But my irritation has nothing to do with vanity and everything to do with her assump-

tion: this is an ugly case of heteronormativity. Refusing to consider that we might be queer, 
this nurse reached into her brain for the closest heterosexual explanation for the intimacy 
between us, picking—for whatever reason—‘mother and daughter’. We are clearly close in 
age and don’t look alike, yet she’d stuffed us into a box that obviously didn’t fit. Even in the 
era of same-sex marriage, rainbow families, and out-and-proud celebrities, it’s still the case 
that everyone is presumed straight (innocent) until proven gay (guilty) [43].

When LGBQ patients present to the ED, the long history of institutional dis-
crimination by the medical system precedes their arrival and may cloud the patient-
clinician interaction. LGBQ patients may have had a negative experience with 
filling out registration forms or interacting with hospital staff before they reach the 
treating clinician [44–46]. Stories about patients who have experienced outright 
discrimination or whose families were denied hospital visitation because of their 
LGBQ relationship are well known in popular culture [47]. It is the responsibility of 
the treating clinician to establish trust in the patient encounter with the acknowl-
edgement that creating that trust may be more difficult than with a typical patient 
encounter [48].

All emergency clinicians can use inclusive and gender-neutral language to estab-
lish trust with LGBQ patients. As it is often difficult to tell which patients are 
LGBQ, this language is useful when speaking with all patients. When first meeting 
a patient, refer to the patient by their full first and last name. Avoid using gendered 
titles like Mr. or Mrs. If a significant discrepancy between the documented name of 
the patient and the presenting gender of the patient exists, it is reasonable to confirm 
the last name and date of birth and ask, “What would you like to be called?” This 
allows patients a chance to take ownership of their title, as documented sex and 
gender identity/presentation may not correlate.

• When asking about patient’s partner(s), avoid using gendered language. Instead, 
use terms such as “partner(s)” or “significant other(s)” until the patient clarifies 
the gender of their partner(s) and the nature of the relationship.

• When asking about visitors with a patient, avoid assuming the nature of the rela-
tionship. Ask open ended questions, such as “Who is here with you today?” 
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Avoid “Is this your mother/sister/wife?” Allow the patient or visitor to identify 
themselves and their relationship to the patient [48].

• Of the 650,000 same-sex couples in the US, 19% have children under the age of 
18 [49]. Do not ask, unless medically relevant, which parent is the “real” or “bio-
logical” parent; treat both parents as equal caregivers.

These communication strategies can avoid many of the unintentional pitfalls cli-
nicians experience when they accidentally misgender a patient or make the wrong 
assumptions about a patient’s relationships. Assuming a bisexual woman has a male 
partner, or asking a gay man if his husband is his brother can further undermine the 
patient’s trust in the clinical team and the healthcare system. Even with the best 
intentions, missteps may still occur. After making a mistake, the best approach is to 
acknowledge it directly, offer the patient a genuine apology for any harm caused, 
and move on with the clinical encounter. An example: “I apologize for using the 
wrong pronoun/name/terms. I did not mean to disrespect you” [50].

Sexual identity and sexual practices do not always align. While labels such as 
“gay” or “lesbian” can be heuristically useful, it is important to keep in mind that 
sexual identity may be distinct from sexual practices, and both may be dynamically 
fluid over the life course. Sexual identity should not be used as a proxy for behav-
ioral risk factors (or lack thereof). It is important for healthcare providers to ask 
about both sexual orientation and sexual practices—if a patient’s chief complaint 
warrants inquiry—in order to provide the most appropriate care. It is equally impor-
tant to balance this care and necessary information gathering with respecting pri-
vacy. Especially in the ED, where due to limited resources, histories may be 
conducted in hallways or other less private areas, emergency practioners should be 
mindful about where, how, and why they are asking about sexual behavior and sex-
ual history. While it may be tempting to ask questions out of curiosity to learn more 
about LGBQ people, LGBQ patients may want to keep their personal and medical 
histories private, just like everyone else. We must reflect on whether the questions 
being asked are to obtain necessary information to deliver care, or to satisfy a curi-
osity, and avoid asking unnecessary questions [50].

After moving the patient to a private space and determining that a focused sexual 
history is relevant to the ED visit, the questions below can help guide history taking 
for patients of any sexual orientation. As the sexual orientation of a patient is gener-
ally unknown prior to asking about their sexual practices, it is ideal to use gender 
neutral language initially and to specifically inquire about the gender of the patient’s 
partner or partners. A sexual history should focus on the actual sexual behaviors of 
the patient, not only their stated sexual orientation. As many patients may have 
sexual partners that identify as transgender or gender nonbinary, the gender identity 
of a patient or their partner may not correlate with sexual anatomy. Discussions 
about risk for sexually transmitted infection and pregnancy need to be tailored to 
individual patient’s sexual behaviors.
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LGBQ Sexual History Questions:
Are you currently sexually active?
Have you ever been sexually active?
Tell me about the gender of your partner or partners.
When having sex, do you have vaginal, anal, and/or oral sex?
If relevant: do you use condoms or other barriers when having vaginal, anal, or oral 
sex? How often?
Do you and your partner(s) use any other protection against STIs? If no, Could you tell 
me the reason why not? If yes, what kind of protection do you use, how often? [51].
**If relevant and if the patient is sexually active with a partner or partners capable of 
producing pregnancy:
Do you think you might like to have (more) children at some point?
If the patient is considering future parenthood: When do you think that might be?
How important is it to you to prevent pregnancy (until then)? [51]

Risk reduction strategies for STI and pregnancy prevention can be patient cen-
tered by focusing on the patient’s goals and the patient’s specific practices and 
partner(s). Regardless of gender or sexual identity, the clinically relevant informa-
tion in a sexual history is what anatomy each person has, what sexual behaviors they 
engage in, and the level of individual agency present.

In addition to the sexual history, the family history may be a challenging part of 
the encounter for LGBQ patients. Often when conducting a family history, a clini-
cian will ask about a patient’s mother and father’s health. Children from same-sex 
families are often conceived using sperm donors, egg donors, or gestational carriers. 
It may be more accurate to ask: “I’d like to learn more about your genetic risk fac-
tors for disease. Please tell me what you know about your genetic history.”

Emergency clinicians are often champions of patient equality  – treating any 
patient, any disease process, anytime, and proudly treating all patients as equals. In 
the context of health disparities and social emergency medicine, the framework for 
the individual encounter between clinicians and LGBQ patients must be one of 
health equity, not simply equality. Health equity is defined as “the principle under-
lying a commitment to reduce—and, ultimately, eliminate—disparities in health 
and in its determinants, including social determinants. Pursuing health equity means 
striving for the highest possible standard of health for all people and giving special 
attention to the needs of those at greatest risk of poor health, based on social condi-
tions” [52]. This may mean it requires more time and investment with LGBQ 
patients from the treating clinician to obtain the same level of trust as with non- 
LGBQ patients. By being open and flexible to patients’ needs, clinicians can work 
to disrupt the effects of structural stigma and discrimination in a tangible way 
through the clinical encounter.

Through a commitment to justice and with proper research and education, emer-
gency physicians can work to transform the healthcare encounter from a source of 
shame and rejection to a source of affirmation and empowerment. By becoming 
competent in the care of LGBQ patients, we can transform the doctor–patient rela-
tionship from a risk factor to a protective factor.
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 Hospital/Healthcare System

Cultural change within a profession begins with education. A survey of medical 
school deans at 176 allopathic and osteopathic medical schools found that the 
median reported time dedicated to teaching LGBT-related content in the medical 
curriculum was five hours. One-third of schools reported zero hours during clinical 
years, and 43.9% of institutions rated their curricular LGBT content as only “fair” 
[53]. In 2014, a survey of EM program directors characterized the prevalence of 
content and needs related to LGBT education, barriers to curricula, and program 
demographics associated with inclusion of LGBT educational material. Only 26% 
reported that a dedicated LGBT lecture had ever been presented, while 33% 
reported incorporating LGBT topics into other components of the didactic curricu-
lum. The average amount of time spent on LGBT health was 45 minutes per year. 
Programs with LGBT faculty and residents expressed more support of inclusion of 
LGBT-focused material into training curricula compared to programs without 
LGBT faculty [54].

The Human Rights Campaign (HRC), a LGBTQ civil rights organization, has 
developed a “Healthcare Equality Index” (HEI) to score hospitals and other health-
care facilities on their compliance with best practices in LGBTQ health practices. In 
2018, 626 facilities participated [55]. The HEI rates hospitals on nondiscrimination 
policies and staff training, patient services and support, employee benefits and poli-
cies, patient and community engagement, and responsible citizenship [56]. 
Similarly, The Association for American Medical Colleges (AAMC) has published 
best practices for developing a healthy institutional climate for LGBT faculty, stu-
dents, residents, and administrators. In addition, they discuss the role of medical 
education in addressing health disparities and offer specific curricula for teaching 
core competencies related to LGBT health in medical schools [56]. The Gay and 
Lesbian Medical Association released a document outlining best practices for creat-
ing a climate of inclusion for LGBTQ health professionals and students [57]. These 
include LGBQ inclusion in mission statements, new employee orientations, and 
CME training requirements.

Recent research has established the utility and acceptability of routine collection 
and display of sexual orientation and gender identity in medical records. In qualita-
tive interviews of patients and ED providers, LGBQ patients were much less likely 
to refuse to provide sexual orientation than ED providers expected [58]. Discordant 
views between providers and patients regarding collection of sexual orientation 
highlights the discomfort that many providers have in asking about sexual practices, 
in contrast to the willingness of the LGBQ community to be seen and normalized 
within the healthcare system. Gathering data on sexual orientation in clinical set-
tings and in EHRs helps us better understand LGBQ health, including disparities in 
insurance coverage, access to care, diagnosis, and treatment [59]. Moreover, mak-
ing sexual orientation and gender identity readily visible to providers in the EHR 
can mitigate misidentification and serve as a reminder of its importance in the 
healthcare encounter.
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 Societal Level

As illustrated above, the etiology of LBGQ health disparities can be traced to 
broader social, political, and economic conditions. As cultural changes have led to 
greater acceptance of LGBQ individuals and families, we are optimistic that reduc-
tions in health disparities will follow. Yet, disparities persist.

Over the past decade, there has been a long overdue recognition of the unmet 
healthcare needs of the LGBQ community accompanied by a renewed focus on 
research and action. In Healthy People 2020—the nation’s roadmap for improving 
health over the next decade—the US committed for the first time to eliminating 
LGBT health disparities. Healthcare providers should “appropriately inquire about 
and be supportive of a patient’s sexual orientation to enhance the patient–provider 
interaction and regular use of care” [60]. In 2016, the National Institutes of Health 
(NIH) designated sexual and gender minorities (SGM) as a health disparities popu-
lation alongside racial/ethnic minorities, socioeconomically disadvantaged popula-
tions, and underserved rural populations for the purpose of research and grant 
funding [61, 62]: “In doing so, the NIH recognizes that more research in SGM 
health is critical to better understanding both the well-being of and the potentially 
undiscovered health disparities experienced by this population” [61].

A number of relatively recent legal changes have shaped access to and quality of 
health services for LGBQ Americans. In June 2013, the Supreme Court’s ruling in 
United States v. Windsor overturned a portion of Defense of Marriage Act (DOMA) 
and required the federal government to recognize legal same-sex marriages for the 
first time. This decision has had ripple effects on LGBQ health, as marriage is tied 
to a range of federal benefits including tax deductions and access to health insurance 
[63]. The Affordable Care Act (ACA), passed in 2010, extended coverage to mil-
lions of uninsured persons through the expansion of Medicaid and the creation of 
new federally subsidized health insurance marketplaces in all states. It also included 
new federal regulations barring discrimination in insurance provision based on sex-
ual orientation and gender identity. In addition, restrictions on coverage based on 
preexisting conditions (for example, HIV or mental illness) that historically dispro-
portionately affected the LGBQ community, were eliminated. In 2010, the 
Department of Health and Human Services issued a policy stating that hospitals 
needed to allow patients to designate visitors regardless of sexual orientation, gen-
der identity, or any other nonclinical factors. The Centers for Medicare and Medicaid 
Services also issued guidance noting that same-sex couples have the same rights as 
all patients to use an advanced directive to name a representative to make decisions 
on their behalf [64].

These changes have begun to narrow the longstanding disparities in insurance 
coverage for LGBQ individuals [65]. However, there have been recent setbacks as 
well. Beginning in 2019 the federal government attempted to expand the availability 
of specialized insurance plans that provide exemptions from key protections for 
sexual orientation and gender identity. “Conscience and religious” exemptions for 
healthcare providers have also been liberalized, which may limit access to care and 
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treatment for LGBT people, particularly in resource limited settings. A comprehen-
sive approach to improving LGBQ health must include advocacy at the local, state, 
and national level to ensure equity in access to quality care.

 Recommendations for Emergency Medicine Practice

Effective care for LGBQ patients in the ED requires an understanding not only of 
specific health risks but also of the larger sociopolitical context in which health 
disparities emerge. Moreover, providers need to be self-reflective and open to 
exploring personal biases (both explicit and implicit) in order to develop the skills 
needed for welcoming and respectful healthcare delivery. The following are con-
crete, tangible steps that EM providers can take to improve their clinical care of the 
LGBQ patient.

 Basic

• Do not use sexual identity as a proxy for history taking. Ask the patient about 
sexual practices in ways which are nonjudgmental and affirming.

• Respect and reflect the terminology used by your patient. For example, if a male 
patient refers to the person accompanying him as his “husband,” do not refer to 
him as the patient’s “partner” or “friend.” Try to stay current on evolving termi-
nology. If you are not sure what language to use, ask the patient.

• When taking a history, avoid gender-specific language. For example, instead of 
asking “Do you have a wife or girlfriend?” you might ask “Are you in a 
relationship?”

• If you make a mistake, recognize it, apologize, and move on.

 Intermediate

• Emergency providers can be allies to LGBQ patients by helping to create safe 
spaces by speaking up when they hear discriminatory language or witness dis-
criminatory behavior.

• Bring up issues of biases in care when teaching residents, medical students, and 
staff. Encourage providers to reflect on personal biases that may be impacting the 
care they provide, and do so for your own care.

• Integrate LGBQ issues into resident conferences and simulations. This should be 
done on an ongoing basis to reflect the most current knowledge of health and 
healthcare needs as well as changes in terminology.

• Assess your own implicit bias. Take a free, evidence-based test at Project Implicit 
(https://implicit.harvard.edu/implicit/) [66]. Complete the free, self-guided case 
scenarios at the National LGBT Health Education Center titled “Learning to 
Address Implicit Bias Towards LGBTQ Patients” [67]. https://www.lgbthealthe-
ducation.org/publication/learning-to-address-implicit-bias-towards-lgbtq-patients- 
case-scenarios/
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 Advanced

• Work with your hospital or healthcare organization to incorporate sexual orienta-
tion and gender identity into institutional frameworks. For example, advocate for 
LGBQ inclusion in mission statements, new employee orientations, and CME 
training requirements.

• Advocate for the implementation of EMR-based systems for identifying sexual ori-
entation and gender identity. While there have been concerns about electronic iden-
tification leading to increased stigma or discrimination, studies show these datapoints 
are a catalyst for new provider trainings and improved cultural competence [59].

• Participate in community-level efforts to raise awareness and advocate for 
LGBQ rights.

 Teaching Case

 Clinical Case

Luis Garcia is a one and a half-year-old male presenting to the ED with a chief com-
plaint of fever and cough. The nurse first assesses the patient and his family in triage. 
Vital signs show: temperature 38 C, HR 132, RR 32 and oxygen saturation of 94% on 
room air. The nurse’s triage note documents scattered wheezing and mild retractions 
and reports that the history was given by the child’s mother. The triage history notes 
that symptoms started yesterday and worsened today. He has never wheezed before.

You enter the exam room and find Luis sitting on a woman’s lap. Another woman 
of similar age is also in the room. He is drinking a bottle when you enter the room 
and you notice mild subcostal retractions.

After introducing yourself, you inquire about the identity of Luis’s caregivers by 
asking “Who is here today with Luis?” The woman holding Luis responds “We’re 
Luis’s parents.” You shake his parents’ hands and learn more about the history of 
this illness. You note that at 18 months, Luis is a little old for bronchiolitis, but also 
young to have a first episode of asthma or bronchospasm [68]. You are curious about 
Luis’s birth history and familial genetic history of bronchospastic disease. You also 
know that as a family with same-sex parents, this family has likely experienced 
many intrusive questions about Luis’s birth history and inquiries about which parent 
is his “real mom.” You want to honor the equal role of both caregivers while obtain-
ing important information about this child’s health. You know that like any other 
child, Luis may have been conceived using either one of his parent’s genetic mate-
rial, donor egg and/or sperm, or been adopted.

You decide to explain your rationale and ask permission before going forward. “I 
notice that Luis is wheezing today. I’m concerned that this could be an early sign of 
asthma, but I’m not sure. I’d like to learn more about Luis’s birth history and ask 
some more questions about his genetic family history. Would that be all right?” 
Both parents nod. You proceed to ask about his gestational age at birth and any 
complications. You ask about his genetic heritage and if there was any known his-
tory of asthma or atopic dermatitis. His parents note that he was conceived using a 
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known sperm donor and neither the donor nor the mother who carried him using her 
eggs have a history of asthma or atopic dermatitis.

You proceed to examine Luis. You decide to treat with supportive care for bron-
chiolitis with nasal suction, PO fluids, oxygen, fever management and close reas-
sessment. You discuss your assessment and plan with his parents and answer their 
questions. After the visit, you document the history in the electronic health record, 
including that you spoke to both parents and inquired about Luis’s genetic family 
history. You notice that the EHR template is not set up to make writing in this infor-
mation easy, and you make a note to talk to your ED director to see if there’s a better 
template available that’s more inclusive for LGBQ families.

Teaching Points
 1. Use open-ended questions to inquire about visitors with patients.
 2. When asking history questions that may be perceived as invasive, first explain 

your rationale and how they relate to the goals of care for the patient. Ask per-
mission to build trust.

 3. LGBQ health encompasses much more than sexual health. As a clinician, it’s 
essential to work to build trust and acknowledge the effects of minority stress 
and the systemic barriers these patients may face as part of their LGBQ 
experience.

Discussion Questions
 1. Have you ever made a mistake when assuming the relationship of a patient and a 

visitor? What happened? How did you recover from it to continue the clinical 
encounter?

 2. How do you approach obtaining a potentially sensitive patient history about a 
topic that may carry stigma, like sexual health, mental illness, or infertility?

 3. What parts of this case and chapter overall affirmed your practice? What chal-
lenged your practice? Why?

 4. How do you think an LGBQ-centered approach of not assuming family relation-
ships, asking open-ended history questions and explaining the rationale for cer-
tain history questions would be received by non-LGBQ patients?
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Key Points
• There is not yet a formal, systematic recognition of the transgender and gender 

nonconforming (TGGNC) population living in the US. Like the US census, most 
healthcare research and electronic health records only collect binary sex or gen-
der data so TGGNC people in the US are systematically made invisible.

• A simple, gender-affirming practice for emergency medicine (EM) clinicians is 
to universally ask patients their name (or how they would like to be addressed 
or called) and pronouns, and then use the correct names and pronouns. Gender 
affirmation supports patients’ mental health and also protects their social safety.

• EM clinicians should be familiar with the social, medical, and/or surgical gender- 
affirming practices of TGGNC people and be able to competently address 
complications.

• TGGNC-relevant education and training of all EM staff, including nonclinical 
staff, will improve emergency healthcare of TGGNC patients.
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 Foundations

 Background

Transgender and gender nonconforming (TGGNC)1 individuals have a gender iden-
tity that is different from that which was assumed or assigned, commonly based 
upon genitalia, at their birth. Transgender and gender nonconforming are separate 
gender identities, though they can overlap for the individuals who hold these identi-
ties. For example, some transgender individuals also identify as gender noncon-
forming. Gender identity is different from sexual orientation, though the two are 
often conflated or grouped together in the acronym “LGBT.” TGGNC people, like 
cisgender people, can identify with any sexual orientation, including heterosexual, 
bisexual, pansexual, lesbian, or gay (Table 7.1).

 Evidence Basis

TGGNC people have disproportionately high rates of negative and traumatizing life 
experiences that adversely impact their physical and psychological health, which 
often compounds their need for healthcare access. However, TGGNC individuals 
face significant barriers to receiving healthcare, beyond the inability to afford care 
[1]. Multiple studies across various medical specialties, including emergency medi-
cine, have demonstrated that TGGNC patients experience negative interactions with 
healthcare practitioners and institutions [2–8]. Although most of the general ED 
population (92%) are satisfied with their care, TGGNC patients disproportionately 
report dissatisfaction with ED care [2–4, 9] and report misgendering, being mocked 
by ED clinicians and staff, being outed by staff, being asked inappropriate ques-
tions, and even being assaulted by care practitioners [2–4]. Some TGGNC individu-
als report not seeking care to avoid discriminatory interactions in yet another 
societal institution [2, 8].

Training about physical health, behavioral health, and social issues that affect 
TGGNC people is critical for clinicians yet has been traditionally left out of stan-
dard medical education curricula. The estimated number of TGGNC in the US is 
similar to the number of people living with HIV in the US: 1.2 million [10]. Basic 
information about HIV and its relevant medications and emergency complications 
is common knowledge among EM clinicians—it is a standard part of EM education 
and training. The same cannot be said of TGGNC-relevant healthcare. At the time 
of this writing, there is no systematic, formalized training about the care of TGGNC 
patients in health professional schools and residency training programs [11–14]. 
TGGNC patients find that their clinicians are not versed in the medical care that is 
relevant to gender-affirming practices, surgeries, and medications, so patients avoid 
or delay care, and/or have to teach their clinicians [1, 2].

1 Not all “TGGNC” people have a “trans” identity. Some people whose life experience meets the 
definition for transgender identify exclusively with a particular gender. For example, a person who 
was female-assigned at birth might identify as a man (and not a transman). In this chapter, 
“TGGNC” includes people who identify as any gender that was not assigned to them at birth.
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Table 7.1 Definition of terms

Term Definition
Cisgender Gender identity aligns with sex genitalia; gender identity matches gender 

assumed at birth
Intersex (or “disorders” 
or “differences of sex 
development”a)

People whose gonadal, genital or other sex characteristic development 
varies from stereotypical female or male sex development; usually related 
to a congential difference in development

Transman (female-to- 
male (FTM))

Assigned female gender at birth, but gender identity is male

Gender-affirming Behaviors or interventions that affirm a transgender person’s gender 
identity (e.g. hormone use, choice of clothing)

Gender dysphoria Distress that arises from incongruence between one’s gender identity and 
one’s assumed sex at birth (including physical traits and gender role)

Gender expression Behavior, clothing, and/or personal traits that communicate gender 
(though expression and identity may not be the same)

Gender identity Personal or subjective sense of self as belonging to a particular gender
Gender nonconforming/
gender nonbinary/
genderqueer

Terms for people who do not subscribe to binary “male” or “female” 
gender distinctions and may identify with both, neither, or a combination 
of male and female genders

Transwoman (male-to- 
female (MTF))

Assigned male gender at birth, but gender identity is female

Misgender To incorrectly gender someone (in speech or in writing) by using the 
wrong name and/or pronouns.

Outing Rather than “coming out,” in which an individual purposefully tells about 
their gender identity (and/or sexual orientation), “outing” is when 
someone else tells or behaves in a way that discloses an individual’s 
gender identity (and/or sexual orientation) without that person’s express 
consent.

Queer Umbrella term for people who do not identify as heterosexual and/or 
cisgender

Sex (Natal sex) Genetic and physical traits associated with maleness or femaleness
Sex marker The sex binary is used on formal identification and insurance cards, and 

the “F” or “M” identifies the holder as “female” or “male,” respectively. 
“Sex marker” and “gender marker” are often used interchangeably, 
although sex and gender have different meanings.

Transgender Actual gender identity does not align with gender assumed based upon 
genitalia at birth

Transitioning Shifting one’s gender expression to be more or less masculine/feminine
Transfeminine Birth-assigned male individuals that identify as girls, women, or gender 

nonconforming
Transmasculine Birth-assigned female individuals that identify as boys, men, or gender 

nonconforming
Transphobia Prejudice against and dislike of transgender and genderqueer people
Transsexual Historically used to refer to gender-affirming expressions of identity 

different than that which was assigned at birth
Two-Spirit This term was coined in 1990, at the 3rd Annual Inter-tribal Native 

American, First Nations, Gay and Lesbian American Conference, and is 
used by some Indigenous people to communicate that they have a 
masculine and feminine spirit (this conceptualization includes diverse 
gender identities and same-gender attraction)b.

Jalali and Sauer [47]
Printed with permission of Dr. Jalali; adapted by Drs. Adrian Daul and Makini Chisolm-Straker.
aIn 2006, the medical community stopped using the term “intersex” and started using “Disorders of 
Sexual Development.” But this terminology is not uniformly, or even commonly, accepted among the 
people to whom it is meant to be applied, as it pathologizes many people with healthy bodies. Interested 
readers can start to learn more here: https://ihra.org.au/allies/
b“Two-Spirit Community.” Re:Searching for LGBTQ2S+ Health. 2019. Available at: https://lgbtqhealth.
ca/community/two-spirit.php. Accessed 28 April 2019.
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The following sections aim to familiarize EM clinicians with the basics of 
TGGNC-specific emergency medicine needs using evidence-based information 
when available, and otherwise, best-practice guidelines. Because inclusive gender 
data has not been systematically collected, potential health outcomes are largely 
postulated based upon expert opinion and reasoned extrapolations from cisgender 
data. However, clinician and patient experiences, and available evidence, indicate 
that gender-affirming interventions (medical, surgical, and social) improve the men-
tal health of TGGNC people, and that overall, when performed safely, gender- 
affirming interventions impart more benefit than risk [15–18].

 Emergency Department and Beyond

 Bedside

First and foremost, emergency clinicians can foster an environment of respect and 
safety that ensures TGGNC patients are treated with the same dignity as any ED 
patient. Unfortunately, TGGNC patients consistently report negative experiences 
in emergency departments including overt discrimination and mockery, as well as 
shaming or disgust from their treatment team [2–4]. To make emergency depart-
ments safe for TGGNC people, clinicians will need to combat their own explicit 
and implicit biases,2 and constructively intervene when colleagues behave in ways 
that perpetuate stigma. Samuels et al. identified three specific areas for improving 
the ED experiences of TGGNC patients: communication, privacy, and compe-
tency [3].

 Communication
Communication is of the utmost import to high-quality healthcare provision and 
yet, when caring for TGGNC patients, clinicians may find communication challeng-
ing on many fronts. One challenge is that the emergency clinician may not know 
when they are caring for a TGGNC patient. Often this information is not contained 
in or successfully communicated via the electronic health record (EHR). Some 

2 “Bias is the application of an attitude or preconceived notion (stereotype) to form a preference 
toward or against something or someone, which can manifest through behavior. Bias is explicit 
when the holder of the bias is conscious or aware that he or she has this preference or partiality. 
‘Implicit’ or ‘unconscious bias’ is an unconscious attitude or partiality that ‘is not readily apparent 
to the individual and can differ markedly from a person’s explicit and expressed beliefs’ (Sabin 
et al., 2009)” [Chisolm-Straker & Straker, 2015]. Implicit bias can affect clinical decisions and 
provider-patient interactions.

Sabin, J.A., Nosek, B.A., Greenwald, A.G. and Rivara, F.P. (2009), “Physicians’ implicit and 
explicit attitudes about race by MD race, ethnicity, and gender,” Journal of Health Care for the 
Poor and Underserved, Vol. 20 No. 3, pp. 896–913, doi: https://doi.org/10.1353/hpu.0.0185.

Chisolm-Straker M, Straker H. (2017) “Implicit bias in US medicine: complex findings and 
incomplete conclusions,” International Journal of Human Rights in Healthcare, Vol. 10 Iss 
1 pp. 43–55.
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transgender patients, whose current name, sex marker, and gender expression 
socially conform to their gender identity, may be treated without a practitioner 
being aware that the patient had a different sex assumed at birth. For example, imag-
ine Laverne Cox is an ED patient. Ms. Cox is an actress and transwoman well 
known for her role on Orange is the New Black. Given her feminine name and 
appearance, she is likely to be perceived as a cisgender female by a clinician. Some 
TGGNC patients readily disclose their identity to clinicians, others do not. Some do 
not share this information if they do not discern clinical relevance or if they fear it 
will provoke maltreatment [1, 2]. Others who have not legally transitioned may not 
feel empowered to ask clinicians to use their chosen name and gender identity. 
Astute clinicians may be clued in about a patient’s TGGNC identity when they 
notice a “mismatch” between the patient’s name, sex marker, and the patient’s gen-
der expression, or when they recognize gender-affirming medications/surgeries/
practices during a patient encounter.

If not clearly stated in the EHR, a simple and best practice for clinicians is to ask 
what name and pronouns a patient uses. Using the correct name and pronouns for a 
TGGNC patient is a basic and profoundly gender-affirming practice. Asking allows 
the clinician to avoid misgendering, which is a distressing experience for TGGNC 
people. Many words traditionally used to greet patients are inherently gendered 
including “sir,” “ma’am,” “Mr.,” and “Ms.” For a transwoman to be misgendered 
and addressed as “Mr.” is distressing and likely to negatively impact the entire 
encounter. Instead, clinicians can initially address patients by last name. “Hi, is your 
last name ‘Hanley-Okua’?” And then follow up with: “What name would you like 
me to call you by? What pronouns do you use?” Or alternatively, “Hi I am Dr. 
Jansson and I use he and him pronouns; tell me what name you go by and what 
pronouns you use.” At times, it can be helpful to specify pronoun options: she/hers, 
he/his, they/theirs. Occasionally, a patient may be upset by these questions or may 
need some additional explanation: “These are questions that all patients are now 
being asked to help clinicians, like me, avoid assumptions that can have a negative 
effect on patients’ health and healthcare.”

Even when a patient’s gender identity is not directly relevant to the clinical pre-
sentation, a patient’s experience and willingness to seek needed care in the future 
will be informed by how they were addressed and treated by the medical team. 
When a practitioner uses an incorrectly gendered term for a patient, it is best to 
simply acknowledge and correct the error. Unless the patient requests otherwise, the 
entire clinical care team should always use the patient’s correct name and pronouns, 
regardless of whether the patient is present for the discussion. This information 
should be relayed to all team members, including technicians, phlebotomists, con-
sultants, and transporters. This is particularly important when the electronic health 
record fails to communicate the correct name and pronouns to use.

Often the very ways clinicians have been taught to elicit histories rely on assump-
tions that are a barrier to communication with TGGNC people. For example, a ques-
tion when assessing a patient’s sexual health risks such as “Are you using condoms?” 
makes assumptions about body parts, sexual partners, and/or sexual practices. 
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Practitioners can instead use more open-ended questions (e.g. “How do protect 
yourself from sexually transmitted infections?”). Clinicians also need to practice 
respectful strategies for asking about gender-affirming therapies. As part of best 
practice with all ED patients, the clinical relevance of any sensitive exam should be 
explained to the patient and their express verbal consent should be ensured before 
proceeding. As is always the case, patients with capacity have the right to decline 
any aspect of care, including parts of the exam. Readers can review the case at the 
end of the chapter for more guidance on how to communicate about sensitive aspects 
of the history and exam.

 Privacy
All patients deserve privacy for their history and examination and yet, in the reality 
of many emergency departments, true privacy can be hard to secure. When asking 
about names, pronouns, and medical/surgical history, it is useful to explicitly 
acknowledge the lack of privacy and use a lower volume. Sensitive physical exams 
(including exposure of the chest for EKG) should be performed in private. Routine 
practices such as fully exposing polytrauma patients to examine for clandestine 
injury can be distressing for TGGNC patients. Ensuring privacy during the sensitive 
parts of the history and exam will prevent the inadvertent “outing” of a TGGNC 
patient to other ED patients or staff members who are not participating in the 
patient’s care. Practitioners should bear in mind that being “outed” in public spaces 
poses a safety threat for TGGNC patients.

Sensitive history and exams should only be performed if they are clinically rele-
vant. Curiosity is an inappropriate reason to ask a patient about their gender- affirming 
practices or conduct exams that are not clinically relevant. For example, if a patient 
presents with a laceration to the arm, their gender-affirming practices are not relevant 
to the care they should receive. Inquiring into unnecessary history can be traumatizing 
for the patient and risks outing the patient to those who may overhear. Moreover, it is 
unacceptable to use a TGGNC patient for teaching purposes without their permission, 
especially when the “teaching” is simply about the presence of a TGGNC person in 
the ED. In one study of TGGNC patients that accessed ED care, a participant shared, 
“I have also had doctors/nurses call over other people on duty to come look at me for 
no reason. It made me feel like an animal in a zoo” [2].

 Competency
Most practitioners have had little training on TGGNC health and health needs [19], 
and TGGNC people are often put in the position of having to educate their clinicians 
in order to receive appropriate care [1–3]. Basic knowledge of the gender-affirming 
social, medical, and surgical interventions TGGNC people use is critical and neces-
sary for EM clinicians. Practitioners must understand why TGGNC people adopt 
these interventions and practices: to reduce gender dysphoria and/or have their gen-
der expression convey their gender identity. Among a population where suicide is 
epidemic, these practices and interventions may be life-saving and should be framed 
as such.
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 Social (Nonmedical, Nonsurgical) Gender-Affirming Practices
Transition is the social process by which a TGGNC person shifts their gender 
expression to align with their internal sense of gender identity. TGGNC people may 
express their gender in the clothing, hairstyle, cosmetics, and accessories they 
choose, as well as through mannerisms. Other social practices TGGNC people may 
adopt to modify their gender expression include binding, packing, and tucking. As 
part of gender transition, some TGGNC people choose to change their legal name/
sex. Legally changing one’s name and sex marker are two separate processes and 
can be an onerous challenge. Although requirements can vary by state, changing 
one’s legal name requires a court order and often entails paperwork, fees, and/or 
placing notices in the newspaper to announce the name change. Many people may 
not be able to navigate or afford this process. Requirements to change one’s sex 
marker also vary by state and often require a physician’s note verifying that a 
TGGNC person has “completed” a gender transition. This formally and systemati-
cally values medical and surgical gender affirmation over social gender-affirming 
practices. Medical and surgical interventions are not financially and/or medically 
feasible for all TGGNC people, nor are they uniformly desired [20]. If and once 
name/gender change has been achieved, a person must then comb through all 
aspects of their life to update their name and gender marker, including bank 
accounts, credit cards, loans, titles, utilities, professional degrees, licensures, and 
insurances.

The costs of transitioning are enormous. Insurance does not always cover 
gender- affirming medical or surgical interventions. In addition to time and fiscal 
inputs, the emotional costs include a process that requires innumerable episodes 
of coming out as TGGNC and also has the potential to exact crushing social loss. 
Many TGGNC people who transition experience loss of job, family, and/or 
friends as well as threats to safety. Thus, the decision to transition is quite com-
plex and unique for each individual. For some TGGNC people, social gender-
affirming practices are the only way they desire to or have the ability to modify 
their gender expression.

 Binding

Definition
Binding describes the practice of tightly compressing the breasts against the chest 
wall to create a masculine contour of the chest. For transmasculine people, binding 
mitigates the gender dysphoria associated with having breasts. Binding can be 
accomplished using a variety of materials including doubled up sports bras, elastic 
wrap, and commercially made binders.

Possible Complications
Binding can result in chest pain, dyspnea, broken ribs, and skin avulsion and break-
down if people bind too tightly, for too long, or with unsafe material (e.g., plastic 
wrap, duct tape) [21].
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Appropriate Clinical Interventions
Symptomatic binding should be addressed using harm reduction principles.3 For the 
person who binds, this practice has mental health and safety purposes as it mitigates 
gender dysphoria and allows one to blend in when accessing masculine spaces (e.g., 
men’s restrooms). Thus, simply directing a patient to stop binding is not a safe or 
feasible option, and doing so communicates a lack of caring about the patient’s 
well-being and safety. Instead, clinicians should recommend safer binding practices 
such as using properly fitted (not too small) sports bras or commercial binders; lim-
iting daily use to less than eight consecutive hours; recommending against night-
time wear; and suggesting occasional “off days,” in which the breast tissue is 
unbound.

 Packing
Packing is a practice some transmasculine people adopt to create a masculine con-
tour to the groin. Packing devices, worn to simulate male genitalia, may be com-
mercially- or home-made. Sometimes these devices may also be designed to allow 
a transman to urinate while standing (“stand-to-pee” device), which may be impor-
tant to safely accessing men’s restrooms. In the ED, packing devices are most likely 
to be incidentally discovered during the exposure of a multi-trauma or critically ill 
patient. In this case, the packing device should be discretely stored with the rest of 
the patient’s personal items. The use of packing devices is not commonly associated 
with serious medical complications.

 Tucking

Definition
Tucking is a practice some transfeminine people adopt to create a more feminine 
appearance to the groin. This is accomplished by pushing the testicles into the ingui-
nal canals and/or wrapping the penis between the legs. Tape or tight-fitting under-
wear is used to hold the genitalia in place [22].

Possible Complications
The potential risks of tucking include reduced fertility (tucking renders the tes-
ticles unable to move closer to/farther from the body to regulate temperature), 
fungal infections (due to naturally moist conditions in this region), skin irritation 
(related to repeated use/removal of tape), urinary tract infections (related to uri-
nation avoidance because urination requires one to un-tuck), and chronic pain in 
the genitalia.

3 Harm reduction refers to policies, programs, and practices that aim to reduce harms associated 
with a behavior or action, in people that are unable or unwilling to stop. The defining features are 
the focus on the prevention or mitigation of harm, rather than on prevention of the behavior itself. 
Harm reduction focuses on and prioritizes the person, not the behavior.
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Appropriate Clinical Interventions
Dance belts (designed to support and conceal the shape of male genitals) or gaffs 
(designed solely to conceal male genitalia) may be used to accomplish feminization 
of the groin contour – although perhaps not as convincingly as tucking – and also 
avoid some of the risks associated with tucking. Patients who have symptoms 
related to tucking practices can also be counseled to try alternating between dance 
belt/gaff and tucking.

 Gender-Affirming Medications
Gender-affirming medications, including hormones, are another method used to 
modify gender expression. There are few instances in which an EM clinician should 
stop or change a patient’s gender-affirming medications. Additionally, for those 
TGGNC patients who are boarding in the emergency department (including psychi-
atric emergency patients), gender-affirming medications should be continued unless 
there is a specific contraindication. People who identify as gender nonconforming 
and desire medication-assisted transition may also be on low doses of virulizing or 
feminizing medications described below. Many TGGNC people do not have ade-
quate health insurance and/or do not have access to qualified licensed medical prac-
titioners. Still, their mental health is improved with the capacity to alleviate gender 
dysphoria and express their gender identity. Use of medications from unlicensed 
providers allows TGGNC people without other means to have more agency in gen-
der expression, but puts them at increased risk of adverse side effects if they are 
exposed to inappropriate formulations or dosing. Hence it is prudent to inquire 
about who prescribes gender-affirming medications to a TGGNC patient. A brief 
summary about medications follows; for in-depth information on specific medical 
and surgical interventions, practitioners can access “Guidelines for the Primary and 
Gender- Affirming Care of Transgender and Gender Nonbinary People” on the 
Center of Excellence for Transgender Health website [23]. Whether gender-affirm-
ing hormones expose TGGNC people to increased risk for mortality- and morbid-
ity-related cardiovascular disease remains to be determined with certainty; the best 
studies to date are small and have considerable methodological limitations, conse-
quently limiting the implications of their findings [18].

Transmasculine Gender-Affirming Medications
Bioidentical testosterone is used as a single virulizing agent. This is most often 
delivered as an injection (intramuscularly or subcutaneously), although topical 
preparations also exist. Testosterone therapy causes voice deepening, clitoral 
enlargement, male pattern of hair growth/loss, increased muscle mass, and cessation 
of menses. Polycythemia and derangements of lipid metabolism are common 
adverse effects.

Transfeminine Gender-Affirming Medications
The primary estrogen prescribed for feminizing therapy is 17-beta estradiol, which 
is the bioidentical hormone. This can be delivered via oral, topical, or injectable 
routes. Estrogen therapy causes breast enlargement, feminine adipose distribution, 
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decreased erections, and testicular atrophy with potential for irreversible infertility. 
The most common serious adverse side effect that EM providers need to be aware 
of is the risk of venous thromboembolism (VTE), and still, VTE is uncommon in 
this population. The risk of VTE is higher with other preparations such as ethinyl 
estradiol, which can be found in certain oral hormonal therapies prescribed to cis-
gender girls and women. The risk of VTE is higher with injectable estrogen com-
pared to oral and transdermal preparations; risk is also higher if patients are getting 
estrogen “off the street” or overdosing (it can be tempting to take extra hormone in 
hopes of speeding up one’s physical transition).

In addition to estrogen, transwomen who still have testicles may also use an anti- 
androgen agent such as high dose spironolactone (e.g. 200–400 mg daily) to lower 
testosterone to desired levels. As spironolactone is a potassium-sparing diuretic, 
hyperkalemia is a medication effect that EM clinicians may encounter.

 Gender-Affirming Surgeries
Gender-affirming surgeries are less prevalent among TGGNC people than is medica-
tion use. These surgeries are often expensive and can require a long recovery period. 
Some TGGNC people simply have no desire for permanent physical alteration of their 
body. As with any surgery, these are often more prone to complications than medical 
interventions. While there are a variety of “minor” procedures, the major surgeries are 
often grouped into “top” or breast surgeries and “bottom” or genital surgeries.

Transmasculine Gender-Affirming Surgeries
Among transmasculine people, top surgery, or double mastectomy with chest recon-
struction, is the most common surgery. Bottom surgeries include hysterectomy/
oophorectomy, metoidioplasty (elongation of the clitoris with or without urethral 
lengthening), phalloplasty (creation of a phallus), and scrotoplasty (creation of a 
scrotum).

Transfeminine Gender-Affirming Surgeries
Among some transfeminine people, top surgery, or breast augmentation, may be 
desired if there is unsatisfactory breast growth after a 1–2 years of gender-affirming 
hormones. Bottom surgeries include penectomy (removal of penis), orchiectomy 
(removal of testicles), and vaginoplasty (creation of a neovagina). Some transfemi-
nine people may have other procedures such as facial “feminization,” “feminizing” 
vocal cord surgery, and/or body contouring. The concept of “feminizing” implies that 
certain ways of looking and sounding are for women, despite the obvious fact that 
women have a variety of body shapes and voice pitches. Still, transfeminine people 
with more “feminine” physiques and voices may more easily have their gender iden-
tity respected than transfeminine people that have more “masculine” bodies or voices.

• Facial “Feminization”
Surgeries may include forehead and brow reshaping, jaw and chin contouring, 

rhinoplasty, hairline advancement, and tracheal shaving (reduction in the visibil-
ity of the “Adam’s apple”).
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• Voice “Feminization”
In this type of surgery, the vocal cords’ length is shortened to produce a higher 

vocal pitch. Patients may have vocal coaching with a speech and language 
pathologist before such surgery, to “optimize” results.

• Body Contouring
Body contouring is most commonly used by transwomen who seek a com-

monly recognized “feminine” shape. While this can be done with clothing modi-
fications (e.g., corsets, shapewear), it can also be done surgically. For example, 
surgeons may shift abdominal fat to the gluteal and hip region to create the 
appearance of wider hips and a narrower waist.

One unsafe body contouring practice used among some transfeminine people 
is free silicone injections. Nonmedical free silicone injections into the thighs, 
buttocks, and/or hips are a means of immediate relief of body dysphoria symp-
toms for transwomen. Free silicone injections may be particularly appealing for 
transwomen who are unable to access gender-affirming hormones and/or surger-
ies for medical or financial reasons. Free silicone can cause a serious local soft 
tissue inflammatory reaction and, if injected intravascularly, can result in embolic 
disease. The common practice of using nonmedical grade silicone for these 
injections, as well as having injections performed by nonmedical, inexperienced 
practitioners, increases the risk for devastating outcomes. Silicone pulmonary 
embolism, which clinically presents similarly to fat emboli syndrome, can lead 
to dyspnea, chest pain, hemoptysis, alveolar hemorrhage, acute respiratory dis-
tress syndrome, and devastating neurologic sequelae. Care is supportive and 
patients experiencing sequelae often require admission to a medical intensive 
care unit.

Insurance coverage for gender-affirming care – medications and surgeries – is 
company dependent. Some private insurers cover it and others do not. For people on 
Medicaid, coverage varies from state to state, with a handful of states explicitly 
excluding coverage for gender affirmation-related care [24]. Some TGGNC people, 
lacking coverage for needed care, may use unlicensed or unsafe medications and/or 
procedures, which can have negative health impacts. That said, gender- affirming 
care is increasingly considered a “medical necessity” and coverage expanded sig-
nificantly with the passage of the Affordable Care Act [24].

 Hospital/Healthcare System

 Nondiscrimination Policy
Lambda Legal and the Human Rights Campaign coauthored a landmark publication 
to guide best practice in hospital policies called Creating equal access to quality 
health care for transgender patients: Transgender-affirming hospital policies [25]. 
The first best practice they recommend is to adopt and broadly announce a hospital- 
wide nondiscrimination policy that explicitly includes gender identity and gender 
expression.
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 Privacy
Gender identity information should be collected in a private setting. In multiple 
studies, TGGNC patients have described having their gender identity revealed to 
other patients as registration personnel asked them about their gender identity with 
other patients nearby. Not only is this a breach of privacy, but also it poses safety 
issues including threatening patients’ ability to safely access gendered spaces like 
restrooms. TGGNC people may fear violent attacks if their identity is revealed [26, 
27]. In one study, a participant shared, “I revealed my status, which no one knows 
usually until I tell them….when I tried to use the woman’s restroom before I left, 
they threatened to call security on me. It was humiliating. I would die before I went 
back there again” [2]. Despite misconception, transgender and genderqueer people 
using the restroom are substantially more likely to be attacked by cisgender people 
than cisgender people are to be by TGGNC people [1, 26].

 Electronic Health Record & Charting
Systematic, inclusive gender documentation in health records is an important step 
toward evidence-based care of this patient population. Inclusive gender information 
should be universally collected from patients and meaningfully displayed in the 
health record. This can get complicated when a patient has a name and/or gender 
identity that conflicts with their legal documents. Achieving this goal requires a 
capable electronic health record and staff properly trained to input the data. Even 
deciding who within the healthcare team should collect or have access to this infor-
mation requires careful consideration. Literature indicates that, among literate pop-
ulations, patients prefer when they can enter this data themselves [28].

For the clinician documenting an encounter with a patient, it is best practice to 
use the patient’s pronouns throughout the document. Sex assumed at birth should be 
referenced only when it is medically relevant, or when the patient requests that it is 
documented so that other care team members are aware.

 Rooming
Patients should be roomed according to their gender identity. This best practice 
policy is also supported by the Lambda report [25]. Complaints from other patients 
do not constitute grounds for an exception to best-practice room assignment, akin to 
nondiscrimination policies that protect against racial discrimination.

 Billing
An ED visit can lead to serious fiscal consequences for an uninsured patient or for 
a patient whose insurance company refuses to pay for care it deems inappropriate 
based on the legally recognized gender of the patient. For example, insurance com-
panies have refused to cover gynecologic care for legally recognized men who were 
assigned a female gender at birth. Awareness of this reality can help practitioners 
partner with patients to find the best and safest diagnostic and treatment options.

Although the visibility of gender diverse people is on the rise, the average emer-
gency clinician cannot be expected to be an expert in TGGNC health. Beyond 
ensuring a respectful environment of care, a basic familiarity with the 
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gender- affirming social, medical, and surgical practices of TGGNC people can 
improve the safety, efficacy, and perception of emergency care in this patient popu-
lation. Knowledge about best-practice and evidence-based care of TGGNC-patients 
is a core competency for all EM clinicians.

 Societal Level

 Lack of Systematic Recognition
There is not yet a formal, systematic recognition of the TGGNC population living 
in the US. Data collected about sex and/or gender are almost always binary, includ-
ing only “female” and “male.” The federal census only counts female and male 
sexes; in fact, the census is not concerned with gender at all. What do TGGNC 
people do? The options are to choose something that does not completely reflect 
their identity or experience. Not being counted perpetuates the untruth that such 
people do not exist. Like the US census, most healthcare research and electronic 
health records only collect binary sex or gender data. So, TGGNC people in the US 
are devalued by systematically being made invisible. This presents an ongoing bar-
rier to an evidence-based understanding of the long-term health impact of gender- 
affirming interventions and how these interact with other facets of a person’s health.

 Systemic Discrimination, Trauma, and Poverty Negatively 
Impact Health
While TGGNC identities are not routinely collected in most national databases, 
there are an estimated 1–1.3 million TGGNC people in the US [29–31]. TGGNC 
people often experience discrimination in school settings, the criminal justice sys-
tem, the workplace, and society at large, all of which can impact their health nega-
tively [1, 32, 33]. TGGNC people are bullied in school, verbally harassed while 
using the restroom, and endure daily micro-aggressions.4 In the 2015 US Transgender 
Survey, 52% of those perceived as transgender in primary school were not allowed 
to wear gender-affirming clothing; 12% experienced harassment when using a pub-
lic restroom [1]. Violence is a common experience in this community. In a 2011 
national survey of TGGNC people, 61% reported physical assault, and 64% sexual 
assault, at least once [32]. Law enforcement does not reliably offer supportive 
recourse. In fact, it is not uncommon for TGGNC people to experience trauma from 
law enforcement agents: 58% of 2011 national survey participants reported verbal 
harassment, misgendering, physical assault, or sexual assault by police officers 
[32]. A staggering 40% of TGGNC people report at least one suicide attempt com-
pared to the national average of 4% [32, 34]. TGGNC people are more likely than 
cisgender people to use illicit substances or alcohol, and many describe their use as 
a way to cope with the disproportionately high rates of discrimination and trauma 
they experience [32].

4 Microaggression: “a comment or action that subtly and often unconsciously or unintentionally 
expresses a prejudiced attitude toward a member of a marginalized group” (Merriam-Webster, 2019).
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Despite achieving higher rates of advanced education, TGGNC people are dis-
proportionately un- or underemployed in comparison to the general population: 
while 5% of the general population are unemployed, 15% of TGGNC people are 
unemployed [1]. Denied access to mainstream and legal employment opportunities, 
TGGNC people are more likely to live in extreme poverty compared to the general 
population. In a 2011 national survey, TGGNC study participants were four times 
more likely to have an annual household income of less than $10,000 in comparison 
to the general US population [30]. To survive, TGGNC individuals are more likely 
to turn to the “underground economy” (e.g., commercial sex work or selling drugs) 
to provide for themselves; hence they are more likely to be incarcerated [32].

TGGNC people of color disproportionately experience even higher rates of 
trauma and hardship than their White TGGNC peers. For example, in the 
2015 US Transgender Survey, about 18% of participants lived in poverty, but nearly 
42% of TGGNC people of color lived in poverty [1]. For some racial groups, the 
disparities are even more stark: While 1.4% of the survey’s respondents were living 
with HIV (0.3% are living with HIV in the general US population), the rate among 
Black TGGNC people was 6.7%; for Black transwomen, the rate was 19% [1]. The 
rate of murder of TGGNC people—especially transwomen of color—is dispropor-
tionately higher than any other population [35]. Such disparities are not directly due 
to race or ethnicity, but result from the intersectionality of marginalized experi-
ences. As evidenced above, systems of oppression, like racism5 and transphobia, 
compound harm to individuals with membership in multiple oppressed groups.

In 2017 the National Institutes of Health (NIH) recognized gender “minorities,” 
including transgender populations, as a health disparity population for the purposes of 
NIH research [36, 37]. But TGGNC people’s status in the US is precarious and their 
rights change based upon the federal administration [38, 39]. Consequently, federal funds 
and practical capacity to study health issues that specifically affect this population are 
currently inadequate, limiting evidence-based advancements in TGGNC-healthcare.

 The Old Is New Again
The presence of TGGNC people is not novel. People of all genders have been rec-
ognized for centuries [40–43]. For example, in some Indigenous nations on the 
North American continent, a third6 gender exists to recognize those who do not 
identify solely as men or women. Such people were valued members of their com-
munities, before European colonization and genocide. In the twentieth century, 
European Christian influences and impositions yielded a significant loss of com-
munity standing for (those who would today be called) Two-Spirit people [44]. 

5 Racism can be observed “as a pattern of deeply entrenched and culturally sanctioned beliefs, 
practices, and policies which, regardless of intent, serve to provide or defend the advantages of 
Whites and disadvantages to groups assigned to other racial or ethnic categories” (van Ryn 
et al., 2011).

van Ryn, M. and Saha, S. (2011), “Exploring unconscious bias in disparities research and 
medical education”, JAMA, Vol. 306 No. 9, pp. 995–6.
6 Some Indigenous nations recognize more than three genders. Wilbur M, Keene A (hosts). All My 
Relations & Indigenous Feminism. All My Relations. Episode 1. 26 February 2019. https://www.
buzzsprout.com/262196/973365-ep-1-all-my-relations-Indigenous-feminism
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Marriages between Two-Spirit people and their spouses were no longer legally rec-
ognized and Two-Spirit people were forced into the gender binary. Many of those 
who did not conform lived in secret or killed themselves [44]. With the “gay rights”7 
and “Red Power”8 movements that started in the 1960s, a reclaiming of culture and 
respect for gender diversity is reemerging.

It is largely communities of color that have documented TGGNC peoples 
throughout time, and TGGNC people of color are disproportionately represented 
among those with negative experiences and health outcomes. But, they are not rep-
resentatively included in the limited health outcomes’ research about TGGNC peo-
ple [45]. This may be because many of these research endeavors rely on TGGNC 
individuals already connected to social service and healthcare organizations. 
Connection to services can out individuals or call attention to “otherness,” which 
may be even more unsafe for TGGNC people of color in the US. Nonetheless, that 
TGGNC people have been documented throughout time lends credence to the con-
ceptualizations of (1) gender as existing on a spectrum (not as a binary) and (2) 
diversity in gender identity and expression as a natural, expected phenomenon.

 Recommendations for Emergency Medicine Practice

 Basic

• The existence of gender diversity around the world has been documented for 
centuries and yet, until recently, the TGGNC population in the US has been 
largely invisible, including within the healthcare system, owing partly to the lack 
of systematic collection of data. EM practitioners should be able to discuss how 
this serves to reinforce ongoing disparity and stigma, both in healthcare and at 
the societal level.

• Best clinical practice is that EM clinicians universally ask patients their name (or 
how they would like to be addressed and called) and pronouns, and then use the 
correct names and pronouns.

• EM clinicians need to be clinically competent in caring for TGGNC patients. 
TGGNC people may use social, medical, and/or surgical gender-affirming inter-
ventions that sometimes result in health complications. EM residency curricula 
should include this content.

• EM practitioners should respect the importance of gender-affirming practices 
and partner with patients to reduce harm, when it occurs. Gender affirmation 
supports patients’ good mental health, and may also protect their social safety, 
which impacts physical health.

7 While the 1960s “gay rights” movement in the USA largely focused on white, cisgender gay men, 
its ethos theoretically included other queer people.
8 A Native American social movement demanding self-determination of Indigenous people in 
the USA.
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 Intermediate

• Develop written hospital policies that explicitly support TGGNC patients. 
Formal hospital support normalizes clinicians’ gender-inclusive and gender- 
affirming efforts, and facilitates TGGNC-patient safety and self-efficacy. Policy-
makers can refer to the Lambda report for specific recommendations [25].

• EHRs should capture and communicate the gender diversity of patients, which is 
an important component of improving the evidence base for clinicians caring for 
TGGNC patients.

• All EM staff, including nonclinical staff, should receive TGGNC-relevant educa-
tion and training to improve TGGNC-patient experiences, and ultimately make 
the ED a safer place for this marginalized population.

 Advanced

• EM clinician-researchers should include all genders in any research endeavors. 
For example, when asking participants to share their demographics, the options 
might be “man,” “woman,” “transman,” “transwoman,” “nonbinary,” and “other.”

• EM clinician-educators teaching medical professionals should purposefully point out 
false gender binaries whenever citing gender-noninclusive research. By calling atten-
tion to the exclusion, education leaders make explicit their recognition of TGGNC 
people, the gaps in knowledge, and a willingness to accept gender nonbinary data.

• EM clinicians should support state and federal legislation that improves TGGNC- 
patients’ access to gender-affirming healthcare. In this way, EM clinicians can 
improve patients’ access to primary and preventative care, and may help decrease 
negative health impacts from the use of unlicensed practices and medications.

 Teaching Case

 Clinical Case

“James S.”
A 34-year-old transman presents to the emergency department with a chief com-

plaint of abdominal pain. Vital signs in the electronic medical record are a tempera-
ture of 37.9 °C, blood pressure of 127/72 mm Hg, heart rate of 87 beats per minute, 
respiratory rate of 18 breaths per minute, and a pulse oximeter of 97% on room air.
Practitioner Hi, I’m Dr. Martinique and I’ll be taking care of you today. What 

name should I call you by?
JS James is fine.

JS reports one day of right lower quadrant pain with associated nausea and vom-
iting. He denies fever, chills, or a change in urinary/bowel habits.
Practitioner James, I need to ask you some questions about your sexual health 

and gender in order to figure out what might be causing this pain. 
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I see from the electronic record that you identify as a man and were 
assigned “female” at birth. Is this correct?

JS Yep.
Practitioner I see that you are on testosterone. Who prescribes the testosterone 

and do you take it differently than prescribed?
JS I normally go to a gender clinic and they give me the injection every 

two weeks – I missed my last couple injections because my insurance 
fell through.

Practitioner Have you had any gender-affirming surgeries, like top or bottom 
surgery?

JS Just top surgery.
Practitioner Can you describe who you are having sex with and what parts of 

your body you use during sex?
JS I only have one partner. I’ve been with him for the past two months. 

We only have oral sex.
Practitioner Okay, just to make sure I understand: You’re sexually active with one 

male partner. You have sexual contact in which he puts his mouth on 
your genitals and vice versa.

JS Yes.
Practitioner How do you protect yourself from STIs?
JS We don’t use anything. He told me he’s clean.
Practitioner Have you noticed any discharge, bleeding, or pain in the lower geni-

tal or anal region?
JS. No.

Given that the patient has his natal female anatomy, the initial differential diag-
nosis in this case is very broad and includes ovarian cyst, ovarian torsion, pelvic 
inflammatory disease, tubo-ovarian abscess, and ectopic pregnancy, in addition to 
appendicitis.
Practitioner James, there are many things that could be causing your symptoms 

today and it’s important that we look for the most serious causes. To 
understand what is going on, I need to examine you carefully includ-
ing a lower genital exam to see if your symptoms could be coming 
from there. Is that okay with you?

JS Yes.
Practitioner Sometimes people use different words when they talk about their 

genitals. I am happy to use whatever words will make you most com-
fortable. What words do you use for your genitals?

JS You can just say “vagina.”
Practitioner Ok. Anytime I perform a genital exam, I have to have a chaperone. 

What gender of chaperone would you prefer? Is there a support per-
son you would like to be here during the exam?

The exam is notable for an obese abdomen with tenderness in right lower quad-
rant and right inguinal region without guarding. On pelvic exam, there is no cervical 
motion tenderness or adnexal tenderness. Lab work shows leukocytosis with left 
shift, normal urinalysis, and negative urine HCG. CT scan shows uncomplicated 
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appendicitis. The clinician orders antibiotics and consults general surgery. 
Ultimately, the patient goes to the operating room for appendectomy.
Practitioner Hello Dr. DeJesus, this is Dr. Martinique in the ED. I’m calling to let 

you know about a patient I have here with a CT-confirmed appy. Do 
you have a few moments to talk?

Consultant Oh hi, sure, go ahead.
Practitioner Great; the medical record number is A12345. Mr. JS is a 34 year old 

transman who came in with a day of nausea, vomiting, and right 
lower quad pain. Pretty classic story.

Consultant I’m sorry, “transman” means what?
Practitioner He was assigned a female sex at birth, but currently identifies as a 

man. You’ll notice that the sex marker is female but he goes by 
“James” and uses “he/him” pronouns.

Consultant Oh. Uh, are you sure this isn’t her ovaries or something GYN then?
Practitioner His ovaries were assessed, and are healthy. The appendicitis is con-

firmed on CT; he already got antibiotics.
Consultant Oh. Is there anything special we need to do for this? Do we need a 

GYN or medicine consult? Any chance this is an ectopic pregnancy?
Practitioner The urine pregnancy test was negative. Seems to be a straightfor-

ward, uncomplicated appendicitis.
Consultant I see. Ok. So…basically he has appendicitis and needs surgery; 

when there is a male bed available, he gets it.
Practitioner Yep! He’s in slot 13 in the ED. I told him to expect your team to come 

down to talk with him some more. I’ll be here till seven. See you soon.
Consultant Ok. I’ll send the admitting PA. Thanks.
Practitioner Take care.

Teaching Points
 1. Avoiding assumptions: How to ask about sex organs/genitalia, sexual partners, 

and sexual practices.
The dialogue between the clinician and the patient demonstrates open-ended 

questioning to assess genital symptoms and sexual health. TGGNC patients may 
be uncomfortable talking about their natal anatomy using the standard medical 
terms (e.g., a transman may feel uncomfortable if a clinician asks about his 
vagina). Clinicians can use broad, unisex terms like “chest” or “lower area”/“lower 
genital area” to ask about symptoms in those regions. Alternatively, a practitio-
ner can ask the patient what words they use for anatomical parts and then use 
those. If directly relevant to the chief complaint, the clinician should collect a 
surgical history to determine what anatomy the patient has.

Often the way clinicians have been taught to elicit sexual health information is 
laced with assumptions about partners and behaviors. For example, asking a patient 
if they have sex with “men, women, or both” reinforces a binary concept of gender. 
The following questions recommended by the Fenway Institute can guide practi-
tioners on how to ask sexual history questions without making assumptions [46]:
• Are you having sex?
• Who are you having sex with?
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• What types of sex are you having? What parts of your body do you use 
for sex?

• How do you protect yourself from STIs?
 2. How to approach a sensitive exam.

Physical exams can be anxiety inducing for TGGNC patients. This is particu-
larly true for chest (including electrocardiograms) and genital exams. Given that 
many TGGNC patients report having received unnecessary exams by practitio-
ners, it is essential to explain the purpose of any invasive exam and ensure the 
patient expressly consents. Visual inspection and bimanual exam are all that is 
necessary for many gynecologic concerns. Practitioners should only use specu-
lum exams with patient consent and when absolutely necessary to advance an 
emergency diagnosis or therapeutic intervention. These exams should take place 
in a private room (not in hallways). The clinician should allow a support person 
to stay in the exam room. If the patient is not accompanied by a support person, 
the clinician should ask the patient what gender chaperone they would prefer. 
Practitioners should use the patient’s preferred terms for body parts and consider 
giving an anxiolytic for those with severe anxiety.

 3. How to document the encounter.
Use the patient’s pronouns throughout the narrative sections of your chart.

HPI
34-year-old transgender man (on testosterone therapy, no history of gonad/geni-
tal surgery) presenting with right lower quadrant pain with associated nausea 
and vomiting, but no diarrhea, fevers, chills. Denies urinary symptoms, vaginal/
anal discharge, pain, or bleeding. He has one male sexual partner and engages 
in unprotected oral sex.

Assessment and Plan
34-year-old transman with right lower quadrant pain and tenderness. My 
leading differential diagnostic consideration is appendicitis. Also consider 
GYN pathology like ruptured ovarian cyst/torsion, tubo-ovarian abscess, 
ectopic pregnancy, pelvic inflammatory disease but less likely given unre-
markable pelvic exam. Pain control initiated. Lab work and cross-sectional 
imaging ordered.

Discussion Questions
 1. Compare and contrast the sexual health questions used by the practitioner in this 

case with how you were trained to ask these questions. What hidden assumptions 
can you find in the ways you were trained to elicit this information?

 2. Discuss how you might address a situation in which the patient’s nurse seemed 
uncomfortable about the patient’s transgender identity and consistently used 
female pronouns when talking about this patient.
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Access to Care: Access Is a Prerequisite 
to Quality
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Key Points
• Access to community-based care plays a key role in individuals’ choice of 

whether and when to seek emergency department (ED) care: evidence regarding 
how access to non-ED care affects use of the ED remains mixed.

• Insurance coverage does not equate to access to care. There are many barriers in 
addition to insurance coverage that influence access to healthcare.

• Patients’ access to post-ED follow-up care should contribute to emergency pro-
vider decision-making during the ED visit and at the time of disposition.

 Foundations

 Background

 Access as a Multidimensional Concept
Penchansky and Thomas (1981) developed a theoretical model of access based on 
five dimensions: availability, accessibility, accommodation, affordability, and 
acceptability [1]. Availability refers to the adequacy of the supply, by volume and 
type, of physicians and facilities to meet demand. Accessibility is the relationship 
between the location of the healthcare providers/facilities and the location of 
patients, taking into account patient transportation resources, travel time, distance, 
and cost. Accommodation is the relationship between the organization of the supply, 
including appointment systems, hours of operation, walk-in facilities, and telephone 
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services, and its appropriateness to patient demand. Affordability refers to the rela-
tionship of health care prices and providers’ insurance requirements to patients’ 
ability to pay and their existing health insurance. Acceptability is the relationship 
between attitudes and characteristics of patients and providers. More recently, 
Saurman modified the Penchansky framework and added Awareness, which involves 
effective communication about the existence and availability of a service, as well as 
knowledge of when and how to use it [2]. For ED patients all six of these dimen-
sions influence both ED use and access to follow-up care after an ED visit.

Health insurance is not included in the theoretical model above, yet with few 
exceptions (e.g. emergency departments and free clinics), insurance coverage is a 
prerequisite for access. In the US in 2018, 27.5 million people (8.5%) had no health 
insurance at some point during the year, a slight increase from 2017 (7.9%) [3]. 
Private health insurance is a sector comprised of multiple companies (e.g. Kaiser; 
Blue Cross; Anthem). It is largely employer-based and covered 67.3% of insured 
individuals in 2018. Public (government funded) insurance covered 34.4% of 
Americans in 2018. The primary forms of public insurance in the US are Medicare 
and Medicaid. Medicaid is a joint federal and state-funded program for poor indi-
viduals. Medicaid eligibility varies from state to state: most states have chosen to 
expand Medicaid under the Affordable Care Act for individuals under 133% of the 
federal poverty level. Together with the Children’s Health Insurance Program 
(CHIP), Medicaid provides health coverage to over 72.5 million Americans, includ-
ing children, pregnant women, parents, and individuals with disabilities including 
some seniors over age 65 [4], making it the single largest source of health coverage 
in the US. Medicare covers individuals age 65 and above and some individuals 
under age 65 with specific chronic conditions (e.g., ESRD on dialysis) [4].

While a lack of insurance hinders access to health care [5] and negatively impacts 
health outcomes, access to care also varies based on insurance type. For example, 
research has shown that individuals covered by Medicaid have less timely access to 
care than those with Medicare or private insurance [5] and that individuals with 
public insurance may have worse health outcomes in some instances [6]. Patients 
with public insurance, such as Medicaid, face specific challenges around health care 
access [7]. Measures of availability or potential access assess whether sufficient 
resources are available for Medicaid enrollees to obtain care. This includes not only 
the overall supply of practitioners, but also the proportion of practitioners who par-
ticipate in Medicaid, and the proportion of these practitioners who are accepting 
new Medicaid patients.

In this chapter we first provide historical data on the advocacy role that emer-
gency physicians have played in informing health policy and laws that protect 
access to emergency care. Then we focus on the relationship between emergency 
care and access to the rest of the health and social services system, with particular 
emphasis on how emergency physicians have developed and refined methodology 
for measuring access to outpatient care. Finally, we discuss the ways in which emer-
gency medicine can continue to evolve and embrace new models of care delivery 
and care coordination that may reduce fragmentation and improve access and qual-
ity for all patients. We define access to care broadly as the individual and 
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community resources that impact decisions about when, whether, and how to seek 
care, along with the choice of care setting and the ability to connect to longitudinal 
sources of care following ED care delivery.

 Emergency Medical Treatment and Active Labor Act (EMTALA)
EMTALA is the legacy of the 1946 Hospital Survey and Construction Act, which 
required hospitals accepting federal funds for modernization to provide charity care 
for those who were unable to pay “without consideration as to race, color, creed, 
national origin” [8, 9]. Despite this mandate, refusal to provide care to uninsured 
patients was rampant in the 1970s and 1980s. Emergency physicians brought to the 
public’s attention that hospitals were refusing care and/or “dumping” critically ill 
and unstable uninsured patients into the public hospital system [10]. The fact that 
the majority of ED to ED transfers were of minority, low-income, or uninsured 
patients raised concerns of systematic discrimination. EMTALA was enacted in 
1986 to address these unsafe and discriminatory practices. It requires EDs in hospi-
tals that participate in Medicare to provide a medical screening exam (MSE) and 
emergency treatment for all individuals regardless of ability to pay. Hospitals can 
transfer patients to another ED only if it provides a higher level of care: a service 
that the patient requires for emergency treatment, but that is not offered at the cur-
rent hospital [8]. EMTALA now extends to on-call specialists, requiring hospitals 
with needed specialized services to accept patient transfers. It is important to note 
that EMTALA does not extend to follow-up care once an emergency situation is 
stabilized, nor does it require hospitals to provide needed care for non-emergency 
conditions [11]. Importantly, EMTALA has not been sufficient to improve meaning-
ful access to care or reduce disparities in outcomes for vulnerable populations. 
More work is needed to evaluate how EMTALA – and emergency medicine – can 
do more to address inequities in access that are associated with disparities in health 
outcomes [12].

Despite the nationwide mandate of EMTALA, it is important to consider that 
geographic access to emergency care is not equally distributed and has been shown 
to disproportionately impact people of color and those who are poor. For example, 
although shorter transport times are associated with reduced mortality [13], geo-
graphic access to trauma care is widely variable across states [14] and cities [15]. 
Trauma centers and hospitals in rural areas and areas with higher proportions of 
individuals who are black, uninsured, or poor are more likely to close [16, 17]. ED 
closures are associated with time delays (increased driving time) and increased 
mortality [18, 19].

 Access to Outpatient Care and ED Utilization
Inability to access timely primary and specialty care is frequently described as a 
factor that influences ED use. Access barriers can include those around service pro-
vision (limited provider capacity or availability); insurance status (provider unwill-
ingness to accept public insurance such as Medicaid, lack of insurance or challenges 
affording premiums or co-payments); communication (inability to reach a primary 
care provider in a timely fashion or language and other barriers to scheduling 
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appointments such as lack of a telephone); transportation (lack of private/public 
transportation, ambulance service only able to take patients to the ED); and timing 
(lack of extended and weekend hours for outpatient health care services). Research 
has shown that people of color have unequal access to medical care compared to 
those who are white, and this is reflected in disparate health outcomes [20]. In addi-
tion, people of color may feel patient–provider discordance is a barrier to access 
[21]. Understanding the challenges patients face in accessing non-ED care is impor-
tant to improve the patient experience, and to design interventions that are effective 
in improving access to care across the health system.

 Evidence Basis 

 Primary Care
Many studies have attempted to determine if increasing access to primary care pro-
viders (PCPs) leads to reductions in ED use. In some studies, increased access to 
primary care is associated with decreased ED utilization. One study found that 
patients in areas with lower spatial access to primary care had higher rates of pre-
ventable ED use [22] and another found that expanded primary care access was 
associated with reduced ED visits [23]. Other studies have found inconclusive evi-
dence that increasing after-hours care or access to PCPs reduces ED visits [24, 25]. 
For example, in California there was no consistent association between access to 
Federally Qualified Health Centers (FQHCs) and ED use by non-elderly adults who 
were uninsured or had Medicaid [26].

There have been multiple evaluations of Oregon’s Medicaid expansion for child-
less adults via the Oregon Health Plan (OHP). One aspect of the expansion included 
enrollment by lottery into an “OHP Standard Plan” that imposed cost-containment 
strategies (primary care and ED co-payments, small monthly premiums) which 
could be viewed as access barriers. One evaluation found that for individuals in the 
Standard Plan, ED use decreased, but visit service intensity increased, so that over-
all expenditures were unchanged [27]. A second study also found reductions in ED 
use but interpreted these reductions as potential deferrals of necessary care [28]. 
Three studies of the effect of the overall Oregon Medicaid expansion on ED use 
were mixed: two found no significant change in ED visits over time [29, 30] while 
another found increased ED use after 18 months of enrollment across all ED visits 
(except those resulting in admission) [16, 17]. Several years after Medicaid expan-
sion there was a decrease in ED use by the Medicaid population that corresponded 
with the start of Oregon’s Coordinated Care Organizations, which actively reach out 
to new Medicaid beneficiaries to enroll them in primary care [31].

To date, the literature on whether expanding primary care access impacts ED use 
fails to support the idea that primary care expansion alone is the answer to reducing 
ED use and health care costs. One analysis of the National Health Service (NHS) in 
England found that access to expanded primary care hours (including evenings and 
weekends) resulted in fewer patient self-referred ED visits, but that overall ED vis-
its were not significantly decreased. In addition, the cost of these additional primary 
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care appointments equaled $4.8 million, whereas the 11,000 avoided ED visits were 
projected to cost $1.1 million [23, 32]. These results may not be generalizable to 
areas outside of England and the NHS, but the analysis highlights the complexity of 
primary care expansion as a means to reduce ED use  and associated  costs. One 
recent study found that adherence to primary care was associated with reduced ED 
use [33], and another found that linking uninsured patients to primary care in the ED 
may result in subsequent ED visit reductions [34]. A qualitative study with adults of 
low socioeconomic status found that many actually prefer to use the ED because 
they perceive it as care that is more accessible and of higher quality [35].

 Pediatric Care
There have also been mixed reports on the association between access to pediatric 
care and ED use. In one qualitative study, primary care physicians described signifi-
cant barriers in obtaining specialty care for children with public insurance. They 
identified use of the ED as a strategy for mitigating these barriers, as specialists 
were more willing to see children if they were referred from the ED [7]. Geographic 
provider density has been shown to be inversely related to pediatric ED use [36]. 
Similarly, self-reported access barriers (e.g., trouble finding a doctor or making an 
appointment; transportation access) are associated with multiple ED visits for chil-
dren [37]. Although use of outpatient pediatric care has been associated with lower 
rates of ED use [38], one study showed that having an in-network pediatrician was 
associated with increased risk of high-frequency, low-acuity use of the pediatric ED 
[39]. The impact of access to pediatric providers may have differential effects based 
on insurance type: one study found that increasing access to pediatricians for 
Medicaid-insured children, compared to children with private insurance, was asso-
ciated with fewer ED visits [40]. Overall, the literature to date supports the idea that 
increasing access to pediatric care may result in reduced ED use, although as studies 
in adult populations have highlighted, the impact on health care expenditures and 
health outcomes is an open question.

 Limitations
Overall, these studies are limited by the lack of a standard definition of access. They 
are also limited by the variety and quality of their research methods (e.g. pre-post 
designs, single center studies) and the effect of temporal changes apart from pri-
mary care or coverage expansion [32], making it difficult to draw definitive conclu-
sions. Many studies examine “low-acuity” or potentially preventable ED utilization, 
yet both of these concepts are difficult to define [41].

 Measuring Access to Care
The most common methods of measuring access to care have been national household 
and physician surveys such as the National Health Interview Survey, the Medical 
Expenditure Panel Survey, and the National Ambulatory Care Survey. These provide 
valuable national estimates and state-level comparisons that can be tracked over time 
but have some important limitations that can lead to an underreporting of access prob-
lems, particularly for disadvantaged groups. National surveys can mask large 
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variation in access to care across states due to state-level variations in insurance eligi-
bility and physician payment rates. Within states there may be significant variation 
due to urban/rural population and provider workforce distributions. Among other 
major limitations of provider surveys are low response rates, and the potential for 
social desirability bias. For example a provider who is asked whether they accept 
patients with a given characteristic (e.g., transgender, minority, substance use) or 
insurance status might give the answer that they perceive to be more socially accept-
able or might decide not to complete the survey at all. In addition, some surveyed 
providers may not actually know whether their clinic is accepting new Medicaid 
patients [42].

Emergency physicians pioneered and refined the use of simulated patient meth-
odology (also known as mystery shopper or audit studies) for measuring underin-
sured patients’ access to outpatient care. In the typical simulated patient study, 
trained supervised research assistants pose as patients contacting physician prac-
tices to request appointments. Variations of the script are used to measure whether 
availability of appointments differs by insurance status or other specific patient 
characteristics. While more complicated to execute and more expensive than phy-
sician surveys, a major advantage of simulated patient studies is that they obtain 
information in “real time” from office staff who book appointments in a manner 
that minimizes risk of social desirability and recall biases, while protecting the 
confidentiality of human subjects. The purpose of simulated patient methodology 
is not to study individuals or individual clinics but the health system itself [43]. By 
observing what people do, not what they say they do, researchers are able to mea-
sure real- world behavior. Further, by pairing calls and altering just one trait, the 
design allows researchers to rigorously control for other patient factors and exam-
ine the influence of a single variable of interest (insurance status, for instance) on 
access to care.

Using simulated patient methodology, the Medicaid Access Study Group found 
that Medicaid patients with minor health problems have few options for outpatient 
care and, as a result, are frequently directed to seek treatment in EDs [44]. In 2005, 
Asplin et al. found that in nine US cities only 64% of privately insured, 24% of 
uninsured, and 34% of publicly insured adults were able to get timely primary care 
appointments after an ED visit for a potentially life-threatening condition [45]. 
Access challenges were particularly profound for patients who needed mental 
health follow-up [46]. Bisgaier et  al. found children identified as insured by 
Medicaid or the CHIP were offered fewer specialty care appointments (33% vs. 
89%) and experienced longer wait times for these appointments (42  days vs. 
20 days) compared to children with private insurance [47]. Additional simulated 
patient studies have verified and quantified other disparities and capacity problems 
in the health care delivery system that had previously been reported only anecdot-
ally [45–47]. Notably, the US Office of the Inspector General recently endorsed 
these studies as the most valid and “direct means for states to monitor access in 
Medicaid Managed Care organizations” [48].

Simulated patient methodology is best at measuring access, defined as appoint-
ment availability, as opposed to quality. Additionally, the methodology does not 
identify reasons for the observed behaviors. Qualitative methods, such as in-depth 
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interviews or focus groups, can be used to better understand the reasoning behind 
behaviors. Simulated patient studies are therefore best used in conjunction with 
other measures of access, such as information from provider and household surveys, 
qualitative feedback from patients, and data on actual service use.

 Improving Follow-Up and Transitions in Care After an ED Visit
Some patients face significant barriers to accessing appropriate timely primary and 
specialty care follow-up. Although the majority of studies examining barriers to effec-
tive transitions of care from the ED have focused on being underinsured as a barrier to 
access, there are numerous other barriers that can make appropriate follow- up care 
difficult. There is increasing attention being paid to the importance of patients’ per-
spectives on care transitions, and patient reported outcome measures have been devel-
oped to evaluate care transitions from the ED to home [49]. Work by Sabbatini et al. 
supports use of a patient-reported measure of transitional care, the Care Transitions 
Measure – 3 (CTM-3) in the ED setting, finding it to be associated with outcomes 
after an ED visit, including ED return visits and medication adherence [50].

Recently, with the support of the Emergency Care Coordinating Council (ECCC), 
the National Quality Forum (NQF) convened a multidisciplinary panel of experts to 
review the evidence and develop standards and guidelines for transitions of care into 
and out of the ED [51]. The Panel identified a set of priority measures and concepts 
to improve care transitions, including: (1) development of new infrastructure and 
linkages to support ED transitions that are patient-centered (e.g., investments in 
ED-based care managers, navigators, and social workers); (2) enhancements to 
health information technology (HIT) and interoperability between HIT systems that 
can support high-quality ED transitions in care and shared decision-making between 
providers and patients during ED transitions in care; (3) new payment models to 
facilitate quality improvement in ED transitions (e.g., global budgets that incentiv-
ize coordinated care); (4) a research agenda that can identify patients at highest risk 
for facing problems related to access and care transitions, and design and evaluate 
effective interventions [52]. These recommendations reinforce the need for ED pro-
viders to work within their local health systems and communities on care coordina-
tion as patients transition into and out of the ED, in an effort to reduce access barriers 
and the poor health outcomes associated with fragmented care [32].

 Emergency Department and Beyond

 Bedside

Whether patients can easily access non-ED care impacts whether they choose to 
seek ED care and affects patient and provider decision-making during the visit. 
Emergency care physicians should be aware of and attentive to local access chal-
lenges around obtaining post-ED follow-up care, especially for patients with 
Medicaid insurance and those who are uninsured. In general, information about 
insurance and primary care provision is obtained at the time of registration, although 
it may be incorrect. ED providers should confirm this information (including with 
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the patient) in order to inform discharge planning. In addition, it is critically impor-
tant to advocate for and coordinate with the social work and financial service 
resources that can assist low income patients with insurance applications, and pro-
vide realistic referrals for patients without insurance (e.g., FQHCs or community 
health centers) to ensure access to needed follow-up care. Some EDs have trialed 
“visit passes” that allow ED patients to obtain a specialist visit within the same 
healthcare system without insurance. Others have created post-ED clinics to pro-
vide follow-up care directly [50]. Case management and care coordinators can be 
used to address multiple types of access barriers (e.g., obtaining transportation, 
establishing insurance coverage), and interpreter services are also critical for 
patients with limited English proficiency. ED providers should understand the local 
availability of those resources and how health-related social needs can inhibit a 
patient’s access to both health care and social services.

 Hospital/Healthcare System

Some public and private insurers have attempted to reduce low-acuity ED use by 
increasing the cost of ED care to patients, in anticipation that this would encourage 
use of other sources of care. Introduction of copayments has been associated with 
small decreases in ED use, without changes in overall expenditures [27]. A study 
examining randomization to different health insurance plans found that cost sharing 
did not decrease potentially inappropriate hospitalization [53]. Increasing ED visit 
costs may reduce some low acuity ED use, but may also reduce high acuity ED use 
and increases barriers to ED utilization for needed care for the most vulnerable 
patients. In addition, inconsistency in the literature around ED use and access to 
outpatient care suggests that simply increasing the availability of clinics is unlikely 
to significantly reduce ED utilization [23, 32].

Potential improvements could include having a same day co-located primary 
care setting to address low acuity conditions and improving the value of acute 
unscheduled care in the ED by linking patients to more comprehensive health and 
social services during their visit [54]. ED visits can be used to screen for and address 
barriers to access, which are closely tied to an individual’s ability to adhere to a 
treatment plan and to their overall health. Currently, functions such as care coordi-
nation are not covered by traditional payment models, and, because they are time 
consuming, may be discouraged by productivity-based metrics [55]. Regardless of 
insurance status, communication between ED care and post-ED care providers is 
fragmented. However, this is particularly true for patients who are underinsured, 
e.g., uninsured or have Medicaid insurance [56]. Studies have identified that under-
insured patients can face formidable barriers to accessing needed follow-up care, 
including being directed to public hospital EDs without transfer paperwork or 
records [57]. Hospitals, healthcare systems, health insurers, and state health agen-
cies need to ensure the availability of needed post-ED follow-up care both for pri-
vately and publicly insured patients and for those without insurance. Subspecialty 
clinics, such as asthma or sickle cell centers, may be able to efficiently address the 
needs of patients with exacerbations of common chronic specialty conditions [52]. 
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Similarly, post-ED care specialty clinics for wound care, trauma, or orthopedic inju-
ries are a potential model to increase access and improve care transitions after acute 
injuries. However, new models are needed to improve coordination between EDs 
and on-going community-based social services and primary care.

The increased use of health information technology could be used to assist with 
coordinating follow-up care for patients [55]. A growing number of emergency phy-
sicians are involved the use of telemedicine to increase access to acute and emer-
gency care at lower cost [58]. Emergency and outpatient physicians should work 
together to improve bidirectional notification and communication and make it easy 
for both ED and outpatient providers to work with patients and families regarding 
hospitalization decisions. This involves the development of easy-to-use interopera-
ble HIT and systems for information exchange, as well as new models of care that 
could include hospital ED discharge centers that have appropriate screening, social 
work, and care management resources that can support the ED provider, assist with 
follow-up after the visit, and improve overall hospital quality and efficiency [59].

In addition, there are also other emergency care innovations with the potential to 
improve access to the most appropriate care at the right time and place. Specifically, 
there are new emerging roles for Emergency Medical Technicians (EMTs) and com-
munity paramedics. The Center for Medicare and Medicaid Innovation (CMMI) has 
just proposed a payment reform demonstration project called Emergency Medical 
Triage, Treatment and Transport (ET3) [60]. To date, most ambulance services are only 
reimbursed if they transport patients directly to an ED, even if the patient preference or 
condition suggests that other dispositions may be medically appropriate and more 
patient-centered. The ET3 demonstration model will allow emergency medical sys-
tems (EMS) personnel to assess and transport patients to the most appropriate setting, 
for example primary care settings, urgent care settings, community health centers, or 
dialysis centers. Alternatively, patients can be assessed and treated in their own homes, 
with the use of telemedicine and appropriate medical control [60]. These innovations 
in emergency care have the potential to increase access, improve quality, and reduce the 
cost of acute care, but will require careful assessment for safety and clinical outcomes.

 Societal Level

Ultimately, access to health care is a societal and political issue, as evidenced by cur-
rent and ongoing debates about how to increase access to care via healthcare reform. 
Emergency providers have traditionally been advocates for increased access. On fed-
eral, state, and local levels, emergency physicians have been active in collecting and 
publishing data measuring and monitoring access to care and documenting the impact 
of lack of access on patient health. We need to also be active in translating that data for 
policy makers, including providing stories of the human impact of current policies. In 
addition, reducing the proportion of uninsured patients and financially incentivizing 
outpatient physicians to accept Medicaid and provide care for the uninsured would 
improve access to care following an ED visit. Advocacy to avoid closing EDs in 
already vulnerable neighborhoods and for ongoing federal support for local commu-
nity health centers and FQHCs is important for reducing geographic barriers. 
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In addition, as emergency physicians, we need to advocate for the environmental and 
place-based public health interventions and innovations that affect access and thus 
health outcomes. For example, a study of new Medicaid enrollees found low walk-
ability to neighborhood resources was associated with decreased odds of having a 
usual source of care [61]. Improved neighborhood transportation links and accessibil-
ity of outpatient care may improve access to non-ED sources of care. In summary, 
emergency medicine must take a leadership role in shaping healthcare system delivery 
reform while assuring affordability, quality, and patient safety. In doing so, we must 
focus on improving access to appropriate and timely healthcare, which will help to 
remedy current inequities and disparities in health outcomes.

 Recommendations for Emergency Medicine Practice

 Basic

• Understand local barriers to accessing primary and specialty care and consider 
that race, ethnicity, and immigration status may negatively affect this access.

• Identify patients’ insurance coverage and presence or absence of a primary care 
provider as a part of discharge planning.

• Know about free or low-cost accessible programs for post-ED primary and sub-
specialty care within the local health system.

• Advocate for and involve ED social work and discharge coordinators to facilitate 
appropriate ED follow-up care.

• Inform patients about interpreter service resources for scheduling outpatient 
appointments.

 Intermediate

• Use case management, care coordination, and other institutional resources to 
screen for and address patients’ health-related social needs, such as transporta-
tion and insurance, which are critical to ensuring access to outpatient care. 

• Advocate for reducing barriers to ED access and post-ED care, for example, geo-
graphically equitable ED access and improved mental health follow-up resources, 
in the local community.

 Advanced

• Measure or be aware of local measures of access for both primary and spe-
cialty care.

• Develop integrated systems of care to help patients access timely, high-quality 
care across the care continuum.

• Create initiatives that facilitate the ED as a connector to social resources, care 
coordination, and community-based organizations.
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 Teaching Case

 Clinical Case

E.C. is an 8–month-old female who presented to the ED on a winter evening. Her 
mother speaks Spanish and the history was obtained through a phone interpreter. 
E.C. was a full-term, previously healthy child with one day of fever, with a maxi-
mum temperature of 38.5°C. Her mother noted slightly decreased oral intake for 
solids, but she was still drinking liquids with normal urine output. Her mother noted 
a fever in the afternoon and took her to the local health center, which has an “urgent 
care” walk-in area for pediatric patients during the day. The center told her mother 
that she could no longer be seen there. She was told to present to the ED.

E.C.’s mother was unable to explain to the ED staff why the clinic would not 
see her child. Initially, the clinical team thought it was because the child was 
thought to be too ill for a clinic visit, and she was triaged immediately to an ED 
room. In the ED, E.C.’s vital signs were notable for fever but otherwise within 
normal limits for age. Her exam demonstrated no focal source of fever, and was 
otherwise reassuring.

Ultimately, the clinical team called and discovered that her insurance was now 
part of a new plan that the clinic would no longer accept. Her fever was thought to 
be most likely due to a viral syndrome. She was treated with acetaminophen with 
improvement in her fever, drank well in the ED, and the team planned to discharge 
her with PCP follow-up. Because she had only one day of fever, the clinical team 
felt she did not need urine screening for a urinary tract infection that day, but that 
she would need it if the fever persisted. However, because of concerns that she 
would not be able to access timely PCP follow-up, the decision was made to place 
a urine bag for urinalysis testing in the ED. The urine bag was not filled until 3 h 
later. One hour following the urine collection, the urine result was negative for 
infection. The mother expressed considerable frustration at the prolonged ED stay. 
Ultimately, the patient was referred to the hospital’s pediatric resident clinic to 
obtain a new PCP.

Teaching Points
 1. Changing insurance plans and networks of care can make it challenging for 

patients, even those with insurance, to access timely healthcare outside of the 
ED. Families with limited English proficiency or limited health literacy may be 
at particular risk for communication challenges around coverage and treatment 
networks.

 2. The clinical team felt that urinary testing was not needed at the original visit, but 
would be needed if she had persistent high fevers. Because they were concerned 
that she would not be able to be seen in clinic in the next 24–48 h, the testing was 
performed in the ED.  The lack of access to follow-up care led to potentially 
unnecessary testing in the ED and a prolonged length of stay.

 3. Current guidelines recommend renal and bladder ultrasound for young pediatric 
patients with their first urinary tract infection. If her urine testing had been posi-
tive, it would have been challenging for the team to obtain this important 
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outpatient test, and she probably would have had to remain in the ED for it—fur-
ther increasing length of stay.

 4. Efforts to reduce low-acuity visits are unlikely to be successfully resolved with-
out attention to the personal, social, economic, and health system drivers of ED 
use and addressing the significant challenges to timely follow-up.

Discussion Questions
 1. What are the best strategies for soliciting reasons why a patient or family chose 

to come to the ED (rather than other care locations) without sounding pejorative 
or judgmental?

 2. What should the insurance provider/health system network change to prevent 
these situations happening in the future?

 3. In your local institution, what access problems do you encounter for your patient 
population? What resources are available?
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 Foundations

 Background

Frequent emergency department (ED) use is a critical area of interest for policy 
makers, payers, and clinicians. The topic has been covered widely in the lay press 
as problematic and is seen by many as representative of a broken health care system, 
a contributor to high health care costs, and evidence of gaps in the community and 
societal care. With few exceptions, frequent ED use is the result of underlying indi-
vidual and population-level health and social needs that remain unmet. These needs 
are heterogeneous and can include distinct challenges for patients such as an inabil-
ity to fill prescriptions, poor housing conditions causing exacerbation of underlying 
chronic disease, pain or malnutrition related to terminal illness, and untreated sub-
stance use disorder or mental illness.

Frequent ED use is variably defined. One review found 16 different definitions of 
frequent use among 31 studies [1]. Most studies defined a frequent ED user as an 
individual with at least 3–5 ED visits in a year. ED “super users” or “ultra-high” 
users have been defined as individuals with levels of annual use ranging from 15 to 
over 20 visits in a year [2]. And, recent research and policy has focused on a small 
subset of individuals with extreme levels of annual ED use that can extend for over 
a decade [3]. Regardless of the definition, frequent ED users account for a dispro-
portionate number of ED visits overall [2].

Frequent ED user definitions are complicated by a few factors. First, many fre-
quent ED users access care at more than one ED. Depending on the data source used 
to tally ED visits, all visits may not be accounted for, which can prevent providers 
and researchers from counting the full spectrum of visits by an individual patient 
[3]. Secondly, while the term “frequent ED user” focuses on ED use, most frequent 
ED users also access outpatient and inpatient hospital care, as well as other systems 
including substance use and mental health care, housing, and jails [2, 4]. Examining 
ED use in isolation does not address this larger picture. Moreover, while prior work 
has largely focused on ED reduction interventions for frequent ED users, it has 
rarely focused on understanding and addressing the underlying social and medical 
needs of these patients.

 Evidence Basis

There is a large body of research characterizing frequent ED users, in part because 
their disproportionate use of care is of interest to policy makers and providers. 
While frequent ED users represent 4–8% of ED patients, they account for 21–28% 
of all ED visits [5], and can generate significant costs associated with the use of 
EDs, inpatient hospitalizations, and other types of acute care services. While 
researchers need to create categories and cut-offs to define frequent ED use for the 
purpose of data analyses [6], from a clinical standpoint most frequent ED use is a 
marker of the complexity of illness and/or unmet health and social needs [7] that can 
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vary greatly from patient to patient. Compared to non-frequent ED users, individu-
als who use EDs frequently have been shown to have higher rates of underlying 
chronic medical conditions, mental health diagnoses, and substance use disorders 
[2, 8]. While there are some health and social characteristics that occur more com-
monly in frequent ED users compared to non-frequent users, the population is het-
erogeneous [9]. Whether an individual is a frequent ED user is associated with 
factors such as insurance type [10], access to outpatient care [11], and underlying 
medical conditions. For example, many studies have found that patients with public 
insurance have higher rates of frequent ED use than individuals who are privately 
insured [7]. Limited research has begun to focus on identifying social needs among 
frequent ED users and has found high rates of homelessness, a key social need that 
to date has not been well captured in administrative data but is often used for 
research [12, 13].

Increasingly, researchers recognize that frequent ED users often visit more than 
one ED [10]. While there has been only a limited amount of research in this area, 
technology platforms that allow data sharing across multiple EDs indicate that 
many frequent ED users travel to multiple sites and in some cases, geographic 
regions [3, 14]. Not all frequent ED users in 1 year will remain frequent ED users 
the next. Many studies of frequent ED users discuss the phenomenon of regression 
to the mean [3, 9], or the tendency in observational research for outliers to move to 
the center of the distribution over time. This is very important, and can also be dif-
ficult to measure accurately if data are limited to a single hospital or health system.

Because health care resources are limited, predicting who will become and remain 
a frequent ED user can help with developing and targeting interventions appropri-
ately. Of all factors that have been examined to date, prior frequent use is the stron-
gest predictor of future frequent use [2, 3]. However, there are differences among 
individuals with frequent ED use for a short period of time compared to those who 
are persistent frequent ED users for five to 10 consecutive years. For example, per-
sistent frequent ED users are more likely to have a mental health diagnosis, make 
higher numbers of ED visits, visit more EDs, and be publicly insured [3]. Patterns of 
frequent ED use can also help to predict mortality: those with frequent ED use in the 
past year are more likely to die in both the short and long terms [15].

Given the heterogeneity and complexity of frequent ED users, there is no “off- 
the- shelf” intervention to improve or coordinate their care. Two recent compre-
hensive reviews of the literature on ED visit reduction programs [16, 17], which 
included programs with published data on interventions for frequent ED users, 
found that only case management interventions were effective at reducing ED use. 
This conclusion was based on a limited number of small studies, and most of the 
published literature on this topic has critical limitations. One recent study showed 
that short-term case management reduced ED visits and hospital admissions, and 
increased use of primary care among publicly insured frequent ED users, although 
individuals whose primary issues were substance use disorder and severe mental 
illness were excluded from the trial, and the investigators had access to data from 
only two EDs [18]. Multiple studies have examined the impact of permanent sup-
portive housing (PSH) on health services use, yet few of these studies have 
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focused specifically on frequent ED users. While some quasi-experimental studies 
have found that provision of PSH reduces the use of acute health services [19], 
other higher quality studies have not demonstrated net cost savings for PSH. Many 
individuals experiencing homelessness who are frequent ED users have serious 
underlying medical and behavioral health conditions and experience high mortal-
ity rates compared to similarly aged individuals who are not homeless. As a result, 
reductions in health services use and associated cost savings may not be a realistic 
outcome of PSH provision, and a focus on ED visit reductions as a primary out-
come could undermine the opportunity to provide this much-needed intervention 
[20]. ED visit reduction may be a difficult outcome to achieve, especially in the 
short term, for frequent ED users, and additional outcomes including connection 
to primary care, sustained substance use and mental health treatment, service use 
outside of the health care system, and other measures of wellness must also be 
considered.

 Emergency Department and Beyond

 Bedside

Caring for patients who visit the ED frequently can feel challenging for emergency 
clinicians. As mentioned above, many have complex social needs that EDs are not 
currently well-designed to address [18]. In addition, patients who return for similar 
complaints again and again can create a sense for providers that preventing future 
visits is futile or, dangerously, that such patients are not ill. Frequent ED use has 
been found to be an independent predictor of short-term mortality [15], so the medi-
cal concerns of such patients should not be minimized.

Taking the time to identify and intervene around patients’ social needs—often 
on top of the presenting medical or behavioral health complaint—may be chal-
lenging for busy EM clinicians due to time constraints. Partnering with support-
ing providers and staff including ED social workers and health care navigators 
may be needed to most effectively care for individuals with frequent ED use, and 
to provide care that address individuals’ whole-person needs. While some ED 
clinicians may feel this is “not the ED’s job,” frequent ED users can be a captive 
audience during a long ED stay or hospitalization. This time can and should be 
used to identify social needs and engage patients with community-based resources.

In order to effectively care for frequent ED users, ED clinicians must be able to 
accurately identify them during their visits. Yet while many ED clinicians may think 
they “know” their frequent ED users, research reveals that frequent ED users travel 
to more than one ED, so that some individuals who are frequent ED users may not 
be identified as such if they visit multiple different EDs [3]. Levels of ED use can 
be severely underestimated if not accounting for a patient’s entire universe of ED 
visits. Information technology solutions that allow emergency clinicians to see their 
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patients’ ED visits outside of their own hospital such as the Emergency Department 
Information Exchange (EDie) or EPIC Care Everywhere make this evident [21–23]. 
By linking patients across hospitals, a study of California state-wide data detected 
nearly 50% more frequent ED users than methodologies without record linkage 
would have found [3].

Why does this matter? Coordination of care within and outside of the health care 
system is crucial for frequent ED users. Few programs have proven effective at 
reducing ED visits among frequent ED users. However, the most promising pro-
grams are those that attempt to care for the whole individual over a more prolonged 
period of time, rather than intervening during only a single ED visit. These include 
ED or community-based case management programs that identify social needs and 
provide resources and ongoing contact with individuals both inside and outside the 
health care system. While most research on programs to reduce frequent ED use 
focus on reducing ED use as a primary outcome, this should not be the only goal. 
Many frequent ED users have multiple social needs including unstable housing, 
poor social support, and food insecurity. Attending to these needs, which influence 
health and health services utilization, is a worthy goal in and of itself. In addition to 
examining programs’ impact on ED use, connections to sustaining services such as 
primary care, stable housing, and social supports must be included as key outcomes 
that help to determine a program’s success.

 Hospital/Healthcare System

ED visits in the US continue to increase every year, illustrating the large demand for 
acute services [24]. Many hospitals and health care systems view ED visits them-
selves as adverse outcomes. Rather than view ED visits in a negative light, hospitals 
and healthcare systems would be well served to look at the ED as a potential point 
of intervention [25]. Because frequent ED users are seen so often, failing to inter-
vene to address their underlying health and social needs is a missed opportunity.

Some hospitals are investing in ED-based staff or programs to provide compre-
hensive non-traditional services. For example, in California, an increasing number 
of EDs are participating in state-funded “ED BRIDGE” programs to initiate 
medication- assisted treatment for opioid use disorder in EDs. A current bill under 
consideration in California would allocate state funds to provide EDs with sub-
stance use counselors who can intervene with high-risk patients during their visits 
and refer them to continued outpatient substance use treatment.

A growing number of EDs in California, Washington, Oregon, and over 20 other 
states are now on the EDie platform. This platform allows for real-time identifica-
tion of frequent ED users and individuals with high-risk prescription substance use 
and facilitates the input of care guidelines that can be shared across all participating 
facilities in an effort to coordinate care and avoid duplication of services. Some 
health systems have invested in trained staff to work specifically with frequent ED 
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users who are identified by EDie, most of whom have significant social needs that 
physicians may not have time to explore or address during the visit. Investing in 
these types of resources is critical for hospitals and health care systems.

While ED visits are often portrayed as “avoidable” by hospitals and health sys-
tems, as emergency clinicians at the bedside we understand that many circumstances 
underlying frequent ED visits are outside of our patients’ control. Frequent ED 
users’ high social needs often represent structural societal ills (e.g., lack of afford-
able housing, poverty), yet others result from the chronic illnesses which stem from 
these societal inequities [26]. It has been well documented that many frequent ED 
users are quite ill and often require hospital admission [5]. While ED providers and 
staff can take actions during the ED stay to begin to address social needs, coordina-
tion of care during the hospitalization and discharge planning from the inpatient 
setting are critically important and require staff who are knowledgeable about com-
munity-based resources and who have dedicated time to address patients’ non- 
medical needs.

In addition, many frequent ED users also utilize primary care and specialty 
services including oncology, palliative care, nephrology, and other services. 
Research shows that increasingly, outpatient providers refer a large proportion of 
all ED visits nationwide [27]. Hospital systems can enable and encourage coordi-
nation of care that includes the ED in multiple ways. Outpatient providers can also 
help by documenting a plan and providing information around goals of care that 
are accessible to ED providers during the visit and can help guide emergency deci-
sion making. The ability for patients to have rapid post-ED visit follow-up in the 
outpatient setting is critical—health systems that allow for open access, next day, 
and after-hours appointments can meet this need. In addition, ED providers must 
be able to reach outpatient providers to assist with care coordination in real-time 
during an ED visit. Health systems that facilitate such opportunities for real-time 
consultation between outpatient and ED providers may also be able to avert hospi-
tal admissions.

It is also clear that frequent ED users access community-based services of which 
health system providers may not be aware [4, 5]. Multiple mechanisms exist to 
improve care for frequent ED users by allowing in-reach of community organiza-
tions and services into EDs. As an example, in San Francisco, a community para-
medicine team, EMS-6, works with frequent 911 callers. EMS-6 can be called or 
paged from an ED to come to meet with a patient on their caseload whenever pos-
sible [28]. San Francisco is leveraging the EDie platform to enter data from city 
housing assessments that flag ED patients who are prioritized for scarce housing 
units, many of whom are also frequent ED users. When contacted, housing services 
staff will come to the ED to assess and coordinate care for patients around housing 
placement. Such partnerships were made possible by city and state commitments to 
improve care coordination (e.g., the San Francisco Health Plan [29], the SF General 
Fund, and the San Francisco Whole Person Care Pilot [30]). In addition, it required 
research combined with concerted efforts at stakeholder engagement over months 
and years to determine how to best direct efforts and educate direct care providers 
about the importance of in-reach into EDs.
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Many hospital systems are starting to invest in or partner with community 
organizations to address social needs that contribute to frequent health system 
use. Recently, Kaiser Permanente invested $200 million in a program to prevent 
both eviction and homelessness [31], and also purchased a 41 unit building in 
Oakland for the purposes of providing permanent supportive housing to Oakland 
residents experiencing homelessness [32]. Other programs and research collabo-
rations are developing to better understand social needs that are connected to 
frequent use of the health system. These initiatives leverage normally siloed data 
sources from housing, health care, the community, and jail to obtain a more com-
prehensive picture of frequent ED users’ needs and provide empirical evidence 
that can support care coordination efforts [4]. In addition to the EMS-6 team, the 
public health system in San Francisco has invested in multiple programs to serve 
frequent ED users including a sobering center for frequent ED users with sub-
stance use disorders that has embedded case management [33, 34]. In addition, 
some hospitals are developing relationships with community-based providers of 
residential substance use services for which the hospital pays for a period of the 
patient’s stay, allowing for a warm handoff to ongoing substance use  treatment 
directly from the ED.

 Societal Level

It is clear that numerous social needs underlie frequent ED use along with medical 
needs, many of which are themselves a result of social inequities and gaps in ser-
vices outside of the health care system. Yet many parts of the health system are not 
responsive to the needs of frequent ED users, some of whom require very low bar-
rier access to care. In the US, EDs provide the lowest barrier health care available. 
Emergency medicine is the only specialty mandated by the federal EMTALA law to 
provide care 24–7 for all comers. It should not be surprising, then, that the number 
of ED visitors increases every year as the supply of primary care and other services 
remains stable or decreases, despite societal needs [35].

A complete picture of frequent ED users will reveal that for many, their ED use 
alone does not define them, but is a symptom of other unmet needs and a frag-
mented health and social care system [4]. While much of the emphasis around fre-
quent ED use has been focused on urban environments, it no doubt permeates rural 
and suburban environments as well [36], although the underlying social needs may 
vary from community to community. In many states, Medicaid agencies have real-
ized that frequent ED users and frequent health system users in general will benefit 
from increased care coordination and management and have taken various measures 
that either mandate or incentivize innovation in this area.

The Washington State Medical Association, the Washington State Hospital 
Association, and the Washington State American College of Emergency Physician 
chapter collaborated on the “ER is for Emergencies” program to implement “seven 
best practices” to improve care coordination and curb costs associated with high ED 
use [37]. The best practices included developing patient care plans for frequent ED 
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users, adopting interoperable health information exchange technology, and using 
feedback information to track data on frequent ED users and evaluate the efficacy of 
interventions.

These best practices were developed and legislated, in part, as an alternative to 
the misguided “Three Visit Rule” proposed by Washington State’s Health Care 
Authority which would have denied reimbursement for “non-emergency” visits to 
EDs [38, 39]. Implementation of the best practices correlated with nearly $34  mil-
lion of savings in 2013, improvements in coordination with primary care, an 
approximately 10% decrease in ED use (including by frequent ED users), and a 
24% reduction in visits resulting in a scheduled drug prescription [39, 40].

Other interventions have focused more specifically on social needs. The 
Center for Medicare and Medicaid Services (CMS) has supported several initia-
tives at the state level to facilitate improvements in coordinated care for high-
utilizing patients. In California, the state Medicaid program (Medi-Cal) received 
$1.5 billion to develop whole-person care (WPC) pilot projects as part of their 
renewed Medicaid 1115 waiver. The WPC pilots focus on reducing unplanned 
emergency medical care by better meeting the medical, behavioral health, and 
social needs of high-risk vulnerable populations. For example, San Francisco 
County’s program is focused on improvements in health outcomes for patients 
experiencing chronic homelessness. Efforts to date have concentrated on a) 
developing and leveraging data integration across medical, mental health, sub-
stance use, and social services especially for frequent users; and b) enhancing 
care coordination efforts through the expansion of services like medical and 
psychiatric respite, multi-disciplinary “street medicine” teams, and improved 
inter-agency communication on high priority populations. Initiatives have fos-
tered collaboration on the city/county level, between the Department of Public 
Health, Department of Homelessness and Supportive Housing, the Mayor’s 
Office, the Human Services Agency, academic universities such as the University 
of California San Francisco, Medicaid managed care payors like the San 
Francisco Health Plan, and other entities like the San Francisco Fire Department 
(including EMS-6 as described above).

CMS is also currently supporting a 5-year $157  million Accountable Health 
Communities (AHC) program to examine how systematically screening and 
addressing patients’ health-related social needs impacts health care utilization and 
costs among their beneficiaries. While robust literature on the health impact of 
social care interventions is still growing, there have been several recent well-done 
studies demonstrating improved health outcomes and reduced medical expenditures 
and costs [41–45]. For example, Hennepin Health—a county-based safety-net 
accountable care organization in Minneapolis, Minnesota created as a partnership 
between four organizations aimed to deliver integrated medical, behavioral, and 
social services—demonstrated a 9% decrease in ED visits over 1 year [46]. We 
expect to learn much more about the impact of social service screening and linkage 
on acute care utilization through the anticipated rigorous AHC evaluation program 
evaluation.
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 Recommendations for Emergency Medicine Practice

 Basic

• Take every visit by a frequent ED user seriously. Recognize that frequent ED 
users are often medically ill, and that frequent ED use is an independent predic-
tor of mortality [15]. At the same time, do not medicalize the social needs of 
frequent ED users.

• When possible, facilitate warm hand-offs (e.g., verbal communication with an 
outpatient care manager; provision of accompaniment or transportation to a 
referral site) for the highest-risk frequent ED users to facilitate improved care 
coordination. If social workers or care navigators are available in your ED, 
involve them in the care of frequent ED users.

 Intermediate

• Take advantage of health information exchanges to gain a better understanding 
of the ED use patterns of frequent ED users and gain access to critical informa-
tion such as prescription drug monitoring and care plans.

• Identify and, with appropriate inter-disciplinary support, address frequent ED 
users’ medical and social needs with equal intensity and commitment. Partner 
with patients to understand and meet their self-identified needs, using their priori-
ties as a guide. For example, if a patient presents to an ED reporting food insecu-
rity as the highest priority, focus treatment efforts on addressing this concern.

• Develop and participate in a multi-disciplinary work group to identify the high-
est ED users in your health system and discuss how to better serve them in case 
conferences. These teams may include social workers, patient navigators, inten-
sive care managers, and other staff from both the ambulatory care and inpatient 
care setting.

 Advanced

• Work with partners across the health system (e.g., ambulatory care, pre-hospital 
care, intensive care management programs) to identify and advance opportuni-
ties that ensure frequent ED users get needed care in the least resource-intensive 
setting possible.

• Partner with agencies outside the health delivery system (e.g., housing and other 
social service agencies) to develop an integrated approach to caring for frequent 
ED users in a whole-person manner via data sharing and innovative payment 
methods.

• Work with your specialty society and advocacy organizations to highlight to 
policy makers the social needs and challenges that underpin frequent ED users.
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 Teaching Case

 Clinical Case

X is a 59-year-old with more than 120 ED visits in a 1-year period, including 55 
visits in a 2-month period. The majority of ED visits were to a single hospital, but 
she also had encounters with three other local hospitals. Based on X’s social 
history in an integrated data system, X had been homeless for 10 years. X has a 
history of a traumatic brain injury  (TBI) from a car accident, with resulting 
seizures and falls. X has no short-term memory whatsoever and does not recollect 
previous near daily visits to the ED, or any of the providers with whom she 
interacts. Because X lives on the street she is frequently brought to the ED by 
EMS after bystanders have witnessed a seizure. X often forgets to take prescribed 
medications due to both lack of stable housing and social support, as well as 
TBI. Providers treating X for the first time often incorrectly assume that she is 
under the influence of alcohol.

ED staff, including physicians, navigators, and social workers, coordinate 
with street medicine providers and the community paramedicine team to secure 
a bed for X at a Navigation Center (a service-intensive shelter). They also create 
a care plan within EDie with specific instructions that can be viewed by providers 
across the platform, should X present at other facilities. The care plan includes 
X’s recent health and social history, including a description of her memory 
issues, contact numbers for her primary care provider and the paramedicine 
team, and instructions on how ED providers can redirect X  back to the 
Navigation Center.

After several months in the Navigation Center, X still presents to the ED, 
but much less frequently than when she was unsheltered. ED providers hold a 
case conference with staff from Street Medicine and the Navigation Center to 
discuss how to best support X in the transition to permanent supportive 
housing, given X’s propensity to wander, and the need for daily anti-seizure 
medications.

X moves into a small apartment, with in-home support services including assis-
tance with meals, transportation, and medication administration. ED providers 
update the EDie care plan to include contact details for the front desk of X’s 
apartment and how to redirect X there. X occasionally visits the ED, but had four 
visits in 3 months, compared to 75 visits in the same 3-month period during the 
preceding year. ED providers continue to work closely with X’s community-based 
case manager to coordinate care.

Teaching Points
 1. Recognize the social needs of a frequent ED-using patient and consider how 

these needs may impact their health.
 2. Involve social workers, care navigators, and community-based staff in the care of 

these patients whenever possible. This may involve having these providers in- 
reach to their patients in the ED and having ED providers attend case conferences 
in the community.
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 3. Use health information exchanges to create care plans that are accessible to pro-
viders in other hospitals. Identify personnel to keep these care plans as up to date 
as possible, when key information changes (e.g., provider contact details, 
patient’s status on waitlists for services).

Discussion Questions
 1. In this instance, providers had access to an integrated data system to inform man-

agement and allow them a more comprehensive view of this patient’s ED and 
other service use. Even when these systems are in place, not all providers take 
the time to look at them. How can we encourage the implementation of inte-
grated data systems, and how might you get colleagues to actually use them to 
improve care for frequent ED users?

 2. Frequent ED users are often unable to have their needs fully assessed or met in 
the current ED environment. How might you work to improve the ED visit so 
that the non-medical needs of frequent users are identified and intervened upon? 
How might you involve community-based organizations in ED “in-reach” 
(visiting patients when they are in the ED for interventions) and community-
based care planning?

 3. Many providers made assumptions about this patient—that she had an alcohol 
use disorder—and did not realize the documented traumatic brain injury might 
be the underlying cause of the seizure disorder and memory loss. How can ED 
providers avoid these types of biases in caring for frequent ED users?
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 Foundations

 Background

Emergency medicine providers care for patients with problems related to substance 
use on a daily basis. Compared to patients in other healthcare settings, adult emer-
gency department (ED) patients have higher rates of substance use, including 
tobacco, alcohol, non-medical use of prescription medications, and illegal sub-
stances [1]. Over the last decade, substance use-related ED visits have significantly 
increased. From 2006 to 2014, US alcohol-related ED visits rose 61.6%, from 
3,080,214 to 4,976,136 annual visits [2]. US ED drug-related visits doubled from 
2005 to 2014, in large part due to increasing rates of opioid overdose [3] which 
increased by 29.7% from 2016 to 2017 alone [4].

Rising substance use-related ED visits are due to increased overall ED utiliza-
tion, growing prevalence of substance use disorders (SUDs), increased diagnosis 
and detection of SUDs, and increased SUD severity and lethality of substances 
used. Both binge drinking and alcohol use disorder (AUD), for example, have 
increased nationally over the last two decades, especially among older males [5, 6]. 
There are approximately 88,000 alcohol-related deaths in the US each year, making 
alcohol the third leading preventable cause of death [7]. From 1999 to 2017, drug 
overdoses quadrupled and over 700,000 people died [8, 9]. Since 2013, drug over-
dose deaths due to synthetic opioids other than methadone increased exponentially 
among people from all races, ethnicities, sexes, and age groups [10]. Most of these 
deaths involved potent synthetic opioids, specifically fentanyl [11, 12]. While crude 
overdose death rates have been highest among White people, the highest percent 
increase in mortality due to synthetic opioids other than methadone has been among 
non-Hispanic/Latinx Black people. From 2013 to 2017, non-Hispanic/Latinx Black 
people had an 18-fold increase in overdose mortality, people who identified as 
Hispanic/Latinx had a 12.3-fold increase, and non-Hispanic/Latinx White people 
had a 9.2-fold mortality increase [12].

Despite the increasing national prevalence and severity of SUDs, engagement 
in formal addiction treatment remains low [2, 3, 13–15]. In 2018, there were an 
estimated 21.2 million people over the age of 12—7.8% of the US population—
who needed treatment for a SUD, but only about 11.3% of people with a SUD 
(2.4 million people) received specialty treatment [16]. This treatment gap is due 
to multiple factors, including stigma and discrimination, limited treatment avail-
ability, cost, un- and under-insurance, failure to perceive a treatment need, and 
unmet health- related social needs [17–20]. In this chapter, we describe how, as a 
key interface between the community and the healthcare system, emergency 
medicine providers have an important opportunity to help close the SUD treat-
ment gap and improve public health by advocating for policies and programs to 
provide early treatment initiation, reduce treatment barriers, and address health-
related social needs.
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 Evidence Basis

Historically, SUDs have been mischaracterized as moral failings resulting from 
bad “choices.” Neuroscience research on addiction has demonstrated the neuro-
nal circuitry changes from exposure to alcohol or drugs that result in compul-
sive substance use despite adverse personal consequences [21]. Advancements 
in our neurobiological understanding of SUDs now support the treatment of 
SUDs as chronic diseases. However, SUDs also have complex psychosocial 
components; they often co-occur with psychiatric conditions and are deeply 
intertwined with social determinants of health (SDOH). These factors influence 
not only the development SUDs, but also use-related harm and treatment initia-
tion and retention.

The social determinants of SUDs are complex and vary by individual, geogra-
phy, and substance, but there are some common associated factors. Housing status, 
adverse childhood experiences, and exposure to trauma and violence are all associ-
ated with substance use and the development of SUDs [22–25]. ED patients experi-
encing homelessness, for example, have increased prevalence and severity of 
substance use compared to ED patients who are stably housed [26]. Other individ-
ual-level factors, such as lower level of educational attainment, having low income, 
and being unemployed, underemployed, or employed in a job with a high risk of 
injury, such as manual labor occupations, have also been associated with increased 
rates of substance use and opioid overdose [27, 28]. The rise in deaths among mid-
dle-aged, less-educated, working-class White people due to alcoholism, overdose, 
and suicide—the so-called “deaths of despair”—have been connected to high unem-
ployment, poor job prospects, and widening social inequalities [29–31]. The rela-
tionship between SUDs and social determinants of SUD is bidirectional and cyclical. 
For example, just as substance use can result in loss of income, housing, or employ-
ment, lack of housing or employment can impair an individual’s ability to success-
fully engage in SUD treatment and sustained recovery. Due to structural racism, 
economic opportunities and SUD treatment access and maintenance are even more 
limited for Black people [32, 33].

Interventions to address SUD in the medical setting have typically focused 
on individual medical treatment and/or behavior changes. These are important, 
but addressing the social determinants that underlie substance use will have a 
greater impact on improving overall population health [34]. A comprehensive 
approach to addressing SUDs takes into account not only the medical treatment 
of SUDs, but also health-related social needs and “upstream” SDOH.  The 
socioecological model in Fig. 10.1 outlines key substance use-related factors 
and multilevel interventions ranging from the individual and intrapersonal 
levels to organizational, community, and policy spheres. Using an upstream 
approach to understand SUDs can help inform ED strategies and practices 
at the bedside as well as broader system-level and community-engaged 
interventions.

10 Substance Use: A Social Emergency Medicine Perspective
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 Emergency Department and Beyond

 Bedside

While addressing the social determinants of SUDs may have the greatest impact on 
reducing population-level SUD morbidity and mortality, ED clinicians can have a 
significant and long-term impact on the health and wellbeing of individuals with 
SUD even in a brief clinical encounter. A social emergency medicine approach to 
ED treatment of SUDs entails four basic components: (1) identification of harmful 
substance use; (2) treatment initiation and harm reduction; (3) referral to treatment; 
and (4) identifying and addressing health-related social needs.

Many people with SUDs have a prior history of trauma, including physical, emo-
tional, and sexual assault and/or abuse [35–37]. Using a trauma-informed approach 
during the healthcare encounter is key to identifying patients with SUDs and suc-
cessful patient engagement. This includes awareness of the widespread impact of 
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trauma, recognizing the signs and symptoms of trauma, integrating knowledge 
about trauma into patient care, and preventing re-traumatization [38, 39]. Providers 
can avoid re-traumatizing patients by communicating with and caring for patients in 
a respectful, non-judgmental way that prioritizes a patient’s sense of safety; uses 
person-centered, de-stigmatizing language; demonstrates provider trustworthiness 
and transparency; encourages peer support, mutual self-help, and patient empower-
ment; and incorporates considerations about cultural and historical context, gender, 
race, sexuality, and economics [38, 40].

Identification of Substance Use Disorders 
Many substance use-related ED visits are due to intoxication, acute overdose, injury, 
suicidality, or injection-related injuries or infections. Other reasons for seeking care 
include acute exacerbations of chronic conditions related to substance use, such as 
liver failure from alcoholic cirrhosis. For many ED patients, however, harmful 
substance use or the presence of a SUD may not be obvious. Given the high 
prevalence of tobacco, alcohol, and drug use among ED patients overall, many EDs 
have implemented either universal or targeted substance use screening [41].

Substance use screening, brief intervention, and referral to treatment (SBIRT) 
interventions have been widely studied for tobacco, alcohol, and other drugs [42]. 
ED SBIRT interventions can be done by ED clinicians, social work, or drug and 
alcohol counselors and typically take 5-30 minutes, depending on intervention 
scope and content [43]. While studies have yielded variable results [41], SBIRT 
interventions in ED and non-ED settings overall show efficacy for not only reducing 
consumption of alcohol, tobacco, marijuana, and other drugs (e.g., cocaine, meth-
amphetamine, and heroin) [44], but also substance use-related risk behavior, such as 
driving while intoxicated [45]. More information about SBIRT can be found through 
the SAMHSA-HRSA Center for Integrated Health Solutions (https://www.integra-
tion.samhsa.gov/clinical-practice/sbirt).

Screening can be targeted or universal and there are several short screening tools 
that have been adapted for ED use, such as the AUDIT-C [46–48], CAGE [49], and 
NIAAA single-use question [50–52]. Early detection and intervention for harmful 
substance use can prevent SUD development. Screening is especially relevant for 
adolescents, who may have early or undetected harmful substance use [53]. SBIRT 
has been widely applied and recommended in pediatrics using the CRAFFT screen-
ing tool, which is validated, brief, and developmentally appropriate [54, 55].

Screening paired with motivational interviewing, a patient-centered approach 
that incorporates a patient’s preferences and choice [56], will inform the type of ED 
treatment and/or harm reduction services provided and subsequent treatment refer-
ral. A positive screen or identification of unhealthy alcohol and/or drug use can be 
followed by a brief conversation to elicit the patient’s perspective and any steps they 
might take to be safer and healthier.

Treatment Initiation and Harm Reduction 
Medical treatment of toxidromes and withdrawal are routinely taught during resi-
dency training to meet basic emergency medicine clinical competencies [57]. As a 
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result, ED clinicians have considerable expertise in the management of intoxication, 
alcohol withdrawal, and overdose. ED provision of medications for SUD includes 
nicotine replacement for tobacco cessation and buprenorphine for the treatment of 
opioid use disorder (OUD) [58–61]. Naltrexone and acamprosate are effective 
medications to treat AUD, but their initiation in the ED has not yet been described 
[62]. After alcohol, tobacco is the next most common substance used among ED 
patients. ED-provided motivational interviewing and nicotine replacement have 
been shown to be effective in reducing tobacco use, including among low-income 
ED patients [63]. In just a few minutes, ED providers can assess for tobacco use, 
provide smoking cessation counseling, and prescribe nicotine replacement while a 
person is awaiting admission or upon discharge with referral to outpatient resources 
[58, 64, 65].

Key ED OUD initiatives include naloxone distribution for overdose rescue, ED 
initiation of buprenorphine, and behavioral counseling with referral to treatment 
[66]. Treatment with agonist medications for OUD (MOUD)—specifically 
buprenorphine and methadone—decreases mortality by more than 50% [67] and 
has also been shown to reduce overdose and acute care utilization [68]. Currently, 
however, only a minority of people with OUD are treated with these medications 
[69]. Receipt of MOUD in the year following an ED visit for an opioid overdose is 
associated with reductions in all-cause and opioid-related mortality [70]. A single 
site study of ED-initiated buprenorphine demonstrated a greater likelihood of 
follow- up at 30 days, decreased self-reported opioid use, and cost-effectiveness 
[61, 71]. Any prescriber with a DEA license can order buprenorphine for 
administration in the ED. However, completion of required training and receipt of 
a Drug Addiction and Treatment Act of 2000 (DATA 2000) waiver is needed to 
provide patients with a discharge prescription [72]. If a provider does not have a 
waiver, patients may return to the ED for up to 72 hours to get additional doses of 
buprenorphine [73, 74]. Providing patients with a prescription for a short course of 
buprenorphine until they can be seen for outpatient follow-up is preferred. Some 
EDs use hospital-based bridge programs or low barrier access clinics that stabilize 
patients on MOUD and link patients to outpatient office-based or opioid treatment 
programs (OTPs) for ongoing treatment. Other EDs provide referral directly to 
community-based OTPs or office-based treatment providers [75–77]. Success of 
ED-initiated buprenorphine is dependent on the availability of outpatient office-
based buprenorphine providers and OTPs. There is significant variability in access 
to providers, with large access gaps by geography [17, 78, 79] and race [32]. 
Telemedicine is one strategy used to try to address gaps in outpatient treatment 
access [80–85].

Harm reduction, an approach which seeks to reduce drug-related harm while 
respecting individuals’ autonomy, is an essential component of comprehensive 
SUD care. Intervention cornerstones include syringe services programs and over-
dose education and naloxone distribution programs. Recommended by the World 
Health Organization and the Centers for Disease Control and Prevention (CDC), 
syringe services programs provide sterile injection supplies and teach safe injection 
practices to individuals who inject drugs, including opioids and methamphetamine. 
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These programs have been shown to reduce HIV and hepatitis C transmission 
without increasing substance use [86–91]. Syringe services programs also provide 
additional services including HIV and hepatitis C testing, naloxone distribution, 
personalized support, continuity, and linkage to care. Given these benefits, patients 
should be referred to syringe services programs for continued harm reduction and 
support services, if available.

Community overdose education and naloxone distribution programs have been 
shown to reduce overdose mortality [92–95]. Naloxone is an opioid antagonist 
that reverses the effects of an opioid overdose. Naloxone distribution has increased 
substantially in recent years through community-based harm reduction organiza-
tions, public health departments, pharmacies, and other medical and community 
settings. EDs are increasingly distributing naloxone to patients at risk of opioid 
overdose [96–99]. While the liberal distribution of naloxone in EDs is recom-
mended, some particularly high-risk groups include people recently released from 
prison [100, 101], people who inject opioids or concurrently use opioids and other 
sedating substances (e.g., benzodiazepines, alcohol) [102], and people with sig-
nificant co-morbidities such as liver and lung disease [103]. Naloxone can be 
prescribed by any ED prescriber. Some EDs distribute take-home naloxone kits 
that include a mouth barrier for rescue breathing and educational materials. All 
patients at risk of overdose, or who are around individuals at risk of overdose, 
should be offered naloxone. In states that allow for third party prescribing of nal-
oxone, naloxone can also be provided to family and friends of individuals at risk 
for opioid overdose [104].

Referral to Treatment 
ED SUD screening, motivational interviewing, and referral to treatment can be done 
by any ED provider. Training in these practices is short and can be easily incorporated 
into emergency medicine residency training [105–107]. Depending on availability, 
Health Promotion Advocates, peer recovery specialists, substance use navigators, 
health coaches, or social workers can provide not only treatment referral, but can 
also help address issues like transportation, insurance coverage, and food and 
housing insecurity, which are key factors in treatment initiation, engagement, and 
retention.

One of the earliest examples of these types of programs, Project ASSERT 
(Alcohol & Substance Use Services, Education, and Referral to Treatment), uses 
Health Promotion Advocates, who are licensed peer alcohol and drug counselors, to 
provide substance use assessments and linkage to care. The first Project ASSERT 
program was started at Boston Medical Center (BMC) ED in 1994. Similar pro-
grams have since been implemented at EDs across the US [108–110]. Project 
ASSERT Health Promotion Advocates provide bedside psychosocial assessments, 
determine the appropriate treatment level of care, and arrange for placement in a 
continuum of treatment services as well as referrals to community support services. 
Support services provided include placement in shelters, social peer support 
referrals, overdose education, and naloxone rescue kits, primary care linkage, 
transportation assistance, and referrals to the BMC’s food and clothing banks. 
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Patients interested in MOUD or AUD treatment receive same or next-day 
appointments at the affiliated BMC Faster Paths low-barrier bridge clinic [108, 111].

Some EDs use community-based peer recovery specialists, also known as recov-
ery coaches, to assist with treatment linkage. Peer recovery specialists complete 
training (and, in some states, a certification exam) about addiction, SUD treatment, 
trauma-informed care, and motivational interviewing. They use their personal expe-
rience to provide individualized peer support to help individuals with SUD identify 
and remove barriers to treatment, including health-related social needs such as 
housing, lack of insurance, and lack of sufficient employment or education. Peer 
specialists can be hired by community-based organizations, departments of health 
[112], or be hospital-affiliated or employed [113–115]. For example, the AnchorED 
program in Rhode Island [96, 113] is a partnership between hospitals and a 
community- based organization, Anchor Recovery Community Center. After a 
patient presents to an ED, consulted AnchorED peer recovery coaches assess 
patients for readiness for change and provide motivational interviewing, naloxone 
and overdose prevention education, treatment navigation, and follow-up after an ED 
visit. Similar models are being increasingly applied in other municipalities and 
states [112, 116], but effectiveness has yet to be fully assessed [97, 112, 117].

Referral to treatment is best provided by a multidisciplinary team but for EDs 
that do not have these resources, clinicians can still provide screening, counseling, 
and referral to treatment. Community treatment services can be found using 
SAMHSA’s National Helpline (1-800-622-HELP [4357]) or their online treatment 
locator: https://findtreatment.samhsa.gov/. Local peer support groups can also be 
found through Alcoholic Anonymous (www.aa.org), Narcotic Anonymous (www.
na.org), or SMART Recovery (Self-Management and Recovery Training at www.
smart.org)

Identifying and Addressing Health-Related Social Needs 
Because social needs impact substance use and access to SUD treatment, compre-
hensive ED initiatives to address SUDs must simultaneously address unmet social 
needs. At the time of an ED visit, individual-level assistance with housing, food 
insecurity, transportation, or health insurance can be provided. As these may be key 
barriers to accessing addiction treatment, assistance with these factors from the ED 
can help facilitate successful outpatient treatment engagement and retention. This 
may include the provision of services from the ED or referral to community 
resources. In 2019, the American College of Emergency Physicians (ACEP) 
recognized the importance of addressing social needs in the ED by passing a 
resolution endorsing staffing EDs with social workers [118]. Furthermore, hospitals 
and healthcare systems can develop infrastructure to assist patients with insurance 
enrollment, healthcare, and social services navigation, providing any needed 
clothing, jackets, or shoes, and provision of transportation vouchers and/or assistance 
to help patients attend outpatient follow-up appointments [119, 120]. As is discussed 
in greater detail below, housing is a key area of need for many patients with SUDs. 
For individuals with SUDs, referrals to Housing First programs—housing for 

E. A. Samuels et al.

https://findtreatment.samhsa.gov/
http://www.aa.org
http://www.na.org
http://www.na.org
http://www.smart.org
http://www.smart.org


165

individuals experiencing homelessness without prerequisites around sobriety or 
completion of SUD treatment [121–123]—may be preferred to programs that 
require abstinence.

 Hospital/Healthcare System

Health and hospital systems as well as professional societies can encourage depart-
ments of health and state and local governments to make systemic and policy 
changes to that would ultimately improve care for ED patients with SUDs and 
address their unmet social needs. Emergency physicians have led such efforts across 
the US. Parity for SUD treatment under the Affordable Care Act has improved 
access to care, but significant barriers remain, largely related to gaps in treatment 
availability, challenges in addressing concurrent unmet social needs, and pervasive 
stigma [124, 125]. Black, Indigenous, and people of color (BIPOC) [33, 126–128], 
women [129], residents of rural areas [17, 78, 130, 131], and low-income individu-
als [125, 132] have lower initiation and maintenance of addiction treatment. In areas 
with limited addiction medicine provider availability [32, 79], telemedicine is being 
used to fill treatment gaps by providing either direct services or behavioral interven-
tions [81], patient to provider communications, or enhancing the capacity of local 
providers to provide treatment for SUDs [133, 134]. However, these services can 
require ongoing access to the internet and/or smartphones, which may be cost-pro-
hibitive or unavailable for some low-income individuals and people living in rural 
areas, who may be in most need of these services [135–138].

Reimbursement metrics can be used to reward care quality and value rather than 
quantity. Some of these initiatives are driven by, or done in partnership with, payers. 
MassHealth, Massachusetts’ Medicaid program, for example, has developed a net-
work of Accountable Care Organizations to improve care for patients with SUDs 
[139]. The growing emphasis on care quality has spurred some hospital systems to 
develop quality and population health initiatives [140] including housing programs, 
local workforce development initiatives, food pantries and gardens, and healthcare 
managers and navigation programs for patients with SUDs. Given the high preva-
lence of co-occurring substance use and unmet social needs among individuals who 
frequently use the ED [141–143], some initiatives designed to address frequent ED 
utilization have incorporated SUD treatment along with addressing health-related 
social needs [144]. Some programs use community health workers or offer intensive 
case management to provide individualized support and healthcare navigation 
[144–147].

Some municipalities have established respite programs where people without 
housing can stay while receiving treatment for medical problems that do not require 
hospitalization, but could not be safely addressed at a shelter or while living on the 
street [148]. Expanding indications to include beginning someone on SUD treatment 
is one potential strategy that could help improve SUD treatment initiation among 
patients experiencing homelessness.
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Some municipalities and hospitals have invested in alternate sites of care for 
people who are intoxicated. One example is sobering centers, locations where unin-
jured and medically stable intoxicated individuals can safely regain short-term 
sobriety as an alternative to being brought to an ED or jail [149, 150]. Sobering 
centers have been implemented around the US and vary in their organizational affil-
iation, triage mechanism, and funding. Currently, there is no standardized scope of 
work or certification process for sobering centers. While they typically do not 
deliver onsite treatment for substance use, they can provide peer support and link-
age to treatment.

To improve the quality of care within and across health systems, professional 
societies, public health departments, and state and federal governments have 
released treatment recommendations, guidelines, standards, and requirements for 
the treatment of SUDs in the ED. All trauma centers are required to screen, at a 
minimum, for alcohol use to maintain their trauma center certification [151]. 
Level I and Level II certified trauma centers must not only screen, but also provide 
interventions for all individuals who screen positive. The Colorado [152] American 
College of Emergency Physicians (ACEP) chapter has written treatment guide-
lines and California ACEP [59] has collaborated on and endorsed guidelines for 
ED buprenorphine initiation. Nationally, ACEP has not only supported ED nalox-
one distribution, but also the use of opioid prescribing guidelines and ED 
buprenorphine initiation. ACEP is also working to improve ED care of OUD at 
academic and community EDs. Through its Emergency Quality Network 
(E-QUAL) Opioid Initiative, ACEP provides online education and training 
resources and quality metric reporting and measurement for participating EDs 
nationwide [153].

Some states have begun to regulate and/or incentivize OUD treatment standards. 
After the passage of a substance use discharge planning law in 2016, the Rhode 
Island Department of Health released hospital treatment standards for the treatment 
of OUD and opioid overdose. These standards require EDs to provide standardized 
SUD screening; use peer recovery services; refer patients to treatment; and provide 
naloxone for overdose rescue, among other requirements [154]. These standards 
also include additional care recommendations for hospitals that can initiate and 
maintain patients on MOUD. Similarly, the city of Baltimore also released hospital 
standards of care [155], all New York City hospitals have agreed to treatment guid-
ance put forward by the NYC Department of Health and Mental Hygiene [156], and 
last year the Massachusetts legislature passed a law requiring that EDs have proto-
cols and capacity to possess, dispense, administer, and prescribe buprenorphine. To 
assist EDs with implementation, the Massachusetts Health and Hospital Association 
and the Massachusetts ACEP chapter released treatment guidelines [157]. Using 
financial incentives rather than regulation, the Pennsylvania Department of Human 
Services added an opioid-specific incentive to their Hospital Quality Improvement 
Program [158]. This program provides financial incentives for hospitals to develop 
clinical pathways to link Medicaid patients with OUD into treatment within 7 days 
of an ED visit [158, 159]. Moving beyond incentives, in February 2019, California 
passed legislation funding EDs to hire and pilot substance use disorder peer naviga-
tors and behavioral health peer navigators [160].
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 Societal Level

While substance use and SUDs are present among all genders, races, geographic 
regions, and social strata, they are not evenly distributed or equitably treated. 
Socioeconomic conditions have a significant impact on the development, progres-
sion, and treatment of SUDs. These conditions include, but are not limited to, hous-
ing conditions, healthcare access, availability of community resources, poverty, 
immigration status, employment, exposure to violence, neighborhood stressors, and 
discrimination [30, 161–163]. Many of the neighborhood-based inequalities we 
observe today are the direct result of historical housing policies known as “red- 
lining” which not only resulted in the segregation of US metropolitan areas, but also 
systematically limited Black people’s opportunities for economic advancement 
[164]. Widening income inequality, weakening social welfare and healthcare safety 
net programs, and diminishing social cohesion over the last 50 years all contribute 
to social distress that is associated with higher substance use severity and mortality 
[30, 31, 165, 166]. Areas with the lowest levels of social capital and socioeconomic 
status, for example, tend to have more liquor stores [169] and higher overdose rates 
[167, 168]. Conversely, wealthier counties and communities have fewer liquor retail 
outlets [170], lower levels of tobacco and alcohol use [171], and lower rates of opi-
oid overdose [168]. Where people live and local demographics also impact what 
treatment options are available to them. For example, counties that are majority 
White are more likely to have access to buprenorphine, as compared to predomi-
nantly Black counties which are more likely to have access to methadone [32].

To support broader structural change and improvements in population health, 
emergency physicians can leverage their frontline experience, data, and knowledge 
to identify and advocate for programs, initiatives, policies, and legislation that 
address social determinants of SUDs. Societal level changes that will impact the 
development and treatment of SUDs can be divided into three general categories: 
(1) individual social factors; (2) public policy; and (3) the drug supply environment 
[172]. Each of these factors impacts not only substance use and addiction treatment, 
but also individual and population health and social outcomes.

Individual Social Factors 
As previously discussed, structural inequities, SDOH, neighborhood exposures, and 
one’s living environment have an important impact on substance use and treatment 
engagement. In addition to addressing individual patient social needs as described 
earlier, ED providers and health systems can work on a larger community or 
structural level to improve the social determinants of SUDs. For example, stigma 
and discrimination toward drug use, people who use drugs, and people with SUDs 
present barriers to treatment access [173, 174]. To address this barrier, the Grayken 
Center for Addiction at Boston Medical Center has launched an anti-stigma 
campaign, which includes training and advocacy for use of non-stigmatizing 
language when talking about people with SUDs. This also includes employment 
initiatives that build workforce capacity for people with SUDs, public housing 
strategies to support people with SUDs, and educational programs and services for 
people with SUDs to get re-enrolled in school and gain higher education to help 
them improve their future job opportunities [175].
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Housing is another key determinant of substance use that health systems can help 
address by screening patients for housing needs, referring patients to existing housing 
resources, and even providing funding or land for housing-related initiatives in con-
junction with community and governmental stakeholders. There are two basic hous-
ing models to assist people with SUDs: Housing First permanent supportive housing 
and Recovery Housing (aka Sober Living Houses) [176]. Housing First is a model of 
permanent supportive housing not limited to people with SUDs. Residents are pro-
vided with permanent housing that uses a harm reduction approach to provide indi-
viduals with voluntary support and resources for their substance use [121]. These 
programs have demonstrated good efficacy in housing retention for people with SUDs 
[121–123]. Recovery Housing can range from independent, resident- run homes to 
staff-managed residences that provide clinical services [177]. Such programs are het-
erogeneous, and many use a model of peer-support with abstinence-based, Alcoholics 
Anonymous/Narcotics Anonymous type teachings. Some evaluations of Recovery 
Housing programs have shown decreased substance use, increased monthly income, 
and decreased incarceration [177]. While housing is essential for successful recovery, 
given the variability of Recovery Housing programs, some programs may not be well 
suited for patients with OUD if they do not accept individuals on MOUD.

Public Policy 
Addressing socioeconomic determinants of SUDs requires changes in current pub-
lic policy including expansion of social programs. Available transportation, educa-
tion, health, addiction treatment, housing, social and legal advocacy services, and 
interactions with the criminal justice system, have significant impacts on SUD 
development and treatment. Medicaid expansion has improved treatment access in 
expansion states, but has not fully addressed overall treatment gaps or racial and 
gender disparities in care [32, 33, 70, 125, 127, 132, 178]. Addressing racial and 
gender disparities in treatment engagement and retention will require identifying 
and addressing systematic bias in treatment programs and the development of 
culturally competent, linguistically accessible, and/or specific treatment programs, 
including for pregnant people with SUDs [178–180]. Restrictive immigration 
policies, detention, deportations, anti-immigrant sentiments, and limited interpreter 
services are additional barriers faced by immigrants and refugees accessing mental 
health and substance use services [181].

Emergency physicians can be important advocates for the establishment or 
removal of laws to reduce drug use-related harm. Historically, the US has used a 
criminal justice policy strategy to address SUDs [182]. This has had important 
implications for SUD prevalence, morbidity, mortality, and public health. Rather 
than decreasing substance use, this approach has largely pushed substance use 
underground, resulting in increased use-related harm. In the case of witnessed 
opioid overdose, for example, many report fear of arrest as a primary cause of not 
calling 911 [183]. The passage of Good Samaritan Legislation offers some protection 
against prosecution to encourage utilization of emergency medical services in case 
of an overdose. Other state-specific legislation, specifically naloxone and syringe 
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access laws, offer important opportunities to provide harm reduction services that 
can prevent opioid overdose as well as injection-related complications such as cel-
lulitis, endocarditis, HIV, and hepatitis C [184–186]. The effectiveness of these laws 
is undermined, however, by the presence of paraphernalia laws, which criminalize 
possession of equipment for drug consumption, including sterile syringes, even if 
acquired from a syringe services program or purchased at a pharmacy [187]. Despite 
their public health utility, many states severely restrict syringe access at pharmacies 
or community-based syringe services programs, especially in rural communities 
and the Southeast and Midwest regions [187]. For more information about laws 
related to opioid prescribing, MOUD, Good Samaritan Legislation, naloxone 
access, and paraphernalia, see the Prescription Drug Abuse Policy System (PDAPS) 
at: http://pdaps.org.

Although all people who use illegal drugs face increased policing and scrutiny 
from the criminal justice system, communities of color and low-income communi-
ties are disproportionately impacted [188, 189]. Longer sentences for drug posses-
sion, including three-strikes laws and mandatory minimums, have not reduced the 
prevalence of substance use or rates of overdose [190] but have resulted in the mass 
incarceration of BIPOC communities [191]. These policy failures are related to the 
recurrent relapsing nature of SUDs, a high prevalence of trauma and post-traumatic 
stress disorder among incarcerated people, limited-to-no economic opportunities 
for those who have been incarcerated, and concurrent defunding of social welfare 
programs [190, 191, 192].

Furthermore, the use of evidence-based treatment in prison is limited and, where 
available, racial disparities persist, with decreased provision to Black people who 
are incarcerated [193]. Following release from prison, 77% of individuals with 
OUD return to opioid use and the risk of death increases threefold [194]. A minority 
of prisons and jails offer people with OUD evidence-based treatment with 
MOUD. Many prisons and jails even force individuals to stop their methadone and/
or buprenorphine upon entry. Offering or continuing MOUD in prison can have a 
significant impact on overdose deaths. Studies from the US and internationally 
exploring prison buprenorphine programs have observed reductions in post-release 
opioid overdose death of up to 85% [195–197].

Punishing substance use with incarceration has not reduced substance use, nor 
has it decreased substance-use related morbidity and mortality. Furthermore, crimi-
nal justice involvement has a detrimental impact on a person’s ability to obtain 
housing, employment, and education and a significant negative impact on the health 
and wellbeing of the families and communities of people who are incarcerated—all 
of which can undermine successful engagement in SUD treatment after incarcera-
tion [198]. Outside of drug legalization, policy changes to mitigate the impact of 
criminal justice drug policies would include job and education programs for people 
with criminal justice involvement, defelonization of drug possession, equitable 
access to SUD treatment, removal of screening for prior convictions on employment 
applications [199], and decoupling felony convictions from eligibility for housing 
and occupational licenses [200, 201].
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Drug or diversion courts are one strategy used to reduce incarceration for drug- 
related charges and to improve access to addiction treatment. Some have shown 
effectiveness in reducing substance use and recidivism, but they vary in form, use, 
and provision of evidence-based treatment [202–204]. One study showed that only 
53% of drug courts allowed MOUD to be part of an individual’s treatment plan 
[194]. Patient advocates have voiced concern about the role of coercion in accep-
tance of treatment, the efficacy of coerced treatment, and the persistence of racial 
discrimination in the courts, as treatment has been observed to be preferentially 
provided to White people facing criminal charges [205]. If implemented effectively, 
however, these programs could have the potential to reduce incarceration and 
improve treatment engagement.

A public health policy approach to SUD would entail a fundamental and radical 
change in drug policy. Drug and drug paraphernalia decriminalization and expansion 
of evidence-based addiction treatment could not only reduce the health consequences 
of drug use and incarceration but could also lower barriers to treatment and harm 
reduction services. In 2001, Portugal decriminalized drug consumption and expanded 
access to treatment and harm reduction services. Portugal had previously been consid-
ered the “heroin capital of Europe,” with an estimated 1% of its population using 
heroin. Since decriminalization, from 1999 to 2013, overdose deaths have decreased 
by 80%, treatment engagement increased over 60%, new diagnoses of HIV decreased 
by 94%, per capita social cost of drug misuse decreased by 18%, and the percentage 
of people in prison for drug law violations decreased by 45% [206–208].

Drug and Alcohol Supply 
Many efforts to reduce substance use and substance use- related harm have focused 
on reducing and restricting the drug and alcohol supply. These efforts have ranged 
from total prohibition to legalization with government regulation and enforcement. 
Alcohol was previously prohibited and is now regulated through taxes and other 
restrictions by age, time, location, and types of beverage. Tobacco is similarly 
restricted through taxes, and restrictions on age and locations of consumption, 
which have contributed to reductions in tobacco use and in mortality from smoking-
related illnesses [209, 210]. States are increasingly passing legislation to legalize 
and regulate recreational and medical marijuana consumption, despite federal 
restrictions [211, 212].

Drug supply strategies to address opioid overdose have focused on reducing opi-
oid prescribing, use of prescription drug monitoring programs, and Drug 
Enforcement Administration responses to the global drug market. Reducing pre-
scription supply without increasing the availability of SUD treatment and harm 
reduction services has shifted demand toward illegal drug use. Since the release of 
the CDC’s opioid prescribing guidelines in 2016, there has been a decline in opioid 
prescribing [213, 214]. However, despite decreasing prescriptions, overall overdose 
deaths remain high with many overdoses involving illegal opioid use alone and in 
combination with prescription opioids [9].

Successfully addressing the opioid epidemic, and substance use disorders more 
broadly, requires looking beyond biological and medical approaches of prevention, 
diagnosis, and treatment to strategies that address broader global structural issues that 
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drive the drug trade, such as underdevelopment and poverty. As clinicians, we start at 
home, one patient at a time. But, by also advocating for hospital, health system, and 
societal changes in partnership with local communities and policy makers, ED provid-
ers can have a meaningful systemic impact to reduce SUD morbidity and mortality.

 Recommendations for Emergency Medicine Practice

 Basic

• Identify patients with substance use disorders based on their clinical presenta-
tion or use a one-question or brief substance use disorder screening tool 
(https://www.integration.samhsa.gov/clinical-practice/screening-tools) [41].

• Provide take-home naloxone for all patients who have presented after an opioid 
overdose or who are at risk for an overdose.

• Treat opioid withdrawal in the ED with opioid agonists; methadone if the patient 
is on methadone, buprenorphine if the patient is not on long-acting opioids and 
has no contraindications [215].

• Counsel patients on treatment options and refer patients requesting help to 
appropriate inpatient or outpatient treatment programs that offer medications 
for SUDs.

• Offer rapid HIV testing to individuals who inject drugs.
• Refer patients who use injection drugs to syringe services programs and provide 

them with education about sterile injection techniques to reduce soft tissue infec-
tions and transmission of HIV and hepatitis C.

 Intermediate

• For patients with moderate to severe OUD who are not in treatment or taking 
long-acting opioids (e.g., methadone), prescribe buprenorphine and provide 
referral to outpatient follow-up. While an “X-waiver” is required to write a dis-
charge prescription for buprenorphine, any DEA-licensed ED provider can order 
a dose of buprenorphine to be administered in the ED (see ACEP’s Buprenorphine 
Use in the ED Tool [60] https://www.acep.org/patient-care/bupe/ or the ED 
Bridge Guide [216]: https://ed-bridge.org/guide).

• Employ ED health navigators (peers or Health Promotion Advocates) to conduct 
substance use assessments, behavioral counseling, and linkage to treatment.

• Identify and assess unmet social needs among patients with substance use disor-
ders and refer to community resources as appropriate.

 Advanced

• Establish hospital-based programs or community partnerships to address 
patients’ unmet social needs as a key part of addressing SUDs.
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• Establish hospital workforce development programs for individuals with SUDs.
• Advocate for changes in public policy that expand access to addiction treatment 

and harm reduction rather than punishment.

 Teaching Case

 Clinical Case

Ms. B is a 30-year-old Latina female with limited English proficiency and a past 
medical history of chronic low back pain, post-traumatic stress disorder secondary 
to sexual assault, and bipolar disease. She reports a history of heroin use and more 
recent use of opioid pills that she buys on the street. She presents to the ED experi-
encing opioid withdrawal symptoms and requesting Percocet. She receives one dose 
of 4mg buprenorphine/1mg naloxone by the ED attending and is referred to the 
ED’s Faster Paths to Treatment’s Bridge Clinic for further evaluation the next day.

At Faster Paths, she reports that one year prior to her visit her oxycodone prescrip-
tion was abruptly discontinued by her primary care physician, who was concerned 
about the new state prescribing regulations and monitoring system. She began buying 
“Percocet 30mg” and tramadol on the street to prevent withdrawal and relieve her low 
back pain. The Faster Paths bridge clinic physician prescribes buprenorphine 4mg/
naloxone 1mg twice daily, and a 4mg Naloxone HCL nasal spray to carry on her per-
son. After a month of monitoring her cravings, negative urine drug testing for opioids 
except for buprenorphine, and dosage adjustments with frequent visits, she is trans-
ferred to the hospital’s Office-Based Addiction Treatment (OBAT) Maintenance Clinic.

During her last visit to Faster Paths, the patient reports extreme anxiety after 
receiving a letter notifying her to vacate her apartment by the end of the month. 
She reports that the landlord is selling the building in her gentrifying neighbor-
hood and the new landlord intends to modernize the property and vastly increase 
rent. Ms. B voices worry about losing her low-rent apartment, which is within 
walking distance from her part-time job and addiction, medical, and psychiatric 
care at the same hospital. She reports poor credit, though she could afford first 
and last month’s rent for a new apartment. She is scared of becoming homeless, 
which would threaten her stable work, safety for herself, and the security of her 
medications. She was most concerned about triggering a relapse to heroin, 
which she has not used in more than 5 years. An emergency physician working 
in the Faster Paths low barrier bridge clinic wrote a letter to her landlord 
requesting an extension on her lease. The clinic coordinator consulted BMC 
THRIVE, an online resource guide developed for direct referrals, and provided 
Ms. B with information on the BMC medical- legal partnership services and a 
state program that offers financial assistance for moving costs. The physician’s 
letter helped Ms. B get a month’s extension. She applied to Boston Public 
Housing Authority for Section 8 housing without success; however, prior to 
eviction, because of her resilience, support system, and resources, she found 
low-cost housing in a suburb outside of Boston. One year later, Ms. B continues 
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to take her prescribed buprenorphine and regularly attend her medical, addiction, 
and psychiatric appointments.

Teaching Points
 1. The relationship between substance use disorder and social needs is bidirec-

tional. Addressing housing instability is a critical component for patient engage-
ment and retention in substance use disorder treatment.

 2. Screening for substance use disorder, homelessness, and housing insecurity 
should be integrated into ED practice, documented in the electronic health 
record, and linked to a referral and/or consult for an ED social worker or peer 
advocate, as available.

 3. Emergency providers can write letters to landlords and government agencies and 
refer patients to local eviction prevention or legal services like the medical-legal 
partnership.

 4. ED providers can provide treatment for opioid withdrawal and opioid use disor-
der using medication for opioid use disorder. Beginning treatment in the ED and 
providing a warm handoff/referrals are especially important for patients with 
concurrent social needs, who may not have the resources or ability to access 
outpatient treatment options without assistance.

 5. EDs work within a system of care and cannot provide all needed services them-
selves. EDs should develop relationships with a referral network of substance 
use disorder treatment services and housing and other resources to help patients 
meet their social needs in their community. The SAMHSA practitioner locator 
guide is helpful to start the process of identifying referral sites for substance use 
disorder (https://www.samhsa.gov/medication-assisted-treatment/practitioner-
program-data/treatment-practitioner-locator).

Discussion Questions
 1. The patient presented to the ED in opioid withdrawal. The ED physician effec-

tively treated the patient with 4 mg of SL buprenorphine following ED protocol 
and state law. How does this compare to your ED’s current practice? What are 
some benefits, barriers, and enablers for providing buprenorphine in the ED? 
What mechanisms for outpatient follow-up are available in your local 
community?

 2. What is the impact of homelessness and housing insecurity on the behavioral and 
physical health of people with substance use disorders? How do substance use 
disorders contribute to homelessness and housing insecurity? How can ED 
physicians identify housing insecurity and homelessness? How can providers 
direct patients to appropriate community resources for unmet health-related 
social needs? How is this currently done at your institution? What are the ways 
this could be improved?

 3. The ED physician provided a warm handoff to colleagues in the ED low-barrier 
bridge clinic that provides buprenorphine prescriptions and case management. 
What are your thoughts on the role of ED physicians to identify and refer patients 
with substance use disorder? What are the best ways to do this?
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 4. What institutional or other supports would be needed for the ED to provide com-
prehensive care for patients with substance use disorders who are unstably 
housed? What resources are available at your ED/hospital? How can ED physi-
cians advocate for their hospital to engage with and support community agencies 
already involved with housing issues?
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Key Points
• Employment status, and the working conditions of one’s employment, are social 

determinants of health (SDOH) that should be considered in emergency depart-
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cies that improve access to quality, safe, and stable employment for patients in 
their communities.

• Low educational attainment is associated with risky behaviors that result in ED 
visits; screening with linkage to community resources to improve educational 
attainment, particularly in younger patients, may be a reasonable strategy for ED 
patients.

• Low educational attainment can be addressed as a social need in the ED through 
patient-provider communication strategies and partnerships with community- 
based organizations.
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 Foundations

 Background

The idea that conditions such as employment, work status, and wages influence 
health contributed substantially to the conceptualization of social determinants of 
health (SDOH). The formative Whitehall study, initiated in 1967, found a strong 
inverse correlation between social class, as defined by the type of employment 
and wages, and mortality from a wide range of diseases among British civil ser-
vants. They noted that while overall mortality fell from 1970 to 1980, the mortal-
ity rates in manual labor occupations declined more slowly than in non-manual 
labor occupations. Because manual occupations were generally lower-earning, 
the difference in existing health disparities between social classes widened [1]. In 
1991, Marmot and colleagues published a follow-up to this study, the Whitehall II 
study, showing that these differences in mortality rates persisted over the subse-
quent two decades [2]. These landmark studies provide empirical evidence that 
employment and wages are associated with disparities in mortality. As the wealth 
gap in the US widens, recent evidence suggests such disparities will only become 
more marked [3].

Recent research on inequity in mortality between lower and higher income earn-
ers points to income as a marker for both employment and education, where median 
income rises with each tier of educational attainment [4, 5]. Chetty et al. reported in 
2014 that there was a 15-year difference in life expectancy for men and a 10-year 
difference in life expectancy for women when comparing the richest 1% of indi-
viduals and the poorest 1% in the US [3]. This is a similar differential in life expec-
tancy attributable to a lifetime of smoking. Given that wealth is even more unequally 
distributed than income, health disparities may persist or worsen as wealth is passed 
from generation to generation [3]. In addition to differences in mortality, low-
income individuals with chronic diseases are more than three times as likely as 
affluent individuals with chronic disease to have impairments in activities of daily 
living [5].

 Evidence Basis

Education, employment, and income are distinct but related social determinants that 
individually and together can affect the need for ED care, which can serve as a 
safety net both for high social needs and acute medical problems [6, 7]. Individuals 
living in poverty and those with Medicaid insurance are more likely to use the ED 
for routine health needs, at the same time as those needs are concentrated with pov-
erty [6–8], compounding the effect. For example, in a study of more than 60,000 
outpatients, educational attainment was independently associated with the preva-
lence of chronic disease [9]. Further, among participants who developed chronic 
kidney disease, those who completed college had a 24% lower mortality rate over 
the 7-year observation period than those who only completed some high school [9].
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Un- and under-employment was a powerful covariate in a study of frequent ED 
use, where patients in this predicament were more than twice as likely to use the ED 
five or more times in a year than those employed full time [10]. Although the rela-
tionship between employment and ED use is complex, much of it is driven by the 
persistence of employment-linked insurance in the US, and the primacy of insur-
ance in access to quality care [11, 12].

Patients with lower educational attainment are more likely to be prescribed opi-
oids, suggesting that this population may be disproportionately impacted by iatro-
genic consequences of opioid prescribing [13]. The influence of education on health 
outcomes can also be seen in individual diseases. Patients with sickle cell disease 
who do not have a high school diploma are more likely to visit the ED when com-
pared to those who have graduated from high school, after adjustment for disease 
severity, psychosocial functioning, and employment status [14]. The impact, of 
course, for patients with illness early in life is bidirectional, as their underlying 
sickle cell disease directly inhibits some patients’ ability to receive a quality educa-
tion [15]. Addressing and optimizing care for young patients who are chronically ill 
becomes especially critical as impacts on their education can have compounding 
effects on their health outcomes.

Low educational attainment and unemployment are social needs that ED provid-
ers are not accustomed to addressing. Although these needs may seem disconnected 
from the use of health services and health outcomes, research shows that education 
and employment are deeply rooted social risk factors, and the effects of inadequate 
education and low employment are generational and bidirectional [16]. Specifically, 
improving an individual’s education level seems to have the most health benefit for 
people whose parents are poorly educated, beyond the observation that personal 
educational attainment seems to counteract the effects of poorly educated parents 
[17]. In a study analyzing 37 years of follow-up data from an early childhood inter-
vention program in a low- income African American community in Michigan, 
Muenning et al. found that subsequent educational attainment, insurance status, and 
income were higher over time in the intervention group [18]. Improving education 
through dedicated interventions in vulnerable communities is a means for address-
ing health inequities and overcoming generational cycles of poverty.

There is a significant and consistent association with high school grades and 
health risk behaviors [19]. Students who have lower grades in high school are more 
likely to carry a weapon, drink alcohol regularly, smoke cigarettes, be currently 
sexually active, and are more likely to be sedentary and less physically active. 
Students with lower grades also are more likely to misuse prescription drugs, take 
part in a physical fight, be sexually assaulted, and not use a seatbelt in a car [19]. 
Understanding the effects of educational attainment early in life can lead to clear 
risk factors for acute care visits, and advocating for policies that support low-
achieving students may mitigate some of these health behaviors and thus, possibly, 
downstream ED use.

Despite the gradient in education and earnings, the cutoff of having earned a high 
school diploma is a clear binary discriminator in wages and in health outcomes. A 
25-year-old woman with a high school degree can expect to live to an age of 86 years, 
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as opposed to a similar aged woman without a degree whose life expectancy is 
shorter by 11 years; the gap for men is 15 years [20]. Another estimate finds annual 
attributable deaths from lack of a high school education to be comparable to the 
number of deaths that could be averted if all current smokers had the mortality rate 
of former smokers—potentially an apples-to-apples assessment when considering 
the role of socioeconomic status in both exposures [21]. It is important to be aware 
of the intersectionality of educational disparities with inequities in race and gender, 
all of which can work together to compound differential health outcomes [22, 23].

Finally, in the setting of an overburdened emergency system where throughput 
and acute care delivery are paramount, interventions will need to hold to the tenets 
of social EM and consider individual patient-provider interactions, EDs, and hospi-
tal systems, and at the same time take a societal perspective. This is not to say that 
it is within the purview of emergency physicians to improve a person’s wages, 
directly improve access to high-quality education and opportunity in their commu-
nity, or find patients suitable employment during a routine ED visit; but if the health 
effects of poverty are similar to a lifetime of smoking, we ought to consider it in our 
practice just as we consider other more traditional risk factors. In this chapter, we 
outline pragmatic approaches to address inequities rooted in education and employ-
ment, and how practicing emergency physicians can consider these factors when 
providing clinical care in the ED. We outline an approach to care that considers 
these needs, tailors disposition planning and bedside teaching appropriately, and 
recognizes the value in ED care for visits that some may view as “non-urgent.”

 Emergency Department and Beyond

 Bedside

The most apparent impact of a patient’s employment in the ED setting may be from 
dangerous working conditions or inherently dangerous professions. Construction 
workers, for example, have a work-related injury rate of up to four times the general 
population, and agricultural injuries are quite common in rural emergency depart-
ments [24, 25]. Additionally, certain occupations, most famously firefighters, have 
an alarming risk of both on-duty occupational mortality as well as marked chronic 
disease risks associated with their professions [26].

Low educational attainment may be among the most prevalent and readily rec-
ognizable SDOH for patients in the clinical setting when it manifests as poor 
health literacy (see elsewhere, Language and Literacy). We can, however, adopt 
the principles of communication aimed at improving care for patients with low 
levels of educational attainment, which include: (1) universal precautions and 
assuming a lower level of patient educational attainment; (2) developing visual 
aids for patient education; (3) simplifying written materials; and (4) engaging the 
use of patient navigators, and specifically engaging the target audience [27]. 
While these approaches may seem like common sense, their impact for patients 
can be profound.
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Recognizing education as a critically important social determinant, investigators 
in one pediatric ED used the ED visit as an opportunity to enroll children in a pilot 
project that aimed to increase reading in the home. This intervention, which con-
sisted of distributing a brochure that stressed the importance of reading at home and 
a take-home children’s book, did not have a meaningful impact on parent-child 
reading [28]. Despite the observed outcome, it is one of the few studies in the litera-
ture to attempt an ED-based educational intervention, suggesting that more work is 
needed to investigate whether or not there are feasible ways to promote improved 
educational performance in patients in such a context, or whether efforts may be 
better spent advocating for educational reforms in a community setting.

While EDs may not clearly be poised to improve patient educational attainment 
during a single encounter, we can modify practices to mitigate the impact of educa-
tion on health outcomes. There are a few practical strategies that emergency provid-
ers can take to address some of the impacts of educational attainment and 
employment social risk factors, and these primarily are accomplished through link-
age to resources in the community. Providers can begin to collect information on 
educational resources and opportunities for job training in their area. Access to 
quality medical care is a potential mediator of the relationship between educational 
attainment and employment and health. Linking patients to available comprehen-
sive population health- focused community programs—programs that can engage in 
patient’s social and medical risks longitudinally [29, 30] —is a unique opportunity 
in the ED. Screening strategies for social needs in the ED are a focus of ongoing 
research, but it does seem that both patients and community partners feel this is an 
important part of ED care [31]. In one qualitative study by Samuels-Kalow et al., 
patients did not necessarily expect that the ED would be able to fully address com-
plex SDOH immediately from an ED visit, but viewed any effort as a positive step 
forward. There remains significant work to be done regarding implementation strat-
egies for screening that can be integrated into ED care [31].

 Hospital/Healthcare System

Hospitals and health systems have a key role in creating an environment and culture 
that engages patients at all levels of educational attainment. This can take the form 
of medical-legal help desks, investment by hospitals in struggling communities, and 
specifically focusing on improving care for common problems facing communities 
with low educational attainment and high rates of under- or unemployment.

The American Academy of Medical Colleges (AAMC) has developed a set of 
tools that address social determinants of health, and as many as a quarter of the 
implementation strategies address education with a focus on the pediatric and ado-
lescent population [32]. Strategies outlined by the AAMC include programs that 
contribute to kindergarten and college readiness, as well as initiatives that use tele-
medicine to decrease school absences for school-aged children.

Medical-legal partnerships (MLPs) present another opportunity for hospitals and 
EDs to directly offer patients new educational and employment opportunities while 
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they interact with the healthcare system. A study by Losonczy et al. examined the 
impact of a help desk for health-related social needs, integrated with a medical-legal 
partnership and based in an urban ED [33]. They found that employment was identi-
fied by almost 25% of all patients as their top social need when interacting with the 
help desk. This particular help desk aimed to help the patient navigate social ser-
vices, including unemployment benefits, as well as job training opportunities. The 
provision of resources that aim to address employment and other SDOH while 
patients are in the hospital or ED through the help desk model offers an opportunity 
to expand our scope of services and engage in upstream interventions without the 
need for clinicians to engage in-depth at the bedside during a patient’s acute care 
encounter.

In most areas, hospitals and healthcare systems are among the largest employers, 
which offers another avenue to improve education and employment at the commu-
nity level. A variety of jobs at different skill levels are required to deliver comprehen-
sive healthcare, and some hospitals are leveraging this demand into investments in 
their communities, with a focus on justice and equity, directing funds already slated 
for employment opportunities. These institutions then position themselves as anchor 
institutions, defined as hospitals and EDs that develop and maintain deep roots in 
their communities through jobs and job training [34]. The concept of “outside-in”—
direct hiring from the neighborhood into the institution—and “inside- up”—training 
and promoting locally hired talent to management positions—employment practices 
are bedrock to the anchor institution concept.

Pipeline programs focus on hiring, educating, and mentoring young people in 
health professions with the goal of increasing the proportion of underrepresented 
communities in health professions. Such initiatives are a way for hospitals to not 
only employ members of the communities they serve, but also to invest in their 
futures by facilitating experiences in the health professions in underserved commu-
nities. One such program in Oakland, California—Mentoring in Medicine and 
Science (MIMS)—employs local youth from communities that are underrepre-
sented in medicine as health coaches [35]. Their jobs are augmented with mentoring 
and shadowing opportunities and reflect an upstream approach to education and 
employment that is based within the existing healthcare system. MIMS also con-
ducts science enrichment and mentoring programs in struggling high schools and 
middle schools. Kaiser Permanente began to experiment with vocational training as 
a community health intervention in the 1980s, though long-term data on outcomes 
from this approach have not been published. The dual mission of their School of 
Allied Health Sciences, “to meet the demands of technologist shortages and provide 
community outreach and vocational training,” was first deployed in the struggling 
community of Richmond, California [36].

Hospital-based violence intervention programs, such as the Violence Intervention 
Advocacy Program at Boston Medical Center and Cure Violence at University 
Medical Center in New Orleans, are often staffed by survivors of violent injury, and 
also engage other survivors of violence through advocacy, education, and employ-
ment opportunities. Engaging victims of violence has led to some early positive 
outcomes for patients, who have found the education and job training initiatives 
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embedded in these more comprehensive programs to be particularly beneficial [37]. 
Johns Hopkins Medical Center also has a formal plan and approach to investing in 
their local communities through utilizing minority- and women-owned companies, 
increasing hiring of community residents, and providing job opportunities to neigh-
borhoods with high rates of unemployment [38]. Such investments in the commu-
nity by hospitals and healthcare institutions represent systems-level interventions 
that address SDOH with the aim of lifting up communities economically, and 
improving long-term health outcomes.

 Societal Level

Education and employment are some of the largest issues facing society from a 
political and economic perspective, and are a focus of local, regional, and 
national policy discussions. Many experts have argued that educational policy 
specifically falls within the domain of public health action and advocacy, but the 
clear connection between education and employment and health outcomes is 
less commonly made at the policy level. Clearly articulating the connection 
between educational attainment and health outcomes leverages the public health 
community—and the evidence base—to make a more robust argument for 
addressing SDOH to improve health equity. The literature supporting this argu-
ment has been strong for decades.

While there are many specific policies that address equitable educational attain-
ment and employment conditions for communities, one approach that leverages our 
position as healthcare providers is expanding the role of Medicaid in SDOH. Medicaid 
specifically aids low-income and vulnerable communities, making it an appropriate 
avenue for addressing social risk factors aimed at improving population health. In 
Health Affairs, DeSalvo and Leavitt estimate that 40 states have Medicaid programs 
that address SDOH through contracts and waivers with the Centers for Medicare 
and Medicaid Services (CMS) [39]. Advocating for support, expansion, and dis-
semination of Medicaid-supported partnerships with managed care organizations 
and other stakeholders may create a sustainable, integrated approach to integrating 
SDOH into community health.

 Recommendations for Emergency Medicine Practice

 Basic

• Emergency physicians should recognize that a patient’s educational attain-
ment and employment status are key drivers of health outcomes. These out-
comes are manifest in underlying chronic disease as well as acute presentations 
in the ED.

• A focus on populations at high risk of suffering adverse outcomes related to low 
education, such as children with chronic diseases, adolescents with substance 
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use disorders, or patients who are being considered for opioid prescriptions, may 
help mitigate the impact of education as a social determinant.

• Caring for patients who are under- or unemployed is a routine part of emergency 
medicine, and understanding risk factors associated with certain occupations, as 
well as understanding limitations to discharge plans related to employment 
issues, can help us care for this population.

 Intermediate

• A medical-legal partnership or help desk for health-related social needs, where 
patients are referred after a brief screening in the ED, is a reasonable parallel- 
process intervention that has some evidence to support its practice.

• Hospitals can take on the role of anchor institutions by investing in their local 
communities through stable employment and educational opportunities.

 Advanced

• Emergency physicians should consider supporting policy proposals that aim 
to improve educational quality, specifically for vulnerable and poor 
communities.

• Support the sustainable expansion of services aimed at addressing SDOH 
through Medicaid and public-private partnerships.

 Teaching Case

 Clinical Case

Ms. V. is a 22-year-old woman presenting to the ED with an acute asthma exacerba-
tion. She reports using her budesonide inhaler every 2 hours and her albuterol 
inhaler every morning as she reports being instructed. She has been progressively 
worsening over the last several weeks, and has been unable to be seen in primary 
care as her sliding scale clinic has not had any space for appointments and she does 
not have health insurance.

Ms. V is in obvious respiratory distress with poor air entry and wheezing in bilat-
eral lung fields and she is initially placed on non-invasive positive pressure ventila-
tion with continuous nebulized albuterol. She also receives intravenous steroids and 
magnesium. While she improves over the next several hours and awaits admission 
to the hospital, you have the opportunity to discuss with the patient her medication 
management with a culturally appropriate color-coded sheet showing the brown 
color on the “controller” medication and the red color on the albuterol “rescue” 
medication.
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She also discusses her difficulty finding health insurance and regular preventa-
tive care access due to unsteady “gig” employment. She did not graduate from high 
school, and work in the area is hard to come by without a high school diploma. You 
ask the ED Help Desk team to speak with her and she is connected with a local com-
munity program that provides free classes toward a GED. This community center 
also works with the hospital to place young people in health career internships and 
employment opportunities at the medical center.

Teaching Points
 1. Culturally appropriate medication instructions in a simple format are a straight-

forward way to mitigate the impact of education on short-term health outcomes. 
This may be particularly useful for chronic disease management and prevention 
of acute exacerbations requiring ED visits.

 2. A knowledge of local community resources is helpful to connect patients in edu-
cation and employment resources, and “help desks” can offload this task when 
available.

Discussion Questions
 1. What resources are available at your hospital for simple patient-oriented hand-

outs with health information?
 2. You live in the same urban area as Ms. V. What community interventions or ini-

tiatives could you support to help address some of the upstream educational bar-
riers she faces?
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Key Points
• Due to the widening gap in American income and wealth, financial insecurity is 

a substantial and growing problem in the US.
• Financial insecurity directly and indirectly affects other social determinants 

of health. It adversely impacts patients’ access to social and economic 
resources that contribute to health (e.g., access to healthy food, secure hous-
ing, utilities, and heat), as well as their ability to adhere to medical treatment 
recommendations.

• Emergency medicine staff can assess financial insecurity with screening ques-
tions and direct patients into programs that can address their financial stress. 
Additionally, the department and/or hospital should seek to integrate technology 
that identifies and refers patients to community-based resources.

• Some healthcare systems have begun to address financial insecurity beyond the 
individual patient level by adopting an anchor institution mission, recognizing 
that hospitals can play a vital economic role in the communities that they serve 
and can help build prosperous and healthier neighborhoods.

• Structural competency, defined as the need for healthcare systems and healthcare 
providers to understand and address the structural roots of poor health, should be 
incorporated into medical school and continuing education curricula.
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 Foundations

 Background

A dramatic divergence between data and experience is confounding America’s policy 
debates. The data seem to show that households have attained unprecedented prosperity, 
and wages have (at worst) held their own against inflation, or (at best) risen much faster than 
prices. By conventional measures, material living standards everywhere in the income dis-
tribution are at all-time highs, and technological progress continues to improve them. Yet 
many jobs able to support a family in the past no longer do. Millennials are in worse finan-
cial shape than were those of Generation X at the same age, who themselves had fallen 
behind the baby boomers. The stories appear irreconcilable [1]. 

–Oren Cass, Executive Director, American Compass

Financial insecurity is a growing problem in the US. According to a national 
survey conducted by the Center for Financial Services Innovation, only 70 million 
people, or about 28% of US adults, think they are “financially healthy” [2].

Despite optimistic economic perceptions after the recovery from the Great 
Recession of 2008, data shows that the country has seen slow growth in the living 
standards of low- and middle-income Americans and rising rates of inequality [3]. 
In 2017, 55% of US adults, or 138 million Americans, reported struggling with 
some financial concerns, and 42 million (17%) were struggling with all, or nearly 
all, aspects of their financial lives [2]. While very high wage workers have seen 
increases of 41% since 1980, middle class wages have increased just 6%, and low 
wage workers have seen a −5% cumulative change, contributing to an ever widen-
ing wage stagnation in the lower and middle class [4]. There is also a profound 
Black-White wealth gap revealing the accumulated effects of inequality and dis-
crimination, and which has resulted in decreased intergenerational wealth transfer 
within Black families. An examination of US family wealth in 2016 found a stag-
gering tenfold difference between White and Black families ($171,000 versus 
$17,650, respectively) [5].

A generation ago, a typical male worker could cover a family’s expenses of four 
major expenditures (housing, healthcare, transportation, and education) on 30 weeks 
of salary, leaving 22 weeks of pay for everything else a family wants and needs, 
such as food, clothing, entertainment, and savings. By 2018, it took 53 weeks just 
for the four major expenditures [1].

“Financial insecurity” is used broadly to describe living paycheck to pay-
check and/or concerns about making ends meet. People who are financially 
insecure are economically vulnerable; they have little savings, often spend as 
much as or more than they make, and are frequently crippled by unmanageable 
debt [6]. The Federal Reserve Board found that 40% of adults, “if faced with an 
unexpected expense of $400, would either not be able to cover it or would cover 
it by selling something or borrowing money” [7]. Increased basic living 
expenses, including rising food, housing, and healthcare costs, as well as the 
rising cost of higher education, have the potential to lead to economic instabil-
ity. Certain groups are disproportionately affected by financial insecurity, 
including, for example, women, Black and Hispanic individuals and families, 
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younger people, people with lower educational attainment, people with unstable 
work schedules, people living in the southern and western US, and people who 
grew up poor [2].

More recently, the crisis caused by COVID-19 has resulted in significant job 
losses and financial insecurity for many Americans [8, 9]. There are signs this is 
getting worse, with 32% of Americans missing house payments in July 2020 [10], 
mortgage delinquencies hitting a record high in April 2020, exceeding those seen 
during the Great Recession [11] and estimates that if the crisis persists, 28 million 
could become homeless [12].

The pandemic has exposed the persistent structural racial disparities related to 
financial security, with 73% of Black Americans and 70% of Hispanic Americans stat-
ing they do not have financial reserves to cover emergency expenses, compared to 47% 
of White Americans [8, 9]. Without the economic stability that comes with well-com-
pensated and stable employment, people in the US often have limited access to vital 
resources [13] such as affordable housing, nutritious food, quality childcare and educa-
tion, reliable transportation, safe neighborhoods for exercise and/or play, and compre-
hensive healthcare. For the most vulnerable in our society, the struggles to afford basic 
necessities are compounded by the exorbitant cost of healthcare, estimated to be two 
times per capita compared to other countries, coupled with the chronic underfunding of 
social services [14, 15]. Economic security directly and indirectly influences the social 
conditions in which we live and influences people’s ability to maintain healthy lives 
and adhere to their healthcare providers’ recommendations.

The federal government provides assistance to low-income families to improve 
overall health and decrease inequities [16]. Examples of government assistance pro-
grams are SNAP (Supplemental Nutrition Assistance Program), commonly known 
as food stamps, and the Housing Choice Voucher Program, also known as Section 8 
[17]. Many of the federal government’s programs use means-testing as a qualifying 
criterion. In order to be eligible, the recipient’s income and assets must be below an 
identified threshold, often in relation to the Federal Poverty Level (FPL, currently 
$26,200 for a family of 4) [18]. Yet the FPL has not risen over time to account for 
inflation and the actual costs of living [19]. Thus, obsolete qualifying guidelines 
may make government programs inaccessible to those who are functionally impov-
erished yet considered to be too well off for aid.

Program criteria may be overly restrictive and counterintuitive and create disin-
centives to seek employment or self-sufficiency. For those with a medical 
condition(s) that renders them unable to work, even if they do not have a work his-
tory, Supplemental Security Income (SSI) provides limited income that is 30% 
below the FPL (approximately $750 per month) [20]. It can be further reduced by 
an array of disqualifying events, such as going back to work and earning more than 
$1220 per month or $14,640 a year. A person cannot have assets over $2000, so that 
someone who may own a car, no matter how old or in disrepair it may be, may see 
their benefits reduced or eliminated [21]. Thus, while government programs help 
mitigate financial strain, requirements to receive and maintain benefits are compli-
cated. Consequently, patients may be unsure of what economic supports they may 
continue to receive. This may further exacerbate economic stress for these patients 
and potentially confound concerns about affordability of care.

12 Financial Insecurity



202

 Evidence Basis

 Impact of Financial Insecurity on Health
In addition to providing timely, high-quality emergent care for life-threatening ill-
ness and injury, the emergency department (ED) functions as a crucial element in 
the social safety net that serves vulnerable populations with high rates of material 
and financial needs [22]. Since health in the US follows a linear socioeconomic 
gradient [23] but the value of a dollar is fixed, those most deprived are dispropor-
tionately affected by financial insecurity and its consequent outcomes [24, 25]. In 
other words, potentially preventable repeat ED visits and health crises manifesting 
from the social determinants of health such as food insecurity, transportation issues, 
difficulties paying for utilities, housing instability, and other health-related social 
needs may be rooted in financial insecurity [26, 27].

Financial insecurity is associated with poor health outcomes, including both 
physical and mental illness [28–32]. Chest pain is a common presenting concern in 
EDs, accounting for approximately 7 million visits [33]. Between 30–50% of 
patients with non-specific chest pain are found to be suffering from a panic or anxi-
ety disorder [34]. One study of chest pain attributed to panic disorder found that 
financial insecurity contributed to the experience of pain [35]. Financial insecurity 
is not just associated with anxiety, panic, and pain however; a study published in 
February 2019 demonstrated that income volatility, a particular type of financial 
strain defined as an unexpected drop of earnings of 25% or more, was associated 
with a twofold risk of heart attack, heart failure, stroke, and early death. As previous 
research on heart health and income has shown, low-income individuals have a 
higher risk for heart disease than high-income earners [36].

Stress related to financial insecurity appears to exacerbate pain. A study by Chou 
et al. found a significant relationship between unemployment and the use of pain 
medication. Participants were asked to recall a time in their lives when they felt 
financially vulnerable. Those that reported vulnerability described almost double 
the amount of physical pain when compared to those who were economically stable, 
after controlling for age, gender, negative affect, and employment status [35].

The number of suicides in the US rose 30.4% between 1999 and 2015, now rank-
ing as one of the top 10 leading causes of death [37], while it fell in most western 
European countries except the Netherlands [38]. Research has generally found that 
the higher the level of income inequality in the US states, the higher the probability 
of death by suicide. When there is a large gap between the rich and poor, those at or 
near the bottom struggle more, making them more susceptible to addiction, mental 
illness, and criminality. Controlling for other variables, states with higher per capita 
spending on social services had lower rates of suicide [37]. Evidence suggests that 
policies that improve financial security, such as increasing the minimum wage or the 
earned income tax credit (EITC), may reduce the suicide rate. It is estimated that 
raising the EITC by 10% would prevent 1230 suicides annually, according to the 
National Bureau of Economic Research [39].

Financial insecurity also often impacts victims of intimate partner violence 
(IPV). Victims of IPV have four times the odds of experiencing housing instability 
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as the result of economic abuse, where the perpetrator controls a person’s ability to 
acquire, use, and maintain economic resources [40]. It is found in almost all batter-
ing relationships [41]. Thus, financial insecurity and financial dependence may rein-
force IPV victims’ decisions to remain with abusive partners.

 Impact on Healthcare Utilization
Financial strain can be an important factor in making healthcare decisions for many 
low-income individuals, who often forgo medical care in favor of essential basic 
needs like food and rent. They are sometimes forced to make trade-offs between 
household and individual needs. In a 2017 survey of US adults, 27% of adults went 
without some form of recommended medical care. For families making $40,000 or 
less per year, that figure was closer to 40%. Moreover, 20% had significant, unex-
pected medical bills to pay, 37% of whom incurred unpaid debt from those bills [7]. 
This follows an income gradient, with 65% of respondents earning $50,000 or less 
putting off timely care [42].

The lack of flexible medical payment options hurt families with children. They 
are less likely to be able to pay their out-of-pocket costs in full and, compared to 
individuals, are twice as likely to have their medical bills sent to collections [43]. 
The burden of unexpected, expensive medical bills has been attributed to almost 
two- thirds of bankruptcies and 57% of mortgage foreclosures [44, 45]. Foreclosures 
have been associated with an increased probability of Child Protective Services 
(CPS) involvement, and increases in ED utilization [46].

Cost-related nonadherence (CRN) is patient behavior that seeks to reduce or 
avoid the cost of care. This is most often described in studies about prescription 
medications. Those individuals affected by CRN report more comorbidities. Two 
national studies noted significant associations between multiple chronic diseases 
and CRN after controlling for income and sociodemographic factors [47].

Out-of-pocket medication costs are increasing for many Americans, and as the 
adult population ages, the number of prescriptions may increase. Increased depen-
dency on medications often occurs during a point in the life course when people’s 
incomes may be decreasing, or people are living on a fixed income. Even with 
Medicare Part D, the prescription drug benefit for seniors, out-of-pocket expenses 
may be substantial. Specialty tier drugs – which Medicare defines as those costing 
more than $670 per month – accounted for over 20% of all Part D spending in 2019, 
up from 6% to 7% before 2010. Commercial Part D plans are permitted to charge 
coinsurance premiums that could exceed $5100 a year  – unaffordable for many 
seniors on a fixed income [48].

Compared to patients with commercial insurance, patients with Medicaid 
encounter more barriers to primary care, such as lack of transportation, inability to 
connect on the telephone, long waits in the physician’s office, and inconvenient 
office hours, and the presence of these are associated with higher ED utilization 
[49]. Yet those that seek ED care come with a wide variety of material needs related 
to financial insecurity [22]. Asked about their choice to use EDs, low-income 
patients in a Pennsylvania study (both the insured and uninsured) explained that 
they consciously chose the ED over nonhospital settings because they perceived that 
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“the care was cheaper, the quality of care was seemingly better, transportation 
options were more readily accessible, and, in some cases, the hospital offered more 
respite than a physician’s office” [27].

 Emergency Department and Beyond

 Bedside

Social determinants of health is an abstract term, but for millions of Americans, it is a very 
tangible, frightening challenge: How can someone manage diabetes if they are constantly 
worrying about how they’re going to afford their meals each week? How can a mother with 
an asthmatic son really improve his health if it’s their living environment that’s driving his 
condition? This can feel like a frustrating, almost fruitless position for a healthcare provider, 
who understands what is driving the health conditions they’re trying to treat, who wants to 
help, but can’t simply write a prescription for healthy meals, a new home, or clean air. [50] 

–Alex M. Azar II, US Secretary of Health and Human Services

The conundrum described by Secretary Azar is one that emergency medicine pro-
viders face every shift. The challenges of addressing the excess burden of acute med-
ical needs in communities where the health effects of deep poverty contribute to ED 
use and poorer outcomes can, at times, be overwhelming [38]. It can be difficult to 
uncover the causes of repeated utilization and poorly managed chronic disease with 
the unending flow of patients and time critical diagnoses in the ED. The time and 
effort needed to identify social needs and to intervene is not something one provider 
can do. Addressing social determinants of health and financial insecurity calls for a 
coordinated, systematic, team-based approach that includes nursing, social work, 
care coordinators, peer recovery specialists, and community health workers.

Because patients may feel shame, embarrassment, or guilt if directly asked about 
financial insecurity, they may not disclose this information. However, clinicians 
should remain cognizant that many unmet social needs are related to underlying 
financial concerns. For example, patients may struggle to pay for electricity, which 
is needed not only for refrigeration, cooking, heating, and cooling but also to run, 
for example, a nebulizer. Barriers to electricity affect compliance with medical 
devices and can lead to medical crises requiring emergency care [51].

Early in the course of the clinical encounter, ED providers should consider 
financial barriers, especially when devising a patient’s discharge treatment plan. 
Facilitating access to no- or low-cost prescription medication is one way to do 
this. Prior to prescribing medications, have a conversation and ask questions to 
determine whether a person can afford the medications: “I need to prescribe you 
some medications. How do you normally pay for medicines? Do you have insur-
ance?” Most of the major retail pharmacy chains – CVS Caremark, Walgreens, 
Target, Walmart – offer $4–10 formularies of commonly prescribed generic medi-
cations for 30–90 days [52, 53]. ED physicians can adjust their prescribing to 
align with these formularies. As an added benefit, EDs can purchase $4, $5, or $10 
gift cards to be distributed to patients unable to afford their medications and 
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provide a list of 24-hour pharmacies near the patient’s home or the hospital. The 
website needymeds.org offers lower-cost alternatives for some specialty care 
medications [54]. By working with the patient to address social care challenges, 
the ED provider and their team may be able to mitigate potential complications 
and facilitate a better outcome.

Additionally, documenting social determinants in clinical notes will begin to 
quantify the scope of the issue. The International Statistical Classification of 
Diseases and Related Health Problems taxonomy (ICD-10) of medical diagnoses 
and procedures has a section for factors influencing health status. These “Z codes” 
are intended to document social needs that impact health. These include low income 
(Z59.6), insufficient social insurance and welfare support (Z59.7), and problems 
related to housing and economic circumstances, unspecified (Z59.9) [55].

 Hospital/Healthcare System

 Social Determinant of Health Screening
Healthcare systems can put into place programs that screen for and mediate indi-
vidual patients’ health-related social needs while also more broadly addressing the 
upstream factors – the social determinants – that impact the health of their patients 
from the surrounding communities [56]. A 2017 survey by Deloitte found that 88% 
of hospitals are beginning to incorporate screening for social needs but that many 
are ad hoc or intermittent, with 40% reporting no current capability to measure 
outcomes [57, 58]. The largest multi-site project to date, the Centers for Medicare 
and Medicaid Services’ (CMS) Accountable Health Communities (AHC) model, 
has been designed to integrate the recognition of social determinants in order to 
bridge the gap between healthcare and human service providers in a hospital’s pri-
mary service area. The AHC supports 31 clinical-community linkages throughout 
the US with a goal to improve health outcomes and reduce costs by identifying and 
addressing health-related social needs and working within communities to increase 
social services. These AHCs must screen patients for five social conditions: housing 
instability, food insecurity, transportation needs, interpersonal violence, and utility 
needs. AHCs must develop an inventory of social services in their communities of 
service providers, identify shortages in those services, and work with community 
members to develop a plan to ameliorate the gap in services [59].

There are numerous screening instruments that can aid providers in identifying 
unmet social needs, but two are widely used. The AHC Health-Related Social Needs 
Screening Tool has a core module of ten questions regarding living situation, food 
insecurity, transportation, utilities, and safety. There are also 16 supplemental ques-
tions that cover financial strain, employment, family and community support, edu-
cation, physical activity, substance use, mental health, and disabilities [60]. The 
National Association of Community Health Centers Protocol for Responding to and 
Assessing Patients’ Assets, Risks and Experiences tool (PRAPARE) includes 20 
questions that can be directly uploaded into many electronic health records as struc-
tured data [61]. Both instruments screen for social needs related to financial 
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insecurity such as housing instability, food insecurity, and utility needs. The AHC 
screening tool also contains a direct question about financial strain which EM pro-
viders or staff can use if a system is in place (i.e., social or case worker in the ED or 
referrals) to address responses indicating hardship: “How hard is it for you to pay 
for the very basics like food, housing, medical care, and heating?” with response 
options of not hard at all, somewhat hard, or very hard [57].

Hospitals and clinics commonly seek to refer their patients to community-based 
social service organizations that assist with non-medical needs. In the past, they 
generated informal lists of community-based organizations (CBO) on paper or in 
electronic lists that were not regularly updated. Community resource referral plat-
forms are online web-based tools that catalog community-based social and health-
care services, provide search capabilities, and have the ability to send referrals to 
CBOs. A 2019 report by Social Interventions Research & Evaluation Network 
(SIREN) compared features of nine vendor platforms. A recent innovation is the 
addition of a “close-the-loop” communication which notifies healthcare providers 
that a patient accessed a referred agency [62].

 Clinical Programs
For patients having difficulty affording their medications, pharmaceutical man-
ufacturers have developed over 200 pharmaceutical assistance programs (PAP) 
that provide free to low-cost subsidies for name-brand medications [63]. There 
are also copay assistance programs for expensive, lifelong drugs such as trans-
plant anti- rejection formularies. Burley et al. found that in the 12 months after 
PAP enrollment, patients experienced a 51% reduction in the likelihood of visit-
ing an ED or hospital [64]. There are inconsistent eligibility requirements 
among these programs, so the authors of the study recommend embedding a 
patient prescription coordinator in the ED.  Alternatively, pharmacy depart-
ments, social workers, or community- based pharmacies can assist patients to 
apply for benefits.

 Financial Assistance
Most hospitals have financial case management departments that will apply for 
Medicaid or Medicare coverage on their patient’s behalf. It is in the financial self- 
interest of hospitals to do so. Although reimbursement may be a fraction of com-
mercial rates, hospitals recover at least a portion of what would become unrecoverable 
debt [65]. This service benefits patients since they otherwise would have to pay out 
of pocket.

A requirement of the Affordable Care Act (ACA) is that non-profit hospitals 
must offer charity care and the assistance to apply for it. It also encourages hospitals 
to add complimentary financial services [66]. Hospitals may be able to assist with 
Medicaid re-determination of benefits when the patient’s coverage period lapses, 
usually after 12  months. Additional on-site or off-site medical-financial partner-
ships for low- income patients can provide services such as financial counseling 
(focusing on credit, debt reduction, savings, and budgeting), free tax preparation, 
job assistance, and public benefits referral [67].
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The Social Security Administration (SSA) has two programs that can provide 
financial assistance. Supplemental Security Income (SSI) is a needs-based program 
for individuals who are blind, disabled, or elderly, with low income/resources. 
Social Security Disability Insurance (SSDI) is for blind or disabled individuals who 
have a work history and are insured through employee and employer contributions 
to the Social Security Trust Fund [20]. A sister government agency, the US Substance 
Abuse and Mental Health Services Administration (SAMHSA), has a program 
called SSI/SSDI Outreach, Access, and Recovery (SOAR), an expedited service to 
help qualified applicants to secure benefits [68]. The use of SOAR has been linked 
to an increased first-time acceptance rate compared to those applicants who do not 
use SOAR [68]. Having a source of income greatly improves the chances of being 
able to obtain housing, making SOAR a particularly valuable service to homeless 
patients. Some hospitals have begun training their financial case managers to be 
SOAR counselors.

 The Anchor Mission
Today, universities and health systems play an increasingly important economic 
role in communities. There is a growing awareness that these institutions have con-
siderable untapped resources to leverage in their local communities, in order to 
address long-standing structural deficits and poor economic vitality. This Anchor 
Mission [69] acknowledges the anchor hospital’s “institutional priority to improve 
community health and well-being by leveraging all [its] assets, including hiring, 
purchasing, and investment for equitable economic impact… [This] can powerfully 
impact the upstream determinants of health and help build inclusive and sustainable 
local economies” [70]. The healthcare sector contributes $800 billion in annual 
expenditures to the US economy and has accumulated $500 billion in investment 
dollars. As “Anchor Institutions,” hospitals are called to realign their traditional 
business practices to “consciously apply the long-term, place-based economic 
power of the institution, in combination with its human and intellectual resources, 
to better the long-term welfare of the community in which it is located” [69]. 
Westside United, a partnership of seven hospitals, including two university hospitals 
(Rush University Medical Center and University of Illinois Hospital and Health 
Sciences system), is an example of the Anchor Mission in Chicago. Collectively, the 
hospitals have agreed to support the local economy by purchasing $100 million 
annually of locally sourced laundry, food service, and supplies; to place a priority of 
hiring locally; to provide wealth management and financial guidance to increase 
home ownership for Chicago’s Westside residents and employees who live there; 
and to provide paid summer internships for local high school students [71].

 Societal Level

The American Medical Association and United Healthcare, the largest health insur-
ance carrier in the US, are collaborating to standardize how social determinant data 
is collected, processed, and integrated. This partnership will create over 20 new 
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ICD-10 codes related to the social determinants of health, with an intention that the 
codes will trigger more systematic referrals to social and government services, con-
necting them to local resources [72].

As a result of a disjointed, unaffordable, and sometimes inaccessible healthcare 
system, ED providers in the US are confronted with a variety of unmet social and 
economic needs, which cause and exacerbate many illnesses. Since EDs are open 
24/7 and treat all patients in need, ED providers work with many patients’ who are 
financially insecure [73, 74]. Traditionally ED physicians have received limited 
education on how to address these needs, which generally fall outside the scope of 
clinical practice and perceived physician role.

Literature suggests this lack of agency is a source of frustration for the ED physi-
cian and may contribute to burnout as well [73, 75]. ED providers have the highest 
rates of burnout out of all physician specialties [76], and burnout “is directly cor-
related to a personal sense of disempowerment to effect change in the work environ-
ment” [73]. Marked by emotional exhaustion, depersonalization, and reduced sense 
of personal accomplishment that results in decreased work effectiveness, burnout 
may also result in suboptimal care [77]. Thus, improved medical and residency 
education to explicitly prepare physicians to better understand and address patients’ 
unmet financial needs (and other social determinants of health) may empower phy-
sicians working in the ED [73, 77].

Healthcare is delivered within the overarching context and history of our sur-
rounding communities where our patients live. Illness and injury are often compli-
cations of long-standing structural violence and the inadequate and often inequitable 
application of public policy (e.g., zoning regulations, food systems, housing infra-
structure, labor laws, tax rules, criminal justice sentencing guidelines, public educa-
tion and social programming, etc.) [73, 78].

Medical education will need to recognize that “social and economic forces 
produce symptoms” and facilitate gene expression, and consequently we need 
“medical models for structural change” [79]. Named “structural competency,” 
this paradigm incorporates the impact of systemic and institutionalized social 
and economic marginalization. Training on structural competency for medical 
trainees may be impactful. Medical residents who attended a training on struc-
tural competency reported that this framework was particularly helpful to better 
understand their patients and thereby “build a partnership” with them [80]. 
Additionally, it helped trainees reframe thinking toward patients, away from mis-
conceptions that lead providers to “inadvertently blame patients for harm caused 
by structural violence” [81].

Health systems and EM providers can also become community advocates and 
powerful constituents by engaging with community-based organizations that 
address the structural determinants that lead to financial strain [67]. EM providers 
can advocate for policies, practice changes, and/or community projects that aim to 
improve the economic security of the neighborhood through workforce develop-
ment, economic development, small business loans development, and/or affordable 
housing. For example, the US Department of Housing & Urban Development 
(HUD) supports the Continuum of Care (CoC) program. It designates a lead agency 
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to promote communitywide commitment to the goal of ending homelessness. 
“Community” can be an entire state, a county, or a city [82]. Through its H2 pro-
gram, HUD is encouraging systems integration between healthcare and housing.

In order to maintain tax-exempt status, nonprofit hospitals must demonstrate that 
the institution serves the health interests of the surrounding community. In this con-
text, community benefit refers to “the initiatives and activities undertaken by non-
profit hospitals to improve health in the communities they serve” [83]. Many 
hospitals do this via a community benefits officer or a department. For example, 
Trinity Health Care has a Community Benefits Ministry for each of its hospitals 
across the US and outlines the specific ways in which it reinvests profits into the 
local community to improve health outcomes and improve access to healthcare [84]. 
These departments coordinate activities to maintain nonprofit status, such as the 
triennial Community Health Needs Assessment (CHNA). It supports activities by 
providing community action grants that promote community health, like CPR train-
ing and health fairs.

There is a large corpus of research examining the link between poverty, inequal-
ity, and their resultant impact on financial strain and poor health outcomes [22, 25, 
28]. EM providers can contribute to this body of work by doing research that lends 
insight into actionable interventions that meaningfully reduce the disparities in 
health outcomes which are rooted in financial insecurity.

 Recommendations for Emergency Medicine Practice

 Basic

• Ask questions to determine if patients have financial insecurity and how this is 
related to their health, healthcare use, or other health-related social needs.

• Consider evaluating and purchasing an online community resource referral plat-
form. Several software companies offer curated online human services directories 
with listings for services that address financial insecurity such as rental assistance, 
job training and placement, financial counseling, assistance with application to 
government assistance programs, rent-to-own, and free tax preparation.

• Write generic prescriptions that align with local big box retailers’ low-cost 
formularies.

• Refer to departmental resources if available, early in the patient’s ED presenta-
tion, such as a social worker or case worker/care management within your emer-
gency department. If these resources are lacking within the ED, advocate for 
hiring personnel to help address these complex patient social needs.

 Intermediate

• Financial insecurity is a base from which many other social needs stem. It can 
emerge from difficulty seeking meaningful, sustainable employment in jobs that 
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provide a living wage and adequate benefits or the increased risk of being fired 
after a workplace injury [85]. Create referral relationships with community- 
based organizations (CBO) that offer integrated job training, legal aid, employ-
ment services, and financial counseling.

• Training institutions can incorporate a structural competency framework to better 
equip the next generation of clinicians to effectively identify and address patients’ 
unmet social and economic needs [65]. This is often best done by working col-
laboratively with public health departments, allied health professionals, and com-
munity health workers with indigenous knowledge of the grassroots community.

 Advanced

• Engage your hospital’s leadership to explore creating or joining an Anchor 
Mission. The process for engaging your community and setting shared priorities 
is explained on the Democracy Collaborative website (https://healthcareanchor.
network/2020/02/anchor-mission-communications-toolkit/) [86].

• Working with hospital leadership, take a population health approach by creating 
the workforce necessary to identify, screen, and refer at-risk patients. Leadership 
should convene healthcare system stakeholders and community service provid-
ers to determine what determinants are most important to patients in the com-
munity and create referral relationships to agencies that provide those services.

• Form alliances with affordable housing, mental health, food insecurity, and other 
advocacy agencies to influence local, state, and federal officials to increase 
access to services for affordable and supportive housing, homelessness, and 
mental illness, among others. National agencies that have a national presence 
with offices in many large cities include the Corporation for Supportive Housing 
(CSH), National Alliance to End Homelessness (NAEH), Enterprise Community 
Partners, and National Alliance on Mental Illness (NAMI) [87–89]. If these 
agencies do not have a presence in your area, learn who the active local agencies 
are and seek to find shared priorities.

 Teaching Case

 Clinical Case

A 48-year-old male presents to the ED for shortness of breath related to asthma. 
This is his fifteenth ED visit in the past 3 months for a multitude of complaints. He 
has had three asthma exacerbations, the most recent resulting in intubation. He has 
also been worked up for an ankle injury, knee pain, and diarrhea and was brought in 
by the police twice after being assaulted. He looks unkempt with poor hygiene and 
soiled clothing. He arrives at 10:30 at night. During this visit, he reports that he is 
having shortness of breath and chest pain. The weather outside is clear with a tem-
perature of 22 degrees Fahrenheit. His vital signs are stable with a pulse oximetry 
of 96%, and he has only mild wheezing on lung auscultation.
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The patient is given an albuterol nebulizer treatment that appears to resolve his 
symptoms, but he insists he needs to be admitted, that he is not feeling well. While 
continuing the conversation, you ask where the patient has been living and he admits 
he was staying with family but was kicked out 2 weeks ago. With the help of social 
work, the patient agrees to be discharged to a crisis shelter.

An off-service intern who is responsible for the patient’s care is discharging the 
patient. You walk in during the intern’s instructions for follow-up care. He has writ-
ten a prescription for a rescue inhaler and is handing it to the patient. The patient 
becomes visibly agitated, reaches over to his coat on the chair, and pulls out a hand-
ful of scripts. He says to the intern, “I told the other docs, I don’t have any money - I 
couldn’t get my meds before - what makes you think I can get them now!?”

Teaching Points
 1. The patient’s care is complicated by his homeless status and financial insecurity. 

There are many layers to untangle with the patient.
 2. Although there may be a direct benefit to the patient’s health by helping him find 

housing, this may be a solution that is out of immediate reach for the hospital.
 3. The patient may qualify for Medicaid or local charity care. Verify if your hospital 

has a financial case manager or an embedded agency that can help the patient 
apply for benefits. Additionally, if the patient qualifies for SSI or SSDI, the 
income will significantly enhance the patient’s ability to find housing.

 4. Your hospital may provide the medications for free, or if there is a nearby phar-
macy, check to see if they have generic equivalents in its $4, $5, or $10 formu-
lary. Your department may be able to provide gift cards for the pharmacy.

 5. If the patient is insured, check to see if the managed care organization’s case 
manager has engaged with the patient and/or is able to work with the patient, to 
help provide assistance and navigation to primary care.

Discussion Questions
 1. What are the factors complicating this patient’s care?
 2. Why did this person, unknown to the ED, suddenly appear with a rapid spike in 

utilization? What would be some possible explanations why the patient has had 
frequent visits to the ED? How would these explanations affect the care he 
receives in the ED?

 3. How can you, as an ED provider, better meet the health-related social needs of 
this patient? How can you engage their support?
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Key Points
• Food insecurity is one of the most prevalent social problems in the US. It is com-

mon among ED patients and is a risk factor for increased ED utilization.
• Food insecurity is invisible unless actively inquired about; brief questionnaires 

that evaluate food insecurity are readily available.
• Multiple interventions exist for ameliorating the effects of food insecurity. The 

most basic include providing a meal within the ED. Referrals to local food pan-
tries and soup kitchens can help meet additional needs. Food pantries within the 
hospital can make an immediate difference for patients who present with food 
insecurity.

• Federal programs such as Supplemental Nutrition Assistance Program (SNAP) 
and Special Supplemental Nutrition Program for Women, Infants, and Children 
(WIC) are important for long-term management of food insecurity. Creating sys-
tems to connect patients and patients’ families to these programs either within 
the ED or through referrals to community resources are important system-level 
interventions.

• Emergency providers should advocate for improvements in the safety net to 
address the social and economic factors associated with food insecurity.
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 Foundations

 Background

Food insecurity is one of the most prevalent social problems in the US. In 2018, an 
estimated 1 in 9 people, over 37 million Americans, including 11 million children, 
were food insecure [2].

 Defining and Measuring Food Insecurity
Since 1995, the US Department of Agriculture (USDA) has annually measured food 
security in the US. Currently, they define two levels of food insecurity [3]:

• Low food security: reports of reduced quality, variety, or desirability of diet; little 
or no indication of reduced food intake

• Very low food security: reports of multiple indications of disrupted eating pat-
terns and reduced food intake, including skipping meals and going to bed hungry

The prevalence of food insecurity, describing households with difficulty meeting 
basic food needs, has fluctuated noticeably over the past 26 years [4]. In 1999, 10% 
of American households were food insecure. During the Great Recession, a signifi-
cant spike occurred, with a peak of 14.9% of American households food insecure in 
2011; by 2018 food insecurity had decreased to 11.1% of households. Households 
with very low food security, whose members may regularly skip meals or go to bed 
hungry, has ranged from 3% to a peak of 5.7% of American households in 2011. In 
2018, 5.3 million households (4.3%) experienced very low food security [2].

Challenging financial circumstances frequently lead to food insecurity, and thus 
food insecurity has the highest prevalence among low-income households. Among 
families with incomes below 185% of the federal poverty level (which translates to 
an income less than or equal to $46,435 for a family of four in 2018), 29.1% were 
food insecure in 2018. The COVID-19 pandemic has the potential to cause enor-
mous economic instability and, consequently, food insecurity across the US could 
increase to record high levels and remain there for years. Estimates suggest food 
insecurity in 2020 during the COVID-19 epidemic rose to 15.6% (50.4 million peo-
ple) including 23.1% of all children (17.0 million children).1 The prevalence of food 
insecurity also varies by race/ethnicity. In 2018, among non-Hispanic Black house-
holds, 21.2% were food insecure, among Hispanic households 16.2% were food 
insecure, while among non-Hispanic White households 8.1% were food inse-
cure [2].

Households with children present a mixed picture of food insecurity. In 2018, 
13.9% of families with children, representing 12.5 million children, were food 

1 Feeding America. The Impact of the Coronavirus on Food Insecurity in 2020 [Internet]. October 
2020. Available from: https://www.feedingamerica.org/sites/default/files/2020-10/Brief_
Local%20Impact_10.2020_0.pdf.
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insecure. In nearly half of these households only the adults were food insecure, 
implying there were challenges procuring food but the children had enough to eat. 
However, in 51% of these households, representing 6 million children, the children 
also experienced food insecurity. Over 540,000 US children experienced very low 
food security, characterized by reduced food intake and disruptions in their eating 
patterns. In households with children led by a single mother, the food insecurity rate 
was 27.8% and the very low food security rate was 9.4% [2].

 Programs That Address Food Insecurity
Programs that address food insecurity include federal programs, statewide and 
national nonprofit programming, as well as smaller local social programs. 
Supplemental Nutrition Assistance Program (SNAP) and Special Supplemental 
Nutrition Program for Women, Infant, and Children (WIC) are two of the better-
known federal programs to help with food insecurity in low-income individuals and 
families.

SNAP, formerly known as “Food Stamps,” is the largest federal program 
focused on food insecurity among poor individuals and families. Eligibility for 
SNAP at the national level is income-based and in some states asset-based as well. 
Overall, gross monthly income must be below 130% of the federal poverty line, 
$2183 per month for a family of four in 2020 ($26,200 annually). Forty states use 
“categorical eligibility,” allowing the state to provide more households with ben-
efits. Categorical eligibility gives states the option to automatically align gross 
income and asset requirements with Temporary Assistance for Needy Families 
(TANF) and other assistance programs (i.e., if you qualify for TANF, you are 
enrolled in SNAP) [5]. Though SNAP participation reduces the risk of food inse-
curity [47], more than half of households receiving SNAP are still food insecure 
due to the relatively limited amount of support SNAP provides. On average, fami-
lies receive $1.40 per person per meal. The average SNAP household receives 
$256 per month [6].

WIC provides supplemental foods including formula for infants and healthy 
foods for pregnant and breastfeeding women and children up to age 5 years old. 
WIC also provides nutrition education, breastfeeding support, and referrals to 
healthcare and other services, free of charge, to families who qualify [7]. Income 
eligibility includes families with gross incomes below 185% of the Federal Poverty 
Level [8]. Some states have automatic income eligibility based on enrollment in 
TANF, Medicaid, or SNAP.

Food banks are nonprofit organizations that distribute food to hunger-relief char-
ities. In 2018, Feeding America, which distributes food to 60,000 food pantries 
across the US, fed 40 million people, including 12 million children [9]. Meal pro-
grams, which are sometimes referred to as soup kitchens, offer prepared food and 
hot meals to the hungry for free or at reduced prices. They frequently have limited 
hours and days of the week of service and may serve only select geographic or 
demographic groups; they can reach only a fraction of people living with food inse-
curity on a constant basis.
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Additional programs that provide meals to some low-income people include 
Meals on Wheels (for elderly and disabled) and school breakfast and lunch pro-
grams. The Child and Adult Care Food Program (CACFP) is a federal program that 
provides reimbursements for nutritious meals and snacks to eligible children and 
adults who are enrolled for care at participating child care centers, day care homes, 
and adult day care centers. Over 4.2 million children and 130,000 adults receive 
meals and snacks through this program on a daily basis [10].

Understanding these services can provide a framework to help address food inse-
curity, especially with the recognition that a meaningful proportion of those eligible 
for these programs are not enrolled. In 2017, 45 million people were eligible for 
SNAP and 84% of eligible participants used SNAP, up from 69% utilization in 2007 
[6]. In 2014, 15 million people were eligible to receive WIC but only 55% enrolled; 
participation rates vary by state [11]. A little over two million of those eligible were 
infants, which is 62% of all infants born in the US. Participation rates were 80% for 
eligible infants compared to 50% of eligible pregnant women [11]. Participation lags 
behind eligibility for these programs for multiple reasons including (1) lack of under-
standing about eligibility, (2) social undesirability and stigma, (3) concerns about 
disqualification for immigration, (4) language and social barriers, (5) difficult forms, 
and (6) complicated asset tests and high burden of proof. Further, many of these 
programs are not entitlements but rather are contingent on funding legislation, and 
availability may vary by allocation and by state policy. The federal programs have 
strict eligibility based on income, assets, and immigration status while many food 
pantries and soup kitchens do not, which is especially important as changing federal 
regulations may cause people to lose their eligibility for programs they used to 
receive.

 Evidence Basis

 Food Insecurity and Health
The harmful health consequences of food insecurity have been well documented in 
the literature. The suspected mechanisms behind the negative relationship between 
food insecurity and health are numerous but not fully understood. Food insecure 
households are more likely to purchase inexpensive, energy-dense, and nutritionally 
low-quality food [12, 13]. This diet is associated with increases in body mass index, 
hypertension, elevated cholesterol, elevated HgbA1C, and other risk factors for 
poor health [14]. The strain associated with food insecurity likely has negative 
effects through non-dietary mechanisms which include (1) toxic stress that activates 
the hypothalamic-pituitary-adrenal axis, (2) decreased ability to manage other 
health-related social needs thus leading to accumulated social problems, (3) 
unhealthful coping behaviors such as smoking and excessive alcohol use, and (4) 
decreased ability to manage chronic diseases [15–18].

Among food insecure patients, there is a high rate of obesity, advanced hepatic 
fibrosis, and nonalcoholic steatohepatitis cirrhosis (NASH), which is a leading 
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cause of liver transplantation in the US [19]. In a study of 13,518 adults, those living 
in very low food security households had more than a twofold increased risk of 
10-year cardiovascular disease [20]. Children with food insecurity have nearly two-
fold higher risks of fair/poor health and 50% increased rates of parental concern for 
developmental delay compared to children without food insecurity [21, 22]. In very 
low food security households, families may not consume daily minimal require-
ments of calories and appropriate nutrients, in some cases leading to malnutrition. 
Food insecurity has also been associated with the presence of mental health disor-
ders. Adults who are food insecure are about 3 times more likely to report frequent 
mental distress compared to those who are food secure [23]. Caregivers of children 
in food insecure households have over threefold higher rates of depressive symp-
toms [24]. In the US, children from food insecure households have 28% higher rates 
of depression than children from food secure households [25].

 Food Insecurity and ED Utilization
People who are food insecure have higher rates of ED visits than those who are 
food secure. Simultaneously, surveys of patients in the ED have demonstrated 
higher prevalence of food insecurity among ED patients than in the general popula-
tion [26, 27]. Adults with food insecurity have nearly a 50% increased rate of ED 
visits and hospitalizations, as well as longer hospitalization lengths, compared to 
those who are food secure [28, 29]. Among adults with type II diabetes, food inse-
cure patients have a twofold increase in ED visits [30]. Children in food insecure 
households use the ED at up to 37% higher rates compared to food secure house-
holds [28, 35], and their risk of hospitalization is a third greater than children in 
food secure households [22]. Among vulnerable populations, people who are 
homeless and who have food insecurity have nearly threefold higher rates of ED 
utilization compared to homeless people who are not food insecure [31]. Among 
HIV+ homeless patients, those who were food insecure had 50% higher rates of 
ED utilization [32].

 Food Insecurity and Health-Related Social Problems
As one of the most common health-related social problems, food insecurity is fre-
quently an indicator of other health-related social needs. Food insecure patients are 
over four times more likely to have cost-related medication underuse compared to 
food secure patients, a major risk for poorly controlled health and worse disease 
outcomes [33]. A study of young adults found that patients with low and very low 
food security reported two- to fourfold higher rates of problems with healthcare 
access, education, housing, income security, and substance use compared to patients 
with high food security [34]. Among children with special healthcare needs, food 
insecurity is associated with a nearly two-fold increase in material hardships includ-
ing unmet needs such as well-child checks, dental care, prescription medications, 
physical, occupational, or speech therapy, mental health counseling, or access to a 
range of medical equipment [35, 36]. In these contexts, food insecurity may be both 
a marker for other health-related social problems and a contributing factor.
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 Food Insecurity and Medical Cost
The medical costs in the US associated with food insecurity are likely far greater 
than realized by policy makers. A Massachusetts study in 2016 estimated the 
direct and indirect hospital costs of food insecurity at $1.9 billion [37]. Medicare 
patients with food insecurity have mean annual Medicare costs $5527 higher than 
food secure patients [28]. A large national study demonstrated higher average 
annual healthcare expenditures among food insecure individuals compared to 
food secure individuals ($6072 vs. $4208), equating to an estimated additional 
$77.5 billion in annual healthcare expenditures across the US associated with 
food insecurity [38].

Federal, state, and local programs are buffers for people with food insecurity. 
WIC has been shown to improve pregnancy and birth outcomes such as reduction in 
low birthweights [39, 40]. Children receiving WIC benefits have lower rates of ane-
mia, and longer duration of WIC utilization is associated with enhancements in IQ 
scores [41, 42]. Similarly, the use of SNAP has been linked with many positive 
outcomes including improved diet, lower ED utilization [43], and better asthma 
control [44]. At a population level, SNAP may reduce all-cause mortality by 1–2% 
[45]. SNAP participants incur $1400 less in medical costs per year compared to 
other low-income adults [46].

The following sections aim to familiarize emergency providers with tools to 
identify and then alleviate food insecurity among the patients they serve. ED pro-
viders should recognize both the prevalence of food insecurity and the significant 
impact food insecurity has on the health of our patients. Ideally, the hospitals will 
embrace the importance of these interventions and recognize the essential safety net 
role of EDs for connecting patients to appropriate food resources.

 Emergency Department and Beyond

 Bedside

Many EDs serve as the entry point to healthcare for underprivileged individuals and 
families. Unless actively queried, food insecurity will remain an invisible, though 
prevalent, problem among ED patients. Standardized universal screening of ED 
patients has expanded in recent years to include concerns such as alcohol and drug 
abuse, depression and suicidal ideation, and intimate partner violence, among others. 
Such screening has become relatively common, albeit cumbersome, to ED staff. The 
use of screening tools such as the Hunger Vital Sign™ (below) would enable the 
identification of food insecure patients and families [1]. The integration of such 
screening represents an opportunity for culture change in our approach to food 
insecurity.

Children’s HealthWatch established the two-question “Hunger Vital Sign™” 
which has a sensitivity of 97% and specificity of 82% for food insecurity compared 
to the gold standard USDA Household Food Security Scale [49]. The two Hunger 
Vital Sign™ questions are:
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“Within the past 12 months we worried whether our food would run out before we 
got money to buy more.” (“Often true” or “Sometimes true” vs. “Never true”)

“Within the past 12 months the food we bought just didn’t last and we didn’t have 
money to get more.” (“Often true” or “Sometimes true” vs. “Never true”)

A response of “often true” or “sometimes true” to either of the two questions is 
considered a positive screen.

Unlike screeners for many other health-related social needs, the Hunger Vital 
Sign™ has been well-validated and is the clear first choice for food insecurity 
screening in healthcare settings. This questionnaire, originally designed for families 
with young children but also validated for adults [50], has become the standard in 
healthcare settings and is used in the Center for Medicare and Medicaid Innovation’s 
Accountable Health Communities (CMS AHC) three million person ongoing inno-
vation model [51]. Preliminary qualitative and quantitative studies of the CMS AHC 
questionnaire—which includes the two Hunger Vital Sign™ questions along with 
eight other social need questions—among primary care and ED patients show 
strong support from patients for asking these social needs questions [52, 53]. In a 
randomized trial of screening for food insecurity in the ED, 86% of families 
endorsed the concept of routine screening for food insecurity within the ED [54]. 
Within the ED, screening could be performed at triage, by the nurse during intake, 
by the primary clinician caring for the patient, or by social workers or other trained 
staff during the course of a patient’s ED visit. Some methods of screening can even 
be done while patients are in the waiting room. A new study in North Carolina will 
evaluate the role of screening and referral for food resources from the ED [55], and 
an ongoing study in the ED at Boston Children’s Hospital is evaluating the role of 
social screening and referral using patients’ smart phones vs. tablets [56].

Studies have shown that both paper and electronic questionnaires are feasible in 
the healthcare setting [57–61]. However, the method by which patients are screened 
may influence the responses they provide. Administering sensitive questions one- 
on- one may be the easiest way to universally screen, but analyses comparing one- 
on- one, paper, and electronic formats suggest that screening via personnel asking 
patients questions directly may decrease positive responses (lowers sensitivity) for 
sensitive issues [62]. In one study, specific to food security screening, the change 
from an oral to a paper screening of patients using the Hunger Vital Sign™ increased 
positive response rates from 10.4% to 16.3% [63]. A randomized trial of screening 
for food insecurity in the ED showed that via tablets 23.6% of patients screened 
positive compared to 17.7% screening positive via verbal screening [54].

While understanding the prevalence of food insecurity within one’s ED patient 
population is important, having a systematic approach to offer assistance is crucial. 
Information about local resources (e.g., food pantries, soup kitchens) that are geo-
graphically relevant can be readily provided via online tools (e.g., United Way 211 
system, HelpSteps, Aunt Bertha, NowPow) [59, 64–66]. Limited literature from 
outpatient clinics has shown that providing pre-printed forms that list local food 
pantries and contact information is effective in connecting patients to community 
resources [67].
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If the electronic medical record (EMR) is used to record the answers to the food 
security questionnaire, ideally positive responses can trigger a social work consult or 
the inclusion of a food resource referral sheet with the discharge paperwork. At a 
minimum, making referral sheets available within the EMR that include local food 
resources may ease the process of clinicians providing patients with this important 
information [68]. Food insecurity can be documented using ICD-10 codes (Z59.4) to 
help quantify the extent of this problem within a patient population that the ED serves.

When it comes to patients’ desire for help with food, it is important to realize 
that screening positive for food security problems is not the same as food referral 
needs. Not all people who are food insecure will want referrals, and likewise, fami-
lies that are “food secure” via screening questionnaires still may desire referrals. In 
a study of low-income families in a primary care clinic, 46% of food insecure fami-
lies did not request referrals; among food secure families, 15% still requested food 
assistance [60]. Thus, screening processes should offer patients the ability to iden-
tify their referral needs (i.e., I want help with SNAP or WIC or finding a food 
pantry) even if such patients do not meet the standard definition of food insecurity.

If universal screening of food insecurity with validated questions has not been 
instituted, simply asking a patient in the ED (when clinically feasible) if they would 
like something to eat is an immediate and kind way to provide a meal. The price of 
food in many hospital cafeterias and the chain food stores located in hospitals are 
often too expensive for low-income families, and their ED visits may exacerbate hun-
ger. Having food immediately available and/or hospital cafeteria vouchers that cover 
the cost of a meal can make a significant difference in families’ lives during a stressful 
time and may also improve the therapeutic relationship. If clinicians ask about food 
needs at the bedside, it is critical to have access to food to respond to them.

 Hospital/Healthcare System

At the hospital level, food insecurity screening procedures and interventions should 
be developed based on resources and partnerships with state, federal, and community 
organizations. Several large hospital networks and individual clinics have recognized 
the importance of food security on the health of their patients and perform universal 
screening for food insecurity [69, 70]. In a program supporting food insecure fami-
lies with infants, parents were provided supplemental formula, educational materials 
and referrals to social workers, medical-legal partnerships, or food pantries directly 
from the clinic [71]. In other programs, hospitals provided vouchers for on-site or 
local farmers markets [72, 73]. Many medical centers such as Boston Medical Center, 
Massachusetts General Hospital, and St. Christopher’s Hospital for Children in 
Philadelphia have on-site food pantries or partner with local organizations to bring 
mobile food pantries to their clinics on a weekly basis. Studies have shown that care-
givers and patients find these programs both acceptable and desirable [74, 75].

Multi-stakeholder partnerships are especially important to link at-risk children to 
needed food service programs [61, 62]. An intervention at the Children’s Hospital 
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of Philadelphia in collaboration with federal and community partners provided free 
lunch to ED pediatric patients and their siblings during a summer food service pro-
gram. In the 7-week pilot, 367 meals were distributed to children, and their families 
were referred to the US Department of Agriculture (USDA) Summer Food Service 
Program developed to bridge the summer food gap for those who receive free or 
reduced-price lunch during the school year [76]. Arkansas Children’s Hospital pro-
vides access to free, nutritious meals for all children seen at the hospital as part of 
USDA’s Child and Adult Care Food Program (CACFP) At-Risk Afterschool Meals 
Component [77].

 Benefit Assistance and Referrals
Applications for SNAP and WIC can be completed and submitted from the hospital 
and/or by working with local community partners [66, 78, 79]. Boston Medical 
Center has an on-site WIC office and on-site SNAP application assistance [48]. 
Depending on the state and the cross-eligibility with other federal programs, SNAP 
may require documentation regarding income. The approach of filling out applica-
tions while at the hospital has been used in EDs with great success for enrollment in 
the State Children’s Health Insurance Program [80] and could be similarly applied 
to SNAP and WIC applications. Local student organizations and other volunteers 
can help patients under the guidance of social workers in the ED.

 Societal Level

As a society, it is important to recognize food insecurity not simply as an unfortunate 
problem of individuals and families but rather as a result of systematic efforts to keep 
wages low, leading to widespread poverty, while at the same time denying access to 
food resources for vulnerable populations. Increased expenditures on social services 
have been shown to reduce food insecurity in multiple countries. Unfortunately, the 
US ranks second to last among developed countries in public expenditure on families 
[81]. In the US, rather than supporting families’ success in gaining small steps toward 
economic stability, small increases in income can lead to a loss of SNAP eligibility, 
thus increasing the risk of food insecurity and poor health [82].

Despite the vast unmet need for food resources and the success of many local 
and federal programs, multiple ongoing efforts to reduce access to SNAP and other 
programs will likely exacerbate food insecurity in the US. In December 2019, the 
Department of Agriculture gave its final approval to the first set of measures to cut 
more than 700,000 people from SNAP [83]. The loss of SNAP eligibility includes 
immigrants threatened with the loss of eligibility for permanent legal status (“green 
cards”), decreased eligibility for Able-Bodied Adults Without Dependents 
(“ABAWDs”), changes in broad-based categorical eligibility (i.e., TANF enroll-
ment no longer qualifies as an automatic eligibility for SNAP), and changes in the 
calculation of the standard utility allowance (the household’s heating and utility 
expenses) used to calculate SNAP benefits. A New  York Times headline from 
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March 20, 2020, clearly captures the impending worsening food insecurity crisis in 
the US: “Coronavirus and Poverty: A Mother Skips Meals So Her Children Can 
Eat” [84].

At a societal level, it benefits our nation when the population has food, whether 
the benefit is measured through healthcare savings, educational gains, socioeco-
nomic improvements, or the knowledge that children are not going to bed hungry.  
One practical needed reform is to eliminate disqualifications for those who other-
wise meet SNAP eligibility requirements, such as low-income college students [85]. 
The move from paper forms to electronic applications for SNAP and WIC benefits 
could improve the ease and speed with which people receive benefits. Automating 
enrollment in SNAP and WIC for those receiving TANF, Medicaid, and other pro-
grams focused on low-income people would also increase utilization rates.

Emergency clinicians can advocate for these and other ways to mitigate poverty 
such as expanding access to the earned income tax credit, TANF, child and depen-
dent care credit, Section 8, public housing, and Medicaid. The use of these pro-
grams are all mechanisms that would free up families’ limited financial resources 
for the purchase of food [81]. Heating fuel subsidies are especially important in 
areas of the country that have significant fluctuations in the weather. Children’s 
HealthWatch has noted the “Heat or Eat” phenomenon that leads to measurable 
stunting of children’s growth in winter months [86].

 Recommendations for Emergency Medicine Practice

To emphasize: the ED could play a powerful role as portal of entry to existing social 
service programs for a large population in need. While the limited availability of 
food resources such as food pantries may be an obstacle in some circumstances, for 
many patients what is lacking is simply the connection to already existing pro-
grams. To facilitate this connection in an effective and successful fashion, a compre-
hensive approach is needed, which ranges from education at the level of the 
individual clinician to systemic approaches to screening and to having institutional 
resources available to address identified food insecurity both immediately and lon-
gitudinally. The American Academy of Pediatrics and the Food Research & Action 
Center has a toolkit for pediatricians and others to address patients’ food insecurity 
(https://frac.org/aaptoolkit) [87].

 Basic

• Train clinicians. Despite the fact that clinicians routinely ask about personal and 
sensitive medical topics, they may feel uncomfortable asking about sensitive 
food security issues that may have stigma associated with them. A script can be 
helpful. For example, simply prefacing a question about food insecurity with 
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“Do you mind if I ask…” may allow clinicians to overcome the hurdle of initiat-
ing the conversation.

• Ask patients about their immediate food needs (i.e., are they hungry right now?). 
Provide food directly and/or have mechanisms that help families cover costs of 
in-hospital food if necessary.

• Extend the conversation. Understand whether patients have food insecurity 
beyond the ED visit, ask if they need help identifying food resources, and be 
prepared to connect them to experts such as social workers or provide referral 
sheets with food resources.

 Intermediate

• Institute universal screening for and documentation of food insecurity in the 
ED.  Consider use of the two-question Hunger Vital Sign™, which is well- 
validated and widely used.

• Provide ready access to information about food resources via the electronic med-
ical record (EMR) or pre-printed sheets.

• Develop connections to local food pantries, soup kitchens, and WIC offices that 
serve people who need food resources.

• Connect patients to federal programs. Have application forms available and 
social workers, other experts, and even trained volunteers that can assist families.

 Advanced

• Provide food resources directly to patients such as via in-hospital food pantries.
• Set up programs that help food security during high-risk times of need such as sum-

mer food programs for children and additional food resources in winter months when 
families might need to choose between paying heating bills and paying for food.

• Advocate at the state level to ease restrictions on SNAP applications.
• Advocate at the national level to increase eligibility for SNAP and WIC. Advocate 

for larger benefits for individuals and families in need. Advocate for living wages 
to help lower the number of patients living in poverty.

 Teaching Case

 Clinical Case

An 8-year-old girl with asthma presents to the ED at a tertiary care academic pediatric 
hospital. She has significantly increased work of breathing and is speaking in one-
word sentences. She is tachypneic and hypoxic and requires immediate intervention.
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While initiating albuterol treatments, steroids, and placing an IV for further man-
agement, the resident turns to the mother to obtain additional history. When asked 
how long the patient has been having trouble breathing, the mother responds this 
has been going on for a few days. She ran out of her albuterol inhaler 3 days ago. 
The resident does not say anything immediately, but has a questioning look on her 
face. The mother goes on to explain that the family had to choose between buying 
food or asthma medications for the patient, as they didn’t have enough money for 
both so they chose to buy food.

The patient responds to the initial treatments but is persistently tachypneic with 
marked wheezing and poor aeration. She requires admission to the ICU for a higher 
level of care.

Prior to being transferred to the ICU, the mother asks to speak with the resident. 
She hesitates, the resident believes out of pride, but then finally asks if the ED has 
any meal vouchers for food from the hospital cafeteria. Even sacrificing their mea-
ger funds for food over albuterol, they are still hungry.

 Teaching Points
Patients with circumstances similar to this present every day in the ED, but the con-
tribution of food insecurity to a variety of clinical presentations is often invisible. 
Proactive approaches to making food insecurity a more visible health-related social 
problem are the first steps to addressing it.

 1. In this situation, the patient’s parent was able to articulate her needs. In other 
circumstances, the clinician must be able to:
• Consider the possibility of food insecurity
• Be able and willing to inquire about food insecurity
• Have immediate (e.g., hospital food vouchers) and ideally longitudinal 

resources (WIC, SNAP, or local food pantries) to share
 2. The institution should create programs to screen for food insecurity. Systematic 

screening has the potential to identify patients that would otherwise not self- 
identify as food insecure.

 3. The department should create educational programs for all clinicians about the 
need to screen for food insecurity. Provider education about the way to approach 
these sensitive issues is important.

 4. Clinicians should codify a spectrum of easily accessible resources to address 
food insecurity. Screening does not help a patient if there are no resources avail-
able to assist them, ideally in both the immediate- and long-term timeframes.

Discussion Questions
 1. The resident was uncomfortable with exploring the reason why the patient was 

not using her medication. She did not know how to respond when the family 
disclosed severe food insecurity. How does this compare to your own experi-
ences with following through with these types of questions? How do you deter-
mine if you should ask about food insecurity?
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 2. In what way does the patient’s food insecurity affect the emergency physician’s 
decision-making? What are the responsibilities of the ED for helping not just the 
patient but also the family supporting them?

 3. What resources are available in your institution to help families with food inse-
curity? Is there free, nutritious, and satisfying food available? Many EDs limit 
their food immediately available for distribution to saltines, pudding, juice, 
cereal, and maybe a turkey sandwich. What message are we sending our patients? 
Is the food in the cafeteria financially accessible for families in need?

 4. What opportunities are available for partnerships outside of the ED? Do you 
know the names and locations of food pantries and soup kitchens that are in your 
patient populations’ neighborhood? Do you have social workers or other organi-
zations that can help patients fill out SNAP or WIC forms?

 5. What are the challenges to identifying and helping patients with food insecurity? 
How do they differ or feel the same compared to other social problems?
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Homelessness
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Key Points
• Homelessness is prevalent in the US and is commonly encountered in the ED.
• People who are homeless often do not fit the stereotypical picture of homeless-

ness. Therefore, EPs should routinely ask patients about their housing situation.
• While EPs will usually be unable to immediately “fix” their patients’ homeless-

ness in the ED, they should still assess homelessness status since this is an 
important consideration in diagnosis, treatment, and disposition plans.

• Some hospitals have developed successful collaborations with local housing and 
other community organizations to better address patients’ homelessness, with 
the goal of improving patients’ health and reducing their future acute care use.

• EPs can have a powerful voice in local and national advocacy efforts to address 
the social and economic factors underlying homelessness.

 Foundations

 Background

Homelessness is a problem worldwide. Within the US alone, over 1.4 million peo-
ple used homeless shelters in 2017 [1]. Counting both unsheltered (e.g., on the 
streets) and sheltered people, 567,715 people were homeless at the 2019 US “point- 
in- time” count [2]. Homelessness cuts across the US, with statistics for each state 
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detailed in Annual Homeless Assessment Reports to Congress (available online) 
[3]. The majority of people who experience homelessness do so for limited periods 
of time and are sometimes called transitionally homeless. In contrast, chronically 
homeless persons are defined by the federal government as individuals with a dis-
abling condition (defined as chronic physical illness, substance use disorder, mental 
illness, or developmental disability) who have been continually homeless for at least 
1 year or have had four or more episodes of homelessness in the past 3 years (total-
ing at least 12 months total time homeless) [1]. Importantly, homelessness is a con-
dition to which people are exposed, rather than a marker of identity or a personal or 
moral failing. To convey this, we suggest using terms such as “people experiencing 
homelessness” or “people who are homeless” instead of “the homeless,” which may 
reproduce stigma and blame.

Overall, approximately two-thirds of people who are homeless in the US use 
homeless shelters and the other third are unsheltered, though this varies by locality 
[1]. Around two-thirds of people who are homeless are individuals and one-third are 
members of families with children [1]. While emergency providers (EPs) may be 
most likely to recognize homelessness when patients are unsheltered and chroni-
cally homeless, this is a small subset of people experiencing homelessness.

The main causes of homelessness are structural and economic, with lack of 
affordable housing playing a primary role alongside growing income inequality, 
structural racism, and an inadequate and receding social safety net. Since 2001, the 
gap between rent and household income in the US has risen steadily, with only 25% 
of low-income renters receiving assistance for their housing needs [4]. The risk of 
experiencing homelessness is not distributed equally across society. People who are 
Black or African American, Hispanic/Latinx, Native American, and Pacific Islander 
are disproportionately represented among the US homeless population. Racial and 
ethnic disparities in homelessness reflect a long-standing history of structural rac-
ism in housing policy, economic opportunities, and access to social services [5–8]. 
Moreover, housing is a key mechanism by which structural racism is maintained 
and perpetuated in the US [9–11]. Youth leaving foster care and people with dis-
abilities are also overrepresented among people who are homeless.

The COVID-19 pandemic will most likely further exacerbate these inequities, 
though the full scope of these impacts remains unclear at the time of this writing. 
Nevertheless, it is evident that the pandemic has exposed the vulnerabilities of peo-
ple experiencing homelessness to infectious disease. The COVID-19 pandemic has 
dramatically illustrated the need for more robust health and social safety nets and 
the incompatibility of homelessness with individual and population health [12].

Other important and interrelated contributors to homelessness include unem-
ployment and underemployment, social discord, incarceration, domestic violence, 
pregnancy, natural disasters, birth cohort effects, and many others [13–16]. Health 
issues—including substance use, mental health, and physical health—are also 
important contributors to homelessness for a subset of people [17–21]. Additionally, 
poor health leading to prolonged hospital stays or high medical expenses can result 
in loss of savings and income, with resultant inability to pay for housing and evic-
tion or foreclosure.
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Though homelessness is a complex issue, experts have a good understanding of 
its solutions. The US Interagency Council on Homelessness has previously out-
lined strategies for preventing and ending homelessness [22, 23]. The linchpin for 
these strategies is affordable, stable housing. One type of housing, called perma-
nent supportive housing, provides non-time-limited affordable housing paired with 
supportive services such as case management. Housing First, developed in 
New York City in the early 1990s, is a term now used more generally to describe 
provision of permanent supportive housing without prerequisites around “housing 
readiness” (e.g., sobriety) or requirements that tenants accept or are compliant with 
services to remain in housing (though case management and other supportive ser-
vices are offered as part of the program model). Permanent supportive housing 
overall, and Housing First specifically, have demonstrated success in ending home-
lessness, including among people with serious mental illness, and some studies 
have found resultant reductions in healthcare costs [24–28]. Unfortunately, the 
demand for permanent supportive housing and other forms of affordable housing 
exceeds supply [29].

People who are homeless have high rates of chronic medical conditions. A 
national study of publicly funded health center clients found that 41.9% of homeless 
patients had two or more chronic medical conditions, compared to 32.6% of low- 
income housed patients [30]. In addition, roughly one-third of people who are 
homeless have significant substance use and roughly one-third have a mental health 
condition, though estimates vary substantially depending on the samples studied 
and definitions used [31–35]. Further, people experiencing homelessness face many 
health risks unique to their situation, including threats to physical safety (e.g., phys-
ical and sexual assault), inadequate nutrition, exposure to the cold and other ele-
ments, poor sleep, and high stress. Multiple studies have found that homelessness is 
associated with significantly elevated age-adjusted mortality rates [36–38]. 
Currently, the most common cause of death is drug overdose, followed by cancer 
and heart disease [36]. A growing body of research has also found premature aging 
among people experiencing homelessness, with homeless people in their 50s having 
rates of dementia, incontinence, mobility limitations, and other geriatric conditions 
akin to those of non-homeless populations in their 70s [39]. Not surprisingly given 
their disproportionate burden of poor health, people experiencing homelessness are 
higher than average users of the healthcare system and particularly of acute, 
hospital- based care including emergency department (ED) care [40–44]. Indeed, in 
many US EDs, EPs are unlikely to work a single shift without encountering a patient 
who is homeless.

 Evidence Basis

A large body of research has demonstrated that people experiencing homelessness 
use EDs more frequently than those who are not homeless. Homelessness becomes 
ubiquitous when considering the group of most frequent “high users” of EDs [40]. 
For these individuals, provision of permanent supportive housing is currently the 
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best evidence-based intervention [24, 26, 27, 45]. However, it should be recognized 
that—while homelessness overall is associated with higher than average rates of ED 
use—the most frequent users of ED services represent only a small subset of the 
homeless population [46, 47].

Multiple single- and multi-site studies—spanning the country and including sub-
urban as well as urban EDs—have examined prevalence of homelessness among 
ED patients, finding rates ranging from 2.5% to 13.8% [48]. National studies on 
homelessness among ED patients are limited by a lack of uniform data on homeless-
ness outside of the Veterans Affairs (VA) system. Some authors have used the 
National Hospital Ambulatory Medical Care Survey (NHAMCS) to estimate home-
lessness among ED patients, but such efforts are hindered by significant limitations 
in NHAMCS’ recording of homelessness [48]. In general, healthcare administrative 
data (such as NHAMCS, Healthcare Cost and Utilization Project [HCUP], and data 
from electronic health records) have unknown sensitivity and specificity for identi-
fying homelessness and likely significantly underestimate homelessness.

Salhi et al. published a systematic review of the literature on homelessness and 
emergency medicine (EM) spanning 1990–2016, finding only 28 studies that met 
their inclusion criteria [42]. Most studies focused on ED use by people experiencing 
homelessness, as well as prevalence and basic characteristics of homeless ED 
patients [42]. National studies suggest that ED patients who are homeless have sim-
ilar triage acuities and hospital admission rates compared to other patients but are 
more likely to arrive by ambulance and to have had a recent past ED visit [49–51]. 
Patients who are homeless also have higher 30-day hospital readmission rates [52]. 
Little past research has examined ED care from the perspective of homeless patients 
themselves; one exception is a study with patients who were homeless and had 
alcohol use disorders by McCormack et al. [53]. Another study found that EM resi-
dents struggled in providing care to their patients experiencing homelessness; resi-
dents noted that they lacked formal education on caring for patients who were 
homeless and felt frustrated by limitations in their ability to “make a true differ-
ence” for these patients [54, 55]. Significant gaps in the literature on homelessness 
and EM include research on how to best educate and support EM trainees and pro-
viders in caring for patients experiencing homelessness; characteristics and quality 
of emergency care received by homeless vs. non-homeless patients; best practices 
in ED care for patients experiencing homelessness; and how to most effectively 
partner with organizations outside the ED to optimize the ED’s role and improve 
overall health for people who are homeless, including the concept of “in-reach” into 
EDs by homeless services organizations.

 Emergency Department and Beyond

 Bedside

Health risks, conditions, and treatment considerations for people experiencing 
homelessness have been well summarized, with clinical practice guidelines avail-
able in sources such as UpToDate [56]. While not specific to emergency care, these 
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clinical practice resources may still be useful to EPs. Individuals and families may 
become homeless as a consequence of unexpected injury and illness. The psycho-
social and structural stressors of homelessness also contribute to the poor health of 
this population. People who are homeless suffer from mortality rates three to six 
times those of the general population, and homelessness is an independent risk fac-
tor for mortality [38, 57–59]. People who are homeless also experience higher rates 
of chronic illness, injury, infectious disease (e.g., tuberculosis, HIV, hepatitis A, 
and hepatitis C), substance use, and mental illness than their low-income housed 
counterparts [60]. Moreover, patients experiencing homelessness may have diffi-
culty storing and taking medications as prescribed due to their housing circum-
stances, and many report having medications stolen in shelters or on the streets 
[61, 62].

The US homeless population has aged considerably since the 1980s, which has 
important implications for EPs. The median age of single homeless adults is 50 years 
today, compared with 37 years in 1990, and is predicted to continue to rise [63]. 
More than one-third of ED visits by patients experiencing homelessness are by peo-
ple over 50 years old [64, 65]. People experiencing homelessness are considered 
“elderly” at age 50, since homeless adults over age 50 suffer from “geriatric syn-
dromes” commonly associated with aging (e.g., frequent falls, memory loss, vision 
or hearing impairment) at rates similar to or higher than housed adults 15–20 years 
older [66]. EPs should consider such geriatric syndromes among their patients who 
are homeless and aged 50 and older.

Substance use disorders and psychiatric illness contribute to a significant 
proportion of ED visits among people experiencing homelessness [47, 49, 65, 
67]. Overdose is now the leading cause of death among people who are home-
less throughout the US [36, 68–70]. EPs should ask all patients who present to 
the ED after a nonfatal overdose about their housing situation and recognize that 
homelessness may present barriers to initiation of and retention in substance use 
treatment. State and local ordinances create structural vulnerability to incar-
ceration and assault. For example, the criminalization of public intoxication and 
drug use makes people experiencing homelessness more likely to be arrested 
(due to frequent encounters with police officers on the street) and assaulted (due 
to lack of shelter and pervasive stigma) [71–73]. A full exploration of the com-
plex relationship between substance use and homelessness is beyond the scope 
of this chapter.

While substance use and mental illness represent an important subset of ED pre-
sentations by people who are homeless, EPs should recognize that people experi-
encing homelessness have a wide variety of physical health issues that require ED 
care. Evidence suggests that people experiencing homelessness suffer a dispropor-
tionate burden of injuries compared to housed persons, including unintentional, 
self- inflicted, and physical and sexual assault injuries [74, 75]. People experiencing 
homelessness are more likely to present to the ED with burns and injuries to the 
lower extremities and to have more severe injury patterns and longer injury-related 
hospitalizations than non-homeless persons [76, 77]. These injuries are sometimes 
related to the daily realities of homelessness, such as utilizing campfires for warmth. 
A high prevalence of violence against people who are homeless also drives injuries 
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and ED use [78]. For example, studies have shown that 27–52% of homeless indi-
viduals were physically or sexually assaulted in the previous year [79, 80]. Although 
homeless men and women are equally likely to be victims of physical assault, 
homeless women have higher rates of sexual assault, with nearly 10% of homeless 
women reporting a sexual assault in the previous year [79].

While people experiencing homelessness do suffer from unique patterns of 
injury and illness, it is important to consider common diagnoses in the management 
and treatment of patients who are homeless. For example, one study found that one- 
fifth of ED visits among homeless women were related to pregnancy [81]. Another 
study found high levels of poor self-reported health status and chronic physical pain 
in homeless and unstably housed women [82]. Overall, after drug overdose, the 
most common causes of mortality among people who are homeless are cancer and 
heart disease [36]. In addition to having higher than average rates of many chronic 
diseases, homelessness makes it more difficult to carry out treatment plans, includ-
ing regular attendance at primary care appointments, obtaining proper specialist 
care, arranging surgeries and postsurgical care, and adhering to medication 
regimens.

Finally, EPs should be especially cognizant of, and take steps to counter, the 
negative experiences that people experiencing homelessness may have when seek-
ing care. People who are homeless often recount experiencing stigma in healthcare 
settings, which may have adverse effects on their health and likelihood of seeking 
healthcare in the future [83, 84].

 Hospital/Healthcare System

Rates of hospital admission for ED patients who are homeless have varied across 
studies, but national studies show that admission rates are similar to those for 
patients who are not homeless [50, 85]. However, much attention has been given to 
the idea of “inappropriate” or “unnecessary” ED visits by homeless adults [86], 
which is sometimes attributed to lack of health insurance or access to primary care. 
People experiencing homelessness are more likely to lack health insurance or pri-
mary care than the general population. However, in states that have expanded 
Medicaid to low-income single adults, many people experiencing homelessness are 
enrolled in Medicaid and uninsured rates are lower [87]. While some studies have 
indicated a role for health insurance in increasing access to ambulatory care [47], 
insurance status and access to primary care on their own have consistently been 
shown not to be associated with decreased ED use among homeless adults [47, 81, 
86, 88–92]. For example, studies of the VA health system—whose patients have 
robust access to outpatient health services—have shown that homelessness is still 
strongly associated with frequent ED use [40, 93, 94]. These and other studies 
strongly suggest that factors other than insurance and access to primary care are 
important drivers of ED visits among people experiencing homelessness. They fur-
ther suggest that EDs provide the type of very low-barrier care that individuals 
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experiencing homelessness can most easily access and that EDs address important 
unmet needs for this population.

Compared to non-homeless patients, patients who are homeless experience lon-
ger inpatient stays and are more likely to have repeat ED visits [49, 95, 96] and to 
visit the ED and/or be readmitted to the hospital within 30 days of hospital dis-
charge [64, 97, 98]. In the process, their health deteriorates, and some may become 
embroiled in costly, sub-optimal cycles of care. This is especially pronounced 
among people discharged to shelters or unsheltered locations vs. other living situa-
tions (e.g., respite care, stable housing) and has been noted across age groups [52, 
81, 99]. EPs may find themselves in the situation of readmitting homeless patients 
for whom a prior inpatient hospital discharge was inappropriate or otherwise unsuc-
cessful (e.g., discharge to an unsheltered location or shelter without feasible plans 
for patients to recuperate and/or follow other discharge instructions). In some 
instances, individuals residing in shelters or transitional housing units are at risk of 
losing their bed or unit if a hospital stay is prolonged and demand for these services 
is high. Those with serious illness who are homeless may also have difficulty obtain-
ing housing if building managers are concerned they may be “too sick” to be safely 
housed without intensive onsite medical and social services. Hospitals should work 
closely with community organizations to address these issues.

EDs provide not only healthcare for people experiencing homelessness but 
sometimes also vital resources (e.g., food, water, shelter, clothing) necessary for 
survival and subsistence [100–103]. Moreover, EDs are often a first-stop destination 
for people who have become newly homeless, with one study finding that nearly a 
quarter of homeless adults sought care in an ED upon first becoming homeless 
[104]. Uniquely accessible among healthcare settings due to their around-the-clock 
availability and the mandates of the Emergency Medical Treatment and Labor Act 
(EMTALA),1 EDs represent a critical setting for intervening in the lives of people 
experiencing homelessness and linking them to available community resources 
[105, 106].

A growing number of hospitals and healthcare systems have successfully part-
nered with community organizations to address homelessness for a subset of their 
patients. These efforts have often focused on the most frequent or highest cost users 
of hospital systems. For example, Buchanan et al. found that discharging patients 
who were homeless to a medical respite program that provided 24-hour room and 
services was associated with decreased future hospitalizations [99]. Multiple stud-
ies have shown that permanent supportive housing (housing paired with case 
management) successfully ends homelessness and may also be associated with 

1 EMTALA does not specifically mandate the treatment of patients experiencing homelessness or 
other vulnerable populations beyond its general requirements for all people seeking emergency 
treatment. Nevertheless, this legislation has cemented the ED as the healthcare safety net and 
magnified the importance of the ED in providing healthcare for people experiencing homelessness. 
For further details of EMTALA, see https://www.cms.gov/regulations-and-guidance/legislation/
emtala/.
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reductions in future ED visits and hospitalizations [24–27, 107, 108]. For example, 
a randomized controlled trial in Chicago found that, after adjusting for baseline 
covariates, patients who were homeless and had chronic illnesses who were ran-
domized to housing plus case management had reduced numbers of future hospital-
izations, hospital length of stay, and ED visits [24]. While other studies have found 
no such reductions in hospital use, it is important to recognize that expecting hous-
ing to “pay for itself” via reductions in healthcare costs obscures the fundamental 
role that housing plays in creating an equitable society [27, 109, 110].

Citing mutual benefits to patients and hospitals, the American Hospital 
Association published a report providing case studies and guidance for hospitals 
seeking to collaborate with community and governmental organizations to address 
housing as a social determinant of health [111]. EPs can mobilize or join such 
efforts in conjunction with their hospitals and other local organizations [112]. In 
New York City, hospitals and other healthcare providers have joined together with 
homelessness and housing providers to form Health and Housing Consortia, which 
focus on training and resource development, cross sector communication, and 
research and advocacy to better serve their shared homeless populations [113].

Although these formal partnerships may not be replicable in all settings, EPs 
should maintain relationships with community organizations to better serve their 
patients who are experiencing homelessness and to seize opportunities for research, 
programmatic improvements, and advocacy when they arise.

 Societal Level

The causes and circumstances of homelessness are mediated by larger social and 
economic conditions, including federal, state, and local funding priorities. There 
remains inadequate governmental funding for affordable housing, and in specific 
regions of the country rates of homelessness have increased sharply in recent years. 
EPs have a critical role to play in advocating at the federal, state, and local levels for 
increasing the supply of affordable, stable housing necessary to mitigate the health 
effects of homelessness. Given the in-depth experience of EPs with patients who are 
homeless and the outsized role that EDs play in caring for this population, EPs have 
a valuable voice to add to policy and advocacy efforts around homelessness. 
Advocacy efforts should take into account the local context, including the availabil-
ity and accessibility of resources. This is especially important in rural communities, 
where homelessness is understudied and may differ from homelessness in urban 
areas [114–116].

In one recent effort to stem hospital discharges without adequate provisions for 
patients’ health and safety, California instituted a law (SB 1152) outlining minimal 
standards in caring for and discharging patients who are homeless. The law requires, 
among other things, that hospitals screen all patients at every visit to determine if 
they are homeless; provide food and weather-appropriate clothing; supply patients 
with medications if the hospital has a retail pharmacy; coordinate care with com-
munity agencies and refer patients who are homeless to appropriate service 
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providers; provide transportation to safe and appropriate locations within 30 miles 
(or 30 minutes) of the hospital; and document each of these processes in the elec-
tronic medical record [117]. This law may prevent hospitals from egregious dis-
charge practices, improve the experience of homeless individuals within the 
healthcare system, and also improve the ability to document and track homelessness 
in healthcare settings. However, the law does not address the underlying drivers of 
homelessness.

The US Interagency Council on Homelessness’ federal strategic plan to prevent 
and end homelessness, titled Home, Together [118], is a good starting point for EPs 
who may be interested in further understanding drivers of and solutions to home-
lessness in the US and becoming part of larger advocacy efforts. Principal among 
recommendations for preventing and ending homelessness are ensuring the avail-
ability of adequate affordable housing. EPs should also consider learning from or 
collaborating with national experts and advocacy groups including the Corporation 
for Supportive Housing, the National Alliance to End Homelessness, the National 
Low Income Housing Coalition, and the National Health Care for the Homeless 
Council.

 Recommendations for Emergency Medicine Practice

Among the main difficulties in providing ED care for patients experiencing home-
lessness is that their needs are complex, are interdependent, exceed available 
resources, and defy traditional conceptions of health and healthcare delivery in 
EM. For example, housing is not traditionally considered a form of “healthcare”—
despite our knowledge that housing is a prerequisite for health [119, 120]. Patients 
experiencing homelessness push the boundaries of healthcare and of EM in particu-
lar, thereby challenging EPs to engage with complex issues including social needs, 
stigma, racism, and social determinants of health [121, 122]. Despite these difficul-
ties, there are tangible steps that EPs can take in improving the care of their patients 
experiencing homelessness.

 Basic

• Provide care that is respectful, free of stigma, and equitable. Patients who are 
homeless are often required to deal with multiple bureaucratic systems in their 
daily lives. Providing healthcare that is respectful and compassionate is therefore 
especially important. When patients report physical symptoms, they should not 
be assumed to be “malingering” or seeking “secondary gain”; overall, homeless 
individuals are at higher risk for morbidity and mortality than their non-homeless 
counterparts.

• As for all patients, perform a tailored or full physical exam based on patients’ 
presenting complaints. For patients who are intoxicated or otherwise incapable 
of providing a reliable history (e.g., due to dementia or other cognitive 
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impairment), EPs should perform a full physical exam, which may reveal occult 
injury or illness. This is especially important given the disproportionate burden 
of comorbid health conditions and risks to health faced by patients who are 
homeless and the increasing number of older homeless adults, many of whom 
may have difficulty with ADLs that one may not otherwise think to evaluate. 
Patients should be provided with assistance if needed to undress, store their 
clothes securely, and don a hospital gown.

• Ask patients about their housing status as part of the social history and adjust 
treatment plans accordingly. Many patients experiencing homelessness do not 
appear stereotypically “homeless,” and many who are “doubled-up” or “couch 
surfing” (seeking temporary housing with a friend or family) may resist the label 
and its associated stigma. The most reliable way for EPs to identify homeless-
ness is to ask their patients. There have not been studies to identify a “best” ques-
tion to incorporate into providers’ social histories. One version used successfully 
by the authors is, “Where are you staying these days?” with follow-up questions 
as needed. Even though EPs can rarely “solve” patients’ homelessness immedi-
ately, knowledge of homelessness status should be considered in treatment, dis-
position, and follow-up plans. For example, consider need for refrigeration of 
medications; patients’ ability to obtain medications (in terms of affordability 
and/or accessibility of outpatient pharmacies); complexity of medication dosing 
schedules (e.g., consider single-dose dexamethasone injection rather than steroid 
dose pack prescriptions for asthma); whether activity restrictions are needed 
(most homeless shelters do not allow patients to rest inside during the day and 
extremity elevation can be difficult in a shelter and impossible on the street); 
exposure to infectious disease in shelters; and spread of infectious disease to 
other shelter residents.

• Prepare to meet immediate needs (such as for clothing and food) and have at 
least one referral source for shelter or housing assistance. While the availability 
of resources will vary by the specific ED and location, EDs should identify at 
least one community or governmental organization to which patients can be 
referred for shelter or other assistance with housing. Patients should be referred 
to social work services if available. A meal and clean clothing should be avail-
able for those who need it; in California, this is now a legal requirement for 
hospitals prior to discharging patients who are homeless [117]. Although meals 
and clothing are not typically thought of as “medical care,” they are nevertheless 
critical to human survival, as well as basic elements of compassionate patient care.

 Intermediate

• Institute routine screening for and documentation of homelessness status. EDs 
that serve patients experiencing homelessness with some frequency could con-
sider implementing routine, standardized screening of all ED patients for home-
lessness similar to how some EDs routinely screen for domestic violence. 
Screening could be instituted at triage or in another manner compatible with the 
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ED’s workflow. Several options for standard screening questions for homeless-
ness exist; UCSF’s Social Interventions Research & Evaluation Network 
(SIREN) summarizes multiple options on their website (https://sirenetwork.ucsf.
edu) [123]. Screening results can be documented in the electronic medical record 
in a standardized way, such as via ICD-10 Z codes (Z59.0 = homelessness), ide-
ally with patient consent and accompanied by other efforts to minimize any asso-
ciated stigma (see below). In the absence of universal screening, it is important 
to note that ICD-10 Z codes and electronic medical record address fields likely 
underestimate the number of ED patients experiencing homelessness [124, 125]. 
Accurately recording homelessness status is important not only for direct patient 
care but also for research and advocacy efforts. However, a critical caveat is that 
any efforts to screen for homelessness must take explicit steps to avoid reproduc-
ing the stigma and suffering of homeless patients. For example, patients who 
report homelessness should not be labeled differently (e.g., with a certain symbol 
on the patient electronic track board) nor should “homelessness” be listed in 
place of a medical chief complaint in the medical records. Any screening initia-
tive should be developed in consultation with experts including local community 
organizations and people experiencing homelessness themselves. Screening and 
data collection should be part of larger initiatives to address housing and other 
needs (such as by partnering with and funding local community organizations to 
assist patients who are identified as homeless). In the absence of such plans, the 
risks of universal screening (e.g., stigma) may outweigh the benefits. More 
research is needed on this topic.

• Develop connections with organizations that serve people experiencing home-
lessness, including arrangements for mutual information sharing. Such relation-
ships can be especially beneficial to assist with the housing needs of complex 
patients who frequently visit the ED [45]. Many patients may already be working 
with various community or governmental agencies serving people who are 
homeless. Learning that their clients are in the ED can be helpful to these agen-
cies (of course following all applicable privacy rules and with permission of 
patients themselves to share any information), who in an ideal scenario can assist 
EPs in real-time in determining appropriate treatment plans and later can help to 
resolve patients’ homelessness. Conversely, the ED may serve people experienc-
ing homelessness who are not yet known to existing service organizations. The 
ED visit may therefore be a critical touchpoint at which a connection or referral 
can be made. Of course, the number and types of local organizations serving 
people who are homeless and resources for housing vary significantly across 
localities. In light of these variations, EDs in rural areas, for example, may need 
to rely on innovative programs (e.g., telemedicine-like services) to connect 
patients to housing and other social programs. Some EDs with high volumes of 
patients experiencing homelessness have collaborated with community-based 
organizations to employ “housing navigators” in the ED. These employees are 
sometimes affiliated with local homeless services organizations, have expertise 
in housing and homelessness, and can assist in identifying and addressing 
patients’ housing needs.
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 Advanced

• Assist local Continuums of Care (CoCs). Continuums of Care exist in localities 
throughout the US and are the groups—consisting of multiple nonprofit and gov-
ernmental agencies—tasked with local homelessness strategic planning. Local 
CoCs are required by the US Department of Housing and Urban Development 
(HUD) to establish and operate a “coordinated entry process” by which people 
are connected to organizations and interventions with the goal of rapidly ending 
their homelessness [126]. Hospitals and EDs may be valuable stakeholders and 
contributors to local CoCs given their unique and frequent interactions with peo-
ple experiencing homelessness.

• Advocate for housing and other policies. The crisis of homelessness is felt acutely 
in EDs across the US.  Providers can speak to the negative health effects they 
observe as a result of homelessness and advocate for the housing that is needed to 
address this critical root contributor to patients’ health and ED use. Physicians and 
other EPs have the ability to contribute to existing local and national advocacy 
efforts for policies related to homelessness and housing, as well as related efforts 
to fight the criminalization of poverty and other manifestations of structural racism.

 Teaching Case

 Clinical Case

JW is a 67-year-old man with no past medical history who presents to the ED with 
a complaint of hemoptysis, dyspnea, and weight loss for 3 weeks. He is seen by a 
resident, who orders a CBC, chemistry panel, lactic acid, blood cultures, and chest 
x-ray. When asked about the patient’s social history, the resident reports that the 
patient “does not look homeless.” When probed further, he explains, “I just have a 
sense from working with these people the past few years. You know what they look 
like living on the street. You size them up—based on their clothes, their hygiene—
just the way they look. Also, JW is 67 years old, so he has an income.”

JW’s x-ray shows a right upper lobe infiltrate. Laboratory tests are normal. Upon 
further questioning, JW reveals that he lost his job 6 months ago. He was unable to 
afford rent on his social security income and moved in with his daughter and two 
grandchildren in their one-bedroom apartment. Because he was not on the lease, 
their landlord threatened to evict them if he did not leave their home. He has been 
staying in his car and in homeless shelters throughout the city for the past month.

JW was given antibiotics for pneumonia. He was placed in a negative pressure 
room and admitted to the hospital for treatment of his pneumonia and evaluation of 
possible tuberculosis. After several days in the hospital, his sputum smears were 
negative for tuberculosis and his symptoms did not improve with antibiotics. A CT 
of the chest revealed a cavitating lung mass, which subsequent biopsy revealed to be 
a squamous cell carcinoma of the lung. The inpatient team discharged him to a 
medical respite program that collaborates with the hospital and provides 24-hour 
recuperative shelter, transportation to specialist appointments, and case manage-
ment. His case manager is working to find JW permanent housing.
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 Teaching Points
 1. Homelessness encompasses more people than those living “on the street.” 

Assessment of homelessness should take into account those who are “doubled-
 up,” living in hotels or motels, living in homeless shelters, or living in places not 
meant for human habitation (e.g., cars, abandoned houses).

 2. Housing status should be routinely assessed in the social history. Relying on 
stereotypes, such as disheveled appearance, can perpetuate the stigma associated 
with homelessness and lead to under-recognition of homelessness among ED 
patients.

 3. Patients experiencing homelessness face risks from a wide range of infectious 
disease and chronic illness. When treating patients experiencing homelessness, 
EPs should consider a broad range of possible diagnoses and not “anchor” on a 
single diagnosis based on a patient’s housing status.

 4. Standard decision guides commonly used by EPs, such as the CURB-65 score, 
do not account for homelessness. EPs should take into account the material chal-
lenges associated with homelessness, including the local contexts of housing 
difficulties, when deciding on treatment plans.

 Discussion Questions
 1. The resident makes an assumption about the patient’s homelessness status based 

on his appearance. How does this compare with your own experiences in the ED? 
How do you determine if a patient is homeless?

 2. Should the patient’s homelessness influence the ED physicians’ decisions about 
his workup, treatment, and disposition? If so, how? What resources can you use 
or modifications can you make to treatment plans to assist patients experiencing 
homelessness?

 3. What opportunities exist for partnerships outside the ED (e.g., across the hos-
pital and the community) that might be beneficial for this patient or others 
like him?

 4. What are some challenges to caring for patients who are homeless in your ED? 
How are these unique (or similar) to challenges in other ED settings?
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Key Points
• Housing instability, distinct from homelessness, is prevalent in the US and is 

commonly encountered in the emergency department (ED). Patients may move 
in between homelessness and unstable housing frequently, or may live in sub-
standard housing because it is all that they can afford.

• Unlike homelessness—which has federal, state, and local definitions—housing 
instability, housing insecurity, and substandard housing quality have no standard 
definitions, which can make defining screening questions and protocols 
challenging.

• Even with some ambiguity in definitions and difficulty “treating” housing insta-
bility and poor housing quality in the ED, providers should assess these housing- 
related social risks since this is an important consideration for their treatment 
plans. Providers will often be surprised by who “screens positive” for housing 
instability and substandard housing.

• Some hospitals have developed successful collaborations with community-based 
organizations to better address patients’ housing needs by providing services 
such as on-site housing search and stabilization services and medical-legal part-
nerships to address substandard housing.

• Housing instability and poor housing quality are ultimately systemic issues 
related to lack of investment in building affordable housing and enforcing hous-
ing codes related to health; emergency providers can play a role in larger advo-
cacy efforts to address these issues.
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 Foundations

 Background

Much of the literature on housing and health focuses on homelessness, which is 
defined as lacking a fixed, adequate nighttime residence [1]. Housing instability is 
on a spectrum with, but distinct from, homelessness. While far more common than 
frank homelessness, housing instability is just as damaging to health. Poor housing 
quality has been recognized as a cause of ill health for centuries, relating back to 
unsanitary water and slum conditions, but remains a common problem in urban, 
suburban, and rural settings to this day.

 Definitions of Housing Instability
There is no single, standard definition of housing instability. Housing instability 
typically encompasses multiple issues including moving frequently, living in over-
crowded homes (“doubling up”), staying with friends or relatives (“couch surfing”), 
being behind on rent, or spending a large portion on one’s income on housing [1–3]. 
The US Department of Housing and Urban Development (HUD) defines housing 
cost burden as spending greater than 30% of income on housing, while spending 
more than 50% of income is termed severe housing cost burden [4].

 Definitions of Housing Quality
As with housing instability, there is no standard definition of housing quality. 
Housing quality consists not only of the internal and external physical environment 
of the home itself, but also includes the social and physical environment the home 
is located within [2, 5]. Elements encompassed in more narrow definitions of hous-
ing quality include indoor air quality, dampness, issues with heating or cooling, 
substandard plumbing, and the presence of asbestos, lead, mold, or other allergens 
and pests in the home [2, 5]. Broader definitions frequently include neighborhood 
factors such as neighborhood safety, access to walking paths or exercise spaces, and 
community facilities [5].

 Epidemiology
Estimates of the number of households with housing instability and substandard 
housing quality depend on which dimensions of the problem are included in the 
definitions. Despite the wide-ranging definitions, it is safe to say tens of millions of 
people in the US suffer from housing instability and poor housing quality annually. 
According to the American Census Survey in 2017, one-third of US households 
(over 42 million households) were cost burdened, spending over 30% of their 
income on housing [6, 7]. Nearly 20 million (one out of every 6) households were 
severely cost burdened, spending over 50% of their incomes on rent [6, 7]. Among 
renters, 2.7 million households reported being unable to pay all or part of their rent, 
over 800,000 households reported receiving eviction notices in the past 3 months 
[6], and 900,000 households (approximately 2.3 million people) were evicted in 
2016 alone [8]. Due to systemic racism in the form of historical and current 
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discriminatory housing policies, housing cost burden and evictions are highest in 
communities of color [9].

Besides rising housing costs and evictions, millions in the US live in substan-
dard conditions or with energy insecurity that negatively impacts their health. 
According to the 2017 American Housing Survey, 15.3 million households (12.6%) 
reported seeing cockroaches in the home, 15.6 million (12.8%) reported seeing 
signs of mice or rats in the home, and 3.8 million (3.1%) reported mold in their 
homes [6]. Nearly 6 million homes (4.9%) reported moderately or severely inade-
quate housing related to plumbing, heating, electricity, and upkeep [6]. Further, 
over 18 million households reported receiving notice of utilities shut off due to 
missed payments, and 1.2 million had their utilities shut off in the last 3 months 
[6]. Nearly 7 million homes (5.7%) reported at least 24 hours of inadequate heating 
in the last 12 months [6].

 Evidence Basis

Many studies evaluating unstable housing among ED patients have primarily 
focused on homelessness, rather than housing instability as defined above. A meta- 
analysis of material needs of ED patients revealed that the small number of studies 
that have evaluated housing instability (excluding homelessness) in ED patients 
found rates of 18–44% [10]. The same meta-analysis looked at issues with housing 
quality specifically in ED patients and found that 18–36% of patients reported con-
cerns about their housing quality [10].

Though few studies have examined housing instability and quality among ED 
patients specifically, the connections between these housing conditions and chronic 
diseases often seen in ED settings are well documented. For example, housing qual-
ity has been shown to be associated with respiratory diseases across the lifespan, 
including asthma, chronic obstructive pulmonary disease (COPD), and lung cancer. 
One study estimated that 4.6 million cases (21%) of asthma in the US are attribut-
able to dampness and mold, costing over $3.5 billion annually [11]. Census tracts 
with more housing code violations have higher pediatric asthma-related morbidity 
(even when controlling for poverty), and the density of asthma-relevant housing 
code violations was shown to explain 22% of variation in ED visits and hospitaliza-
tions by neighborhood [12]. Children are more likely to have repeat ED visits and 
hospitalizations if they live in high violation areas [12].

Children are particularly vulnerable to the negative health effects of unstable 
housing. Children living in households that are behind on rent have higher lifetime 
hospitalizations and their caregivers are more likely to report fair or poor child 
health [13]. Medical conditions can themselves contribute to housing insecurity. In 
a study of families with children with cancer, the proportion of families with house-
hold material hardship, including housing insecurity, increased during the first 
6 months of chemotherapy, from one in five to one in three families [14].

Thus, there is a bidirectional relationship between unstable housing and chronic 
disease: those with chronic diseases are more likely to be unstably housed, and 
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those who are unstably housed have higher morbidity related to their chronic dis-
eases. One study of non-homeless adults with diabetes who received care at feder-
ally funded safety-net health centers found that 37% were unstably housed, defined 
as not having enough money to afford rent or mortgage, moving more than two 
times in the past year, or staying somewhere one does not rent or own [15]. Unstably 
housed individuals with diabetes were five times more likely to have a diabetes- 
related ED visit or hospitalization than stably housed individuals [15]. In a large 
survey conducted across 11 states, 36% of individuals with chronic illness (cancer, 
stroke, cardiovascular disease, and chronic lung disease) reported having experi-
enced housing insecurity in the past year [16]. Having any chronic condition (versus 
none) was associated with 42% increased likelihood of housing insecurity; cardio-
vascular disease and chronic lung disease were associated with 69% and 71% 
increased likelihood of housing insecurity, respectively [16]. In a systematic review 
of adults living with HIV/AIDS, unstable or unaffordable housing was associated 
with worse outcomes on a broad array of measures, including access to and utiliza-
tion of HIV care, antiretroviral medication adherence, high-risk behaviors, and HIV 
clinical outcomes including ED use, hospitalizations, and mortality [17]. When 
compared to stably housed individuals, people living with HIV in unstable or tem-
porary housing situations have 30% more urgent care visits, 75% more ED visits, 
and 61% more hospitalizations than those living in more stable housing [18].

Poor housing quality has been associated with psychological distress and mental 
health problems in children and adults, including depression, anxiety, isolation, and 
mood/conduct disorders [19]. Housing insecurity is also associated with higher 
prevalence of mental distress and insufficient sleep [20]. Moving due to cost reasons 
and being behind on mortgage payments have both been associated with increased 
risk of anxiety attacks, and being behind on rent increases the risk of depression 
[21]. Among people who have ever owned a home, recent foreclosure has been 
associated with higher likelihood of major or minor depression and anxiety attacks 
[21]. In a systematic review, foreclosure and living near foreclosure were associated 
with anxiety, violent behavior, and declining health care utilization [22].

One feature of substandard housing that contributes to excess morbidity and mortal-
ity in ED patients is heat and cold exposure through inadequate heating in the winter or 
inadequate cooling in the summer. Extremes of both heat and cold have been shown to 
increase cardiovascular morbidity and mortality, and these risks are even greater in the 
elderly or those with pre-existing cardiovascular disease [23]. These effects are present 
for cerebrovascular disease as well, with a more profound effect of cold exposure than 
heat exposure [24]. Both high and low temperatures have been shown to increase emer-
gency hospital admissions in patients with sickle cell disease [25]. Similarly, extremes 
of temperature worsen outcomes in COPD. Heat has been shown to increase emergency 
hospitalizations for COPD; for every 10 °F increase in outdoor temperature, one study 
found a 4% increase in same-day emergency hospitalizations [26].

Another element of housing that affects health is crowding, defined as more than 
2 persons-per-bedroom [27]. Crowded housing conditions are thought to lead to 
adverse health effects via multiple mechanisms: increased risk of transmitting infec-
tious diseases (including COVID-19 [28]) given the close proximity to others, 
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increased noise, and reductions in sleep quality and duration. Crowding is also asso-
ciated with psychological distress in children and adults [29]. Crowding is more 
pronounced in certain regions of the country. For example, in California, 13.3% of 
renter-occupied units are crowded [30], and in New York City over a third of chil-
dren live in homes that are crowded [31]. Children bear the brunt of crowding. In 
2017, 14% of children (over 10 million children) lived in homes that were crowded 
[31]. In children, crowded housing has been shown to significantly worsen physical 
and behavioral health, school performance, and academic achievement [32].

An additional factor that contributes to poorer health in those with housing insta-
bility may be delayed or deferred medical care. Delays in health care are common 
among housing unstable individuals, which can contribute to ED use. In a large 
survey study of low-income adults, housing instability was associated with not hav-
ing a usual source of care, postponing needed medical care, and postponing taking 
prescribed medications. In this general population sample, housing insecure indi-
viduals had 43% more ED use and 30% more hospitalizations than low-income, 
stably housed individuals [33]. In a large survey study of adults living with chronic 
illness, individuals with housing insecurity were over twice as likely to have health 
care access hardship than those with stable housing [16]. One study found that peo-
ple who reported difficulty paying for their housing were three times more likely to 
report cost-related health care nonadherence and over twice as likely to report cost- 
related prescription nonadherence [34]. Among families, those that are behind on 
rent are more likely to forego medical care and to make trade-offs (such as cut back 
on food or paying utility bills) to pay medical bills, compared to stably housed fami-
lies and even compared to those living in homeless shelters [35]. Another study 
found that housing insecure individuals were over twice as likely as housing secure 
individuals to delay doctor visits because of costs, even after adjusting for socioeco-
nomic measures and demographics [36].

Emergency Department and Beyond

 Bedside

Given the contributions of housing instability and poor housing quality to disease 
and to higher ED utilization, it is critical that emergency providers are familiar with 
and inquire about the clinical manifestations of housing-related issues. There is no 
clear “best” question to identify housing status or problems with housing quality, 
and providers should familiarize themselves with various possible questions that 
may work well in their setting. One question used by the Center for Medicare and 
Medicaid Services (CMS) Accountable Health Communities initiative [37] is, 
“What best describes your living situation?” (with responses of “I have stable hous-
ing,” “I have stable housing now but am worried I will lose it,” or “I do not have 
stable housing, i.e. shelter, living outside, staying temporarily with others, etc.”). 
Children’s HealthWatch describes “Housing Vital Sign” questions, which ask about 
the last year: “1. Was there a time when you were not able to pay the mortgage or 
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rent on time? 2. How many places have you lived? 3. Was there a time when you did 
not have a steady place to sleep or slept in a shelter (including now)?” These ques-
tions have been used for screening in clinics and EDs. Alternatively, ED providers 
can ask patients more open-ended questions as part of the social history such as, 
“where have you been staying recently?”

Providers should also consider asking specific questions about housing stability 
and quality based on an individual patient’s presenting symptoms. First, respiratory 
and cardiovascular illnesses contribute substantially to housing-related morbidity. 
The best studied of these is asthma, which can be triggered by numerous household 
exposures such as dust, pests, tobacco smoke, and mold [38]. Dampness and mold 
are also associated with increased morbidity from asthma [11]. Multiple features of 
substandard housing (including lack of hot water for washing, pests which may 
harbor diseases, and crowding) increase the risk of respiratory infections [39]. In 
individuals with sickle cell disease (particularly children), respiratory infections are 
associated with acute chest syndrome, which is an important cause of mortality 
[40]. Thus, emergency providers should ask patients about exposure to pests, damp-
ness, and mold for illnesses such as asthma and sickle cell disease, especially in 
cases that are difficult to control despite adequate medical management.

Depending on the presenting complaint, ED providers should also consider ask-
ing patients about excessive heat and cold exposure. Inadequate or substandard 
housing increases the risk of both heat and cold exposure via mechanisms including 
poor insulation and/or ventilation, issues with gas and electricity, and lack of central 
heating or cooling. Ambient temperature has been linked to cardiovascular morbid-
ity and mortality, respiratory illnesses, and sickle cell pain episodes, in addition to 
the more obvious potential ED presentations for hypo- or hyperthermia. Cold tem-
peratures trigger vasoconstriction, which slows the transit of red blood cells through 
tissues, leading to increased deoxygenation of hemoglobin, and predisposing indi-
viduals with sickle cell disease to red blood cell sickling [41]. Heat may also 
increase the risk of vaso-occlusive episodes via dehydration, but this risk is less 
profound than that of cold [41]. Children and adults with sickle cell disease have 
also been shown to have changes in thermal sensory processing, leading to increased 
sensitivity to heat and cold [42]. Thus, ED physicians should inquire about heat and 
cold exposures due to housing instability or quality in patients with sickle cell dis-
ease presenting with vaso-occlusive episodes, particularly in extreme weather.

COPD is exacerbated by outdoor weather and indoor temperature. In winter 
months, COPD morbidity and mortality are worse, including increased respiratory 
symptoms, decreased lung function, and increased rescue inhaler use [43]. 
Maintaining an indoor temperature of 21 °C (69.8 °F) in living spaces for the rec-
ommended 9 hours a day has been associated with improved health status in patients 
with COPD, regardless of age, smoking status, baseline respiratory status and lung 
function, or outdoor temperature [44]. ED clinicians should be aware of the effects 
of indoor temperature on worsening COPD morbidity and should consider recom-
mending strategies for maintaining a comfortable indoor temperature to their 
patients, including the use of indoor heating, fans or air conditioning, and humidi-
fiers or dehumidifiers as needed, particularly during extreme weather.
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Both housing quality and housing instability have been shown to affect mental 
health, in renters and homeowners. Interventions aimed at improving housing qual-
ity and stability have been associated with improvements in psychological distress, 
anxiety, and depression [19]. Thus, ED providers should include questions about 
housing quality and stability concerns in their social history for patients presenting 
with mental health complaints, particularly for those that have worsened acutely or 
recently.

Given that housing insecurity also affects health care utilization, emergency pro-
viders should inquire about the high cost of housing and other necessities in patients 
presenting with missed outpatient visits or medication nonadherence, and refer 
them to case managers, social workers, or other available resources as indicated.

In pediatric populations, sleep-related death, housing-related injuries, and expo-
sure to lead are all important housing-related causes of morbidity and mortality. 
Sleep-related death is a leading cause of death in infants, and has been associated 
with numerous housing conditions [45]. Exposure to tobacco smoke has been asso-
ciated with an increased risk of sudden infant death syndrome [46]. The largest 
contributor to sleep-related infant death is an unsafe sleep surface (such as co- 
sleeping or not sleeping in a crib or bassinet) [45]. Sleep practices are associated 
with housing quality issues including crowding, pest infestation, and room tempera-
ture (e.g., inability to adequately heat or cool all rooms), which increase the likeli-
hood of an infant being placed on an unsafe sleep surface [45].

Housing quality also affects the risk of injuries including, but not limited to, burns 
and falls. Exposed heating sources and building materials contribute to risk of injury 
related to burns and fires [39]. Housing conditions related to falls vary across the 
lifespan. In young children, low window sills, unprotected upper-story windows, and 
breakable window glass are risk factors for injuries from falls [39]. ED providers 
should inquire about the circumstances of injuries to determine whether any poten-
tially remediable housing quality issues might have contributed and should consider 
the involvement of social workers or case managers if these issues are identified.

Lastly, exposure to lead, even at low levels, is known to increase the risk of intel-
lectual disability, ADHD, and other behavioral disorders [47, 48]. The most com-
mon sources of lead exposure in children include living in an older home with 
lead-based paint which may be chipping and lead dust which can be ingested or 
inhaled [49], as well as proximity to demolished or remodeled homes [50]. Despite 
reductions in lead poisoning over the past four decades, over 500,000 children still 
had elevated blood lead levels as of 2014 [48], and 23 million homes continue to 
have significant lead-based paint hazards, including 1  in 3 homes with children 
under six [51]. The US Department of Housing and Urban Development estimated 
in 2016 that over 62,000 public housing units were known to be in need of lead 
abatement, and more than 450,000 other federally assisted Section 8 housing units 
were built before 1978 and have children living in them, putting those children at 
risk for exposure to adverse health effects related to lead-based paint [51]. 
Emergency providers should screen for lead exposure (e.g., recent moves, chipping 
paint) in children presenting to the ED with behavioral or developmental issues, 
especially those with subacute or acute worsening.
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It is important for emergency providers to recognize that beyond housing quality 
and insecurity, where housing is located can directly influence health. These impacts 
are covered in more detail in the “Neighborhood and the Built Environment” 
chapter.

Even though emergency providers can rarely “solve” patients’ housing issues in 
real time, knowledge of housing instability and quality should be considered in 
treatment, disposition, and follow-up plans. For example, physicians should recog-
nize when social needs (including high housing costs) are contributing to medica-
tion nonadherence and consider lower cost regimens, or when issues with medication 
storage and refrigeration exist due to energy insecurity. Additionally, when housing 
issues are identified, ED physicians should know the available case management 
and social work resources in their practice setting which may help begin to address 
housing instability and quality issues. Research demonstrates that even providing 
lists of community resources can be important interventions to address the needs of 
patients, and feasible from ED settings [52, 53].

 Hospital/Healthcare System

In addition to individual ED clinicians screening for housing-related social risks in 
high-risk patients, hospitals and healthcare systems should develop and implement 
systematic screening protocols for housing insecurity and substandard housing 
quality. Several options for standard screening questions for housing status exist, 
including Accountable Health Communities and Children’s HealthWatch “Housing 
Vital Sign” questions described above. These tools should be adapted to the various 
clinical settings, and should capture as many patients as possible. Universal screen-
ing, as clinically appropriate, would alleviate some of the burden on clinicians to be 
aware of the myriad conditions that may be worsened by poor housing.

Healthcare systems should develop resource lists for housing resources in the 
local community, such as case management organizations outside of the healthcare 
setting, legal organizations (including medical-legal partnerships), and community 
organizations offering homelessness prevention services for people at risk for evic-
tion. Programs such as the Low Income Home Energy Assistance Program [54] can 
help provide energy assistance for low-income individuals, and healthcare systems 
should ensure these resources are included in those provided to patients, especially 
those with health problems related to inadequate heating or cooling.

More and more hospital systems are working to develop housing-based interven-
tions to address underlying health conditions that may be sensitive to housing qual-
ity and stability. Interventions related to improving indoor housing temperature 
have shown broad health improvements [55]. One meta-analysis demonstrated that 
interventions aimed at improving thermal comfort led to improvements in physical 
and mental health, improvement in chronic respiratory diseases, reduced absences 
from school and work, and improved social relationships [55]. Interventions to 
address asthma in homes using community health workers following ED visits by 
children have been well studied and recently adapted for adults with COPD [38]. 

A. Stewart and M. Sandel



263

Healthcare systems can improve access to services by co-locating social programs 
such as food pantries, legal aid, or housing navigators within hospitals, clinics, or 
the patient-centered medical home. Use of medical-legal partnerships (MLP) in ED 
settings to address problems including housing instability and quality has also been 
shown to be effective in reducing ED utilization [56]. Medical-legal partnerships 
are currently available in over 300 health care institutions, and the National Center 
for Medical-Legal Partnership offers information on how to start an MLP if one is 
not available nearby [57].

Societal Level

That millions of patients are affected by housing instability and quality problems 
are a direct result of lack of affordable housing. One study found that for every 100 
extremely low-income renters, there were only 35 available affordable units [7]. 
Additionally, there is no city in the US where a person making minimum wage can 
afford (defined as spending under 30% of income on rent) to rent a 2 bedroom apart-
ment [58]. As a result of systemic racism in the form of discriminatory policies such 
as redlining and segregated housing developments, issues of housing availability, 
affordability, and eviction rates are worst among racial and ethnic minorities [9]. In 
some cities, such as Richmond, Virginia, approximately 1  in 9 renter households 
was evicted in 2016, although rates were much lower in majority White neighbor-
hoods [59]. Issues of housing instability, including evictions, are expected to worsen 
due to the economic fallout from the COVID-19 pandemic, with experts projecting 
that over 1.5 million families may become homeless because of the crisis [60]. The 
COVID-19 pandemic has disproportionately affected communities of color, just as 
housing instability had long before the novel coronavirus, in part due to higher like-
lihood of living in overcrowded homes [28]. Emergency departments are likely to 
be on the front line as this housing crisis unfolds, leading to the myriad health 
effects described in this chapter, including difficulties with accessing and affording 
care and medications.

Emergency providers should familiarize themselves with the status of affordable 
housing, eviction rates, and the housing policy landscape in their practice area. They 
should consider joining advocacy organizations working on the most pressing local 
issues in their area. For example, ED providers could advocate for zoning regula-
tions and laws that would encourage their city to build more affordable housing, 
provide rent assistance to those who are behind on rent or are facing eviction, pro-
vide the right to legal representation in housing court, or improve conditions in local 
public housing. All of these issues, and many more, could benefit from emergency 
providers’ unique combination of exposure to patient experiences and ability to 
compellingly convey data.

Emergency providers could also join their voices in advocating for housing 
voucher programs that would allow their patients to move to affordable housing in 
higher opportunity neighborhoods. Studies have shown that moving to higher 
opportunity neighborhoods may improve health outcomes [61, 62]. One study 
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compared families randomly assigned to one of three groups: housing subsidy 
vouchers requiring them to move to low poverty neighborhoods, housing subsidy 
vouchers that did not require moving to low poverty neighborhoods, and no vouch-
ers [61]. Children whose families moved to low poverty neighborhoods had 35% 
increased earnings as adults, 32% higher college attendance, and 26% reduced sin-
gle motherhood later in life [61], even when compared to children whose families 
received vouchers without the requirement of moving to a low poverty neighbor-
hood. This suggests a benefit of living in low poverty neighborhoods, beyond that of 
housing subsidies alone [61]. For adults, those who received vouchers requiring 
moving to a low poverty neighborhood had lower rates of obesity, severe obesity, 
and elevated HbA1C, even when compared to those who received traditional Section 
8 housing vouchers [62]. However, subsequent analyses of this program found no 
significant change in healthcare utilization measures such as the rate of ED visits, 
hospitalizations, or hospital spending for children or adults in the program com-
pared to those who did not receive vouchers [63, 64].

 Recommendations for Emergency Medicine Practice

Frequently, ED providers feel helpless to influence housing instability and quality 
problems given the prevalence of these problems and the perceived inadequacy of 
responses from an ED setting. However, there are ways to integrate the identifica-
tion of these issues into clinical care that will assist in tailoring care for unstably 
housed patients and those with housing conditions that exacerbate chronic medical 
conditions.

 Basic

• Include questions about housing stability and quality in the social history, par-
ticularly for patients with presenting complaints that may be due to, or exacer-
bated by, housing instability or poor housing quality. Recognize that there are 
various screening tools and questions available and familiarize yourself with the 
questions that work best in your practice setting.

• When asking about a patient’s housing status or condition, be respectful and 
normalize that this is an important aspect of care. It is important to explain that 
all patients are asked these questions and there is no judgment in them. Many 
patients may feel stigmatized because of their circumstances and therefore may 
wonder why they are being asked these questions.

• Consider housing-related exposures in your differential diagnosis. For example, 
for sickle cell disease, COPD, or cardiovascular events known to be related to 
heat/cold exposure, consider asking about energy insecurity, such as “have you 
recently received a shut off notice from a utility company?” or “have you had 
difficulty heating or cooling your home to comfort?” Similarly, in patients pre-
senting with acute worsening of their physical or mental health conditions despite 
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seemingly adequate medical management, consider inquiring about changes in 
their housing situation, including housing quality and affordability. In patients 
who present with evidence of other social needs such as food insecurity or diffi-
culty accessing primary care or medications, it may be especially important to 
consider whether housing instability or quality is affecting their medical 
conditions.

• Consider housing instability and quality in treatment, disposition, and follow-up 
plans. ED physicians should familiarize themselves with resources available in 
their practice setting or within their community so that when housing issues are 
identified, they can refer to these resources to begin to address housing instability 
and quality issues.

 Intermediate

• EDs should implement screening for housing status using one of the tools 
described above, and should establish best practices around documentation of 
housing stability and quality. This is especially important in EDs that serve a 
high population of low-income patients, but should be considered in all EDs 
given the prevalence of and stigma around housing issues. Consider using 
ICD-10 codes for housing instability (such as Z59.1) to document for patients 
who are not literally homeless but who experience other forms of housing inse-
curity. Additional codes exist for extreme forms of housing code violations (such 
as lack of running water).

• EDs should screen for other health-related social needs, such as food insecurity, 
transportation insecurity, and inability to afford medical care or prescription 
drugs. Given the high overlap of these needs with housing concerns, this screen-
ing may identify additional patients at high risk for housing instability or sub-
standard quality. Furthermore, many ED patients’ housing-related health issues 
cannot be resolved by addressing housing concerns alone, without considering 
these other needs.

 Advanced

• Emergency providers should educate themselves on local and state housing poli-
cies that may adversely affect their patients, and should advocate for improved 
policies. They can provide education to legislators and other stakeholders about 
the relationship between housing and health. They can participate in local, state, 
and national coalitions, speaking to the negative health effects they observe as a 
result of housing instability and quality problems. Emergency providers can be 
powerful advocates for the safe and affordable housing that is needed to address 
this critical root contributor to patients’ health and ED use. Emergency providers 
should consider establishing relationships with community organizations to 
serve as effective housing advocates.
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• Emergency providers should encourage their healthcare institutions to prioritize 
and advocate on housing issues. They can provide education to hospital leader-
ship around the relationship between housing and health, and programs that have 
been effective at improving health through housing interventions. They should 
also educate themselves about their practice setting’s role as an “anchor institu-
tion,” and encourage investments in affordable housing for the benefit of patients, 
employees, and the broader community.

• Emergency providers should work with medical-legal partnerships to integrate 
legal services into health care settings. Over 300 hospitals and health centers 
have integrated legal aid attorneys and resources within medical facilities, includ-
ing EDs, which allow for identification of housing issues, assistance with legal 
recourse (e.g., letters to landlords to encourage remediation of housing defects), 
and referral to other services. More information for EDs interested in starting 
medical-legal partnership programs is available from the National Center for 
Medical-Legal Partnership (medical-legalpartnership.org).

 Teaching Case

 Clinical Case

A 57-year-old man with a history of diabetes mellitus presents to your ED with a 
3-day history of polyuria and polydipsia. On arrival to the ED, his blood sugar is 
379, HbA1C is 11.4%, but VBG and electrolytes are reassuring without evidence of 
diabetic ketoacidosis. This is his third visit in the last 2 months for similar presenta-
tions. You confirm that he understands his medication regimen, including the sliding 
scale for his insulin, and that he has up-to-date prescriptions for these medications. 
You are preparing to discharge him, but prior to discharge you obtain additional his-
tory about barriers to taking his medications.

Upon further questioning, the patient endorses that about a year ago the price of 
his insulin increased and he began having difficulty affording it. He cut down his 
other expenses as much as possible, but about 6 months ago he had used up his sav-
ings and was still unable to afford his medications along with his other needs. At 
first, he tried to spread out his medications, but his endocrinologist told him that his 
labs showed poor diabetes control, so he dedicated himself to sticking strictly to his 
medication and insulin regimen. Unfortunately, he was then no longer able to afford 
his rent and was evicted for being behind on rent about 3 months ago. He has been 
staying on various friends’ couches for the last 3 months, and has difficulty refrig-
erating his insulin at times. He recently moved to a new friend’s home and mistak-
enly left his medications behind. He has been trying to get them back but has been 
having difficulty securing transportation, so has not been taking his medications for 
the past 4 days.

Given that you identified housing-related issues contributing to this patient’s 
poor control of his diabetes, you provide a list of local housing resources and refer 
the patient to case management to link with housing search services and your 
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hospital’s medical-legal partnership (MLP). Case management and the MLP 
assisted the patient with his housing needs, helping him secure a low cost, subsi-
dized apartment. The next time you see the patient in the ED for an unrelated 
complaint, he reports that he has had an easier time sticking with his insulin regi-
men and his diabetes control has been much better since moving into his new 
apartment.

Teaching Points
 1. This patient demonstrates multiple types of housing instability and poor quality. 

He has a high rent burden, and when another important expense increases he is 
unable to afford his rent. He then endorses frequently moving (“couch surfing”) 
which adds further barriers to medication adherence. He may also be experienc-
ing issues with electricity or other housing quality issues given his difficulty 
refrigerating his insulin, but the provider would need to explore this more to 
confirm.

 2. By recognizing that the underlying etiology of his poor diabetes control is 
related to cost and housing instability, the provider can address his diabetes 
more effectively, and hopefully reduce the likelihood of future ED visits for 
medication nonadherence. The provider should also screen for food insecurity, 
as this may also be contributing to poor diabetes control in this high-risk 
patient.

 3. Providers should inquire about whether patients are receiving benefits that they 
are eligible for (e.g., the Supplemental Nutrition Assistance Program [SNAP], 
Medicaid, housing and utility subsidies), which may reduce the need for 
patients to choose between paying for their housing and paying for medication 
or other necessities. Patients in need of benefits should be referred to social 
workers, case managers, or community organizations to assist with the applica-
tion process.

 4. Providers should know the available resources to assist patients with housing 
instability and related needs in their ED/hospital (e.g., case management, 
medical- legal partnership, food pantry) or local community, and refer to those 
for patients who need them.

Discussion Questions
 1. Are there specific diagnoses that should warrant consideration of housing-related 

issues as part of an ED history? Have you seen housing instability or quality 
issues affect patients in your own clinical experience?

 2. Which features of this patient’s presentation should clue the provider in to issues 
with housing that are contributing to his poor disease control? How might this 
case have played out if the provider hadn’t recognized how housing instability 
and quality contributed to the patient’s condition?

 3. What tools exist in your current practice setting to assist with issues around 
housing instability and quality? What resources may be missing that could 
improve patients’ needs and how could you advocate for them within your insti-
tution or community?

15 Housing Instability and Quality
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Transportation

Margaret B. Greenwood-Ericksen

Key Points
• Transportation barriers disproportionately affect the most vulnerable and have 

important geographic patterns.
• Inadequate transportation to outpatient care can contribute to ED visits.
• Transportation influences ED treatment and care plans. Specifically, transporta-

tion barriers can prevent routine and timely outpatient care after an ED visit. 
Further, safe disposition from the ED requires transportation to a destination 
with adequate social and medical resources.

• Current healthcare transportation interventions include taxi/ride-share vouchers, 
shuttle services, and payer-provided transportation for both emergency appoint-
ments (Medicare/Medicaid) and nonemergency appointments (Medicaid only).

• Emerging interventions include Medicare support for nonemergent ambulance 
transport, telehealth evaluations with emergency physicians prior to ED or pri-
mary care transport, and ride-share services for transportation after ED discharge 
and to follow-up outpatient appointments.

 Foundations

 Background

Transportation barriers affect access to healthcare services and are associated with 
missed appointments, increased health expenditures, worse health outcomes, and 
potentially inadequate chronic disease management [1]. Transportation is a key 
social determinant of health, acting as a facilitator or barrier to health management, 
and is intertwined with other social determinants of health such as poverty and 
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social isolation [2, 3]. As geographic mobility is linked to economic success [4], 
addressing transportation barriers will not only improve health outcomes but will 
also reduce societal inequity. Transportation access is influenced by socioeconomic 
status, ethnicity, geography (e.g., rural vs. urban), age, mode of travel, and dis-
tance. Barriers to transportation disproportionately impact low-income patients, 
racial/ethnic minorities, and those facing long geographic distances to care and 
unsafe or inadequate public transportation infrastructure. Additionally, while 
emergency medical services (EMS) are available in all communities across the US, 
inequity still exists, with rural systems experiencing slower response times and 
longer transportation times than urban systems [5]. Further, rural EMS agencies 
have lower staff skill level, less oversight, and less public funding when compared 
to urban agencies [6].

In the US, 3.6 million people forgo medical care due to transportation barriers 
annually and are disproportionately poorer, older, less educated, and more likely to 
be from racial/ethnic minority groups [7]. Lack of transportation is often cited as a 
major barrier for low-income populations, with approximately 20–50% reporting 
missing or rescheduling outpatient appointments because of unreliable transporta-
tion [1, 8]. The elderly are particularly vulnerable to transportation barriers to health-
care access including inability to drive due to age-related disability or mobility issues 
making public transit a challenge [9]. Children are also at risk, with almost 10% of 
low-income children missing a healthcare appointment due to transportation issues, 
30% of whom subsequently seek care in an emergency department (ED) [10]. Rural 
communities are also disproportionately impacted, because they have few available 
public transit resources compared to more urban areas. Finally, structural inequality 
as reflected by neighborhood racial segregation may result in difficulties accessing 
healthcare due to longer travel times or lack of bus routes crossing highways [11, 12].

Addressing transportation needs of low-income patients as a social determinant 
of health is critical. This can be accomplished though external structures such as 
increased investment in public transportation infrastructure or by increasing 
healthcare- supplied transportation options for patients. While the Medicaid benefit 
has included nonemergency medical transportation [NEMT] since its inception, 
until recently other payers and health systems have not focused on transportation. 
There is now increased recognition that patient transportation assistance can 
improve health outcomes and reduce healthcare costs [13].

 Evidence Basis

Transportation is inextricably linked with both individual and community socioeco-
nomic status. First, it is critical for ED providers to be well versed in the role that 
transportation plays in healthcare access and outcomes, as barriers to transportation 
prevent access to outpatient care and can result in ED visits [14, 15]. Second, ED 
providers make disposition decisions on every patient they evaluate and know first-
hand the role transportation plays in arranging safe discharge plans – a topic largely 
unexplored in the ED literature. Third, disparities in EMS delivery by geography, 
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race and ethnicity, and income [5, 16, 17] drive inequity. Knowledge of these dis-
parities can help ED providers optimize emergency care in their communities. We 
will review each of these issues in more detail below.

 Ambulatory Care Access Barriers and Interventions
Transportation barriers faced by patients, particularly the poorest, can result in ED 
visits for low-acuity needs due to preference, convenience, or medical or financial 
necessity [15, 18]. A recent systematic review on transportation interventions iden-
tified taxi/transport vouchers, free shuttle services, and bus passes as potentially 
effective methods to improve chronic disease management, reduce hospital utiliza-
tion, and increase follow-up care [13]. Further, federal Medicaid regulations require 
that states ensure transportation to and from visits with healthcare providers, which 
is the Medicaid nonemergency medical transportation (NEMT) benefit. The scope 
of this benefit varies by state but generally covers a broad range of transportation 
options such as taxis, buses, vans, and personal vehicles [19]. In general, Medicaid 
beneficiaries are eligible for NEMT as long as the transportation is necessary and 
they have no other means of transportation. Some states rely on public transporta-
tion, but this approach varies within and across states based on public transportation 
availability. Other states limit the benefit through prior authorization requirements 
or place limits on the number of trips covered. Under Medicaid 1115 waivers, two 
states, Indiana and Iowa, have received approval to eliminate the NEMT benefit for 
the new group of Medicaid-eligible low-income non-disabled adults established 
under the ACA; additional research is needed to evaluate the impact of reducing or 
restricting this benefit [19].

The NEMT benefit is usually administered by brokers that coordinate and dis-
patch private cars, taxis, or specialized vehicles. Services can be initiated by patients 
or by individuals such as social workers or care coordinators. Challenges with 
NEMT delivery in some localities include poor customer service, inadequate 
responsiveness, and fraud and abuse [20]. In the face of these challenges, payers and 
healthcare delivery organizations have been experimenting with new strategies for 
delivering NEMT, including use of ride-share companies like Uber and Lyft to 
improve beneficiary experience and reduce costs [21].

NEMT is used most frequently by Medicaid beneficiaries for accessing behav-
ioral health, dialysis, preventive services, specialist care, and physical therapy 
[22]. Medicaid beneficiaries who use NEMT services are significantly more likely 
to make the recommended number of annual visits for the management of chronic 
conditions than those who do not use NEMT [3]. A 2005 study done for the 
Transportation Research Board of the National Academies of Sciences, 
Engineering, and Medicine found NEMT services to be cost-effective for patients 
with chronic conditions [23]. There is increasing interest in expanding a NEMT 
benefit to Medicare as well as in other innovations. For example, in 2019, the 
Center for Medicare and Medicaid Innovation (CMMI) released a new payment 
model to pay ambulance providers to transport Medicare patients to either an ED 
or an alternative destination [like an urgent care] or to provide treatment in place 
via telehealth [24].
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However, transportation access is only one part of improving health outcomes. 
This is best illustrated by a recent randomized control trial demonstrating that 
increased access to free, convenient transportation failed to reduce rates of no-
show visits for routine care among Medicaid enrollees [25]. While evidence sug-
gests that transportation services offered in combination with other services may 
improve patient health outcomes, it is critical to address transportation in the 
social and ecologic context of patients’ communities. Important ongoing and 
future research includes identifying best practices in screening ED patients for 
transportation needs, examining patient perspectives on transportation interven-
tions (vouchers, NEMT), and evaluating the impact of state waiver restrictions to 
NEMT, including for ED use.

 ED Disposition and Transportation
The role of transportation in determining follow-up and ED disposition is an impor-
tant area of research that remains understudied. Follow-up and disposition decisions 
are made on each patient treated in an ED, and these decisions are critical in provid-
ing high-quality emergency care.

To date, isolated transportation interventions (e.g., giving patients transportation 
vouchers or bus passes) designed to facilitate outpatient follow-up after an ED visit 
or increase primary care visits have shown mixed success [25–27]. Data is more 
favorable for multidisciplinary, community-based programs with care navigators, 
who can identify transportation solutions for patients; such programs have shown 
promise in increasing primary care use while reducing ED use and overall costs [28, 
29]. This may indicate that helping patients navigate the complex health system, 
rather than providing stand-alone vouchers to fix the immediate transportation prob-
lem, may be more effective in the long term. We are already seeing increased use of 
care navigators and community health workers by outpatient clinics such as 
Federally Qualified Health Centers (FQHCs) [30, 31] and, less commonly but 
increasingly, EDs [32].

 Emergency Medical Services (EMS) Disparities
Transportation for emergent conditions also has important health implications. 
Longer response and transport times are associated with worse outcomes for 
time- sensitive conditions such as trauma and cardiac arrest and disproportion-
ately impact rural, low-income, and minority communities [33–35]. Patients 
from the poorest neighborhoods have longer EMS times compared to those 
from the wealthiest, contributing to health disparities [17]. Rural patients face 
inherently longer response and transport times [5, 36]. Other research has 
found that minority patients experience delays in transport and diagnosis for 
time-sensitive conditions such as stroke and myocardial infarction [37]. State 
initiatives establishing systems of care for conditions such as trauma, stroke, 
and cardiac arrest have demonstrated some improvements in time to definitive 
care across states with large urban and rural populations [38, 39]. Such systems 
may reduce disparities related to geography and race in transportation for 
emergency conditions [38, 39].
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 Emergency Department and Beyond

 Bedside

Despite the importance of exploring a patient’s transportation situation, this is often 
not a standard part of history taking in the ED. While the social history may involve 
asking about health-related risk factors such as smoking or alcohol use, it is infre-
quent that ED providers ask about patient transportation access. These conversa-
tions may feel uncomfortable for patients, particularly as transportation type (car vs. 
public transportation) can be a reflection of social and economic status. Thus, these 
conversations should be framed in the context of medical care access or safe dispo-
sition, such as a ride home and ability to attend follow-up visits. This may be best 
accomplished during the initial evaluation of the patient, rather than at the end of the 
visit, to anticipate any challenges related to transportation and avoid potential dis-
position delays. For example, in Studor’s Acknowledge, Introduce, Duration, 
Explanation, and Thank you (AIDET) patient communication framework [40], this 
conversation should occur during the “explanation” portion when describing the ED 
visit plan. For patients in whom you anticipate discharge, asking “How will you get 
home today?” and “Do you have reliable transportation to your follow-up appoint-
ment?” is important in developing your initial ED care plan. Sometimes even asking 
“How did you get here today?” in the initial history is another way to start the con-
versation. If transportation barriers are identified, an appropriate referral can be 
placed in the ED for a social worker, community health worker, or care navigator to 
visit with the patient to assess transportation needs and provide resources. However, 
smaller (and many rural) EDs do not have such resources. In these settings, consult-
ing the inpatient care coordinator and/or social workers is often effective, though 
may require you to hold a patient in the ED until business hours. For less compli-
cated matters, asking the ED clerk or nurse may be adequate.

For patients with Medicaid, it may be possible to arrange a NEMT option by 
having the patient or social worker contact the NEMT provider to arrange transport. 
Other options include dial-a-ride (a transportation service for seniors, people with 
disabilities, and others who can’t use the standard fixed route transit systems) or a 
public transportation voucher, or a cab/taxi voucher. Hospitals may assist patients 
by providing public transportation and/or cab/taxi vouchers when no other transpor-
tation options exist, but hospital policies are widely variable. Obtaining such vouch-
ers may require ED providers to discuss the case with a hospital or nursing 
administrator.

In thinking about community connections, it is important to note that federally 
qualified health centers (FQHCs) are designed as “one-stop-shops” and provide 
patient services focused on health system navigation and social support. Referring 
patients to these sites of care can be very effective in improving their ability to con-
nect with needed resources, which can include transportation benefits and afford-
able transportation options.

For rural patients who have been transported to tertiary care centers by way of air 
ambulance without family, arranging for transportation home is critical to 
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appropriate disposition. There are several perspectives to consider. If acuity allows, 
the sending facility can discuss options for ultimately returning home with patients 
and their families prior to the transfer. For the receiving facility, it is important to 
determine quickly if the patient will be admitted or potentially discharged from the 
ED, as the latter requires mobilization of care coordination resources to determine 
a safe and timely method of transportation home.

Often, ED treatment and disposition plans rely on access to outpatient testing. 
However, such tests generally require timely follow-up and scheduling. It is impor-
tant to consider transportation factors (reliability, distance to travel, rural geogra-
phy) in making diagnostic testing decisions. For example, one might have a lower 
threshold to place a moderate-risk chest pain patient in observation status for a 
stress test in the morning – rather than discharge with 72-h follow-up for stress test-
ing – if transportation barriers are identified. Other examples include obtaining an 
MRI for new-onset seizures or a CT scan for a new diagnosis of certain cancers. 
While these tests can certainly occur in the outpatient setting, transportation barriers 
might result in unacceptable delays to needed imaging and confirmatory diagnosis, 
potentially delaying specialist care and follow-up. Of course, additional ED testing 
must be balanced against cost to the patient. When possible, patients can be engaged 
in shared decision-making around costs vs. benefits of various diagnostic and treat-
ment options, particularly when insurance coverage or other financial consider-
ations may be an issue.

 Hospital/Healthcare System

Health systems are traditionally arranged to be provider-centric, rather than patient- 
centric. This includes appointment scheduling at times convenient to providers, 
generally without consideration of how transportation access defines a patient’s 
ability to access healthcare. More recently, health systems have focused on reducing 
admissions and ED visits for primary care-sensitive conditions [41], with increased 
understanding that addressing transportation barriers is a key component in these 
efforts [1]. Hospitals are increasingly investing in transportation solutions to 
improve outpatient follow-up and routine care. However, while hospitals may con-
sider routine screening for patient transportation barriers as an important social 
determinant of health, this is not yet a common practice.

One example of a hospital-driven transportation effort is a partnership between 
Denver Health, an urban safety net public hospital, and Lyft, a for-profit ride-share 
company, to develop a platform to allow the hospital to order rides for patients in 
need of transportation [42]. The service is offered to recently discharged patients 
and those who need transport for outpatient appointments. Initially piloted in the 
ED, it has expanded to hospital inpatients and now several outpatient clinics as well. 
Denver Health is linking this program to a larger initiative involving patient naviga-
tors and social workers, who help raise awareness of the service and provide ride 
coordination. The program has reduced the number of patient complaints regarding 
inadequate transportation. Additionally, the hospital can track the number of rides 
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by location and thereby identify where community needs are the greatest. They have 
found that the program is of particular benefit to patients for whom English is a 
second language, who may find navigating public transportation to be a challenge.

One example of a health system-community partnership to overcome barriers to 
transportation in a rural community is the Grace Cottage Family Health & Hospital’s 
volunteer driver program [43]. The rural Vermont hospital identified transportation 
as a common barrier to care access and started the volunteer driver program in 2016. 
Grace Cottage partnered with the Green Mountain RSVP, a nationwide program of 
volunteers over the age of 55. To improve access to medical appointments, the vol-
unteer drivers from the RSVP program are stationed at the hospital or are at home 
“on-call” and use their personal cars to assist those struggling to attend primary care 
medical appointments or to return home after an inpatient admission. Similar pro-
grams could be replicated or expanded to include post-ED follow-up care.

Societal Level

Transportation is intertwined with environment, social isolation, and state and federal 
policy. Geography impacts transportation with respect to travel distances in rural set-
tings and safety in some urban settings. Social structures are inherently linked with 
transportation, with private vehicle ownership being related directly to income, and 
access to a family member’s car linked to familial support. Commonly used public 
transportation services are becoming increasingly expensive (e.g., NYC’s subway and 
D.C.’s Metro), with others falling into disrepair due to lack of needed state funding 
[44, 45]. Rural areas have little public transportation and areas with poor infrastruc-
ture investment may experience unsafe and inadequate road maintenance [43].

One example of a community-level intervention is the ETHAN (Emergency 
Telehealth and Navigation) Project, a community-based paramedicine approach 
that uses telehealth assessment to determine the best location of healthcare services 
[46]. ETHAN is a community-wide collaboration led by the Houston Fire 
Department that uses mobile technology, community-based paramedicine (para-
medics operating in expanded roles by assisting with public health, primary, and 
preventive services), and local partnerships to triage and connect low-acuity 9-1-1 
callers with primary care. Once the crew arrives at the call location, they determine 
if the patient needs ED transport; if not, the ETHAN program is activated with a 
tablet connecting the patient with an emergency physician via HIPAA-compliant 
video conferencing software. After a telehealth assessment, the physician provides 
a recommendation for an alternate location of care if urgent or primary care is most 
appropriate – these include referral to community primary care or urgent care via 
taxi, referral to ED via taxi (for patients who refuse primary or urgent care), or refer-
ral to the patient’s PCP or home care. The patient’s information is forwarded to a 
Houston Health Department program that provides care navigation services such as 
assistance with insurance coverage, health literacy, or material needs like food and 
shelter. This collaborative model has been well received and has demonstrated 
reductions in ambulance transports to the ED [47]. Community paramedicine 
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encompasses a broad range of programs in which paramedics provide elements of 
primary and preventive care [48]. These programs are varied, and more research is 
still needed as to their safety and efficacy. Community paramedicine is rapidly 
evolving [49–51], and continued research in this field will yield insight into ideal 
deployment of community paramedicine to improve healthcare delivery and out-
comes, as well as safety and efficacy of such programs.

 Recommendations for Emergency Medicine Practice

 Basic

• Physicians and advanced practice providers can query patients on their transpor-
tation options (public vs. private; reliance on others for transportation) as a stan-
dard piece of the social history for the purpose of facilitating a safe discharge.
 – Identify how transportation may be a barrier or facilitator to disposition fol-

lowing today’s ED visit. Examples of how to ask about transportation include: 
“How did you get here today?” and “How will you get home today?”

• Have dedicated social work staff who can support ED providers in using avail-
able local transportation resources to assist patients with safe discharge.
 – Options include public transportation, taxi vouchers, or ride-share services.

 Intermediate

• Moving beyond assuring a safe disposition, EDs can identify and address patients’ 
transportation access, which may improve patients’ ability to access primary and 
preventive care. This may require additional investment as it falls beyond the tra-
ditional scope of ED care provision. Such efforts could take the form of:
 – Routine screening for patients’ transportation needs at the time of triage. EDs 

should consider documenting screening results in the patient chart.
 – Investing in dedicated ED social work resources to assist in identifying 

resources for transportation.
 – Investing in ED care navigators to screen for transportation barriers to pri-

mary care and link patients to transportation resources.
• Assure ED providers are educated on their state’s nonemergency medicine trans-

portation (NEMT) benefits, including what benefits might cover transportation 
home from the ED.

 Advanced

• Collaborate with state and local public health and/or transit departments to iden-
tify methods to expand transportation options for vulnerable populations. Such 
methods may include free/reduced-cost public transportation assistance, which 
some cities make available to low-income communities.
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• Collaborate with EMS to research and elucidate the causes behind differential 
response times in low-income or minority neighborhoods in order to intervene.

• As appropriate for the setting, collaborate with EMS, local departments of health, 
and others to consider establishing a community paramedicine program or tele-
health program like ETHAN.

• Conduct research on the role of transportation in driving disposition decisions 
from the ED, including the cost of “social” admissions related to transportation 
barriers, to provide data to support larger societal investments in improved trans-
portation access and systems of care.

 Teaching Case

 Clinical Case

An elderly Native American female presents to a tertiary ED after being diagnosed 
with possible EKG changes at a small, rural ED in New Mexico. She has had two 
troponin levels drawn that are undetectable. She has a HEART score of 4 due to risk 
factors, age, and EKG changes. She is evaluated by the cardiologist in the ED who 
recommends either an observation stay for stress testing or a stress test within the 
next week as an outpatient. She had been flown to the tertiary ED by an air ambu-
lance and has no family present currently. She declines observation overnight and 
wishes to return home.

The emergency physician requests that social work and case management 
contact the patient’s family; they confirm that the family is driving to meet their 
grandmother at the tertiary care center. When the family arrives, they report their 
grandmother prefers to live independently. She has a small herd of sheep which 
she cares for and infrequently travels away from home due to her responsibilities. 
She does not drive, but family is often available to help if she needs 
transportation.

The physician at the tertiary ED calls the rural ED from where she was trans-
ferred to get an understanding of outpatient stress test capabilities at the rural hos-
pital and in that community. It is found that stress testing is available once a week at 
the hospital. The family and patient are eager to return home. The tertiary ED physi-
cian makes a plan to discharge the patient with transportation with family and fol-
low- up at their local clinic the following day to schedule the needed stress test. The 
patient and family are pleased with this plan and the patient is discharged into the 
care of the family.

Teaching Points
 1. Transportation is critical to ED disposition. For patients who have arrived via 

EMS, it is important for the emergency provider to determine early on in the ED 
visit if transport home will be needed. Options may include contacting family or 
identifying benefits available to the patient, such as NEMT.

 2. Transportation to follow-up testing is equally important. While many tests can be 
conducted in the outpatient setting, it is critical that the patient has reliable 
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transportation to these tests and other follow-up appointments. Some patients 
experience significant social isolation and have little family support in regard to 
transportation and assistance in navigating the health system.

 3. Rural transfers are a unique situation, as many result in discharge from the ter-
tiary ED. At times, it may be most prudent to place rural patients in observation 
while a safe method of transportation home is identified. Additionally, it is criti-
cal that the follow-up plan takes local resources into account. This may be a 
unique role for community paramedicine, which can conduct home visits to 
assure the patient is recovering as expected.

Discussion Questions
 1. What are the local transportation challenges where you work? Is there good 

access to public transportation options? If not, what other transportation 
resources exist?

 2. What types of transportation support does your ED provide? Cab or ride-sharing 
vouchers? Public transport vouchers?

 3. Are there any local outreach efforts in your community to help vulnerable 
patients get to routine appointments? How can your ED collaborate with these 
efforts?

 4. How does transportation influence your disposition plan? Do you ask about 
transportation early in the ED visit? If so, what resources can you deploy to help 
the patient obtain the transportation they need both immediately and in the future 
for follow-up?

 5. When working in a rural setting, what transportation issues should be considered 
prior to transfer of a patient? How do you discuss transportation issues with 
patients and their family prior to transfer?
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Key Points
• Health-harming legal needs negatively affect the health of patients and arise 

from a violation of a patient’s legal rights. These legal needs can be identified 
and addressed in healthcare settings including emergency departments (ED).

• Emergency department providers can refer patients with health-harming legal 
needs to lawyers via several mechanisms: (1) the local bar association attorney 
referral service; (2) local Legal Services Corporation-funded legal service orga-
nizations; and/or (3) other nonprofit law firms that provide services at low or 
no cost.

• Medical legal partnerships represent an established mechanism to integrate iden-
tification and response to health-harming legal needs into emergency depart-
ment care.

 Foundations

 Background

Fundamentally, legal needs are a key subset of the 50% of nonclinical health factors 
(socioeconomic factors and physical environment) that affect health outcomes [1]. 
Laws, regulations, and policies create legal rights. When an individual’s legal right 
is violated, resulting in conditions that harm their health, that individual is said to 
have a health-harming legal need (see Fig. 17.1). Examples include poor housing 
conditions, unexplained food stamp termination, and challenges with immigration. 
Lawyers bring a different approach to health-harming legal needs compared to 
health navigators, case managers, or social workers. For example, if an individual is 
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being evicted, a health navigator or case manager could help them look for alterna-
tive housing options. A social worker could provide a shelter list or help the indi-
vidual think through alternative housing options. A legal team could examine the 
basis for the eviction and fight the eviction or negotiate a settlement that allows the 
individual to transition to a different housing option without becoming homeless.

Health-harming legal needs can arise from any of the different social determinant 
domains. Table 17.1 provides examples of common health-harming legal needs that 
healthcare providers may encounter. The list is not exhaustive, as laws, regulations, 
and policies vary by municipality and by state. However, when a patient has a con-
flict with another legal entity (such as a person, an organization, a business/corpora-
tion, or a unit of government) that affects their health, a health-harming legal need 
is likely present. Even within this framework, identifying needs as legal needs as 
opposed to general social needs can be challenging. Implementing specific screen-
ing tools and providing healthcare teams training can help increase identification 
and awareness of patients’ health-harming legal needs [3].

$ $$
I-HELP* Issue Civil Legal Aid

Interventions

Benefits Units: Appeal
denials of food stamps,
health insurance, cash
benefits, and disability
benefits

Housing Units: Secure
housing subsidies;
Improve substandard
conditions; Prevent
eviction; Protect against
utility shut-off

Education & Employ-
ment Units: Secure
specialized education
services; Prevent and
remedy employment
discrimination and en-
force workplace rights

Veterans & Immigration
Units: Resolve veteran
discharge status;
Clear criminal / credit
histories; Assist with
asylum applications

Family Law Unit: Secure
restraining orders for
domestic violence; Secure
adoption, custody
and guardianship for
children

Reduce exposure to
violence and create
a safe and healthy
community

Create equal access
to the opportunity to
work

Create equal access
to the opportunity to
learn and work

Ensure healthy physical
environments

Increase the avail-
ability of resources
to meet daily basic
needs

1. Increasing someone’s income means s/he
    makes fewer trade-offs between affording
    food and health care, including medications.3

2. Being able to afford enough healthy food helps
    people manage chronic diseases and helps
    children grow and develop.4,5

1. A stable, decent, affordable home helps
 inviduals avoid costly emergency room visits
 related to homelessness.6,7

2. Consistent housing, heat and electricity helps
 people follow their medical treatment plans.8

1. A quality education is the single greatest
 predictor of a person’s adult health.9

2. Consistent employment helps provide money
 for food and safe housing, which also helps
 avoid costly emergency health care services.10

3. Health insurance is often linked to employment.11

1. Clear a person’s criminal history or helping
 a veteran’s change their discharge status helps
 make consistent employment and access to
 public benefits possible.12

2. Consistent employment provides money for
 food and safe housing, which helps people
 avoid costly emergency health care services.13

1. Less violence at home means less need for
 costly emergency health care services.14

2. Stable family relationships significantly reduce
 stress and allow for better decision-making,
 including descions related to health care.15

Related Social
Determinant of
Health

Impact on Health / Health Care
Talking Points

Income

Housing &
utilities

Education &
Employment

Legal Status

Personal
Stability

JOB

Fig. 17.1 Framing legal care as healthcare: a guide to help legal civil aid practitioners message 
their work to healthcare audiences [2]
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Addressing these issues requires referral to a lawyer or legal team who can evalu-
ate the case and provide assistance as appropriate. In general, there are four types of 
legal assistance available for patients: (1) referral through the local bar association 
legal referral services for paid, low-cost, or free services; (2) federally funded Legal 
Services Corporation (LSC) legal aid organizations dedicated full-time to providing 

Table 17.1 Examples of health-harming legal needs by social determinants domain

Social determinants 
domain Health-harming legal need
Housing Eviction

Poor housing conditions (no heat, mold, roaches/rodents/pests)
Loss of Section 8 voucher
Problems with public housing
Discrimination
Reasonable accommodation
Foreclosure

Food Loss of SNAP benefits (food stamps)
Incorrect amount of SNAP benefits
Denial for SNAP benefits

Healthcare Loss of benefit (Medicaid, CHIP, Medicare, VA, others)
Denial for benefit
Coverage of medications or durable medical equipment
Help with medical bills/debt/charity care

Employment Improper termination
Unpaid wages
Discrimination
FMLA/reasonable accommodation

Income support Loss of benefit (TANF, SSI, unemployment benefit, state disability 
benefit, social security retirement, VA benefit)
Incorrect amount of benefit
Termination of benefit

Family Divorce
Custody
Child support
Guardianship
Conservatorship

Education Truancy
Suspension
Expulsion
Individualized Educational Plan (IEP)/Accommodation

Immigration Naturalization
Deportation
Adjustment of status: T-Visa, U-Visa, VAWA, SJIS, Refugee/Asylee

Transportation Problems with transportation benefits
Law enforcement Unpaid tickets

Outstanding warrants
Criminal prosecution
Expungement

Consumer protection Consumer debt
Educational debt
Bankruptcy
Fraud/loss
Identity theft
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no cost services for low-income individuals; (3) nonprofit legal organizations or law 
school clinics without LSC funding that provide services at low or no cost for low- 
income individuals; and (4) private attorneys who have full-time paid practices who 
partner with LSC legal aid or nonprofit legal organizations to provide pro bono 
(free) services for specific cases.

In addition to referral out to attorneys, providers, hospitals, and healthcare sys-
tems can develop a more formal relationship with attorneys. This model is known as 
the medical legal partnership (MLP), which embeds a legal team into the healthcare 
setting and makes them a part of the healthcare team to address patients’ health- 
harming legal needs. MLPs started at Boston Medical Center (BMC) in 1993, when 
Dr. Barry Zuckerman, then Chair of Pediatrics, realized that patients had problems 
that social workers were not trained to solve (e.g., getting denied for food stamps, 
fighting illegal evictions) [4]; instead, they needed a lawyer to address the social 
factors affecting their health and stability [5]. Thus, just as a physician consults a 
cardiologist for an acute myocardial infarction, the same can be done through an 
MLP for a pending eviction. Through legal advocacy, the MLP attempts to meet 
patients’ needs with the goal of improving health. Advocacy can range from simple 
advice and counsel to written advocacy to full representation in a lawsuit. When 
truly integrated, the legal team functions as a specialist service working in tandem 
with social workers and case managers, allowing each team member to function at 
the top of their license with fluid interdisciplinary referrals as they identify different 
patient needs.

MLPs have various levels of integration with the healthcare system: full integra-
tion where the healthcare system hires a lawyer or legal team and has them on-site 
and on-call; a relationship with a legal partner that offers on-site services; and a 
looser agreement with a legal partner through a memorandum of understanding 
where lawyers are available to take referrals but are not physically on-site. In most 
cases, the attorneys are not employed by the healthcare system but instead are 
employed by nonprofit organizations and legal aid organizations or are law profes-
sors and students working in clinical programs. Although private-practice lawyers 
may partner with nonprofit and legal aid organizations to occasionally take on pro 
bono MLP cases, they do not provide a sustainable model for legal representation 
for patients of a clinic, hospital, or health system.

Since the first MLP at BMC, the concept has spread widely, and MLPs are rec-
ognized by the federal government as a mechanism to improve patient care [6]. 
There are over 300 MLPs across the country, serving inpatient, outpatient, and 
emergency departments (EDs) [7]. The number continues to grow. This is not 
surprising given that the LSC estimates over 70% of low-income families have at 
least one unmet legal need during the year [8]. Thus, as healthcare shifts to a 
population health framework with a focus on improving outcomes while lowering 
costs, health systems must address their patients’ social needs. MLPs are a key part 
of the solution in addressing these needs when they qualify as health-harming 
legal needs.
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 Evidence Basis

Addressing health-harming legal needs has been shown to be effective in 
decreasing acute care utilization, increasing access and adherence to primary 
and preventive care, and improving physical and mental health outcomes. 
Three systematic reviews provide a comprehensive overview of the evidence 
behind the effect of addressing health-harming legal needs. One examined 
studies that show the effect MLPs have on health disparities [9]. A second 
looked at different social needs and the effect of MLPs on these various areas, 
including income and insurance, housing and neighborhood, education, 
employment, legal status, and personal safety [10]. A third summarized the 
level of evidence for MLPs addressing different types of health- harming legal 
needs [11].

Some key studies from those included in the abovementioned systematic 
reviews are discussed here. A randomized, controlled trial of 330 families at 
Boston Medical Center who were randomized to an MLP versus no MLP showed 
that MLPs have a significant impact on improving access to public benefits 
including income, utility, housing, and food assistance [12]. Furthermore, this 
study showed that families randomized to MLPs had improved access to health-
care as they were more likely to have had their 6-month immunizations, had 5 
or more routine preventive visits by age 1, and were less likely to have visited 
the emergency department by age 6 months. Another prospective cohort study 
showed that with MLP intervention, there was a significant reduction in the 
proportion of children with recent hospitalizations [13]. Similarly, a retrospec-
tive chart review of patients with poorly controlled asthma showed a decrease in 
emergency department visits, hospital admissions, overall need for systemic 
steroids, medication dosage, and asthma severity after an MLP intervention to 
improve housing conditions [14].

In addition to improved access to resources that address social needs, improved 
adherence to preventive care, and decreased acute care utilization, MLPs have 
also been shown to improve patients’ physical and mental health. Engagement 
with an MLP resulted in a significant decline in perceived stress and well-being 
[15, 16].

For health systems, compelling data also exists in terms of return on invest-
ment (ROI) for MLPs. One study showed a 419% ROI and 319% ROI annually, 
over the course of 2 years, in terms of Medicaid reimbursement for the health-
care partner from 2007–2009, not taking into account the benefits for the patient 
[17]. This ROI was based on establishing Medicaid eligibility for individuals 
who were initially denied Medicaid, thus improving reimbursement to the hos-
pital. Similarly, other studies have shown a ROI of three dollars for each dollar 
invested in the MLP [18]. These figures make a compelling case for healthcare 
institutions to invest in MLPs in addition to their demonstrated benefits to 
patients.
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 Emergency Department and Beyond

 Bedside

Traditionally, EDs do not systematically screen for social and legal needs. Instead, 
care team members might haphazardly identify these needs during a visit. Two 
specific questions regarding patients’ social history can begin to help identify 
both basic social and legal needs: (1) Do you have somewhere safe to stay? (2) Do 
you have enough money to pay for your food and medications? [19]. To identify 
health-harming legal needs systematically, EDs can implement a uniform social 
needs screen that has additional questions about these legal needs, such as using 
the I-HELP [20], PREPARE [21], or the LA County Social and Behavioral 
Determinants of Health Screening Tool [22]. EDs have a number of options as to 
when and how to implement systematic screening. Formats for these screens can 
vary from patient self-administered on paper or via tablet/computer/kiosk to staff-
administered on paper or via tablet/computer [23]. Screening can occur in the 
waiting room, during the medical screening exam (MSE), after the MSE while 
patients are waiting, or inpatient rooms. Given staffing constraints in many EDs, 
one feasible option may be a patient self-administered screen via paper or tablet/
computer/kiosk in the waiting room or patient room. Providers can then review 
the results of these screens.

When a social or health-harming legal need is identified by a care team member, 
the ED should have a protocol for addressing these needs. Often, this entails a refer-
ral to a social worker who will evaluate the need and if there is a legal component, 
refer the patient to a lawyer. If there is no social worker available, the care team 
should make a direct referral to a lawyer when they believe there is a health-harming 
legal need. Referring to a lawyer can entail one of the four mechanisms discussed 
above (via the local bar attorney referral service, to an LSC-funded organization, to 
another nonprofit or law school-based clinic, or to an MLP). Regardless of the 
established local referral path, the key for emergency providers is to understand that 
health-harming legal needs exist and can be addressed by lawyers. This way, instead 
of simply expressing empathy when the patient brings up a challenging issue, the 
provider can refer the patient to a lawyer and help them to take action.

In terms of triaging cases, timeliness is a major factor. There are emergent cases 
that should see an attorney the same day or the next business day and those that are 
urgent and should see an attorney within a week or a few weeks. Emergent cases are 
often housing cases, such as when a patient is being threatened with eviction or 
termination of a federal Section 8 housing voucher because these cases move on 
very strict timelines and may result in homelessness. These cases are the legal 
equivalent of an ST-elevation myocardial infarction and must be addressed immedi-
ately. Other emergent cases include any case with a deadline in the next few days, 
as well as any case where physical safety is involved. Other cases may be judged to 
be urgent, but not emergent.

Examples of linkages to legal services providers include the emergency depart-
ments at Harbor-UCLA Medical Center, Los Angeles County+USC Medical Center, 

D. Hsieh



293

and Alameda Health System Highland Hospital where formal relationships with 
local legal services organizations exist and providers can refer patients via phone, 
fax, or email.

 Hospital/Healthcare System

The main challenge for addressing legal needs within hospitals and healthcare sys-
tems are creating hospital/systems-level linkages to attorneys that allow for direct 
referral by providers. Three main barriers exist. First, hospitals and health systems 
have traditionally been suspicious of attorneys due to issues surrounding malprac-
tice actions and HIPAA. Education about health-harming legal needs and about the 
types of cases that LSC and other nonprofit organizations provide assistance with 
(not malpractice) can help assuage these concerns. Obtaining the patient’s permis-
sion to share information with a legal partner for the purposes of treatment addresses 
the HIPAA concern.

The second barrier is support for organizational and system-wide capacity to 
address legal needs. Although traditionally, legal aid and nonprofits have received 
federal, state, local, and/or charitable funds to provide free legal services, there is 
not sufficient legal capacity to meet all of the need: In 2017, more than 60 million 
Americans were low-income and eligible for legal assistance from legal aid [8]. The 
Legal Services Corporation estimates that 71% of low-income households (below 
125% of the Federal Poverty Level) have a legal need each year and one quarter of 
this population has six or more legal needs in a year [24]. Nationally, there is one 
legal aid attorney (an attorney who provides free or low-cost legal services) per 
6415 low-income individuals, while attorneys who charge market rates are much 
more available with one for every 429 people in the general population [25]. Given 
this dearth of legal aid attorneys, 86% of civil legal problems faced by low-income 
Americans receive inadequate or no legal help [24]. Given this “justice gap,” much 
more capacity is needed for poor individuals. Relying on existing LSC-funded legal 
aid corporations, local nonprofits, and pro bono referrals from the local bar associa-
tion will simply perpetuate this unmet need. To increase capacity and ensure that 
patients’ needs are assessed and addressed, the hospital or health system will need 
to pay for attorney time by providing payment to legal aid organizations, local non-
profits, or private bar attorneys, creating a MLP, and/or hiring attorneys to address 
patients’ health-harming legal needs.

The third barrier is information sharing. Both healthcare providers and lawyers 
have information sharing concerns: The healthcare partner is wary of HIPAA regu-
lations, while the legal partner is thinking about the attorney-client relationship. 
These concerns can be resolved by asking the patient to sign a bilateral information 
release for the purposes of facilitating the patient’s care and case. Once this is in 
place, the healthcare and legal teams can share information necessary to address the 
health-harming legal need. The legal team can be educated to understand that the 
medical team does not need nor want details of the case that could compromise 
attorney-client privilege. Instead, the medical team simply wants to be in 
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communication to close the loop and know the outcome and recommendations from 
the legal referral that will impact the health and social services the healthcare team 
provides. The legal team can share this information in a way that preserves attorney-
client privilege. The health system does need to be clear with the legal team that 
members of the medical team are mandated reporters and must report issues such as 
domestic violence, child abuse, and elder abuse if they learn about such issues from 
the attorneys, whereas attorneys are not mandated reporters even though they other-
wise act as part of the medical team. From the medical perspective, the legal team 
is part of the care team and all information shared with the legal team is for the care 
of the patient and thus HIPAA should not be a barrier.

There are many examples around the country of successful, sustained healthcare 
and legal organization partnerships with hospitals and health systems to address 
patients’ health-harming legal needs, as well as written guidance for health systems 
interested in developing MLP programs [26, 27]. The New York Legal Assistance 
Group (NYLAG) is an example that spans numerous hospitals in the New York City 
(www.nylag.org). Other examples can be found at the National Center for Medical-
Legal Partnership’s website (https://medical-legalpartnership.org/).

 Societal Level

Although all people in the US are protected by the Constitution, many rights vary 
based on state and local laws and policies. Thus, the level and type of legal advocacy 
available to patients may be limited based on their jurisdiction. For example, differ-
ent states have different eligibility requirements for Medicaid. Yet even if a remedy 
varies based on local policies and laws, patients across jurisdictions will face similar 
types of health- harming legal needs. Similarly, all states, whether rural or urban, 
have local bar association referral services, legal aid organizations, and nonprofit 
law firms that assist low-income individuals with legal issues, and 46 states have 
MLPs. However, distribution, ease of access, and availability are major consider-
ations that differ for urban versus rural areas. Finally, depending on the gross 
domestic product (GDP) and wealth of the state, the available resources and number 
of individuals needing services will vary.

Community-wide solutions that are integrated with the healthcare delivery 
system to address health-harming legal needs are not common outside of the 
existing nonprofit structure. In Los Angeles, the Whole Person Care (WPC) med-
ical legal partnership is a rare example of an MLP that is integrated into a large 
healthcare delivery system spanning over 4700 square miles [28]. This MLP 
came out of the need to serve high-risk individuals across Los Angeles County 
who are enrolled in the WPC program and is made possible by funding through 
California’s Medicaid §1115 Waiver Program. This model integrates lawyers 
with community health workers, medical case workers, and social workers who 
are case managing high- risk individuals across multiple healthcare facilities in 
Los Angeles. It leverages technology and allows referrals to be made via an 
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online portal supplemented by on-site case reviews by the legal services provid-
ers with the care team.

Currently, no model exists to allow health systems or legal providers to bill insur-
ance for provision of legal services, and this can render such services difficult to 
sustain. Some programs are run through grants, while others come out of health 
system general funds. Making legal services that address health-harming legal 
needs reimbursable, similar to how other consultative services (e.g., cardiology, 
orthopedics) are paid for by insurance, would allow for widespread dissemination 
and implementation of ED-linked or ED-based legal services. This dissemination 
would be amplified by education of emergency medicine residents on the impor-
tance of addressing health-harming legal needs.

 Recommendations for Emergency Medicine Practice

 Basic

• Learn about at least one type of health-harming legal need and how to discuss 
this need with patients.

• Identify one location to refer patients with such needs in your community.
• Invite legal service provider(s) to educate ED staff about legal needs. Contacting 

providers from LSC-funded legal aid organizations and other nonprofits is a rea-
sonable first step. An ED champion can work with these experts to craft a presen-
tation that healthcare providers can easily understand and relate the presentation 
to their daily work.

• Check in with ED providers regularly on how referrals are working and make 
adjustments as needed.

 Intermediate

• Work with ED case management staff and a physician ED champion to develop 
a list of local legal service provider(s) that includes contact information and what 
specific legal needs each provider can help with.

• Reach out to form a relationship with local legal services provider(s) to create a 
direct referral system, where ED providers can refer patients when legal needs 
are identified in the course of clinical practice. Participate in real-time dialogue 
with the legal team and assist the legal team by providing relevant information 
and documentation with patients’ permission.

• Consider systematic screening for social and legal needs depending on the needs of 
your patient population and available resources. A self-administered paper or elec-
tronic screen for providers to review can eliminate the need for additional screening 
at triage. The chatbot screening system being piloted at Harbor-UCLA, the 
University of Washington, and Columbia University is one promising approach [23].
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 Advanced

• Develop and implement an MLP on-site to provide legal services by providing 
space and funding to support the legal team. Bringing legal providers on-site for 
regular intake and face-to-face consultation allows for further integration to iden-
tify and address legal needs into providers’ daily practice. It also allows the legal 
team to interface with patients in real-time.

• Advocate for policy change. By addressing overarching policy issues that relate 
to health coverage rights, housing, and other social needs, we can prevent re- 
addressing similar problems (e.g., changing housing laws or streamlining the 
local Medicaid renewal process) for different individuals repeatedly. Working 
upstream will help prevent the problem from occurring in the future and open up 
capacity to address other health-harming legal needs.

• Advocate for increased resources outside of the healthcare system. For example, 
addressing homelessness requires more than only legal advocacy. In addition to 
preventing evictions, physicians can work with legal partners and advocacy orga-
nizations to demonstrate the importance of social services that affect health. In 
addition to more affordable housing, there are larger issues such as increasing the 
minimum wage, creating more jobs, and improving mental health and substance 
use disorder treatment to help different groups of individuals who are unstably 
housed access housing.

 Teaching Case

 Clinical Case

Paramedics bring in Anna from the local housing authority for threatening to overdose 
on her antipsychotic medication. She is tearful and combative. Through her sobbing, 
Anna tells you that she does not want to be homeless and that she would rather die than 
be homeless. She has been part of the federal low-income housing subsidy program, 
Section 8, for over 10 years. About a month ago, she received a notice in the mail that 
her Section 8 voucher was going to be terminated. Fearful of losing her housing, Anna 
had been going to the housing authority daily to try to get help. However, after a month 
of daily trips, Anna still could not get an answer as to why her voucher was being ter-
minated. Desperate, frustrated, and emotionally drained, Anna just wanted to get some 
help with her voucher when she threatened to take a few extra quetiapine tablets.

The Housing Authority Police placed Anna on an involuntary psychiatric emer-
gency hold, a “5150” in California, for being a danger to herself, and the paramedics 
brought her to your emergency department. When you consult social work, they are 
able to offer help placing her into a shelter if the 5150 is dropped, but the social worker 
does not have a good idea about how to resolve Anna’s Section 8 challenges. Hearing 
this, Anna becomes more tearful, telling you that her son is graduating from high 
school next month and going to college. She cannot bear the thought of being homeless 
when her son graduates from high school. She knows that the waitlist to get a new 
Section 8 voucher is 5–10 years once one gets onto the waitlist, and without the 
voucher, she does not have the resources to pay her rent. What do you do?
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 Case Resolution

Anna was able to be medically cleared during her ED evaluation and she was trans-
ferred for evaluation by psychiatry. Psychiatry was able to drop her 5150 psychiatric 
hold as Anna was able to contract for safety and explained she did not want to die 
but felt a sense of desperation about her impending eviction. The providers con-
nected Anna to a legal services attorney who is part of the hospital’s medical legal 
partnership. The attorney provided free services in representing Anna at her Section 
8 appeal hearing where Anna challenged the proposed termination of her Section 8 
voucher. Anna prevailed at her hearing and was able to keep her Section 8 voucher, 
move into a new house, and see her son graduate from high school while remain-
ing housed.

Teaching Points
 1. Lawyers can provide a different type of expertise and level of service compared 

with other members of the healthcare team when it comes to challenges around 
social determinants of health. In this case, the social worker could offer to help 
Anna find a shelter but did not have the expertise to help fight the termination of 
her Section 8 voucher and prevent her from becoming homeless. The lawyer is 
able to assess the legality of the proposed Section 8 voucher termination and 
challenge it in court to preserve Anna’s housing.

 2. Housing is one of the most challenging social determinants for healthcare pro-
viders as it is relatively expensive, and low-income housing is in short supply 
despite a high need. Unlike other public benefits programs, such as Medicaid or 
food stamps, where if one is eligible, one can receive benefits, the federal Section 
8 voucher is limited in supply and often the wait to get a voucher can be 5–10 
years, if not longer. Preserving a Section 8 voucher is thus a legal emergency, as 
the voucher is often the difference between housing and homelessness as patients 
who are eligible for Section 8 are unlikely to be able to afford rent without the 
voucher.

 3. Navigating public benefits systems, such as the housing authority, can be compli-
cated, challenging, and time consuming. This is even more challenging for indi-
viduals who have lower literacy, limited English proficiency, and/or limited 
educational background. Although beneficiaries have due process available to 
them, the system does not always function as intended, and thus beneficiaries 
may need a lawyer to provide advocacy in order to preserve their benefits.

Discussion Questions
 1. What health-harming legal needs does Anna have and what are the benefits of 

consulting a lawyer as opposed to social work in Anna’s case?
 2. What is the ideal workflow for a medical legal partnership in the emergency 

department? Should providers be expected to identify legal issues and decide 
what provider to refer to or is this another team member’s role?

 3. Given that public benefits systems are so complex and challenging to navigate 
that a lawyer may be required to assist patients, can you conceptualize how to 
integrate legal needs screening and referral for your hospital or ED?
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Key Points
• Violence is a leading cause of death for youth, particularly African American and 

Latino males, and is a recurrent problem with high rates of recidivism.
• Injuries associated with trauma extend beyond physical wounds and include psy-

chological trauma, which is often overlooked yet is important to address for 
patient well-being and to break the cycle of recurrent injury.

• Hospital-based violence intervention programs show promise as a means of 
addressing the unique needs of victims of violent injury.

• Trauma-informed care is a framework that can be helpful in better caring for 
patients as well as health care workers that provide care for this population.

 Foundations

 Background

Community violence is a significant issue in many cities across the US and is par-
ticularly burdensome to poorer, disadvantaged minority—often African American 
and Latino-neighborhoods [1]. Cities such as Philadelphia, Baltimore, St. Louis, 
and Chicago are commonly sensationalized in the media as having high violent 
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crime rates, but aggregate numbers only tell part of the story. Within each of these 
cities, there is significant variability at the neighborhood level. Such variability can 
tell a more illuminating narrative about parts of a city that endure a disproportion-
ate share of these events, while others are relatively spared.

In 2014, for example, public health tracking in Philadelphia identified 246 homi-
cide victims; these homicides, however, were not evenly distributed across the geo-
graphic landscape. Cartographic modeling estimated that the firearm assault rate 
was 5 times higher for African American residents and that the violence was located 
primarily in several low-income “hot spots” in Philadelphia [2]. Similar findings are 
documented in Chicago, where a significant proportion of its firearm violence 
occurred within socioeconomically depressed African American and Latino com-
munities [3]. In contrast, lower rates of violence were noted in other areas of the 
city, including other African American and Latino communities. This observation 
has led some researchers to posit that socioeconomic status was a larger driver of 
the observed disparity than were race and ethnicity [3].

And yet, young men of color are affected by violent victimization at a higher 
rate than any other group [4]. Centers for Disease Control and Prevention (CDC) 
statistics show that homicide is the leading cause of death for African American 
males between the ages of 15 and 34. Violence is the leading cause of death for 
young African American males between the ages of 10 and 24, and the second 
leading cause of death for young Latino males. By contrast, violence ranks as the 
fifth leading cause of death among White males in the same age group [5]. 
Between 1999 and 2014, more than 47,000 African American males and more 
than 18,000 Latino males between the ages of 10 and 25 were victims of homi-
cide [6]. While homicides for young men of any race or ethnicity are tragic, these 
statistics highlight the dramatic racial and ethnic disparity in homicide across the 
country.

Despite the tendency to focus on homicide as the prime indicator of violence, it 
is only the tip of the iceberg. The CDC estimates that for every homicide there are 
94 nonfatal violent injuries, another disease burden shared disproportionately [6]. In 
2013, African American males between the ages of 10 and 25 suffered nearly three 
times the rate of nonfatal assaults as similarly aged White males, while Latino males 
in this age range suffered 1.5 times their rate [6].

Violence is a cyclical problem. Being the victim of a non-fatal violent injury 
increases the risk of re-injury, retaliation, premature death, and incarceration. In 
urban settings, it is estimated that up to 45 percent of victims treated for violent 
injury are re-injured within 5 years [7]. One study of survivors of violence at 5 years 
follow-up found that 20% had died [8]. The risk of re-injury has been found to be 
greatest within 30 days of the initial incident [9]. These disparities are occurring on 
a global scale as well. A national study in New Zealand found that individuals hos-
pitalized for violent injuries were readmitted for assault at a rate three-fold higher 
than non-assault injured patients within the ensuing 30 days [9].

The economic and societal costs of interpersonal violence have been esti-
mated in rigorous analyses. Corso and her colleagues calculated a lifetime lost 
productivity cost per homicide of $1.3 million and a lost productivity cost of 
more than $57,000 for each nonfatal injury. These lost productivity costs 
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combined with the medical costs of interpersonal injury totaled an estimated 
$33 billion in 2007 [10].

Another important consideration is the fact that the US has long struggled with 
accepting the fact that racism permeates the health, well-being, and safety of com-
munities of color. The majority of American society has yet to accept race as a 
social construct that is perceived to be representative of one’s culture and socioeco-
nomic status and that it has no biological basis. Despite this fact, race and racism 
drastically influence one’s functioning in society [11]. It is therefore imperative to 
develop an understanding of how racism affects individuals and fosters an environ-
ment where violence can flourish.

Dr. Camara Jones describes racism as working at three distinct levels: institution-
alized, personally mediated, and internalized. Institutionalized racism is defined as 
“differential access to the goods, services, and opportunities of society by race” 
[12]. In her typology, institutional racism is often built into the fabric of our systems 
and can create differential access to resources like health care, quality education, 
safe housing, wealth, and power. Within the context of institutionalized racism, cer-
tain privileges are conferred to some at birth while denied to others. In contrast, 
personally mediated racism is the experience of prejudice and discriminatory 
behaviors by an individual as a result of their race and includes experiences like 
being treated suspiciously in stores, hate crimes, and devaluation of one’s intellect 
and abilities. Internalized racism is the acceptance of these stigmatizing messages 
and can manifest in a myriad of ways including the abandonment of one’s culture, 
feeling hopeless, and resigning to failure [12].

This framework is important to understand how racism affects community vio-
lence. Slavery and the mistreatment of other racial and ethnic groups within 
American society, including indigenous and Latino populations, were followed by 
other systemic and institutionalized practices and policies that resulted in a dispro-
portionate share of people of color being socioeconomically marginalized and sad-
dled with access to poor health care, under-performing schools, high rates of 
incarceration, and other barriers to thriving in society. This legacy helped set the 
stage for the circumstances in which violence thrives today.

 Evidence Basis

While hospitals routinely treat the physical consequences of assault, many victims 
of violence experience psychological effects that go unaddressed [13]. Despite the 
psychological trauma of violent injury, many victims are not offered or do not seek 
mental health services [14]. Barriers to accessing services include, but are not lim-
ited to, perceived stigma of mental illness, distrust of mental health professionals, 
and lack of knowledge about and logistical barriers to accessing assistance services. 
This is troubling as the psychological trauma of violent injury and its biological 
correlates may lead violently injured youth to obtain weapons or engage in the use 
of illicit substances to restore feelings of safety. These coping mechanisms poten-
tially increase the risk of re-injury and retaliation, and thus re-hospitalization and 
incarceration [15].
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Population-based surveys in urban settings estimate that between 15% and 23% 
of victims of non-sexual assault meet the criteria for post-traumatic stress disorder 
(PTSD) at some point in their lives [16–19]. Studies in hospital settings have pro-
duced similar results. A study of males hospitalized for aggravated assault found 
that 27% had PTSD at 3 months follow-up and 18% had PTSD 1 year later [20]. 
Fifty-two percent of patients treated at an urban trauma center for gunshot wounds 
screened positively for possible PTSD [21]. A cross-sectional study of clients par-
ticipating in Healing Hurt People (HHP), a hospital-based violence intervention 
program at Hahnemann Hospital in Philadelphia, found that 75% met the diagnostic 
criteria for PTSD 6 weeks after their injury [22]. Another survey of 541 victims of 
violent crime at an urban hospital found that 35% had major depressive disorder 
1  month after the crime [23]. Despite this knowledge, few studies have demon-
strated how to address psychological effects resulting from violent victimization, 
especially among young males of color.

Given the prevalence of violent injury, its recurrent nature, and its mental health 
sequelae, hospital-based violence intervention programs (HVIPs) have emerged as 
a strategy to prevent violent re-injury and retaliation, and improve the life course 
trajectories of survivors of violence [24].

 Emergency Department and Beyond

HVIPs have demonstrated effectiveness in reducing rates of re-injury and violent 
crime, minimizing risk factors, and cultivating protective factors to prevent violent 
re-injury and retaliation [25]. HVIPs are staffed by a team of violence intervention 
specialists with varying backgrounds (social workers, peer specialists, community 
health workers) who conduct psychosocial needs assessments, provide therapeutic 
case management services, and offer psychoeducation to violently injured individu-
als shortly after they sustain their injuries. HVIPs operate out of trauma divisions or 
emergency departments (EDs), as well as community-based organizations that have 
affiliations with trauma centers. HVIPs have emerged as a promising locus for vio-
lence prevention and intervention. These programs have proliferated across the 
country in recent years-many coming together formerly under the National Network 
of Hospital-Based Violence Intervention Programs, now known as the Health 
Alliance for Violence Intervention (HAVI).

Although HVIPs have demonstrated varying degrees of success across a 
range of outcomes, best practices for program design, service delivery, and eval-
uation are yet to be elucidated [26]. The focus of most HVIPs has also been 
limited to outcomes such as re-injury, retaliation, and involvement with the 
criminal justice system. While critically important, HVIPs, as well as other 
community-based violence prevention interventions, have thus far largely 
neglected the psychological consequences of violent injury-outcomes which 
may mediate the relationship between violent injury and re-injury/retaliation 
and may have substantial impacts on the lives of violently injured individuals, 
their families, and communities.
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 Bedside

The Office for Victims of Crime of the US Department of Justice found that health 
care and criminal justice systems respond less sympathetically to violently injured 
youth, particularly African American male victims of gun violence, than to other 
crime victims. They noted that, “Whatever the reason for the disparate treatment of 
these victims, we must not ignore them. Assumptions about the blameworthiness of 
young African-Americans and Latinos’ shortchange a large segment of the popula-
tion and perpetuate racial stereotyping.” [27] These experiences only reinforce their 
trauma and augment their mistrust of the systems that are designed to assist victims. 
The Vision 21: Transforming Victim Services Report concurs, noting that services 
for groups such as boys and men of color “may be unavailable, inadequate or diffi-
cult to access” despite the fact that this population suffers victimization at higher 
rates than the general US population [28].

Having an understanding of how patients being treated for violent injuries both 
perceive and experience health care is critical. As an emergency medical provider, 
it is imperative that we know our own biases so that we can address them in order to 
provide appropriate care for our patients. As soon as providers start to make assump-
tions about patients or this is perceived to be the case, patients may become guarded 
and mistrust the provider. Whether intentional or not, these interactions can nega-
tively impact patient outcomes and the likelihood of adherence to treatment plans 
[29]. Given that emergency medical providers are at the forefront of violence in our 
communities, it is imperative that we be equipped to respectfully and competently 
engage in and advocate for the delivery of equitable and quality care to all patients. 
Yet several studies have found that many health care providers, including emer-
gency medicine providers, have pro-White (i.e., preference for White patients) [30, 
31]. Thus medical education facilities and hospitals can implement their own 
implicit bias training, beginning by having providers take an Implicit Association 
Test (IAT), which is freely available online (https://implicit.harvard.edu/implicit/
takeatest.html). It is important for providers to first acknowledge that they have 
biases and then through an IAT determine what these biases are [29, 32, 33]. Once 
biases are identified, medical education facilities and hospitals should develop and 
incorporate trainings to establish a broad cultural competence appropriate to the 
populations that are being seen in their programs and institutions, work on building 
authentic relationships with trusted community leaders outside the institution, and, 
lastly, cultivate respect and empathy for all patients.

Additionally, it is important to understand trauma in the context of the patient’s 
life story. As noted in the literature, it is not feasible in the ED to obtain a complete 
trauma history; though it is important to recognize that in many instances patients’ 
injuries that bring them to the ED are often preceded by past traumatic experiences 
[34]. The word “trauma” refers to not just physical injuries, rather includes “an 
event, series of events, or set of circumstances that is experienced by an individual 
as physically or emotionally harmful or life threatening and that has lasting adverse 
effects on the individual’s functioning and mental, physical, social, emotional, or 
spiritual well-being” [35]. Emergency providers can alter their clinical approach 
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ensuring that they promote a culture of safety, empowerment, and healing. For 
instance, a provider should assume that every patient they see may have experi-
enced trauma in their past: instead of asking patients to remove their clothes they 
may tell a patient why they are asking them to remove their clothes; instead of 
demanding to know a patient’s past, explain how their past can illuminate their 
presenting problem. Providers can also ask patients if there is anything in their past 
that makes being seen by a provider or interacting with the health care system dif-
ficult for them.

Trauma-informed care, an approach already adopted by some emergency pro-
viders, incorporates how a patient’s previous experiences influence how he or she 
may perceive and react to medical care [34]. As one can imagine, trauma is some-
thing that many individuals receiving care within the health system experience, 
particularly in emergency settings, and affects both patients and providers. 
Moderate symptoms of PTSD, such as hyper-arousal, irritability, and compassion 
fatigue, have been found in as high as 80% of victims of violence post injury. 
Furthermore, in a study of 118 providers, almost 40% developed clinical symp-
toms from secondary traumatic stress—from working with victims of violence and 
experiencing abuse and other negative exposures [36–38]. Such symptoms may 
degrade the care that all patients receive and can also drive burnout within health 
care systems. Instituting trauma-informed care systems is therefore an important 
part of providing appropriate and holistic care, and to fostering self-care and well-
ness in the providers caring for these patients. Emergency physicians can be pow-
erful voices to ensure all patients receive equitable care.

Emergency providers can adopt a practice of trauma-informed care for violently 
injured patients through a set of principles, which can be remembered as four “R”s: 
Realizing the widespread influence of trauma and understanding the potential paths 
for recovery; Recognizing the signs and symptoms of trauma in patients, families, 
and staff involved in the system; Responding by fully integrating knowledge about 
trauma into policies, procedures and practices; and Resisting re-traumatization [34]. 
Training on trauma-informed care should be required by state licensing boards and 
the federal government to be adopted into all medical education programs, includ-
ing medical school and residency curricula [39]. Lastly, ensuring that trauma- 
informed care is incorporated into the mission, quality assurance and quality 
improvement activities and metrics at an institutional level enhances the culturally 
appropriate environment in which patients can be seen.

On a related note, it is also important that providers recognize specific challenges 
that victims of violence may face with respect to interactions with health care and 
law enforcement while in the ED. A study exploring challenges in engaging African 
American male victims of community violence in health care revealed a fear of 
police involvement, an impression of “snitching” when disclosing personal infor-
mation, mistrust of research motives, suspicion of the informed consent process, the 
emotional impact of the trauma itself, in addition to practical and logistical issues 
these victims faced [40]. Emphasizing the confidentiality of the patient-doctor inter-
action, talking patients through standard procedures, and being sensitive to situa-
tional realities are important considerations to help address these issues.
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 Hospital/Healthcare System

Victims of violent injury meet many struggles when interacting with the health care 
system. While violence and violence-related injuries are a frequent reason for visit-
ing and being admitted to a health care facility, evidence suggests that only a minor-
ity of institutions have access to social services programs to assist these individuals 
[41]. This is in contrast to the current screening programs and resources for intimate 
partner violence that hospitals have [42, 43], which could be potentially useful as a 
model for other types of interpersonal violence. Physicians and nurses alike working 
with violent-injured individuals are often also deeply affected—often negatively-by 
their interactions, and these feelings can be amplified in the absence of appropriate 
resources to assist either patients or staff [41]. To our knowledge, there is a dearth of 
validated and reliable instruments to screen for interpersonal and/or community vio-
lence for adult victims. However, several questions have been developed by Harris 
et  al. to capture exposure to community violence in children by expanding the 
Adverse Childhood Experiences (ACEs) survey [44]. Examples include: Has your 
child ever witnessed violence in your neighborhood, community, or school? (e.g., 
bullying, or organized violent crime, or police action, war, or terrorism); Has your 
child ever been a victim of violence in your neighborhood, community, or school? 
(e.g., bullying, or organized violent crime, or police action, war, or terrorism). Like 
other ACEs items, these questions may be adapted to try to engage adult patients 
about their exposure and/or risk to community violence exposure.

While many intervention strategies exist to break cycles of violence, hospitals 
present a unique opportunity to reach patients at the highest risk [45]. The presump-
tion is that a violent injury is a teachable moment when patients may be particularly 
responsive to intervention. One thing hospitals can do is to implement hospital- 
based violence intervention programs. An HVIP one might use as an exemplar is 
Boston Medical Center’s Violence Intervention Advocacy Program (VIAP), based 
out of its Department of Emergency Medicine. This program has a team that helps 
victims of violence recover from physical and emotional trauma through crisis 
intervention, support, and advocacy; ongoing case management and connections to 
community resources; and family support services. These services all play central 
roles in the healing process, and all have as an intentional emphasis the importance 
of the social determinants of health.

Young male victims, particularly African American and Latino victims, face bar-
riers to health and human services that undermine their future life choices, health, 
and well-being. Consequences of violent injury often hurt victims long after initial 
treatment and hospital discharge, especially young people of color [24, 27]. The 
impact on these victims can be profound, affecting mental and physical health and 
altering their interactions with others. In addition, literature has found that health 
and human service systems that serve boys, young men, and their families are frag-
mented, do not share common knowledge or language, compete for limited 
resources, and are under stress. When victims interact with staff in stressed systems, 
trauma-related issues can be downplayed, negatively affecting service access and 
success [46].
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In hospitals and health care systems, victims of violence, particularly young men 
of color, face persistent barriers to finding and accessing victim services that meet 
their needs, in part because of their own exposure to significant trauma and in part 
because institutions and programs designed to serve them often lack relevant, cul-
turally appropriate services and, therefore, the capacity to fully engage such victims 
[45, 47]. Often, because of the combined influence of trauma, the culture of mascu-
linity, and the persistent adversity and threats to basic safety that these male victims 
of violence face, they may not identify as victims and therefore may not seek out 
and engage with traditional victim-centered services [47, 48]. Because of poverty 
and lack of resources, they may be also disconnected from other types of resources, 
such as insurance [49] and adaptive modifications for homes, which hinders their 
ability to focus on their physical, emotional, and behavioral health and overall well-
being. Despite this reality, few studies have examined ways to overcome barriers to 
accessing needed services for young male victims of violence, particularly in light 
of their complex social contexts and physical environments.

Trauma-informed care can also be practiced at a systems level [45]. An innova-
tive program in Philadelphia, the Youth Nonfatal Injury Review Panel, brings 
together representatives from 23 agencies (e.g., police, schools, human services) 
quarterly to share information confidentially to discuss nonfatal violent injury 
cases that presented to EDs. Each meeting of the panel begins and ends with a 
session on trauma-informed care, and how this lens influences the outcome of the 
case. Such discussions provide insight on how to proactively, rather than reac-
tively, assist patients and their families in their healing process, engaging the 
institution in trauma-informed care by providing spaces and a culture that facili-
tates healing [50].

Societal Level

Communities operate within the larger society, which is inherently unequally struc-
tured. Systemic biases in policy and practice create structural inequities, which 
manifest as advantages for one social group over another [51]. These structural 
inequities often parallel and reinforce many of the social determinants of health that 
drive community violence [52]. Two particularly salient examples include redlin-
ing, which has created the social circumstances for violence perpetration, and police 
violence, which shows distrust and hampers communities’ capacity to heal.

An important history for medical professionals to acknowledge is the intentional 
implementation of federal, state, and local level policies that explicitly forced and 
continues to systematically force African Americans to live in separate neighbor-
hoods from White Americans. Redlining began in the 1930s when President 
Franklin Roosevelt signed the Home Owners Loan Corporation Act (HOLC), which 
was intended to prevent homeowners from defaulting on loans [53]. As part of this 
program, HOLC drew maps to depict the risk of real estate investments. Such maps 
were color- coded, with red representing poor investments. Neighborhoods that 
housed “undesirable” populations like African Americans and Jews were thus 
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outlined in red, or “redlined” [53–55]. During the mid-twentieth century, the federal 
government enacted two major policies: (1) demolition of integrated neighborhoods 
and creation of segregated public housing; and (2) subsidization for White Americans 
only to move into suburbs, adding text into the home deeds prohibiting resale to 
African Americans [56]. The Federal Housing Authority (FHA) thereby influenced 
where Americans lived, and had a stronghold in preventing African Americans from 
buying and owning homes throughout the US—not just in southern areas but also in 
the North, West, and Midwest. Very quickly, African American neighborhoods 
became undesirable due to unfavorable zoning laws. For example, the federal gov-
ernment systematically permitted industrial and waste disposal plants to operate in 
African American neighborhoods and explicitly disallowed them in White neigh-
borhoods. Even with the Fair Housing Act, established segregation became more 
entrenched; within two generations, White Americans benefited greatly, as they 
could purchase homes in the suburbs, thus gaining intergenerational equity appre-
ciation. At the same time, African Americans, forbidden from moving into the sub-
urbs, were forced to live in rental properties in urban areas, thus gaining no equity 
appreciation over generations [56].

In an environment of systematic racial segregation, enforced by government offi-
cials, bankers, real estate agents, and landlords, African Americans in cities like 
Baltimore, Philadelphia, and Chicago were shunted to these redlined areas. Starved 
of capital investment, many redlined neighborhoods became blighted and toxic—a 
reality which persists today [57]. As a result of these policies, today, nationwide, we 
see that African American incomes on average are only 60% that of White incomes 
and that African American wealth is only 5–7% of White wealth—the majority of 
that difference attributable to racist federal, state, and local level policies [56]. 
Furthermore, the vestiges of these policies live on today, fueling inequity and com-
munity violence in our society.

Growing distrust of law enforcement is another driver of continued violence. 
Federal Bureau of Investigations data on police shootings from 2010 to 2012 show 
that young African American males were 21 times more likely to be shot and killed 
by the police than young White males [58, 59]. Between 2010 and 2012, 1217 
people were fatally shot by police; African American males aged 15–19 were killed 
at a rate of 31.17 per million while among young White men, 1.47 per million suf-
fered the same fate [58, 59].

Long recognized among some, traumatizing experiences of violence at the hands 
of the police are only more recently publicized to the broader public. Dramatic 
video of police killings of Michael Brown, Eric Garner, Freddie Gray, Tamir Rice, 
George Floyd, Ahmaud Arbery, Elijah McClain, Breonna Taylor, and too many oth-
ers have sent the chilling message to young people of color that their lives are val-
ued less than the lives of their White counterparts. Beyond the brutal, excessive, and 
unjustified force used in these incidents, the disregard for the dignity of the bodies 
of these young people after their fatal injuries carries a message of dehumanization. 
Despite the growing condemnation of police violence, these incidents reinforce the 
perception that the police likely regard young males of color as perpetrators first and 
are, therefore, more likely to do harm to them.
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Mistrust of the police and lack of faith in their efforts to protect young males of 
color sometimes leads victims of violence to engage in retaliation against those 
responsible for their injury [15]. A review of needs-assessment data collected for 78 
violently injured youth participating in Healing Hurt People found that 65% of clients 
reported that the index incident was still unresolved and 60% had thoughts of 
retaliation [60]. This deep mistrust of the police potentiates the psychological trauma 
of violent victimization which, if unaddressed, may lead individuals to obtain 
weapons—thereby potentially increasing the risk of violent re-victimization and 
violent offending [46].

To respond, US policymakers have looked for solutions around the world. One 
such response is the adoption of the Cardiff Model from Wales, advocated by the 
World Health Organization, which has demonstrated substantial and sustained 
decreases in violence-related injury. The Cardiff Model is a systematic and data- 
driven partnership between health, law enforcement agencies, and local government. 
Briefly, patients seen in the ED for a violent injury report the precise location of the 
incident to registration staff. This information is stripped of personal identifiers and 
shared by the hospital information technology systems on a monthly basis with a 
dedicated crime analyst. The aggregated data then are used to generate maps of 
hotspots that are used in turn to dictate intervention efforts, which are thus mapped to 
actual, rather than to perceived, risk. As more US communities partner with health 
systems to pilot the Cardiff Model and similar approaches, they create examples of 
equitable violence prevention that can help them recover from our epidemic of 
violence [61–63].

True, these structural issues seem enormous. But emergency clinicians can act 
on them by, for example, advocating within their institutions to evaluate the 
prevalence of interpersonal and/or community violence in their patient population. 
Emergency physicians can arrange discussions with administrators in their home 
institutions to ensure that leadership is aware of the issues their patient populations 
are experiencing. Trauma-informed care training should be instituted and IAT 
should be implemented for all health care providers, including physicians. Once 
biases are acknowledged, culturally competent trainings can be implemented and 
required for all providers; such measures are likely not one-off efforts and may 
need reinforcement. Emergency physicians can also ensure that leadership within 
their institution is making investments into hiring, training, and providing 
workforce development for their at-risk patient populations (e.g., mentoring, 
resume development, community health worker peer programs). Hospitals can 
also work with researchers to spatially observe trends and locations of violent 
crimes to ensure efficient and sufficient resources are allocated for HVIP’s 
regionally [64]. Lastly, physicians have the privilege to have their voices heard 
by policymakers. Making time to meet with local, state, and federal level 
policymakers, such as the US Department of Justice and local District Attorneys, 
to advocate for funding of programs, including social justice policies that affect 
victims of violence, housing equity, justice reform, and others, can reduce 
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community violence. As an example, New Jersey’s Attorney General recently 
allocated $20 million in grants for up to nine HVIPs to be implemented throughout 
the state [65].

 Recommendations for Emergency Medicine Practice

Basic

• Recognize the impact of trauma in the lives of individuals they are caring for and 
its impacts on ourselves.

• Use each interaction with victims of violence as a “teachable moment” in order 
to understand without judgment what they have experienced and advocate for 
behavior change.

• Uphold the humanity of each individual and resist the urge to legitimize our 
implicit and explicit biases.

• Have providers assess their implicit biases to know what they are [https://implicit.
harvard.edu/implicit/takeatest.html].

Intermediate

• Make a commitment to shaping the care in your ED to adhere to trauma-informed 
principles.

• Lead, or advocate for, the development of a hospital-based violence intervention 
program (HVIP) or other resource tailored specifically to the needs of ED 
patients who are survivors of violence.

• Initiate Quality Assurance/Quality Improvement activities focused on improving 
the care of ED patients who are survivors of violence through increased trauma- 
informed training and care provided.

Advanced

• Create workforce development opportunities to create alternatives for commu-
nity members. Hire, train, and advance the professional growth of local commu-
nity members within institutions (e.g., community health worker peers).

• Advocate for funding for the Office of Victims of Crime, HVIPs, and mental 
health services.

• Advocate for more firearm and injury research funding for the National Institutes 
of Health and Centers for Disease Control and Prevention.

• Advocate for policies requiring that Level One trauma centers and hospitals that 
see a large number of victims of violence have an HVIP.
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Teaching Case

 Clinical Case

Marcus is a 21-year-old male who presents to the ED as a trauma activation, shot in 
the right chest while sitting outside of his home. Upon arrival, he is noted to have a 
GCS of 15 with a patent airway, decreased breath sounds on the right, and hypoten-
sive to the 80s systolic. A tube thoracostomy returns 1.5 liters of blood immediately 
from his right chest. Massive transfusion protocol is initiated, and Marcus is taken 
emergently to the operating room wherein he undergoes a thoracotomy, repair of a 
pulmonary vein injury, and an exploratory laparotomy.

Marcus is stabilized operatively and transferred to the surgical intensive care 
unit. His notes reflect that he rarely engages in physical therapy and often seems 
remote and uncooperative, choosing instead to remain in bed. Nurses complain that 
he is quick to anger and occasionally curses at them when they push him to do 
things that he does not want to do, so they limit how frequently they go into his 
room and are often heard saying things like “I see why this happened to him.” After 
a ten-day hospital course, Marcus is discharged with pain medications, wound care 
supplies, and outpatient follow-up with the trauma team.

Upon leaving the hospital, Marcus returns home where he lives with his mother, 
wife, and 2 children. He often avoids going outside and reports to his wife feeling 
anxious at times. He starts smoking marijuana more frequently and now drinks a 
half-pint of cognac each day, which causes tension with his mother, who is herself 
a recovering alcoholic.

Three weeks after returning home from the hospital, Marcus is shot in the head 
while walking home from the corner liquor store. Despite aggressive resuscitations 
attempts, he dies in the trauma bay.

Teaching Points
 1. Violence is a recurrent issue with high mortality, with the highest risk of recur-

rent injury within 30 days of the initial ED visit.
 2. Victims of violence will often manifest symptoms of trauma or PTSD which can 

include feelings of numbness, hyper-arousal, re-experiencing trauma, night-
mares, avoidance behaviors, irritability, and emotional mood swings.

 3. Victims of violence may use alcohol, marijuana, or other drugs to mask the nega-
tive emotional symptoms they are experiencing.

 4. Care plans should be holistic and address not just the physical, but also the emo-
tional wounds the patient sustains. HVIPs and other social resources are benefi-
cial to victims of violence.

Discussion Questions
 1. What symptoms of trauma or PTSD was Marcus manifesting during his time in 

the hospital and at home during recovery?
 2. How would a trauma-informed care model have been beneficial to Marcus and 

the providers taking care of him?
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 3. What resources are available in your institution to help patients like Marcus? 
What is necessary to improve/supplement them? What stakeholders are needed 
to try to implement such a model, if one does not exist at your institution?
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Key Points
• Rates and absolute numbers of firearm injuries are increasing in the US.
• Two-thirds of firearm deaths among adults are suicides, while among children 

and adolescents 60% of deaths are due to homicide.
• The most common reason for women to die of a firearm injury is intimate partner 

violence.
• We recommend a patient-centered approach to discussions about firearm injury 
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 Foundations

 Background

Firearm injuries are a significant and uniquely American social health problem. 
Although rates of suicide and non-firearm interpersonal violence are similar to other 
high-income countries, US firearm fatality rates remain the highest of all industrial-
ized nations, with 83.7% of firearms deaths in industrialized countries occurring in 
the US [1]. In 2017, firearms resulted in nearly 40,000 deaths nationwide and were 
a leading cause of injury-related mortality, surpassing motor vehicle crash deaths 
for the first time and second only to opioid overdose mortality [2]. Of these deaths, 
nearly 60% resulted from firearm suicides, 38% were due to firearm homicides, and 
approximately 1% were the result of unintentional or “accidental” firearm injuries 
[2]. While active shooter incidents, or events where an individual is engaged in kill-
ing or attempting to kill multiple people in a populated area (e.g., mass and school 
shootings), garner significant media attention, they represent a small fraction of the 
overall fatality burden attributable to firearms. In 2016–2017, there were 50 active 
shooter incidents throughout the US, responsible for a total of 221 firearm-related 
deaths [3].

Examining trends over time, firearm fatalities have increased nearly 26% over 
the past decade, largely the result of a 31% increase in firearm suicides and a 16% 
increase in firearm homicides [2]. Estimates by the FBI indicate that active shooting 
incidents also appear to be increasing, with a 16% increase in annual numbers of 
events during the first decade of the twenty-first century [4]. Trends in non-fatal 
firearm injuries remain more difficult to catalog than fatalities due to current sam-
pling methods, but best available estimates suggest that the total numbers of non- 
fatal firearm injuries among emergency department (ED) patients also have been 
increasing over time, with a 50% increase in the age-adjusted rate of assault-related 
non-fatal firearm injury from 2007 to 2017 [5].

Significant health and social disparities exist in the populations most affected 
by these firearm injuries. Examined across the lifespan, firearm fatalities dispro-
portionately affect older youth (age 14–24), young adult (ages 25–34), and 
elderly (65+) populations, although underlying intent differs among these age 
groups [2]. Among youth and young adult populations (age 15–34), 59% of 
firearm deaths are due to homicide and 38% due to suicide, while firearm deaths 
among the elderly almost exclusively result from suicide (91%) [2]. By contrast, 
while unintentional firearm injuries represent the smallest fraction of firearm 
deaths overall, rates among children and adolescents under age 18 are twice as 
high as those for the remainder of the population [2]. Across all ages and injury 
intents, males are twice as likely to be injured or die from firearm injuries 
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compared with females [2]. Despite this, it is important to note that over half of 
all female homicides result from intimate partner violence, with firearms the 
most frequent cause and responsible for more than half of female homicides [6]. 
Nationwide, absolute numbers of firearm fatalities are highest in urban settings; 
however, over the past 10 years rural communities have seen disproportionately 
higher rates of firearm fatalities (13.8 per 100,000 people) than suburban (11.5 
per 100,000 people) or urban (9.7 per 100,000 people) communities. Substantive 
differences exist in the intents underlying firearm deaths in rural and urban com-
munities: rural rates of firearm suicide and unintentional firearm injuries are 
twice and four times those observed in urban communities, respectively. By 
contrast, firearm homicide rates are 60% higher in urban than in rural communi-
ties. Firearm fatalities disproportionately impact Black populations, driven 
largely by firearm homicide [2]. In contrast, firearm suicide rates are highest 
among White and American Indian/Alaskan Native populations [2]. Many of 
these recognized disparities, especially racial and ethnic factors, likely reflect 
underlying socio- economic factors, including poverty, structural racism, differ-
ential environmental and geographic exposures, availability of firearms, and 
availability and access issues related to critical health and social services, espe-
cially mental health [7–10].

 Evidence Basis

As the first and often the only healthcare providers to care for victims of firearm 
injury, emergency physicians are on the front line of the firearm injury epidemic. We 
also have a key role in prevention-based efforts, just as we do for other public and 
social health issues entering through our doors. Research focused on characterizing 
this public health problem and developing and instituting evidence-based preven-
tion practices has been limited during the past two decades, as a result of both fed-
eral restrictions on research funding and the politicization of this injury prevention 
topic [11, 12]. In fact, one systematic review of the literature examining clinically 
based screening and intervention practices found that few firearm-specific interven-
tions exist or have a strong evidence base [13]. Recent increases in public awareness 
have begun to renew interest in research, with emergency medicine as a leader in 
this field of science. The recent establishment of funded firearm research centers 
such as the Firearm Safety Among Children and Teens (FACTS) Consortium and 
the University of California Firearm Violence Research Center (UCFC), both led by 
emergency physicians, are stimulating novel evidence-based research for the field. 
Much of the initial work of these centers has been focused on cataloging the current 
state of the science [14–18] and developing consensus around the research needed 
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for the field [19, 20]. While much work remains to be done, consensus and a pre-
liminary evidence base exists on practical measures that emergency physicians can 
take today to enhance the safety of their patients and reduce the risk of firearm 
injury and deaths. The remainder of this chapter details current recommendations 
for preventing firearm injury and death, the evidence base behind them, and the role 
of emergency physicians in these efforts.

 Emergency Department and Beyond

 Bedside

As physicians, we are focused on the safety of our patients. Just as we talk about 
pool safety and car safety—and respect the rights of our patients to have pools and 
cars—our work in firearm injury prevention aims to reduce risks of harm and pro-
mote health. It is critical that we incorporate routine but culturally competent 
screening for firearm access among high-risk patients in the ED.  In general, an 
ED-based conversation about firearm access should be just one part of a larger dis-
cussion about health risks. Given the current cultural narrative about firearm owner-
ship, we must contextualize our questions about firearms.

To facilitate culturally competent questions about firearm injury risk, we suggest 
that physicians educate themselves on firearms and firearm safety. In one recent 
study, only 16% of EM physicians reported handling a firearm in the past year [21]. 
Although we are not encouraging physicians to change their firearm ownership 
practices, a basic familiarity with firearms and safe storage is encouraged, just as we 
have a basic familiarity with pools and car seats, whether or not we have used them.

Several excellent resources are available to fill this knowledge gap. For example, 
a brief overview of types of firearms, basic ammunition, firearm actions, parts of a 
firearm, types of gun locks, and ammunition storage options is available at the web-
page for the FACTS consortium [22]. Pilot programs providing hands-on training 
for physicians are also in development and may provide future widespread educa-
tion [23].

Inherent to all these potential interventions is the key concept that ED providers 
and staff are engaged in “Trauma-informed Care.” This approach is based on four 
pillars: knowledge of the effect of trauma on the psyche, recognition of signs of 
such trauma, avoiding further repeat trauma, and the development of appropriate 
policies and procedures [24].

We recommend specifically engaging patients from 5 high-risk groups in discus-
sions [25–27]. Specifically:

 1. Patients with suicidal ideation or who are otherwise at-risk for suicide: Research 
shows that 90% of people who attempt suicide with a gun die, whereas about 
10% of attempts by other methods result in death. Firearm access is one of the 
most well-established risk factors for death by suicide [28, 29]. Less than half of 
patients discharged from the ED with suicidal ideation are currently asked about 
firearm access, even when emergency physicians know the importance of such 
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questions [30, 31]. Current best practices for advising patients on access to fire-
arms and other lethal means of suicide, known as lethal means counseling, are 
available from the Suicide Prevention Resource Center [32] and the American 
College of Emergency Physicians [33–35]. Researchers are also working on 
developing validated technology-based tools for emergency physicians to talk to 
firearm-owning patients and parents in a culturally competent way. Critical to 
these discussions is respect for patients’ reasons for gun ownership, and an 
emphasis on the expected temporary nature of removing access to a firearm [36].

 2. Patients with a history of assault injury: Firearm homicide is a leading cause of 
death for youth (age 14–20) regardless of race or ethnicity, and violent injuries 
are responsible for greater than 600,000 adolescent ED visits per year [37]. EDs 
are a key contact point for violently injured youth at risk for repeat violence [38]. 
Such youth have low rates of school attendance [39–41] and primary care access 
[42–44]. In a longitudinal study of violently injured youth recruited from an ED 
setting, investigators found that within 2 years, 37% returned for a repeat violent 
injury, and 59% experienced firearm violence [38, 45–48]. Thus, selective 
screening and risk stratification is indicated for this high-risk population. Early 
prevention of firearm violence includes de-escalation of fighting with peers/part-
ners. SafERteens 2.0 is an evidence-based brief intervention to prevent youth 
violence for up to 1 year following the ED visit. It has been translated into rou-
tine ED clinical practice. It has been demonstrated to be cost-effective and has 
been noted by the CDC as a best practice in the CDC technical package for vio-
lence prevention [49, 50]. The SafERteens 2.0 website has resources for imple-
menting this program in an ED setting, including: 1) training manuals/videos to 
screen patients for a history of recent violence behaviors and conduct the brief 
intervention to reduce youth violence, either remotely by establishing a call cen-
ter or in-person by on-site staff; and 2) implementation support, including online 
screening questions and clinical therapy decision support for staff to use in real 
time [51]. The website includes resource brochures that can be adapted for var-
ied clinical settings and includes instructions to create an optional text message 
booster post-discharge.

ED providers may also consider implementing universal screening of high- 
risk youth for future firearm violence risk using the SaFETy score [52]. Although 
evidence is limited outside of urban youth in a single setting, this score is cur-
rently the only ED-based screening tool for future firearm violence risk [52]. 
This four-item questionnaire predicted firearm involvement over the subsequent 
2 years in a sample of youth that reported past-month marijuana use. Of note, the 
screen more accurately predicted future firearm violence than did the ED presen-
tation for an assault injury. This ED-based screen may be useful for stratifying 
hospital or community-based resources (Fig. 19.1).

 3. Patients reporting intimate partner violence (IPV): According to the well- 
validated Danger Assessment instrument, the abusive partner’s access to a fire-
arm is a leading predictor of risk of death [53–56]. All patients disclosing 
intimate partner violence should be screened for firearm access. Currently, best 
practice in response is to link a patient to standard domestic violence resources, 
such as social work, the National Domestic Violence Hotline, or a local shelter. 
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Leaving a relationship is also a strong predictor of homicide risk; presence of a 
firearm should also increase the importance of thoughtful, unhurried safety plan-
ning. In some states, the ED physician may be required to report the partner’s 
firearm access to the police [57].

 4. Children: The American Academy of Pediatrics recommends that firearm safe 
storage should be among standard anticipatory guidance topics. Given that 
firearm injury is the leading cause of death for teens, and that most teens who 
commit suicide do so with a family member’s gun, these discussions should 
continue into adolescence. These discussions are not always appropriate in the 
ED setting, but should be raised in the appropriate clinical contexts, such as 

S (Serious Fighting): In the past 6 months, including today, how often did
you get into a serious physical fight?

Never = 0 points
Once = 1 point
Twice = 1 point
3-5 Times = 1 point
6 or more times = 4 points

F (Friend Weapon Carrying): How many of your friends have carried a
knife, razor, or gun?

None = 0 points
Some = 0 points
Many, Most or All = 1 point

E (Community Environment): In the past 6 months, how often have you
heard guns being shot? 
Never = 0 points
Once or Twice = 0 points
A Few Times = 0 points
Many Times = 1 point

T (Firearm Threats): How often, in the past 6 months, including today, has
someone pulled a gun on you? 
Never = 0 points
Once = 3 points
Twice or More = 4 points

Firearm SaFETy Score Risk of Future Firearm Violence

0 18.2%

1-2 40.0%

3-5 55.8%

6-8 81.3%

9-10 100.0%

Fig. 19.1 Calculating the firearm injury SaFETy Score [52]
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among families with a depressed teen seeking ED treatment for suicidal ideation 
or attempt. More resources are available from the AAP’s ASK campaign [58]. 
An example of how to manage pitfalls in discussions with teens and parents is 
also available from FACTS online training for physicians [59].

 5. Patients with dementia: An increasing proportion of older Americans are suffer-
ing from cognitive decline and dementia. Data suggest that firearm access among 
these adults is similar to that among the general population (~30%) [60]. As 
dementia is known to be associated with a higher risk of both suicide and para-
noia, discussions about safer storage of firearms with caregivers of demented 
patients may be in order [61]. This is an area of active research.

A last note: limited resources or guidance is currently available for emergency 
physicians interacting with patients who are threatening or at risk of mass vio-
lence. In many states, “extreme risk protection orders” (ERPOs, otherwise 
known as “red flag laws”) can be activated by law enforcement officials or family 
members. Best practices for when and how ERPOs should be used are still in 
development, but current expert guidance suggests that, if a clinician is con-
cerned about a patient committing an act of mass violence, they should talk to 
local risk management and consider calling law enforcement or psychiatry for 
guidance.

 Hospital/Healthcare System

Emergency physicians have long been leaders in the field of injury prevention. Our 
role in developing and validating firearm injury prevention strategies should be 
equally significant.

Beyond the ED as a point of contact for prevention, the current standard of care 
for violently injured youth (i.e., wound care/same-day discharge) is increasingly 
recognized as inadequate [62], with broad agreement that hospitals and EDs are 
key settings for violence prevention [62, 63]. In response, numerous hospital-
based violence reduction programs [64–72] were developed for violently injured 
youth [67]. Such programs provide an array of services, including linkages to 
community services [73], peer mentorship by former gang members [64], and 
care management [65, 66]. Often these current programs focus on admitted youth, 
omitting the 84% of violently injured youth discharged directly from the ED [38]. 
Although promising for motivated patients, more study is needed to establish 
whether these programs are efficacious in reducing repeat violence, and to define 
key components, including optimal populations for intervention, the dose of inter-
vention needed, and the effective elements of such programs [74]. Further 
resources are available through the Health Alliance for Violence Intervention 
(HAVI) [75].

Emergency physicians can also lead the implementation of best practice screening 
and intervention programs for at-risk groups and can develop or promote educational 
efforts and community collaboration.
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 Societal Level

Emergency physicians can take numerous actions to change the epidemic of firearm 
injury on a societal level. We can collaborate with victims and at-risk groups; we 
can reframe the lay narrative that firearm injury prevention is about “gun control”; 
and we can advocate for a stronger scientific evidence base. Most importantly, we 
can share stories of how this epidemic affects individual patients and society.

As emergency physicians, we have a privileged view on the reality of firearm 
injury. Until recently, our experiences caring for victims of violence have been hid-
den or sanitized in the public arena. In 2019, the “#ThisIsOurLane” movement, led 
primarily by emergency physicians, elevated physicians’ voices and stories in shap-
ing public debate [76].

We can advocate for research funding and collection of more accurate epidemio-
logic data [77]. Federal funding for firearm injury prevention research is less than 
2% of what would be predicted based on the burden of mortality in the US [12], and 
the data collected by the CDC on non-fatal firearm injury lacks nuance and accuracy 
[78]. This shortfall directly led to the evidence gaps noted in the sections above, and 
leaves physicians creating best practices on suboptimal data that would not be 
accepted for the care of other diseases [79]. Thanks in part to physician advocacy, 
the CDC and NIH received $25 million in appropriations for firearm injury preven-
tion research in 2019. This amount, however, remains insufficient and will need to 
be augmented in future budget years.

In addition to individual advocacy, engagement with professional societies is 
important, as is paying attention to how those societies are aligning their efforts 
with stated goals around firearm violence prevention. Although no professional 
society is or should be focused around a single issue [80], ED physicians and other 
healthcare professionals can help our membership organizations more accurately 
reflect the state of the evidence.

We can cooperate with local law enforcement and government entities to define 
and disseminate best practices for healthcare providers. A key example of this work 
were the efforts by pediatricians and others to oppose the so-called “Docs versus 
Glocks” law in Florida which restricted physicians’ ability to discuss firearm access 
with patients [27, 81]. Another example is the collaboration between physicians and 
the Massachusetts Attorney General’s office to develop and disseminate legal guid-
ance on at-risk patients’ storage of firearms [82].

Finally, emergency physicians have demonstrated a capacity bridge divides and 
should continue to do so. Some of the most transformative work to prevent firearm 
injury has been conducted by physicians who are working with the firearm com-
munity, including gun shop owners, to improve screening and interventions, and to 
disseminate collaborative approaches like Forefront and the Gun Shop Project (both 
of which work with gun shop owners to reduce suicide risk) [83–85]. Others are 
creating new organizations, such as the American Foundation for Firearm Injury 
Reduction in Medicine, which purposefully unite different perspectives (gun own-
ers and non-gun-owners, rural and urban practitioners, nurses and physicians, etc.) 
to create innovative healthcare-based solutions to the firearm injury epidemic. 
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Within the field of social emergency medicine, we know the importance of social 
context, and we know that we have never fixed an epidemic by insisting on absti-
nence or purposefully diminishing the views of individuals most impacted by the 
public health problem. In the area of firearm injury prevention, we have an 
 opportunity to create true change through collaboration.

 Recommendations for Emergency Medicine Practice

 Basic

• Understand the perspective of trauma-informed care and use patient-centered 
language with attention to implicit bias in caring for victims of violence [24].

• Understand the perspective of firearm owners and approach discussions with 
respect and a desire for shared goal-setting [36].

• Build knowledge and skills on firearm types and parts and safe storage 
options [22].

• Ask at-risk patients (i.e., suicidal ideation, community violence, partner vio-
lence, dementia, parents) about firearm access.

• Know local policy and resources for lethal means restriction [25, 26].
• Build skills in asking and counseling patients on lethal means restriction [22, 59].

 Intermediate

• Work with local and national resources to develop programs for at-risk patients:
 – SafERteens 2.0 works to prevent youth from fighting with peers and dating 

partners and may aid in preventing escalation to firearm violence [51].
 – Consider implementation of national “Counseling on Access to Lethal Means” 

trainings [22, 59].
 – Consider SaFETy score for screening youth ages 14–24 for risk of peer or 

partner firearm violence in the next 2 years [52].
 – Consider wrap-around or hospital-based case management services, using 

Health Alliance for Violence Intervention resources as a model, recognizing 
the limited evidence-base for these programs and the need for further evalua-
tion [75].

• Work with state and federal legal teams:
 – To develop guidance for colleagues on what is permissible, and what is 

required, when taking care of a patient at risk of firearm injury [82, 86]
 – To develop resources for victims of crime.
 – To develop guidance on the use of Extreme Risk Protection Orders (so-called 

“red flag laws”), if available in your state.
• Collaborate with local victim-services and social-service organizations to 

develop support services for at-risk patients (e.g., domestic violence and suicide 
prevention hotlines; community-based violence prevention programs).

19 Firearm Injury Prevention in the Emergency Department



328

 Advanced

• Advocate for funding for evidence generation:
 – Research funding to inform evidence-based practices for the prevention of 

firearm injury and death.
 – Epidemiologic data on non-fatal firearm injury.
 – Evaluation of in-ED and community-based interventions.

• Be an active participant in professional societies’ and other national organiza-
tions’ firearm injury prevention efforts.

• Collaborate across the partisan divide to create a health-focused approach to 
firearm injury prevention.

 Teaching Case

Clinical Case

It is a busy single-coverage shift in one of your partner emergency departments, 
located on the periphery of your city. Your next patient, a 65-year-old man, pres-
ents with the chief complaint “family forced him to come in.” The triage nurse 
noted that “family says patient hasn’t been himself since his wife died last 
month.” Vital signs are all within normal limits. The patient is reportedly on few 
medications (metoprolol 25 mg daily, ASA 81 mg daily) and has no allergies. 
When you walk in the room, you note a man who is sitting dejectedly on the bed, 
with two younger family members next to him. You ask who they are, and they 
say that they are his daughter & son-in-law. When you ask the patient for history, 
he says “My family just won’t leave me alone. I don’t need to be here, I’m just 
sad. Wouldn’t you be?” He answers all other questions about the physical review 
of systems with a terse “no.” You examine him and find no acute abnormalities, 
other than his flat affect and slow movement. Before continuing, you get called 
overhead for a consultant returning your page. In your brain, you’re thinking 
“Hmm. I have to ask a few more questions about mental health, but he’s probably 
just grieving. I’ll put in some orders to rule out the bad stuff and then head back 
in there in a little bit.”

When you get off the phone with the consultant, you see the daughter standing 
nearby. She says “I’m really worried about my dad. Since my mom died, he’s barely 
eating. He won’t talk to us. The house is a mess. Can you please help him?” You ask 
if he’s threatened to hurt himself or others, and she says “He says he wish he could 
just die.” You explain that unless he meets the criteria for involuntary certification—
or he decides he wants help, himself—you can’t force care on him, and passive 
suicidal ideation alone is insufficient to support involuntary certification.

You go back into the room, and ask the family to step out. Bringing a stool in 
with you, you look the patient in the eye. “Listen, I know you’re upset about your 
wife’s death. That’s normal. But your family is worried about you. I need to ask you 
a few more questions.” He nods in assent. You start through your assessment: “How 
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much have you been drinking? Have you used any drugs? Do you see things that 
aren’t there, or hear voices that others don’t hear?” He shakes his head no. You 
continue: “I’ve got to ask, have you had any thoughts about hurting yourself?” Here, 
he nods his head yes, and you gently say: “Tell me more. Have you ever tried any-
thing? Do you have a plan for what you would do?” He shakes his head no. “OK, I 
have a few more questions just to help keep you safe: Do you have a firearm at 
home?” He nods yes, and starts to quietly cry. “What has stopped you?” you ask.

“My kids and grandkids,” he says. “They wouldn’t be able to handle it if they lost 
me, too.”

Being at your community affiliate, you are able to use telehealth to complete the 
mental health assessment. You and the on-call mental health specialist are able to 
determine that the patient is the moderate risk: he has a number of strong protective 
factors, but also a number of strong risk factors. He does not want to be hospitalized. 
He doesn’t meet the criteria for an involuntary hold, but he agrees to stay at his 
daughter’s house for the next couple weeks, and to see a psychiatrist at your crisis 
stabilization unit the next day.

But you are still worried about his firearm access. You look up your state’s laws 
and see that it is legal for his son-in-law to store your patient’s gun at his gun range 
until the patient is doing better. You are relieved that you asked those few extra ques-
tions to get at your patient’s true risk for gun injury.

Teaching Points
 1. All suicidal patients should be asked about firearm access as part of the standard 

mental health assessment.
 2. Just as with any health risk behavior, most patients will accept discussing firearm 

injury risk factors, but it is important to have this discussion in a respectful man-
ner. This is best supported by having some familiarity with firearms and indi-
viduals’ motivations for firearm ownership.

Discussion Questions
 1. What barriers do you expect in putting these screening and counseling tech-

niques into practice?
 2. What resources would be helpful to you and your colleagues in reducing these 

barriers?
 3. What needs to change in our society to facilitate attention to firearm injury 

prevention?

References

 1. Grinshteyn E, Hemenway D. Violent death rates in the US compared to those 
of the other high-income countries, 2015. Preventive Medicine. 2019;123:20–6. 
https://doi.org/10.1016/j.ypmed.2019.02.026. https://www.sciencedirect.com/science/article/
abs/pii/S0091743519300659?via%3Dihub

 2. Centers for Disease Control and Prevention, National Center for Health Statistics [database 
on the Internet]. Compressed mortality file, 1999–2017. 2019. Available from: https://wonder.
cdc.gov/cmf-icd10.html. Accessed 29 Apr 2019.

19 Firearm Injury Prevention in the Emergency Department

https://doi.org/10.1016/j.ypmed.2019.02.026
https://www.sciencedirect.com/science/article/abs/pii/S0091743519300659?via=ihub
https://www.sciencedirect.com/science/article/abs/pii/S0091743519300659?via=ihub
https://wonder.cdc.gov/cmf-icd10.html
https://wonder.cdc.gov/cmf-icd10.html


330

 3. Active Shooter Incidents in the United States in 2016 and 2017. Washington, D.C.: Federal 
Bureau of Investigation, U.S. Department of Justice; 2018.

 4. Blair JP, Schweit KW. A study of active shooter incidents in the United States between 2000 
and 2013. Washington, D.C.: Texas State University and Federal Bureau of Investigation, 
U.S. Department of Justice; 2014.

 5. Centers for Disease Control and Prevention, National Center for Injury Prevention and Control. 
Web-based Injury Statistics Query and Reporting System (WISQARS). 2016. http://www.cdc.
gov/injury/wisqars/. Accessed 29 Apr 2019.

 6. Petrosky E, Blair JM, Betz CJ, Fowler KA, Jack SP, Lyons BH.  Racial and ethnic differ-
ences in homicides of adult women and the role of intimate partner violence—United States, 
2003–2014. MMWR Morb Mortal Wkly Rep. 2017;66(28):741.

 7. Sarche M, Spicer P. Poverty and health disparities for American Indian and Alaska Native chil-
dren: current knowledge and future prospects. Ann N Y Acad Sci. 2008;1136:126–36. https://
doi.org/10.1196/annals.1425.017.

 8. Williams DR, Wyatt R. Racial bias in health care and health: challenges and opportunities. 
JAMA. 2015;314(6):555–6. https://doi.org/10.1001/jama.2015.9260.

 9. Cubbin C, LeClere FB, Smith GS. Socioeconomic status and injury mortality: individual and 
neighbourhood determinants. J Epidemiol Community Health. 2000;54(7):517–24.

 10. Cubbin C, LeClere FB, Smith GS. Socioeconomic status and the occurrence of fatal and non-
fatal injury in the United States. Am J Public Health. 2000;90(1):70.

 11. Carter PM, Cunningham RM.  Adequate funding for injury prevention research is the next 
critical step to reduce morbidity and mortality from firearm injuries. Acad Emerg Med. 
2016;23(8):952–5. https://doi.org/10.1111/acem.12982.

 12. Stark DE, Shah NH. Funding and publication of research on gun violence and other leading 
causes of death. JAMA. 2017;317(1):84–5. https://doi.org/10.1001/jama.2016.16215.

 13. Roszko PJ, Ameli J, Carter PM, Cunningham RM, Ranney ML.  Clinician attitudes, 
screening practices, and interventions to reduce firearm-related injury. Epidemiol Rev. 
2016;38(1):87–110. https://doi.org/10.1093/epirev/mxv005.

 14. Oliphant S, Mouch C, Rowhani-Rahbar A, Hargarten S, Jay J, Hemenway D et al. A scoping 
review of patterns, motives, and risk and protective factors for adolescent firearm carriage.  
J Behav Med. 2019;42(4):763–10. https://doi.org/10.1007/s10865-019-00048-x.

 15. Ngo Q, Sigel E, Moon A, Stein S, Massey L, Rivara F et al. State of the science: a scoping 
review of primary prevention of firearm injuries among children and adolescents. J Behav 
Med. 2019;42(4):811–29. https://doi.org/10.1007/s10865-019-00043-2.

 16. Schmidt C, Rupp L, Pizarro J, Lee D, Branas C, Zimmerman M. Risk and protective fac-
tors related to youth firearm victimization, perpetration, and suicide: a scoping review and 
directions for future research. J Behav Med. 2019;42(4):706–23. https://doi.org/10.1007/
s10865-019-00076-7.

 17. Ranney M, Karb R, Ehrlich P, Bromwich K, Cunningham R, Beidas R. What are the long-term 
consequences of youth exposure to firearm injury, and how do we prevent them? A scoping 
review. J Behav Med. 2019;42(4):724–40. https://doi.org/10.1007/s10865-019-00035-2.

 18. Zeoli A, Goldstick J, Mauri A, Wallin M, Goyal M, Cunningham R. The association of firearm 
laws with firearm outcomes among children and adolescents: a scoping review. J Behav Med. 
2019;42(4):741–62. https://doi.org/10.1007/s10865-019-00063-y.

 19. Ranney ML, Fletcher J, Alter H, Barsotti C, Bebarta VS, Betz ME, et  al. A consensus- 
driven agenda for emergency medicine firearm injury prevention research. Ann Emerg Med. 
2017;69(2):227–40. https://doi.org/10.1016/j.annemergmed.2016.08.454.

 20. Cunningham RM, Carter PM, Ranney ML, Walton M, Zeoli AM, Alpern ER, et al. Prevention 
of Firearm Injuries Among Children and Adolescents: Consensus-Driven Research Agenda 
from the Firearm Safety Among Children and Teens (FACTS) Consortium. JAMA Pediatrics. 
2019;173(8):780–9. https://doi.org/10.1001/jamapediatrics.2019.1494.

 21. Ketterer AR, Ray K, Grossestreuer A, Dubosh N, Ullman E, Pirotte M. Emergency physicians' 
familiarity with the safe handling of firearms. West J Emerg Med. 2019;20(1):170–6. https://
doi.org/10.5811/westjem.2018.11.39822.

M. L. Ranney et al.

http://www.cdc.gov/injury/wisqars/
http://www.cdc.gov/injury/wisqars/
https://doi.org/10.1196/annals.1425.017
https://doi.org/10.1196/annals.1425.017
https://doi.org/10.1001/jama.2015.9260
https://doi.org/10.1111/acem.12982
https://doi.org/10.1001/jama.2016.16215
https://doi.org/10.1093/epirev/mxv005
https://doi.org/10.1007/s10865-019-00048-x
https://doi.org/10.1007/s10865-019-00043-2
https://doi.org/10.1007/s10865-019-00076-7
https://doi.org/10.1007/s10865-019-00076-7
https://doi.org/10.1007/s10865-019-00035-2
https://doi.org/10.1007/s10865-019-00063-y
https://doi.org/10.1016/j.annemergmed.2016.08.454
https://doi.org/10.1001/jamapediatrics.2019.1494
https://doi.org/10.5811/westjem.2018.11.39822
https://doi.org/10.5811/westjem.2018.11.39822


331

 22. Firearm Safety Among Children and Teens. Safe Storage Video. 2018. https://www.youtube.
com/watch?v=tExYuQKaFec&feature=youtu.be. Accessed 29 Apr 2019.

 23. Betz ME, Bebarta VS, DeWispelaere W, Barrett W, Victoroff M, Williamson K, et al. Emergency 
physicians and firearms: effects of hands-on training. Ann Emerg Med. 2019;73(2):210–1. 
https://doi.org/10.1016/j.annemergmed.2018.11.034.

 24. Fischer KR, Bakes KM, Corbin TJ, Fein JA, Harris EJ, James TL, et  al. Trauma-informed 
care for violently injured patients in the emergency department. Ann Emerg Med. 
2019;73(2):193–202. https://doi.org/10.1016/j.annemergmed.2018.10.018.

 25. The physician’s role in promoting firearm safety. American Medical Association; 2018. https://
edhub.ama-assn.org/provider-referrer/5823. Accessed 29 Apr 2019.

 26. What You Can Do. UC Davis Health; 2019. https://health.ucdavis.edu/what-you-can-do/. 
Accessed 29 Apr 2019.

 27. Wintemute GJ, Betz ME, Ranney ML. Yes, you can: physicians, patients, and firearms. Ann 
Intern Med. 2016;165(3):205–13. https://doi.org/10.7326/M15-2905.

 28. Miller M, Barber C, White RA, Azrael D. Firearms and suicide in the United States: is risk 
independent of underlying suicidal behavior? Am J Epidemiol. 2013;178(6):946–55. https://
doi.org/10.1093/aje/kwt197.

 29. Miller M, Azrael D, Hemenway D.  Household firearm ownership and suicide rates 
in the United States. Epidemiology. 2002;13(5):517–24. https://doi.org/10.1097/01.
EDE.0000023967.88203.AE.

 30. Betz ME, Miller M, Barber C, Miller I, Sullivan AF, Camargo CA Jr, et  al. Lethal means 
restriction for suicide prevention: beliefs and behaviors of emergency department providers. 
Depress Anxiety. 2013;30(10):1013–20. https://doi.org/10.1002/da.22075.

 31. Betz ME, Barber CW, Miller M. Firearm restriction as suicide prevention: variation in belief 
and practice among providers in an urban emergency department. Inj Prev. 2010;16(4):278–81. 
https://doi.org/10.1136/ip.2009.025296.

 32. Suicide Prevention Resource Center. CALM: counseling on access to lethal means. 2018. 
https://www.sprc.org/resources-programs/calm-counseling-access-lethal-means. Accessed 29 
Apr 2019.

 33. American College of Emergency Physicians. iCAR2E: a tool for managing suicidal patients in 
the ED. 2018. https://www.acep.org/patient-care/iCar2e/. Accessed 29 Apr 2019.

 34. Office of the Surgeon General, National Action Alliance for Suicide Prevention. 2012 National 
strategy for suicide prevention: goals and objectives for action: a report of the US Surgeon 
General and of the National Action Alliance for Suicide Prevention. 2012.

 35. Capoccia L, Labre M. Caring for adult patients with suicide risk: a consensus based guide for 
emergency departments. Waltham: Education Development Center, Inc, Suicide Prevention 
Resource Center; 2015.

 36. Betz ME, Wintemute GJ. Physician counseling on firearm safety: a new kind of cultural com-
petence. JAMA. 2015;314(5):449–50. https://doi.org/10.1001/jama.2015.7055.

 37. Centers for Disease Control and Prevention. Web-based injury statistics query and reporting 
system. Atlanta: Centers for Disease Control and Prevention; 2017. http://www.cdc.gov/injury. 
Accessed 10 Mar 2017.

 38. Cunningham RM, Ranney M, Newton M, Woodhull W, Zimmerman M, Walton 
MA. Characteristics of youth seeking emergency care for assault injuries. Pediatrics. 
2014;133(1):e96–e105. https://doi.org/10.1542/peds.2013-1864.

 39. Chatterji P.  Illicit drug use and educational attainment. Health Econ. 2006;15(5):489–511. 
https://doi.org/10.1002/hec.1085.

 40. Ellickson P, Bui K, Bell R, McGuigan KA. Does early drug use increase the risk of dropping 
out of high school? J Drug Issues. 1998;28(2):357–80.

 41. Bray JW, Zarkin GA, Ringwalt C, Qi JF. The relationship between marijuana initiation and drop-
ping out of high school. Health Econ. 2000;9(1):9–18. https://doi.org/10.1002/(Sici)1099-1050
(200001)9:13.0.Co;2-Z.

 42. Pitts SR, Niska RW, Xu J. National Hospital Ambulatory Medical Care Survey: 2006 emer-
gency department summary. Hyattsville: National Center for Health Statistics; 2008.

19 Firearm Injury Prevention in the Emergency Department

https://www.youtube.com/watch?v=tExYuQKaFec&feature=youtu.be
https://www.youtube.com/watch?v=tExYuQKaFec&feature=youtu.be
https://doi.org/10.1016/j.annemergmed.2018.11.034
https://doi.org/10.1016/j.annemergmed.2018.10.018
https://edhub.ama-assn.org/provider-referrer/5823
https://edhub.ama-assn.org/provider-referrer/5823
https://health.ucdavis.edu/what-you-can-do/
https://doi.org/10.7326/M15-2905
https://doi.org/10.1093/aje/kwt197
https://doi.org/10.1093/aje/kwt197
https://doi.org/10.1097/01.EDE.0000023967.88203.AE
https://doi.org/10.1097/01.EDE.0000023967.88203.AE
https://doi.org/10.1002/da.22075
https://doi.org/10.1136/ip.2009.025296
https://www.sprc.org/resources-programs/calm-counseling-access-lethal-means
https://www.acep.org/patient-care/iCar2e/
https://doi.org/10.1001/jama.2015.7055
http://www.cdc.gov/injury
https://doi.org/10.1542/peds.2013-1864
https://doi.org/10.1002/hec.1085
https://doi.org/10.1002/(Sici)1099-1050(200001)9:13.0.Co;2-Z
https://doi.org/10.1002/(Sici)1099-1050(200001)9:13.0.Co;2-Z


332

 43. Grove DD, Lazebnik R, Petrack EM. Urban emergency department utilization by adolescents. 
Clin Pediatr (Phila). 2000;39(8):479–83.

 44. McCormick MC, Stoto MA. HIV screening. Pediatrics. 2000;105(6):1375.
 45. Carter PM, Walton MA, Roehler DR, Goldstick J, Zimmerman MA, Blow FC, et al. Firearm 

violence among high-risk emergency department youth after an assault injury. Pediatrics. 
2015;135(5):805–15.

 46. Cunningham RM, Carter PM, Ranney M, Zimmerman MA, Blow FC, Booth BM, et al. Violent 
reinjury and mortality among youth seeking emergency department care for assault-related 
injury. JAMA Pediatr. 2015;169(1):63. https://doi.org/10.1001/jamapediatrics.2014.1900.

 47. Carter PM, Dora-Laskey A, Heinze J, Walton MA, Zimmerman MA, Cunningham 
RM. Longitudinal predictors of arrest among assault injured youth seeking ED care: results 
from the Flint youth injury study. Ann Emerg Med. Under Review.

 48. Bohnert KM, Walton MA, Ranney M, Bonar EE, Blow FC, Zimmerman MA, et  al. 
Understanding the service needs of assault-injured, drug-using youth presenting for care in an 
urban emergency department. Addict Behav. 2015;41:97–105.

 49. Centers for Disease Control and Prevention, National Center for Injury Prevention and 
Control. Violence prevention in practice: hospital-community partnerships. Atlanta. https://
vetoviolence.cdc.gov/apps/violence-prevention-practice/node/146#!/. Accessed 29 Apr 2019.

 50. Sharp AL, Prosser LA, Walton M, Blow FC, Chermack ST, Zimmerman MA, et al. Cost anal-
ysis of youth violence prevention. Pediatrics. 2014;133(3):448–53. https://doi.org/10.1542/
peds.2013-1615.

 51. The University of Michigan. SafERteens 2.0. 2018. https://www.saferteens.org/home/. 
Accessed 29 Apr 2019.

 52. Goldstick JE, Carter PM, Walton MA, Dahlberg LL, Sumner SA, Zimmerman MA, et  al. 
Development of the SaFETy score: a clinical screening tool for predicting future firearm vio-
lence risk. Ann Intern Med. 2017; https://doi.org/10.7326/M16-1927.

 53. Campbell JC, Webster D, Koziol-McLain J, Block C, Campbell D, Curry MA, et al. Risk fac-
tors for Femicide in abusive relationships: results from a multisite case control study. Am J 
Public Health. 2003;93(7):1089–97. https://doi.org/10.2105/ajph.93.7.1089.

 54. Wintemute GJ, Wright MA, Drake CM. Increased risk of intimate partner homicide among 
California women who purchase handguns. Ann Emerg Med. 2003;41(2):281–3.

 55. Snider C, Webster D, O'Sullivan CS, Campbell J. Intimate partner violence: development of a 
brief risk assessment for the emergency department. Acad Emerg Med. 2009;16(11):1208–16. 
https://doi.org/10.1111/j.1553-2712.2009.00457.x. ACEM457 [pii].

 56. Campbell JC, Webster DW, Glass N.  The danger assessment: validation of a lethality risk 
assessment instrument for intimate partner femicide. J Interpers Violence. 2009;24(4):653–74. 
https://doi.org/10.1177/0886260508317180.

 57. Vigdor ER, Mercy JA. Do laws restricting access to firearms by domestic violence offend-
ers prevent intimate partner homicide? Eval Rev. 2006;30(3):313–46. https://doi.org/10.117
7/0193841X06287307.

 58. Firearm Safety Among Children and Teens. Parent handout on safe storage. https://www.icpsr.
umich.edu/icpsrweb/content/facts/factsheets.html. Accessed 30 Apr 2019.

 59. Firearm Safety Among Children and Teens. Counseling video public. 2018. https://youtu.
be/F_kFTsYu2pY. Accessed 29 Apr 2019.

 60. Morgan ER, Gomez A, Rivara FP, Rowhani-Rahbar A. Household firearm ownership and stor-
age, suicide risk factors, and memory loss among older adults: results from a statewide survey. 
2019. 171(3):220–222. https://doi.org/10.7326/M18-3698.

 61. Betz ME, McCourt AD, Vernick JS, Ranney ML, Maust DT, Wintemute GJ. Firearms and 
dementia: clinical considerations firearms and dementia. Ann Intern Med. 2018;169(1):47–9. 
https://doi.org/10.7326/M18-0140.

M. L. Ranney et al.

https://doi.org/10.1001/jamapediatrics.2014.1900
https://vetoviolence.cdc.gov/apps/violence-prevention-practice/node/146#!/
https://vetoviolence.cdc.gov/apps/violence-prevention-practice/node/146#!/
https://doi.org/10.1542/peds.2013-1615
https://doi.org/10.1542/peds.2013-1615
https://www.saferteens.org/home/
https://doi.org/10.7326/M16-1927
https://doi.org/10.2105/ajph.93.7.1089
https://doi.org/10.1111/j.1553-2712.2009.00457.x
https://doi.org/10.1177/0886260508317180
https://doi.org/10.1177/0193841X06287307
https://doi.org/10.1177/0193841X06287307
https://www.icpsr.umich.edu/icpsrweb/content/facts/factsheets.html
https://www.icpsr.umich.edu/icpsrweb/content/facts/factsheets.html
https://youtu.be/F_kFTsYu2pY
https://youtu.be/F_kFTsYu2pY
https://doi.org/10.7326/M18-3698
https://doi.org/10.7326/M18-0140


333

 62. Cunningham R, Knox L, Fein J, Harrison S, Frisch K, Walton M, et al. Before and after the trauma 
bay: the prevention of violent injury among youth. Ann Emerg Med. 2009;53(4):490–500. 
https://doi.org/10.1016/j.annemergmed.2008.11.014. S0196-0644(08)02019-2 [pii]

 63. National Institutes of Health. Statement: Preventing violence and related health-risking social 
behaviors in adolescents. An NIH state-of-the-science conference; 13–15 October 2004.

 64. Becker MG, Hall JS, Ursic CM, Jain S, Calhoun D. Caught in the crossfire: the effects of a 
peer- based intervention program for violently injured youth. J Adolesc Health. 2004;34(3): 
177–83.

 65. Cooper C, Eslinger DM, Stolley PD. Hospital-based violence intervention programs work. J 
Trauma. 2006;61(3):534–7; discussion 7–40. 00005373-200609000-00002 [pii]. https://doi.
org/10.1097/01.ta.0000236576.81860.8c.

 66. Cheng TL, Wright JL, Markakis D, Copeland-Linder N, Menvielle E. Randomized trial of a 
case management program for assault-injured youth. Ped Emerg Care. 2008;24(3):130–6.

 67. Karraker N, Cunningham RM, Becker MG, Fein JA, Knox LM. Violence is preventable: a 
best practices guide for launching & sustaining a hospital-based program to break the cycle of 
violence. 2011.

 68. Dicker R, editor. Violence prevention for trauma centers: a feasible start [Poster 2901]. Denver: 
Injury and Violence in America; 2005.

 69. De Vos E, Stone DA, Goetz MA, Dahlberg LL. Evaluation of a hospital-based youth violence 
intervention. Am J Prev Med. 1996;12(5 Suppl):101–8.

 70. Zun LS, Downey L, Rosen J. The effectiveness of an ED-based violence prevention program. 
Am J Emerg Med. 2006;24(1):8–13.

 71. Cheng TL, Haynie D, Brenner R, Wright JL, Chung SE, Simons-Morton B. Effectiveness of 
a mentor-implemented, violence prevention intervention for assault-injured youths presenting 
to the emergency department: results of a randomized trial. Pediatrics. 2008;122(5):938–46. 
https://doi.org/10.1542/peds.2007-2096.

 72. Fein JA, Mollen CJ, Greene MB. The assault-injured youth and the emergency medical sys-
tem: what can we do? Clin PediatrEmerg Med. 2013;14(1):47–55.

 73. Zun LS, Downey LV, Rosen J. Violence prevention in the ED: linkage of the ED to a social 
service agency. Am J Emerg Med. 2003;21(6):454–7.

 74. Affinati S, Patton D, Hansen L, Ranney M, Christmas AB, Violano P, et al. Hospital-based vio-
lence intervention programs targeting adult populations: an Eastern Association for the Surgery 
of Trauma evidence-based review. Trauma Surg Acute Care Open. 2016;1(1):e000024. https://
doi.org/10.1136/tsaco-2016-000024.

 75. National Network of Hospital-Based Violence Intervention Programs (NNHVIP). 2019. 
https://nnhvip.org/. Accessed 29 Apr 2019.

 76. Ranney ML, Betz ME, Dark C. #ThisIsOurLane — firearm safety as health care’s highway. N 
Engl J Med. 2018;380(5):405–7. https://doi.org/10.1056/NEJMp1815462.

 77. Betz ME, Ranney ML, Wintemute GJ. Frozen funding on firearm research: “doing nothing 
is no longer an acceptable solution”. Western J Emerg Med. 2016;17(1):91–3. https://doi.
org/10.5811/westjem.2016.1.29767.

 78. Campbell S, Nass D, Nguyen M. The CDC says gun injuries are on the rise. But there are big 
problems with its data. The trace 2018.

 79. Taichman D, Bornstein SS, Laine C. Firearm injury prevention: AFFIRMing that doctors are 
in our lane. Ann Intern Med. 2018;169(12):885–6. https://doi.org/10.7326/M18-3207.

 80. Cunningham RM, Zimmerman MA, Carter PM.  Money, politics, and firearm safety: phy-
sician political action committees in the era of “This is Our Lane”. JAMA Network Open. 
2019;2(2):e187823. https://doi.org/10.1001/jamanetworkopen.2018.7823.

 81. Betz ME, Ranney ML, Wintemute GJ. Physicians, patients, and firearms: the courts say “yes”. 
Ann Intern Med. 2017;166(10):745–6. https://doi.org/10.7326/M17-0489.

19 Firearm Injury Prevention in the Emergency Department

https://doi.org/10.1016/j.annemergmed.2008.11.014
https://doi.org/10.1097/01.ta.0000236576.81860.8c
https://doi.org/10.1097/01.ta.0000236576.81860.8c
https://doi.org/10.1542/peds.2007-2096
https://doi.org/10.1136/tsaco-2016-000024
https://doi.org/10.1136/tsaco-2016-000024
https://nnhvip.org/
https://doi.org/10.1056/NEJMp1815462
https://doi.org/10.5811/westjem.2016.1.29767
https://doi.org/10.5811/westjem.2016.1.29767
https://doi.org/10.7326/M18-3207
https://doi.org/10.1001/jamanetworkopen.2018.7823
https://doi.org/10.7326/M17-0489


334

 82. Commonwealth of Massachusetts. Resources for talking to patients about gun safety. 2019. 
https://www.mass.gov/lists/resources-for-talking-to-patients-about-gun-safety.

 83. University of Washington. Forefront suicide prevention. http://www.intheforefront.org/. 
Accessed 29 Apr 2019.

 84. Suicide Prevention Resource Center. Common ground: reducing gun access. 2016. https://
www.sprc.org/video/reducing-access-to-means. Accessed 29 Apr 2019.

 85. Vriniotis M, Barber C, Frank E, Demicco R, the New Hampshire Firearm Safety C. A sui-
cide prevention campaign for firearm dealers in New Hampshire. Suicide Life Threat Behav. 
2015;45(2):157–63. https://doi.org/10.1111/sltb.12123.

 86. Massachusetts Medical Society. Firearm violence resources: talking to patients about  
gun safety. 2018. http://www.massmed.org/Patient-Care/Health-Topics/Firearm-Violence-
Resources/#.XMd8VOhKhdo. Accessed 30 Apr 2019.

M. L. Ranney et al.

https://www.mass.gov/lists/resources-for-talking-to-patients-about-gun-safety
http://www.intheforefront.org/
https://www.sprc.org/video/reducing-access-to-means
https://www.sprc.org/video/reducing-access-to-means
https://doi.org/10.1111/sltb.12123
http://www.massmed.org/Patient-Care/Health-Topics/Firearm-Violence-Resources/#.XMd8VOhKhdo
http://www.massmed.org/Patient-Care/Health-Topics/Firearm-Violence-Resources/#.XMd8VOhKhdo


335© Springer Nature Switzerland AG 2021
H. J. Alter et al. (eds.), Social Emergency Medicine, 
https://doi.org/10.1007/978-3-030-65672-0_20

Incarceration: The Intersection 
of Emergency Medicine and the Criminal 
Justice System

Susi Vassallo

Key Points
• The public is required to provide health care for prisoners who by reason of their 

loss of liberty cannot themselves access such care.
• The US Constitution makes health care a right for prisoners, although standards 

of care in prisons can be difficult to enforce.
• Emergency medicine providers are not agents of the state, corrections officials, 

or police. While respecting security concerns and safety, the emergency medi-
cine provider’s loyalty is to the patient.

 Foundations

 Background

Prisons, jails, and detention centers are examples of spaces designed to incarcerate 
or deprive individuals of liberty based on existing law. Detention centers are most 
often established in jails and prisons. The term “correctional” facilities stems from 
the idea that these facilities are not only for the purpose of punishment, but also for 
rehabilitation.

There are 1,465,200 inmates in the prison population in the US, a 1.6% decline 
from 2017 to the end of 2018. County and city jails held an additional 738,400 
inmates nationwide at midyear in 2018, with an average inmate length of stay of 
25 days [1]. The number of people passing through jails in 2018 was 10.7 million, 
a decline of 21% since 2008. However, this decrease is within the context of a 500% 
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increase in incarceration over the last 40 years. The United States is the world leader 
of incarceration [2]. The Black imprisonment rate has fallen 21% since 2006, yet 
people of color remain disproportionately represented in the prison system [3]: 
Black and Latinx individuals comprise approximately 28% of the US population in 
2017 but accounted for 56% of incarcerated people [2]. Recent criminal justice 
reforms have resulted in further decreases in the numbers of incarcerated individu-
als [3]. In addition, during the COVID-19 pandemic some nonviolent inmates have 
been released as a means to decrease jail crowding and lessen the danger of viral 
contagion to staff, inmates, and the community, although these policies are incon-
sistent and have not been adequate to prevent severe outbreaks and mortality in 
prisons [4].

Jails hold individuals pre-conviction and those unable to post bond, as well as 
individuals who have been sentenced to less than 1 year. In general, city or county 
governmental authorities administer jails. Prisons are administered by state or fed-
eral entities and hold individuals sentenced to more than 1  year. Crowding and 
transfers result in movement among correctional facilities. This matters to emer-
gency medicine providers because often, diagnostic workups and treatment plans do 
not follow patients from one facility to another. This means that many diseases and 
conditions go undiagnosed, or un- or under-treated for long periods. In view of these 
systemic weaknesses in the criminal justice system, an emergency medicine pro-
vider will often choose to expedite a patient’s care, admitting patients for needed 
workups that may not be completed even if recommended at the time of discharge. 
There is no outpatient safety net for prisoners or guarantee that the correctional 
facility personnel will have the resources or personnel for whatever aftercare is 
recommended by the emergency department.

Prisoners have a Constitutional right to health care. In 1976, in the case of Estelle 
v. Gamble in the US Supreme Court, a prisoner in a Texas state prison filed a civil 
rights action against prison officials and the chief medical officer [5]. In Estelle, the 
Supreme Court ruled that deliberate indifference to a prisoner’s serious medical 
needs was cruel and unusual punishment under the Eighth Amendment of the 
Constitution. The Eighth Amendment provides “excessive bail shall not be required, 
nor excessive fines imposed, nor cruel and unusual punishments inflicted.” This 
amendment has been interpreted by the courts to embody “broad and idealistic con-
cepts of dignity, civilized standards, humanity, and decency” [6]. Unlike the com-
mon emergency medicine meaning of the word serious, a medical, psychiatric, or 
dental condition does not need to be life or limb threatening to be serious. Under the 
amendment, a serious medical condition is one diagnosed by a physician as mandat-
ing treatment or is so obvious that even a layperson would easily recognize the 
necessity for a doctor’s attention. Conditions are serious if they cause pain, discom-
fort, or a threat to good health.

Denial or unreasonably delayed access to care, the failure to administer treat-
ment prescribed by a physician, and the denial of a professional medical opinion are 
actionable under the Eighth Amendment and Fourteenth amendments of the 
US Constitution [7]. The patient has a right to professional, timely access to care 
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ordered by a clinician. The Supreme Court, in Farmer v Brennan (Farmer v. 
Brennan 511 US 825 (1994)) clarified Estelle (Estelle v. Gamble 429 US 97 (1976)) 
[5, 8]. According to this decision, prison officials are liable when they know of a 
substantial risk of serious harm but fail to take reasonable steps to abate that risk. 
For example, if a prison doctor knows a patient has insulin-dependent diabetes and 
fails to prescribe insulin, this would be judged to put the patient at substantial risk 
of serious harm. Substantial means measurable or statistically significant. Holding 
prisoners in cells with a high heat index, for example, puts prisoners at substantial 
risk of serious harm [9] and violates the Constitution (Ball v. LeBlanc No 14-30067 
(5th Cir. 2015)) [10].

Though prisoners have legal rights and protections, prisoners are not free to exer-
cise these rights at will. For example, access to health care is dependent on the “sick 
call” system in place at a given facility. The prisoner must request health care either 
verbally or in writing. The written request is picked up from the cell side by either 
medical or security staff. The frequency of the gathering of these sick call requests 
(called “kites”) differs in each correctional system but is usually once or twice daily. 
The level of training of the medical staff member who responds to the sick call 
request differs throughout the correctional system. Symptomatic treatment by 
licensed practical nurses is common, yet making a diagnosis is outside the scope of 
nursing practice. Treating only symptoms without a diagnosis can lead to serious 
complications for some patients. Sometimes staff may consider the patient’s com-
plaint a ruse to get a trip out of prison or believe the patient is complaining for other 
secondary gain [11]. Patients may present to prison sick call repeatedly for the same 
complaint and be treated only for their symptoms, without addressing their underly-
ing disease process.

Another obstacle to care is the reporting structure. Rather than reporting to a 
health authority that is separate from security staff, medical staff is required to 
report to the warden on medical matters [12, 13]. The warden is almost never a 
medical professional and may have motivations or competing interests that 
result in failing to address gaps in medical care generally or for specific prison-
ers. There may be budgetary gaps or competing needs, such as the need to use 
prison transport vans for transportation needs other than outside appointments. 
The public is largely unaware of the everyday living conditions of confinement 
and the adequacy of medical care for prisoners [14]. Most recently, the 
COVID-19 pandemic has highlighted that correctional facilities are hot spots 
for the spread of the virus to correctional officers, inmates, and the surrounding 
communities [15].

Medical staffing of correctional facilities is difficult as the prestige and ben-
efits are generally lower than medical jobs based in the community. Some staff 
are demoralized by staffing shortages and work conditions. There are few oppor-
tunities for continuing medical education or advancement. Staff may be disheart-
ened by their inability to deliver a consistently high caliber of care due to resource 
limitations. In correctional facilities, security takes precedence over medical 
care, sometimes putting security personnel at odds with the mission of medical 
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staff [12]. Prisoners may not appear for medical appointments if they are locked 
down or there is no one to escort the prisoner to the clinic. Emergency providers 
do not know and cannot anticipate how follow-up care at the facility will pro-
ceed [16].

 Evidence Basis

Each year 11.5 million prisoners are released from prisons and jails in America. 
Ninety-five percent of prisoners in state prisons will eventually be released. 
Prisoners have disproportionally high rates of infectious diseases, cardiovascular 
disease, asthma, tuberculosis, and mental health diagnoses compared with the 
nation as a whole [7, 17–19]. The stark racial disparities in the current American 
system of mass incarceration exacerbate existing racial health disparities that are 
already present in the non-incarcerated population [3, 20]. When correctional facili-
ties or emergency medicine providers deliver substandard care, both the prisoner 
and the public can be impacted by the consequences. As an example, approximately 
1.3 to 1.4 million prisoners infected with hepatitis C were released from prison in 
1996 [17]. In July of 2020, a massive COVID-19 outbreak in the San Quentin prison 
in California resulted in many hospitalizations and also a need to provide testing for 
correctional officers via the emergency department due to a lack of preparedness 
and testing capacity on behalf of the prison system [21]. In addition, gaps in care 
can result in prisoners presenting to the emergency department with advanced ill-
nesses. For example, cardiac or gastrointestinal symptoms are sometimes treated 
symptomatically for months without diagnosis or necessary specialty referral. 
These cases come to the public’s attention in class action civil actions, news reports, 
and in the experiences of emergency medicine providers receiving patients from 
correctional facilities [15, 22–24].

The burden of physical and mental illness is higher in the prison population than 
in the community [19]. Suicide rates in jails are high. The suicide rate in jail is 
higher than in the general population [25]. In nonurban jail settings, most suicide 
victims are White men, intoxicated, and non-violent. White men are six times more 
likely to die by suicide in jails than Black men and three times more likely to die 
by suicide than Hispanic prisoners [26]. The risk of suicide appears highest early 
after initial incarceration: a quarter of suicides occur in the first 24 hours after 
incarceration and an equal number of deaths by suicide occur in the next 2 to 
14 days. The majority of suicide victims in prisons die by hanging [27]. Because 
emergency physicians often assess prisoners just after arrest and before arraign-
ment, suicidal ideation must be assessed and taken with great seriousness. 
Cynicism regarding the young intoxicated “just arrested” patient’s suicidal ide-
ation may be deadly [22, 28, 29]. Self-injurious behavior is also disproportion-
ately prevalent among individuals in prison [30] and includes acts such as the 
ingestion of foreign bodies, self-cutting, overdose, and hitting the head purpose-
fully. Foreign bodies include paper clips, razor blades, toothbrushes, and eating 
utensils. Sharp objects may or may not be wrapped in tape to render them less 
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dangerous. Many objects can be removed endoscopically. Worsening psychiatric 
illness is associated with increasing episodes of foreign body ingestion. The 
behavior of ingesting foreign objects often becomes more frequent and the num-
ber of objects ingested increases [30–32].

Excessively hot temperatures in correctional facilities are dangerous to the health 
of prisoners, and facility staff. By a series of class action suits, excessive tempera-
tures in prisons have been found to present a substantial risk of serious harm to 
prisoners and to be unconstitutional. The increasing morbidity and mortality associ-
ated with heat is extensively documented in the scientific literature. Heat stress rises 
with increasing temperature and humidity, and a quick guide is the heat index as 
published by the National Weather Service1. Morbidity and mortality increase with 
increasing heat index. Heatstroke is not the only danger. Worsening of underlying 
conditions including respiratory and cardiovascular disease and mental illness is 
well documented [33–35].

 Emergency Department and Beyond

 Bedside

Communication between the emergency department (ED) and correctional facili-
ties is limited in many systems. Because of these gaps, emergency medicine provid-
ers must take extra care to educate their patients about medical findings, and listen 
to the patient repeat the goals of care to assure understanding. Prisoners are not 
normally provided with visit results, diagnosis, and follow-up treatment plans due 
to security concerns that preclude divulging the exact date of a follow-up visit to an 
inmate. In some cases, the patient will not receive a copy of the discharge instruc-
tions and the follow-up plan, which means he/she will need to understand and 
remember even more than a patient who does receive a written plan. Emergency 
medicine providers can clearly communicate all pertinent diagnostic and follow-up 
information back to the facility housing the patient and thoroughly document in the 
medical chart, especially in cases of trauma [36]. Emphasize the follow-up care 
recommendations to the officers transporting the prisoner, and document all results, 
medical decision making, and detailed plans for follow-up care (e.g., needed labo-
ratory or radiography studies, medication that must be obtained/administered, need 
for specialist consultations) on the transfer papers and clearly define the time frame 
within which this follow-up must occur. Legal action by prisoners against prison 
officials will seldom result in acceleration or timely completion of a patient’s care.

 The Standard of Care
Emergency medicine providers should strive to provide the same standard of care 
for prisoner patients as for patients who are free. For example, national guidelines 
such as those promulgated by the Centers for Disease Control, the American College 
of Emergency Physicians, the American Academy of Emergency Medicine, the 

1 http://www.noaa.gov/
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American Public Health Association, the American Diabetes Association [9], the 
Infectious Disease Society of America, the American College of Cardiology, and 
the American Heart Association, apply to prisoner patients as they would apply to 
free patients.

 Request for Body Cavity Searches
Police may come to the hospital with a prisoner and ask the emergency medicine 
provider to obtain blood or do a body cavity (mouth, rectum, or vagina) search for 
legal purposes. Emergency medicine providers are not agents of the state and 
should not use their skills for nonmedical purposes [37]. No provider in a therapeu-
tic relationship with the patient should do a body cavity search for contraband or 
other forensic reasons. Finding contraband results in punishment for the patient 
and goes against the first do no harm doctrine of medicine. The patient may be 
placed in a cell and observed for the passage of contraband if that is a concern. 
Police may come to the hospital with a prisoner and ask the emergency medicine 
provider to obtain blood toxicology testing for legal purposes. Many patients sim-
ply consent. For those who do not, it is assault to proceed. Police may provide their 
own medical provider from the police department to meet the forensic needs.

It is common for emergency medicine providers to “medically clear” prisoners so 
that they can leave a medical ED and transfer to a psychiatric facility, go to court for 
arraignment, or to return to a correctional facility. Sometimes transportation to another 
facility may be take hours to days and once a patient is discharged, the emergency 
medicine provider cannot control what happens to the patient. Consider the following 
scenarios. A patient with Type 1 diabetes receives a dose of insulin in the ED and is 
returned to jail only to receive no additional insulin and to return the next day with 
diabetic ketoacidosis [29, 38]. A patient taking benzodiazepines presents to the ED 
with tachycardia and signs of withdrawal. The patient improves with the administra-
tion of benzodiazepines in the ED. The patient may return to jail and receive no more 
benzodiazepines and start to act strangely and be put into a padded cell, become unsta-
ble, and die due to unrecognized benzodiazepine withdrawal. A patient with uncon-
trolled hypertension is prescribed a medication in the emergency department yet the 
medication is not continued in the correctional facility. A patient with asthma improves 
after receiving treatment with albuterol and is medically cleared. He complains of 
shortness of breath in the facility but receives no care, and dies of asthma.

There is nothing in the scientific literature setting a standard for the emergency 
medicine provider with regard to medical clearance in the ED. Therefore, the thresh-
old for holding an incarcerated patient in the protected environment of the hospital 
must be low.

 The Right of Refusal of Care
Prisoners have the right to refuse medical care. This right is protected by the liberty 
interest of the Fourteenth Amendment and common law [39]. Refusal of care is 
accompanied by the clinician’s assessment of the patient’s mental capacity to refuse. 
As competence is a legal determination made by a judge in court, a clinician’s 
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assessment refers instead to “capacity” [40]. Medical treatment without the consent 
of the patient may constitute an assault and battery. Prisoners have the right to make 
“bad” or” wrong” decisions [41].

However, the right of a prisoner to refuse medical care is not absolute. When 
there is a strong public health reason to administer treatments, such as the treatment 
of active tuberculosis or other infectious diseases such as SARS-CoV-2, the right of 
refusal may be overridden [39]. In addition, the patient may have a severe medical 
condition and refuse emergency care, but the person may be hospitalized if the risk 
of death is considered too great to safely return to the general prison environment. 
An example is a patient with end-stage kidney disease who refuses dialysis; if the 
patient is deemed to have capacity to refuse care, he/she cannot be forced to receive 
dialysis but can be hospitalized. Additionally, the Supreme Court ruled that prison-
ers with serious mental illness may be involuntarily medicated with antipsychotic 
drugs if the inmate is dangerous to himself or others and the treatment is in the 
inmate’s medical interest [42]. There are frequently extenuating circumstances that 
lead a prisoner to refuse care. An approaching court date or visitation by family may 
play into the prisoner’s refusal. Emergency medicine providers must address these 
concerns for the patient to accept needed care.

Withholding a specific treatment in order to compel or coerce the prisoner to 
submit to a medically desired treatment plan (e.g., withholding pain medicine unless 
the prisoner agrees to a blood draw or wound closure) is unethical and may consti-
tute deliberate indifference. The patient has a right to refuse. Fundamentally, the 
right of refusal is part of informed consent and the Constitution protects prisoners’ 
right of informed consent. An informed and detailed review of the law surrounding 
the right of refusal is available elsewhere [39].

 Privacy
Emergency medicine providers recognize that patient privacy is frequently violated 
in the ED [43]. This happens because of the organization of the ED, the nature of 
emergencies, crowding, and thoughtlessness. Information is power in correctional 
facilities. It may endanger the patient when another prisoner or a correctional staff 
member overhears private medical or other information about the prisoner during 
the ED stay. Such knowledge may be leveraged for the patient’s disadvantage. For 
example, intelligence concerning sexual orientation, mental health, medical history, 
HIV status, or allegations of wrongdoing by police may subject the prisoner to dis-
crimination or violence.

Indirect transmission of the type of sensitive information listed above from the 
provider to the correctional officer is unethical without a patient’s consent or knowl-
edge. Correctional officers do not have a right to know the patient’s medical infor-
mation [44]. However, with the patient’s consent, in some circumstances, shared 
medical information provides an additional level of patient safety when correctional 
officials know to be alert for the symptoms of the patient’s medical condition. For 
example, a patient’s behavior that is due to an underlying medical condition can 
influence the responses of corrections officers and police and may be helpful 
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information in their management of an inmate. For example, conditions that result 
in altered behavior and an inability to follow orders such as head injury, seizures, 
hypoglycemia, substance withdrawal, pain, fever, and mental illness are conditions 
that can result in altered behavior and an inability to follow orders, which can be 
dangerous in the correctional system environment.

 Hospital/Healthcare System

When incarcerated individuals present to the ED repeatedly, it is usually a sign of 
an undiagnosed or missed condition. However, in prison, repeated presentation for 
the same complaint, particularly after a trip to the ED, may elicit disbelief [11]. This 
mindset means that an ED provider’s common “come back if you get worse or 
develop additional symptoms” is not a realistic discharge instruction. Unlike an 
individual who is not incarcerated, there is no guarantee that a prisoner will be 
allowed to return, particularly for a subtle or ill-understood patient complaint.

Understanding the systemic limitations of access to health care must influence 
ED decision making for prisoner patients. It is a good rule of thumb that once the 
patient leaves the emergency department, the patient will be perceived by prison 
staff as “medically cleared.” While medically clearance from the ED is a term that 
has no definition or standards, it is intuitively understood to mean that the patient 
has been evaluated and is “safe for incarceration.” This highlights the responsibility 
emergency medicine providers have to assure that a thorough workup is completed 
and that specific discharge instructions are provided. As mentioned above, it is often 
safest for the patient to be admitted to the hospital if the natural history of the dis-
ease process is ill defined or has a significant risk of recrudescence [45]. For exam-
ple, individuals withdrawing from alcohol will not have access to continued 
pharmaceutical treatment after being stabilized in the ED and their symptoms can 
recur upon discharge, so a lower threshold for admission may be appropriate in 
such cases.

Emergency medicine providers have an opportunity to effect improvement in 
the care of prisoners by reporting back to prison officials and health care providers 
when they identify lapses in quality of care. Most hospitals’ electronic health 
records are not accessible by correctional facility personnel. Some correctional 
facilities have no electronic records for patients; others rely on a patchwork sys-
tem. For example, the pharmacy medication administration record may be elec-
tronic but clinic notes may not be. In New York City’s Rikers Island Jails [12], one 
of the largest jails in the US, the system of communication between the hospital 
and jail is a handwritten form that is filled out in pen, put in an envelope, handed 
to the corrections officer and carried back to the jail. These forms include nota-
tions such as “CT head and abdomen done” and “Medically cleared.” The infor-
mation contained on the form is invariably limited, with no medical decision 
making recorded. There is little space in which to write and most emergency 
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medicine providers do not receive training on these forms or the limitations of the 
jail health care system. Hospital-based emergency medicine providers rarely have 
an opportunity to tour jail health care facilities, much less spend time shadowing 
a prison- based clinician.

Upon release from prison, individuals often face difficulty with continuity of 
care and obtaining necessary prescription medications. For example, they may be 
released with only a limited supply of medications and without a clear plan for 
obtaining more. This issue may be exacerbated if they lose their insurance coverage 
while in prison. Patients may therefore present to the emergency department, where 
they can be assisted in reestablishing health care in the community. In some com-
munities, special Transitions Clinics exist to help people as they transition from 
incarceration to the community [46].

 Societal Level

National health care guidelines apply to prisoner patients as they would apply to 
free patients, yet in practice, the aforementioned barriers faced by prisoners regard-
ing timely and high-quality health care and preventive medicine make this difficult. 
Each year nearly 10 million prisoners are released from prisons and jails in America, 
and often the ED is their only clear path by which to receive follow- up care [47]. 
Reducing the epidemic of mass incarceration is a top priority for many policy mak-
ers, and there are also many other steps that society can take to improve care for 
individuals who are incarcerated. A number of cities have or are piloting innovative 
programs that offer access to medication-assisted treatment for prisoners with sub-
stance use disorders, social services in jail to help smooth re-entry via connection to 
ongoing social services, and relationships with local outpatient clinics that provide 
specialized care for those who have been recently released from jail or prison. In 
addition, most prisoners who are insured by Medicaid experience discontinuation of 
coverage if incarcerated for more than 90 days, and renewal can take 3 months, 
leaving already vulnerable individuals without insurance after release. Social ser-
vices providers within prisons can restart benefits from within prison prior to release 
and avoid this issue.

The Prison Litigation Reform Act (PLRA) presents additional barriers for prison-
ers. PLRA is a federal law that makes it more difficult for prisoners to pursue legal 
claims in federal court. Before the claim will be heard, prisoners must exhaust 
requests to prison officials for administrative remedies. The exception occurs when 
the prisoner is in imminent danger such as if denied treatment for an ongoing serious 
medical problem or is subjected to environmental conditions that cause or aggravate 
such problems. In some cases, the risk of future injury may be sufficient [39]. Thus, 
even in a societal context, often the most expeditious and realistic means for an emer-
gency medicine provider to improve medical care for a prisoner patient is to initiate 
the care of the patient [45].
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 Recommendations for Emergency Medicine Practice

 Basic

• Similar to stroke care, sexual harassment prevention, privacy and security, and 
countless other required trainings, emergency medicine providers need formal 
training regarding key principles of the care of prisoners, including informa-
tion on the system of incarceration, recidivism, and jail and prison-based 
health care.

• Emergency medicine providers should familiarize themselves with the stan-
dards of screening for and treatment of infectious agents that can present a 
substantial risk for correctional facility spread given the congregate living 
environments.

• Use the opportunity for one to one interaction with your patient to educate them 
about their diagnoses and advocate for them by assuring detailed and clear fol-
low- up instructions are provided to their facility at discharge.

 Intermediate

• Emergency medicine providers can educate themselves with books about health 
and incarceration. Examples include Clinical Practice in Correctional Medicine 
(Michael Puisis editor); Public Health Behind Bars: From Prison to Communities 
(Robert Greifinger editor); multiple publications from the National Commission 
on Correctional Health Care concerning Standards for Health Service in Prisons, 
Jails and Juvenile Detention Centers; the American Correctional Association 
(ACA) Performance-Based Standards for Correctional Health Care in Adult 
Correctional Institutions; and Life and Death in Rikers Island by Homer 
Venters, M.D.

• Interested clinicians and learners can find opportunities to learn about special-
ized care and models for prisoner health services provision including hospice 
and palliative care transitions clinics linking prisoners with health care upon 
release, care for and prevention of infectious diseases, mental health of juveniles, 
immigrant detention centers, prisons, federal, state and city authorities, civil 
rights organizations, security personnel and specialists, and the intersection of 
law and medicine.

 Advanced

• The National Commission on Correctional Health offers certification in correc-
tional health care. (CCHP, Correctional Care Health Professional).

 – Certification is a good introduction to correctional health care for emergency 
clinicians and can aid in understanding correctional health care standards.
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 – Seek professional development in the specialty of correctional medicine: The 
American College of Correctional Physicians is dedicated to the professional 
development of physicians in the specialty (the American Board of Medical 
Specialties does not yet recognize correctional medicine).

Join The Academy of Correctional Health Professionals (correctional-
health.org), a membership partner of the NCCHC.  Members receive the 
Journal of Correctional Health Care and the Academy Insider, a weekly 
e-news brief.

• Examine whether your ED or institution can develop contracts with health 
authorities in specific local correctional facilities that refer patients, so that a 
hospital- based emergency medicine provider can serve as a formal liaison.

 – The correctional health liaison must be a certified correctional health profes-
sional by the National Commission on Correctional Health Care. (NCCHC.
org) and must actively practice emergency medicine.

 – The liaison physician must undergo clearance at the correctional facility, 
and can attend warden and health care authority meetings, facilitate com-
munication between the correctional facility and the emergency depart-
ment and create educational goals and curricula for emergency medicine 
clinicians.

 – The liaison has the authority to work with correctional staff to arrange for 
hospital- based emergency medicine providers to observe health care delivery 
monthly. This could include observing the chronic care clinics, sick call, pill 
call, pharmacy operations, and talking with prisoners.

 Teaching Case

 Clinical Case

A 55-year-old male prisoner presents to the hospital emergency department with 
a chief complaint of multiple seizures over the last 6 months, increasing in fre-
quency. The past medical history is significant for a history of seizures secondary 
to a traumatic brain injury, and diabetes. He normally has only one seizure every 
6 months. The patient has been compliant with his levetiracetam and metformin 
medication regimen. He has occasional headaches that are thought to be residual 
from the traumatic brain injury. In the emergency department, the patient’s vital 
signs are normal and the neurological exam is normal. A CT scan of the brain is 
normal. Laboratory testing is unremarkable. The neurology service is consulted 
and recommends an increase in the levetiracetam dose and clinic follow-up 
in 1 week.

The recommendation for increasing the levetiracetam reached the prison medical 
staff the day after the emergency department visit. A physician assistant ordered the 
increased dosage from the prison pharmacy. The pharmacy technician entered the 
new order into the records such that 3 days later the patient would have received the 
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increased dose at pill call. However, a weekend intervened, causing delay. The 
patient did not receive the new dosage. (Pill call is the distribution of medicine to 
prisoners at their cell or dormitory. In some instances, prisoners walk to the window 
of the pharmacy to receive medications directly at the window.)

Two days after the emergency department visit, the patient had another seizure in 
the prison. The patient was awake but nonverbal after the seizure. Officers believed 
the prisoner was malingering in order to get a “trip out of jail.” Officers told the 
prisoner he was “just at the hospital” and did not need to go back. Officers called the 
medical team and the nurse practitioner determined the patient was fine as he was 
talking and interacting. She called the doctor at home and the doctor said there is no 
indication for the patient to go back to the hospital as his neurology appointment is 
rescheduled for the following month, he has already been to the emergency depart-
ment at the hospital, the levetiracetam dose was increased, and the patient has had 
seizures and headaches for years. The doctor has no way of knowing over the phone, 
and does not ask for the nurse to confirm, whether the prisoner is receiving the 
increased dose of levetiracetam.

The next morning the patient submits a sick call request stating that he is hav-
ing more seizures, and he needs a refill for Tylenol. The sick call request is 
reviewed and the patient is assigned to see the physician assistant holding clinic 
two mornings later. Two mornings later there is a brief scuffle in the dorm and the 
prisoners are locked down. No patient gets to sick call in the morning. Every 
patient is reassigned to the afternoon sick call clinic. In the afternoon, the patient 
refuses to come out of his cell for sick call. He tells officers that he is scheduled 
for family visitation. He refuses to sign a refusal form that he is refusing sick call 
clinic evaluation. He states he is not refusing, he just needs to make his family 
visit. He explains to officers that his wife has come to see him on the bus. She 
comes once every 2 weeks. It a four- hour bus ride each direction and they have 
three children at home.

The patient does not get up for breakfast in the morning. Officers bang on the 
bars and there is no response. A call for back up goes out over the radio and 10 min-
utes later several officers have arrived and enter the cell. The patient is warm to the 
touch and 911 is called. Officers start chest compressions. No officer has brought 
the automated external defibrillator to the scene. The ambulance arrives at the front 
gate of the prison grounds. Because it is not possible to simply open all the gates and 
doors, it takes the ambulance another 10 minutes to get from the front gate of the 
prison to the patient. Paramedics find that the patient is in asystolic cardiac arrest 
and begin advanced cardiac life support and transport the patient to the emergency 
department of the hospital. Resuscitative efforts are unsuccessful.

Teaching Points
 1. Although it is the prisoner’s constitutional right to care that is ordered, there are 

many barriers to receiving this care. The non-medical functions of prison life 
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influence the nature of the medical care. The delivery of medical services in the 
nation’s prisons and jails is beset with problems and conflicts which are virtually 
unknown to other health care services [46].

 2. Emergency medicine offers an opportunity to provide high quality, expeditious 
care for prisoners.

 3. Do not be reassured that “someone is watching the patient.” The teaching case 
illustrates that both a lack of both physical supervision and an assumption that a 
prisoner is malingering can lead to ruinous outcomes.

Discussion Questions
 1. What might the emergency providers have done differently at the initial visit that 

could have potentially resulted in a different outcome for the patient?
 2. Emergency medicine providers may voice that the patient was “just there for a 

trip out of jail” or is malingering for secondary gain. What techniques can help 
guard against this bias?

 3. What are the opportunity costs to engaging in health care from the patient’s 
perspective?
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Key Points
• ED visits provide a key opportunity for recognizing and assisting trafficked 

individuals.
• Emergency clinicians need to be educated regarding human trafficking, recog-

nize risk factors and indicators in their patients, and assess for human 
trafficking.

• Healthcare systems can and should develop guidelines, programs, and collabora-
tions to improve the care of trafficked patients.

• Societal support systems and legal protections should be bolstered to address 
human trafficking.

 Foundations

 Background

Human trafficking is defined by the United Nations as the recruitment, transporta-
tion, transfer, harboring or receipt of persons using force, threat, or coercion for the 
purpose of exploiting someone for commercial sex acts or labor services [1]. Human 
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trafficking involves three components: action, means, and purpose. The action may 
be recruitment, transportation, transfer, harboring, or receipt of persons [2]. The 
means used may be force, fraud, and/or coercion; they include but are not limited to 
isolation, emotional abuse, economic abuse, and physical violence [3, 4]. The pur-
pose may be for either labor or commercial sex acts to benefit the trafficker. Notably, 
individuals younger than 18 years of age engaging in commercial sex acts are auto-
matically considered human trafficking victims under US federal law without the 
burden of proving the use of force, fraud, or coercion.

Human trafficking must be distinguished from smuggling and commercial 
sex. Human smuggling is the illegal transport of persons across borders. 
Smuggled individuals voluntarily enter into an agreement with the smuggler to 
facilitate the illegal crossing of an international border. In contrast, human traf-
ficking is involuntary, and it does not require that victims be transported across 
city, state, or international borders [5]. Individuals can be trafficked in their own 
homes, and they can be trafficked by someone for whom they previously con-
sented to work. Similarly, those who initially consented to be smuggled across a 
border may subsequently be exploited by use of force, fraud, or coercion on 
arrival at their destination. In this case, what may have started as human smug-
gling, a movement-based crime against the state, has also become a case of 
human trafficking, an exploitation-based crime against another person [6]. 
Commercial sex is the exchange of sexual services for things of value [7]. 
Commercial sex may be voluntary. In contrast, individuals who are sex trafficked 
are either under the age of 18 or coerced, forced, or defrauded into performing 
these services to benefit the trafficker.

Due to the clandestine nature of trafficking, estimating the scope of human traf-
ficking is extremely challenging. Limited data are available, and statistics are often 
unreliable. In a 2017 report, the International Labor Office reported that 40 million 
people are victims of modern slavery worldwide, of whom 25% are children and 
71% are women. Women and girls are thought to comprise 58% of labor and 
approximately 99% of sex trafficking victims [4], although the sex trafficking of 
boys and men is a less recognized event. Individuals of all sexes, genders, races, and 
ages can be trafficked. Worldwide, the regions with the highest reported rates of 
trafficking are Africa, Asia, and the Pacific. According to one estimate, over 400,000 
trafficked persons are estimated to live within the US [8], with trafficking reported 
in all 50 states [9]. Over 40,000 cases of suspected human trafficking were reported 
to the National Human Trafficking Hotline from 2007 to 2017, with the number 
increasing annually [3].

Human trafficking is a public health problem. It affects not only the health of 
individuals who are trafficked but also the health of communities in which it 
takes place. Just as other forms of violence – such as child abuse, intimate part-
ner violence, and firearm violence  – have been approached as public health 
issues, so should human trafficking. A public health approach examines societal, 
community, and individual levels of vulnerability and designs approaches to pre-
vent trafficking from occurring and respond effectively to mitigate harm when it 
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occurs. This approach requires an understanding of the different forms of traf-
ficking, the root causes of trafficking, and the ways in which individuals enter 
trafficking [4, 10].

While individuals of all backgrounds can be trafficked, certain populations are at 
greater risk for human trafficking [3, 11–14]. Risk factors for human trafficking are 
conditions that marginalize and isolate individuals, and they overlap substantially 
with social determinants of health in other conditions. Information about risk for 
trafficking may be gathered during a standard medical and social history. Healthcare 
providers should recognize potential indicators of human trafficking and perform 
additional inquiry when they are present [15–17]. Some currently understood risk 
factors and indicators for human trafficking are listed in Tables 21.1a and 21.1b.

Little data exist on protective factors in human trafficking [22]. Given the overlap 
between human trafficking and other forms of violence, protective factors for inter-
personal violence may extend to human trafficking, though likely not in all cases. 
These include stable and nurturing family relationships, strong friendships, caring 
adult role models, tangible social support, high neighborhood collective efficacy, 
and collaboration among community agencies [23–25].

Table 21.1a Risk factors for human trafficking [12, 15–21]

Risk factors
Recent relocation
Immigration
Substance use
Runaway youth
Homelessness
Mental health disorder
History of childhood physical or sexual abuse
LGBTQI identity
Poverty
Violence or conflict in home/community
Involvement in child protective services
Involvement in juvenile detention or delinquency

Table 21.1b Red flags/indicators for human trafficking [15–19, 21]

Indicators
Works long and/or unusual hours
Required to “check in” frequently
Owes a debt to someone that is difficult to pay off
Occupational injury due to lack of protective equipment
Appears fatigued or malnourished
Appears fearful, anxious, or submissive
Lacks identification documents
Lacks awareness of their location or date
Inconsistent or scripted history
Not allowed to speak for themselves or be alone
Repeated traumatic injuries
Tattoos that are sexually explicit or suggest ownership

21 Human Trafficking
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 Evidence Basis

Studies show 50–88% of trafficked persons in the US access medical care during 
their exploitation; therefore, healthcare settings provide a critical opportunity for 
recognizing and intervening in cases of human trafficking [26–28]. With 56–80% of 
trafficked individuals accessing care in the emergency department (ED), the ED is 
the most common source of healthcare for trafficked individuals, and identification 
of trafficked individuals is feasible in the emergency setting [26, 29, 30]. However, 
substantial knowledge gaps exist around the care of human trafficking victims 
among healthcare providers [29, 31–33]. While some health systems have imple-
mented programs to address this knowledge gap and screen patients for trafficking, 
widespread education is necessary.

Trafficked individuals present to the ED and other healthcare settings for a 
variety of reasons. They have significant and complex physical and mental 
health needs [10, 18, 27, 34–36]. Common physical health conditions result 
from poor working conditions, physical violence, toxic or environmental expo-
sures, and deprivation of basic needs such as sleep and nutrition [18, 27, 34–36]. 
Conditions include traumatic injuries, headaches, abdominal pain, back pain, 
pregnancy, and sexually transmitted infections [18, 27]. Trafficked individuals 
use substances, either as a coping mechanism for their situation or because their 
trafficker forces them to use substances [18, 27]. Depression, anxiety, and post-
traumatic stress disorder are common among trafficked individuals [18, 27, 
35, 36].

 Emergency Department and Beyond

 Bedside

Trauma-informed care is an essential part of responding to and caring for human 
trafficking victims. In brief, trauma-informed care is an approach to patient care 
that recognizes how traditional medical interviews, examinations, and settings 
may exacerbate the vulnerabilities of trauma survivors. It focuses on safety, 
trust, collaboration, and empowerment [21, 37, 38]. A trauma-informed approach 
is preferred for the care for all patients, especially those who have been 
trafficked.

When risk factors or indicators of human trafficking are present, emergency pro-
viders (EPs) should assess for human trafficking. This conversation should take 
place in a private space with the patient alone. If needed, a professional interpreter 
should be involved rather than a friend or family member, as these individuals may 
be a trafficker or agent of the trafficker [17, 21, 38]. Limits of confidentiality in rela-
tion to state mandatory reporting requirements for domestic violence [39], in states 
where these exist, and child abuse [40], including human trafficking in patients 

B. Mumma et al.



355

under 18 years old, should be discussed [21, 38]. The patient should be empowered 
to decline to answer any questions they wish not to discuss [17]. The conversation 
should be patient- centered, focused on identifying and meeting the patient’s needs and 
providing education on resources rather than identifying the patient as a victim of 
human trafficking. Providers should use normalizing and non-judgmental language 
[17]. Several screening questions have been developed for both adult and pediatric 
patients. While these questions require validation prior to widespread implementation, 
they may be useful to help guide screening in the ED [17, 29, 41]. Questions should be 
limited to those necessary to identify the patient’s medical and psychosocial needs 
[38]. Regardless of whether a patient discloses that they are being trafficked, the EP 
may always offer resources to meet the patient’s needs. In the US, the National Human 
Trafficking Hotline (1-888-373-7888) can assist providers and patients with referrals to 
local resources [42]. Some patients find it easier to remember 888-ER-ER-888, since 
the leading “1” is unnecessary on most mobile phones. Finally, EPs should involve law 
enforcement only if the patient desires and with their explicit consent, as law enforce-
ment involvement may result in the patient being arrested or deported [43]. Involving 
law enforcement without explicit consent can undermine trust and erode victims’ per-
ceived options for accessing future assistance and support [21].

 Hospital/Healthcare System

EDs are the “safety net” for society’s most vulnerable marginalized members, 
including those who are being trafficked. Because EDs provide care 24/7, making 
them accessible whenever a trafficked individual is able to seek care, and because of 
EMTALA obligations and the freedom from the risks of a continuity relationship, 
trafficked individuals may choose the ED for medical care. Helping them safely 
obtain medical services need not fall on clinicians alone; many EDs also have social 
workers or discharge planners who can assist trafficked individuals during their visit.

However, some characteristics of EDs make them less effective at identifying 
and caring for trafficked individuals, inadvertently aiding traffickers who prefer that 
the victimization remain undetected. As EDs become more crowded, care is pro-
vided in hallways and other non-private locations. Visitors are generally allowed to 
accompany patients during their ED stay. Both of these factors may lead physicians 
to modify their history and physical exam such that they fail to detect or address 
features relevant to human trafficking and may make it more challenging to ques-
tion an at- risk individual privately [44]. EPs often face time pressures, making it 
difficult for them to find time to engage in a conversation about abuse, including 
human trafficking, with a patient. Patients frequently see a different provider during 
each ED visit, preventing the development of rapport and trust [17] that are critical 
to trafficked individuals disclosing and discussing their situations.

Despite these challenges, several EDs and hospital systems have implemented 
programs to identify and assist trafficked individuals [45, 46]. While these programs 
vary among hospitals, reputable programs share some characteristics. Programs are 
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either led or informed by the experiences of human trafficking survivors [47]. 
Education and training on human trafficking is provided to all members of the 
healthcare team to ensure universal awareness of the indicators of and response to 
human trafficking. A protocol or guideline with key steps in assessment as well as 
reporting requirements and referral information is created for providers to use as a 
reference [17, 48]. Some hospital systems have incorporated trafficking assessment 
into their general assessments for abuse [49]. One such system incorporated a silent 
notification method, such as placing a designated sticker on their urine specimen 
cup, that allows patients to indicate they would like to speak with a provider alone 
about confidential concerns [50].

Lack of coordinated medical care between the ED and outpatient setting and 
between physical and psychiatric healthcare providers can make it challenging for 
trafficked individuals to obtain care for all of their healthcare needs, which include 
physical health, mental health, and social needs [51]. While integrated clinics that 
address the unique needs of trafficked individuals exist, most trafficked individuals 
in other health systems need to visit several providers and agencies to obtain these 
services [52, 53].

The addition of diagnostic codes specific to human trafficking in the International 
Classification of Diseases, Tenth Revision, Clinical Modification (ICD-10-CM) [54] 
presents both opportunities and challenges for EPs and healthcare systems. ICD 
codes are widely used to identify patients with specific conditions for research stud-
ies and epidemiologic surveillance, and inclusion of codes specific for human traf-
ficking allows this population to be identified and studied [55]. EDs and hospitals 
may use these codes to track the impact of programs to identify and assist patients 
who are being trafficked and to uncover patterns in the presentations of trafficked 
individuals. Public health officials may use these codes to monitor human trafficking 
at a local or regional level and target prevention efforts. At the level of the healthcare 
provider, ICD-10-CM codes for human trafficking may facilitate communication 
among providers and be another reminder for providers to use trauma-informed prin-
ciples when approaching these patients. However, as has been the case for survivors 
of sexual assault or intimate partner violence, the codes must be used with caution, 
to avoid stigmatizing patients with a diagnosis of human trafficking and to avoid risk-
ing the patient’s safety if a trafficker views the diagnosis of human trafficking [55]. 
When applied carefully and appropriately, ICD-10-CM codes for human trafficking 
have the potential to provide valuable data to improve care for trafficked individuals.

 Societal Level

Social, cultural, and economic factors facilitate human trafficking, and addressing 
these factors is an important step in preventing human trafficking. At-risk children 
and young adults should be supported and educated regarding trafficking and traf-
fickers’ tactics, using evidence-based strategies rooted in public health [16]. Poverty, 
homelessness, unemployment, and natural disasters create circumstances that can 
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lead to human trafficking or hinder exiting a trafficking situation [4, 52]. Social 
protection systems that provide food, housing, and basic needs should be developed 
and expanded to prevent vulnerable individuals from being trafficked or retrafficked 
if attempting to exit [4, 52, 56]. Reducing the social stigma and improving access to 
healthcare and social services for individuals with mental health disorders, sub-
stance use disorders, and LGBTQI identities may reduce the risk of these individu-
als being trafficked and facilitate exit and recovery from trafficking [52]. Judicial 
efforts to expunge the criminal records of trafficking victims forced to engage in 
illegal activities while being trafficked are an important intervention in ensuring the 
employability and well-being of survivors [52]. Based on existing data, women are 
disproportionately affected by trafficking, and fostering gender equality in society 
is another strategy to reduce trafficking in women.

Legal protections can also be used to prevent human trafficking and protect those 
who are trafficked. Many individuals are trafficked in an informal economy that is 
not regulated by the government and thus are not subject to minimum wage laws, 
mandated breaks, workplace safety regulations, and other worker protections. 
Extending labor and social rights into the informal labor sector is another strategy 
to mitigate human trafficking [4]. In the US, the Victims of Trafficking and Violence 
Protection Act of 2000 established human trafficking as a federal crime and man-
dated that restitution be paid to trafficking victims [2]. It created pathways for pros-
ecuting traffickers and protecting victims. In some situations, a pathway to legal 
residence is available for undocumented immigrants who are trafficking victims. 
This pathway is particularly important because concerns regarding immigration sta-
tus and fear of deportation are key reasons that trafficked individuals do not disclose 
their trafficking to a healthcare provider [57].

 Recommendations for Emergency Medicine Practice

 Basic

• EPs should educate themselves about human trafficking so that they recognize 
risk factors and indicators for human trafficking in their patients. In some states, 
this education is a requirement for licensure [58].

• When risk factors and indicators are present, EPs may be prompted to assess for 
human trafficking using a trauma-informed approach.

• When trafficking is suspected or confirmed, EPs can refer adults to the National 
Human Trafficking Hotline or appropriate local resources. They should follow 
state reporting requirements, including federally mandated reporting for minors 
[Justice for Victims of Trafficking Act of 2015].

• EDs should display information on human trafficking and related resources in 
language accessible to their patient population. In some states, EDs are required 
by law to display posters containing this information [MO § HB1246; CA § 
AB2034].
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 Intermediate

• EDs can and should develop a program for educating and training all staff  – 
including but not limited to physicians, nurses, social workers, security officers, 
registration staff, and technicians – to recognize indicators of human trafficking. 
Staff at any level can be empowered then to assess for human trafficking them-
selves or to share their concerns with another EP.

• Medical schools and teaching hospitals should include education on human traf-
ficking for their students and trainees [59, 60].

• EDs should have policies and procedures to ensure that all patients receive 
appropriate care and resources and that EPs comply with mandatory reporting 
requirements [61].

• In areas where human trafficking is known to be prevalent, EDs and health sys-
tems should establish a multidisciplinary work group to evaluate and improve the 
department and health system response to human trafficking [62].

 Advanced

• EDs and health systems have worked with local medical and community organi-
zations to coordinate referrals to medical, psychiatric, and social services for 
trafficked individuals. They can also work with local partners to understand the 
epidemiology and characteristics of trafficking in their community.

• EDs and health systems should support research and quality improvement efforts 
to improve the healthcare and outcomes of trafficked individuals.

• Emergency medicine professional organizations should take a stance against 
human trafficking, such as the policy statement by the American College of 
Emergency Physicians [63], and include programming related to human 
trafficking.

• EPs can advocate for increased resources to prevent trafficking and meet the 
myriad complex social and legal needs of trafficking survivors.

• EPs can join professional groups focused on addressing human trafficking, such 
as HEAL Trafficking and the Social Emergency Medicine Section of the 
American College of Emergency Physicians.

 Teaching Case

 Clinical Case

A 23-year-old transgender male with past medical history significant for bipolar 
disorder, migraine headaches, gastroesophageal reflux, and methamphetamine use 
presents to the ED with a chief complaint of suicidal ideation and anxiety. He 
endorses feeling very sad and anxious, with these feelings worsening over the past 
week. He endorses difficulty sleeping. He has been living in a house with a family 
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and has limited access to food and money. He has also been forced to use metham-
phetamine and cocaine. He feels that he has nothing to live for, and he plans to take 
all of his medication to end his pain. He overdosed once before in a suicide attempt. 
He denies current access to firearms.

He also endorses right knee pain from an assault several weeks ago. Following 
the assault, he was evaluated in the ED. At that time, he was given a knee immobi-
lizer that he no longer has. He describes the pain as a dull ache that is non-radiating, 
worse with ambulation and better with rest.

His current medications include bupropion, omeprazole, quetiapine, and sumat-
riptan. He has not been taking any of his medications recently because he has been 
unable to afford them.

His social history is remarkable for a history of domestic violence, for which he 
has previously received services through a local organization.

On physical examination, his vital signs are within normal limits. He appears 
his stated age and is sitting comfortably on the gurney. His musculoskeletal exam 
is remarkable for right knee tenderness to palpation with no effusion or ecchymo-
sis, no instability, and normal range of motion. His psychiatric exam is remark-
able for poor eye contact. His thought processes are linear. He endorses suicidal 
ideation, primarily related to getting away from his living situation in which he 
feels trapped. He exhibits some paranoia and impulsivity but has adequate insight 
and judgment. He exhibits splitting behavior between members of the health-
care team.

Recognizing his risk factors and indicators of human trafficking, you ask addi-
tional questions to explore the possibility that he is being trafficked. On further 
conversation, he states that he moved in with this family a year ago, when they 
“adopted” him. He initially trusted them but now feels betrayed. He states this fam-
ily has forced him to have sex with other men.

Both the psychiatry and social work services are consulted. The patient feels that 
he would no longer be suicidal if he had an alternate, safe place to live. The psychia-
trist recommends close outpatient psychiatric care, and the social worker is able to 
secure placement in a local residential program for human trafficking victims. He 
declines to file a police report or involve law enforcement at this time.

Teaching Points
 1. This patient has risk factors for human trafficking including LGBTQI status, 

mental health disorder, and history of domestic violence. Indicators of human 
trafficking include multiple ED visits related to physical violence and mental 
health conditions, limited access to food and money, being forced to use drugs, 
and being coerced by his adoptive “family” to have sex with other men.

 2. Like many trafficked individuals, this patient had multiple prior presentations to 
the ED during which his immediate needs were addressed but the underlying 
issue of human trafficking was not recognized. He also exhibits both physical 
and mental health manifestations of human trafficking, and he has co-existing 
psychiatric disease and substance use that likely both contributed to and resulted 
from his trafficking.
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 3. This patient’s splitting behavior between members of the healthcare team could 
lead to him being considered a “difficult” patient. EPs should remember to use 
trauma-informed principles and consider the experiences that may have led this 
patient to interact with them in this way. Providers should allow time for the 
patient to develop trust and create an environment for the patient to disclose 
information when the patient feels comfortable doing so.

 4. When trafficked adults do not want to leave their trafficker or seek help immedi-
ately, EPs should respect this decision. When trafficked adults do want assis-
tance, such as in this case, EPs should engage local resources to meet patients’ 
needs. In the US, EPs can give patients the National Human Trafficking Hotline 
information or assist them in memorizing the phone number if they feel it would 
be unsafe to have on their person.

Discussion Questions
 1. How were the three key elements that comprise human trafficking manifest in 

this case?
 2. What risk factors and indicators for human trafficking are present in this 

patient’s case?
 3. What resources did the EP employ to address the patient’s needs in this case? If 

psychiatry and social work had not been immediately available, what resources 
could the EP have offered to the patient?
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