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ABSTRACT 
 
Homeless individuals across the nation utilize health care services less than the general 

population. This disparity is due to the many barriers to health care access that homeless 

populations must face. The barriers to access vary in each area of the country depending 

on the current attitudes towards those who are homeless and also due to the available 

resources in each location. Lack of transportation, the bias of individual health care 

providers, and complications with insurance are all commonly reported barriers to access. 

This research aims to understand what barriers homeless individuals must overcome 

when accessing health care in the city of Tucson, Arizona. This study uses interpretive 

phenomenological analysis to analyze semi-structured interviews with homeless 

individuals at a service organization in Tucson in order to gain an understanding 

regarding what barriers exist. The resulting data are analyzed to understand the 

prioritization of health care in comparison to other competing needs such as food, shelter, 

and clothing, and improvements are suggested to make access to health care a more 

reasonable reality for the homeless population of Tucson.  

Keywords: Homeless; health care; barriers; access 
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WHERE HEALTH CARE FALLS INTO THE HIERARCHY OF NEEDS 

FOR HOMELESS INDIVIDUALS AND IMPLICATIONS FOR CARE 

The number of people experiencing homelessness has increased for the first time 

in seven years. Over the past decade, the number of homeless individuals in Arizona has 

decreased by approximately 3.5 thousand, but there are still about 9,000 homeless 

individuals throughout the state (U.S. Department of Housing and Urban Development 

2017). Though Pima County only accounts for 15 percent of Arizona’s population, 23 

percent of the state’s homeless population resides here. The density of homeless 

individuals in Pima County is the highest in the state (Arizona Department of Economic 

Security 2017).  

    The effects of homelessness take a toll both physically and psychologically. 

Physically, homeless individuals have high rates of various infectious diseases including 

hepatitis B, hepatitis C, tuberculosis, and HIV (Cheung et al. 2002). Other chronic 

diseases such as chronic obstructive pulmonary disease, diabetes, hypertension, and heart 

disease are likely to progress further without access to regular medical care. Skin diseases 

such scabies and cellulitis, and various foot diseases are also common due to the harsh 

conditions of living outdoors and constant walking and travel (Hwang 2001). 

Psychologically, homeless individuals also have higher rates of mental illness and 

psychological trauma. Repeated traumatic events can lead to a person feeling that they 

have a lack of control, resulting in the phenomenon of learned helplessness (Goodman, 

Saxe, and Harvey 1991). Learned helplessness is the mindset that a person’s actions will 
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not affect the outcomes of their life. This belief can ultimately lead to a higher risk of 

depression, and low self-esteem (Flynn 1997). 

    When immediate, basic needs such as food, water, shelter, and safety are hard to meet 

on a day-to-day basis, homeless individuals may overlook long-term necessities such as 

employment (Flynn 1997). This prioritization is consistent with Maslow's Hierarchy of 

Needs, which states that when basic physiological and safety needs are unmet, then 

higher needs, such as love and belonging, esteem, and self-actualization are also unable 

to be reached (Maslow 1943). It is not that homeless individuals do not desire to pursue 

these higher needs, but rather that the majority of their energy is spent establishing their 

fundamental requirements, which does not leave time to achieve higher levels of 

Maslow's Hierarchy of Needs. In unique circumstances, homeless individuals in specific 

shelter populations may have different experiences as they are provided regular lodging 

and food, and are also part of a close community. In this case, it is not uncommon to see 

them pursue higher levels of Maslow's Hierarchy of Needs, even if their primary needs 

are not thoroughly satisfied (Sumerlin 1992). These exceptions raise the question of 

whether or not it is possible for various organizations serving the homeless to provide 

basic needs in such a way that also aims to meet higher needs as well.   

     One such potentially overlooked higher need is regular health care. When health 

circumstances are critical and threaten the safety of the individual, health care becomes a 

basic need. However, considering the slow progression of chronic disease, health care 

needs may seem less urgent and becomes less of a priority in comparison to other basic 

needs such as food and shelter. If health care services are accessible for homeless 
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individuals, or even combined with other resources as a one-stop shop, regular utilization 

of health care may not be secondary to basic needs. This idea raises several questions: 

What barriers to health care access do homeless individuals in Tucson face? What are 

their health care needs? Where do health care concerns fit into the hierarchy of needs for 

those who are homeless? How do these barriers and the hierarchy of needs impact 

homeless individuals' compliance with medical advice and their utilization of various 

health systems? How can health systems account for the challenges that homeless men 

and women face in meeting their medical needs, to best serve this population?  

BACKGROUND 

Current Use of Health Care Services 

Homeless individuals spend much of their time and energy securing basic 

necessities, which can mean that less urgent needs, such as regular health care 

appointments can be overlooked. This unavoidable prioritization, combined with various 

barriers that prevent easy access to primary care, results in advanced chronic disease 

progression and late interventional care. Unfortunately, this causes many homeless 

individuals to rely heavily on emergency departments rather than primary care 

physicians. Preventable diseases are seen in exacerbated and severe conditions, which 

result in increased hospitalization time and increased suffering for the patients (Baggett et 

al. 2010). As one Boston-based study revealed, the increased length of hospital stay also 

resulted in increased expenses – about four times that of the average Medicaid patient 

(Bharel et al. 2013). 
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One example of a chronic disease exacerbated by homelessness is diabetes 

mellitus. Homeless individuals with diabetes may not have regular access to healthy 

foods and may not be able to refrigerate their insulin or safely store their needles (Bharel 

et al. 2013). Diabetes can also further complicate common foot disorders that homeless 

individuals endure with the added symptom of neuropathy. When preventatively treated 

and carefully monitored, diabetes is a manageable disease, but the nature of homelessness 

prevents proper care. Without appropriate housing to store the necessary equipment, 

without timely, nutritional food to maintain sugar levels, and without adequate access to 

medical care to monitor neuropathy-related wounds, it is no surprise that homeless 

individuals must resort to the emergency department in dire situations.  

One San Francisco based study showed that emergency department encounters 

were higher for the homeless population, around 40 percent, but that only about 8 percent 

of that homeless population accounted for about 55 percent of all emergency department 

visits. The risk factors associated with repetitive emergency department use included: 

“younger age, female sex, less stable housing, Medicaid or Medicare insurance, poorer 

health status, involvement in a crime, mental illness, and substance abuse” (Kushel et al. 

2002:782). This phenomenon of high emergency department use, with a small population 

responsible for a majority of the visits, seems to be common in most metropolitan areas 

(Fazel, Geddes, and Kushel 2014).  

Among homeless individuals visiting the emergency department, 24.6 percent felt 

that they were unable to receive the medical care that they needed (Kushel, Vittinghoff, 

and Haas 2001). Those patients with higher comorbidities were more likely to state that 
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they lacked medical care. The medicine compliance rates for the homeless population are 

quite similar to that of the general population, but those individuals who were older 

(above 50 years of age), and homeless patients with insurance were much more likely to 

be compliant with medication (Kushel et al. 2001). Another study showed that having a 

primary care provider was also a factor in increased compliance, but that having a 

previous history of alcohol abuse and being younger was not. Some contributors to lack 

of adherence that this study also touched on were unpleasant side effects to medication, 

cost of obtaining the drugs, and not being able to attend follow-up appointments with 

physicians to renew prescriptions (Hunter et al. 2015). 

There is not a single solution that will result in increased access to primary care 

and decreased use of emergency services. Instead, the answer must come in the form of 

many different changes in how we coordinate care, provide resources, and manage the 

significant issue of homelessness. Treating a patient’s health is undoubtedly a priority, 

but releasing a patient back into the same conditions that caused their disease will not 

yield a different result. More must be done to not only ensure access to health care 

services but also to raise individuals out of homelessness.  

Mortality in Homeless Populations 

Younger homeless individuals face a higher risk of dying due to causes such as 

suicide, homicide, disease, and overdose (Baggett et al. 2013). Overdose deaths increased 

by three times, and fatalities involving psychoactive drugs increased by two times since 

the 1980s, which has offset the decrease in deaths caused by HIV. In 81 percent of all 

overdose deaths, opioids were found to be responsible (Baggett et al. 2013). Older 
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homeless individuals often die from a chronic disease similar to that of the general 

population but will pass away 10-15 years earlier (Hwang 2000). Individuals living on 

the streets rather than in shelters also have increased mortality rates.  

In Glasgow, homeless individuals with drug-related hospitalizations are seven 

times more likely to die within five years when compared to the general population with 

drug-related problems (Hewett and Halligan 2010). There is a one-third less chance of 

Canadian homeless men of 25 years of age reaching the age of 75, in comparison to the 

general population. Homeless patients in the UK have a life expectancy of only 40-44 

years of age (Hewett and Halligan 2010). Homeless communities in the United States 

also have much higher mortality rates than homeless populations in Canada or other 

similarly developed countries in Europe. The cause of the discrepancy in mortality rates 

between America and other countries is unknown (Baggett et al. 2013). Though mortality 

rates are undoubtedly higher in the homeless populations around the world, more 

research needs to take place to discover what factors lead to early death in each country. 

Unmet Health Care Needs 

In a comprehensive study on the unmet health care needs of homeless individuals, 

Bagget et al. discovered that almost three quarters (32 percent) of this population had at 

least one unmet need and nearly half (49 percent) of these people had at least two unmet 

healthcare needs. About one-third (32 percent) of the population could not access medical 

or surgical care, a little over one third (36 percent) of these people could not access 

prescription medications, one-fifth (21 percent) could not access mental health care, and a 

little over two-fifths (41 percent) of the population could not access eye or dental care 
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(Baggett et al. 2010). This study was completed using 966 participants aged eighteen or 

older from the Health Care of the Homeless (HCH) User Survey, and it found that 

affordability of care and insurance coverage made a substantial impact in meeting health 

care needs. 

In the various multivariable analyses done to find factors associated with the 

unmet health care needs, the major factors that played substantial roles were: “out of 

home placement as a minor, past-year employment, [past year victimization,] food 

insufficiency, lack of health insurance coverage, and presence of any medical 

comorbidities” (Baggett et al. 2010:1328). These findings regarding unmet needs are all 

estimated to range from 6-10 times higher than the general population and may be 

cautious estimates since participants in the original survey had all seen medical services 

at least one point in the previous year.  

One factor associated with unmet health care needs that some may consider 

unforeseen is that of past year employment, which is worth explaining. Homeless 

individuals often find work in low-wage, labor-intensive fields that have high turnover 

(Collins et al. 2003). These jobs are usually not forgiving when workdays are missed, 

leading homeless individuals to prioritize these jobs as a source of income above health 

care and other needs. Unfortunately, these types of jobs usually do not offer benefits, 

which leaves 68 percent of homeless individuals who have worked in the past year 

uninsured. These uninsured rates are three times higher than for employed workers in the 

past year within the general population (U.S. Department of Commerce 2004).  

Barriers to Access: Factors to Consider 
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As previously stated, the jobs that homeless individuals often have can be a 

barrier to health care access due to the long hours required and the lack of insurance 

coverage. Another study out of Paris found that homeless women have a “lower needs 

perception” regarding their health care, meaning they usually prioritized other needs such 

as food and shelter above seeking help for medical issues (Vuillermoz et al. 2017). Food 

insecurity and lack of housing are competitive needs, which impact the health of 

homeless individuals indirectly. This study also pointed out that there was a general 

underreporting of health care problems, which can also be attributed to other needs being 

more important, and the minimization of the urgency of health. This study could not find 

concrete evidence to associate unstable housing or transportation to access of health care, 

and also found that women with children had extremely varied experiences in their access 

to health care (Vuillermoz et al. 2017). 

One study with interviews of homeless individuals found many different barriers 

to access to health care. Managing competitive needs, such as food or shelter, and 

juggling various priorities, such as an addiction or grieving the loss of a loved one, were 

the first barriers mentioned which led to the neglect of health (Rae and Rees 2015). The 

lack of available resources was also a considerable barrier to access to care. These 

resources included everything from money, food, and safety from harsh weather. Another 

study out of Wisconsin also included obstacles such as a lack of transportation, a lack of 

telephone access, lack of free health care, lack of insurance, and overcrowding of clinics 

(Nickasch and Marnocha 2009). Accessing care itself presented some logistical issues, 

from needing to provide an address to see a physician, and having to coordinate 
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transportation to get to the doctors' office (Rae and Rees 2015). A study out of Honolulu, 

Hawai’i found that though the general population of Honolulu has a higher rate of insured 

individuals than the continental United States, many homeless individuals remain without 

insurance. The lack of coverage affects the costs of health care services that the homeless 

individuals of Honolulu utilize, and acts as a barrier to care (Hoshide et al. 2011). 

Noticing that the health insurance rates of the Honolulu general population are high, 

evaluation of the obstacles to obtaining health insurance among Honolulu homeless 

individuals is necessary in order to make coverage more accessible. 

Provider attitudes towards homeless individuals are also a considerable barrier 

and have a disheartening effect on those who are treated poorly (Nickasch and Marnocha 

2009). Prejudice against homeless individuals causes them not to want to return to health 

care services in the future. One Canadian study confirmed this, and concluded that the 

perceptions of being welcome in a medical setting significantly influence a homeless 

individual’s desire to return. Often, negative health care experiences included a sense of 

dehumanization or disempowerment dependent on the body language, comments, and 

actions of medical providers (Wen, Hudak, and Hwang 2007). Stigmas against homeless 

individuals, without the many other barriers mentioned, affect access to care and many 

homeless individuals face more than just one obstacle when seeking medical treatment. 

Current Programs and Resources 

 Arizona health care cost containment system (AHCCCS) 

The Arizona Health Care Cost Containment System (AHCCCS), pronounced 

“Access,” is Arizona’s Medicaid program. AHCCCS is funded by both the state and the 
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federal agency, Centers for Medicare and Medicaid Services (CMS). To qualify for 

AHCCCS, Arizona residents must be under 65 years of age, ineligible for Medicare, have 

legal status, and have an income lower than certain thresholds (Disability Benefits 2018). 

There are also specific scenarios that allow those over the age of 65 to qualify for 

AHCCCS. Services that are covered by AHCCCS include doctors appointments, 

immunizations, prescriptions, labs and x-rays, specialist care, transport to medical care, 

emergency care, podiatry, pregnancy care, surgical care, behavioral health, family 

planning services, dialysis and more (AHCCCS 2018). Certain services, such as vision 

exams, glasses, dental screening and treatment, hearing exams, and hearing aids, are only 

available for children under the age of 21. Emergency dental care is provided for adults 

21 and older, up to 1000 dollars per year (AHCCCS 2018). Services not covered by 

AHCCCS are cosmetic surgery, autopsy, gender-reassignment surgery, and artificial 

insemination (Disability Benefits 2018).  

 CODAC Health, Recovery, and Wellness 

CODAC is an Arizona based community health provider that focuses heavily on 

mental health, addiction, and trauma (CODAC 2018). It is a 501(C)(3) non-profit 

organization with 11 different locations throughout the state. In addition to psychiatrists 

and counselors for substance abuse disorder, mental health, and trauma, CODAC also 

provides primary care for non-emergent health care matters and care of chronic disease. 

CODAC also helps its members apply for health insurance programs, such as AHCCCS, 

for which they may be eligible. Also, CODAC prioritizes housing and allows members 

take the Vulnerability Index- Service Prioritization Decision Assistance Tool (VI-
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SPDAT) (CODAC 2018). The VI-SPDAT determines which homeless individuals are in 

need of the most support, and connects these individuals with housing first. CODAC 

believes in the Housing First model, which prioritizes housing needs above others and 

offers additional support as needed (CODAC 2018). 

 COPE Community Services 

COPE is a Tucson based non-profit that offers mental health, substance abuse, 

and general physical wellness services (COPE 2018). COPE is funded by various state 

and federal organizations including the Substance Abuse and Mental Health Services 

Administration (SAMHSA), the U.S. Department of Housing and Urban Development 

(HUD), and AHCCCS (COPE 2018). COPE also includes the RISE Equipment 

Recycling Center, which benefits both the environment and the community. RISE 

employs those in need and reduces waste. If over the age of 18, individuals can go to 

COPE to obtain free HIV testing, personalized education on health, referrals, and 

acudetox (COPE 2018). 

El Rio Community Health Centers 

El Rio Community Health Centers are non-profit health care providers with 13 

locations in Tucson. El Rio was first established in 1970, and provides primary care, and 

a variety of specialist care, to low-income and homeless individuals and families. This 

organization serves over 95,000 people in Tucson and is funded through federal grants, 

private donations, and patient co-pays on a sliding fee scale (El Rio 2018). El Rio focuses 

on making health care as accessible as possible and provides transportation to different 

locations, and partnerships with other medical providers in the Tucson area. El Rio also 
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has many community partners including, but not limited to, the Southern Arizona AIDS 

Foundation (SAAF), Community Food Bank of Southern Arizona, and Southern Arizona 

Legal Aid, Inc. to be able to connect their patients to various resources they may need.   

 Z Mansion 

Z Mansion is an organization that unknowingly aims to fulfill multiple levels of 

Maslow's Hierarchy of Needs. Located in Tucson, the bright, blue-walled Z Mansion 

serves not only as a wedding venue, but also a service organization for Tucson's homeless 

individuals. Every Sunday, Z Mansion welcomes hundreds of people in need of food, 

clothing, hygiene services, pet-care services, and health care. The style of service aims to 

bring individuals together. With upbeat music, a friendly welcome before food service, 

and circular tables to foster communication and connection, Z Mansion hopes to help 

homeless individuals find friendships and feel at home. 

METHODS: 

Goals 

To gain an understanding regarding the barriers to health care which exist in the 

Tucson homeless community and discover the prioritization of health care in comparison 

to other competing needs such as food and shelter. 

Research Study Design 

This study focuses on the real-life experiences of homeless individuals in Tucson 

and uses interpretive phenomenological analysis (IPA). The IPA style favors semi-

structured interviews with small-sample sizes and aims to make statements about the 

perceptions of a particular group, rather than to generalize the study’s finding to a large 
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population (Smith and Osborn 2008). The semi-structured interview allows for the 

participant to have more freedom and flexibility in how they answer, and there is less 

emphasis on the interview schedule in comparison to a structured interview. Participants 

may answer a question which comes later in the interview schedule, and the interviewer 

may choose, or not choose, to probe the participant on specific questions based on the 

information they have received (Smith and Osborn 2008). Once the interviews are 

completed and transcribed, the data is analyzed carefully for various themes that connect 

the participants. After stating the central themes, quotes from the participants' interviews 

are incorporated to support these themes (Smith and Osborn 2008). 

Participant Sample 

The researcher spent time establishing a rapport with the research location, Z 

Mansion, by volunteering frequently and being a familiar face to the homeless 

individuals that visited. Sixteen individuals were approached over the time span of 

January through March of 2018, and ten individuals agreed to be interviewed. The 

sample for this study consisted of five women and five men. The requirements for 

participants were that the individual needed to be currently homeless, defined as not 

having permanent housing, over the age of eighteen, able to speak English, and willing to 

be interviewed and recorded.  

The participants in this sample were all homeless individuals visiting Z Mansion. 

Since Z Mansion, as a charitable organization is not widely advertised, interview 

participants learned about the location through various community organizations or word 

of mouth from other homeless individuals. Knowing Z Mansion means that the homeless 
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individuals interviewed had created connections within the Tucson community, and had 

actively searched for the services that Z Mansion provides. Participants were also 

familiar with the services of community health care providers through either referral from 

Z Mansion, or from others in the Tucson homeless community. Though this sample of 

participants is well connected and well versed in the resources that Tucson has to offer, 

the same cannot be said for all homeless individuals across America. This sample did 

include individuals who were both sleeping on the streets, and sleeping in shelters, 

meaning this study represents both types of homelessness. The results based on this 

sample cannot be generalized to all homeless populations in America, or even within 

Arizona. This sample is representative of the Tucson homeless population and is more 

accurately characteristic of Tucson homeless individuals who have created connections 

and communicated with their peers regarding what resources are available. This study 

was not able to take into account the experiences of homeless individuals who were new 

to the Tucson homeless community, had language or communication barriers, and those 

who were unaware of resources available.  

Interviewing and Transcribing 

Interviews were completed between January and March of 2018, and research was 

completed in April of 2018. The researcher approached various individuals regarding the 

study and interviewing, and read the required Oral Recruitment Script approved by the 

University of Arizona Institutional Review Board (IRB). If the potential participant 

showed interest, the researcher let the participant choose a comfortable area within the Z 

Mansion courtyard for the interview to be conducted. Once settled, the researcher started 
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recording and carefully read the Consent to Participate in Research. Since homeless 

individuals may not always be literate, the researcher completed a Waiver of Written 

Consent with the IRB and opted to use an oral consent process. After finishing the 

reading of the consent form, the researcher asked for oral consent. After the participant 

consented, the researcher gave the participant a Tucson-based resource list to keep. The 

researcher used this list after the interview to ask if there were any services that the 

participant wanted to discuss, and the researcher pointed out resources that were relevant 

to the stated personal experiences and needs of the participant. During the interview, no 

notes were taken as not to distract the researcher or the participant from the questions or 

responses. With the IPA semi-structured interview design and the use of open-ended 

questions, the participants often answered questions before asked, were able to tell their 

story and describe their health care experiences to the extent that they desired, and the 

researcher was able to use guided probes following each question to understand the 

participant responses further. 

Each week, after finishing interview recording, the researcher meticulously 

transcribed the interviews into a secure drop box associated with the University of 

Arizona. All recordings were also securely uploaded to this dropbox and then destroyed 

from the recording device, and from the dropbox, after the transcribing process was 

completed.  

Confidentiality and Ethical Concerns 

The participant’s names were not recorded or requested at any point in the 

interview process. The dropbox associated with the University of Arizona was deemed 
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secure by the IRB, and login credentials were not shared. The recordings from the 

recorder were destroyed once the upload to the dropbox was complete, and recordings on 

the dropbox were destroyed as soon as transcribing was done. These measures were all 

taken to maintain the confidentiality of the participants throughout the interview and 

transcribing process.  

Throughout the consent process, and during some interviews, the researcher 

repeatedly let the participants know that they were able to skip a question, stop the 

interview, and withdraw consent at any time. All participants voluntarily consented and 

were aware that there were no direct benefits to taking part in this study. When the 

researcher was recognized as a familiar face or volunteer at Z Mansion, she made sure to 

emphasize the consent section that states that the interview answers would not affect the 

relationship of the participant with the researcher, the University of Arizona, or Z 

Mansion. All participants were warned that the interview questions could evoke 

memories of unpleasant experiences, and were reminded again, at this time, that they 

were able to stop the interview at any point. After the interview was over, the researcher 

was able to point out organizations on a resource list based on the stated experiences and 

needs of the individual. Participants were also able to ask questions about specific 

organizations about which they wanted to learn more about. This resource list was given 

after the consent process to avoid inadvertent coercion to consent for the interview. This 

resource list was also given freely to other homeless individuals who inquired, and it was 

made clear that interviewing was not a requirement if an individual wanted to keep the 

resource list.  
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DESCRIPTIVE RESULTS 

Table 1 – Characteristics of Homeless Individuals at Z Mansion: Tucson, Arizona, 2018 

 All Participants (n=10), No. (%) 

Gender  

     Male 5 (50%) 
     Female 5 (50%) 

Age- years, mean (range) 47.1 (28 – 64) 
Years of homelessness, mean (range) 5.6 (8 mo. – 20) 

Race/Ethnicity  
     White 5 (50%) 

     Black 2 (20%) 
     Hispanic 2 (20%) 

     Multiracial 1 (10%) 
Education  

     Some High School 1 (10%) 
     High School Diploma/GED 3 (30%) 

     Some College 5 (50%) 
     Uncertaina  1 (10%) 

Marital Status  
     Previously or Currently Married 8 (80%) 

     Never Married 2 (20%) 
Number of Children, mean (range) 2.4 (0 – 7) 
a Schooling within in a special needs program where grade level was not specified 

 

Though the average timespan of homelessness in the sample was 5.6 years, seven 

of the participants had experienced homelessness for three years or less and two 

participants had experienced homeless for 15 years or more. Another essential point to 

keep in mind is that two out of ten homeless individuals in the sample mentioned that 
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they had experienced episodic homelessness for the timespan that they had indicated. 

Episodic homelessness is characterized by being in a housing situation for a period before 

becoming homeless again (Kim et al. 2006). Individuals who are episodically homeless 

are considered an underrepresented population in research since many studies will look 

into homeless individuals who have experienced homelessness for a certain length of 

time. In reality, those who suffer episodic homelessness face many of the same barriers to 

health care, especially during periods of unstable housing and homelessness (Kim et al. 

2006).  

Marital status also fluctuated over time, as 80% of the participants were 

previously married, but many had experienced divorce or multiple marriages. The 80% 

statistic is not an accurate representation of the current marital status of all participants.  

For those who had children, their ages ranged from five to 38 years old, but I did not 

calculate a mean because I did not obtain specific ages for each child. Though the 

average number of children is 2.4, four participants had three children or less, and three 

participants had no children.  

FINDINGS AND OBSERVATIONS 

All participants explained the circumstances behind why and how they had 

become homeless. Eight of the ten participants all mentioned that they felt that their 

family did not support them when they were younger or took advantage of them once 

they were older. Not all eight participants felt that their family was responsible for their 

homelessness, but all did think that their upbringing profoundly impacted them. 

They [her parents] disowned me because I'm gay. So they had no idea that I was 
ever homeless, and I think even if they knew they would not help, because [they 
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believe] I did it to myself, with the drinking, and being gay. They would blame it 
on both. So it just doesn't work. (45F) 
 

Six participants recounted that the actions of those closest to them: fiancés, mothers, 

friends, significant others, had directly led them to become homeless. In some cases, their 

money was stolen, and in other cases, it was a lack of support that caused people to find 

themselves on the streets. Two of these six individuals were survivors of domestic 

violence, which also played a role in their becoming homeless.  

I am a victim of domestic violence. Where I come from, they don't look at certain 
things, they don't listen to me, so I just gave up, and I walked away. My feet 
walked away, and I got dragged behind my feet. (49F) 

 
Four participants stated that a loss of employment, or a lack of stable employment, led to 

becoming homeless. These scenarios were often caused by different factors that were not 

always under the control of the participant.   

I couldn't function the way I used to, the pain [of sciatica] was just too intense, 
and my back was just really bad, and there were days where I couldn't even move 
at all...And eventually I lost my job, I couldn't pay my rent. (46M) 
 
I was taking care of my mother, and I was working through a company taking 
care of her. I was getting paid … to take care of my mother and other clients 
throughout the company. I lost all that because I went into a deep depression after 
my mother died, everything was gone all at once. (38F) 

 
Many of the participants were searching for employment and often held jobs for short 

periods of time, but they also faced hurdles due to the logistics of being hired and the 

circumstances of homelessness. In many cases, workplaces require that individuals have 

a permanent address. Homeless individuals will also often focus on finding food, shelter 

and other immediate needs, before looking for employment.  

Perspectives on when to Seek Treatment 
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Two of the interview questions asked what participants would do in a scenario in 

a health-compromising situation. The first question asks what a participant would do if 

they had “severe flu-like symptoms” and the second question asks the same for a broken 

arm. Answers to the first question regarding the flu varied significantly. Five participants 

said that they would not visit a health care provider, often because they could not take 

that time away from work.  

Having to take time away from my job and my responsibilities and lose money to 
go to these appointments... and yeah that's the only frustration and the only time I 
don't go. (49F) 
 

On the other hand, two participants said they would immediately go to the hospital, but 

this was due to their medical conditions. One participant had AIDS, and the other 

participant had a history of respiratory illness. 

If I get a respiratory infection, it gets to the point that I need to be hospitalized. So 
I have to. I don't want to worsen anything. (38F) 
 

The other three participants all said that they would first reach out to their primary care 

providers whether that be at El Rio, or another health care organization. They stated that 

if they were unable to see a doctor promptly, then they would utilize emergency services. 

If I just were getting sick, I would go to a free clinic. I get everything through 
CODAC. They stay on top of it. They always have me scheduled. (45F)  

 
In response to the question regarding what they would do if they had a broken arm, six 

participants responded saying they would immediately call for emergency services. The 

other four participants said that they would utilize emergency services depending on the 

severity of the fracture. One participant had already experienced a similar situation. 

When I broke my hand, … I probably wouldn't have even gone to the hospital, but 
Tom [head of Z Mansion] took me around because I had other injuries. (40M) 
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Underutilization of primary care among participants was expected, but the three 

participants who would contact their primary physician before visiting emergency 

services for severe flu-like symptoms are a perfect example of proper primary care use. 

Eight participants said they regularly use or have used El Rio services in the past, and one 

participant often uses CODAC. Another participant, diagnosed with AIDS, visits his 

infectious disease doctors at Banner University Medical Center. All participants have 

AHCCCS.  

BARRIERS TO CARE 

Themes 

Table 2 – Barriers to Health Care for Homeless Individuals: Tucson, Arizona, 2018 

 All Participants (n=10), No. (%) 

Transportation 6 (60%) 
Health Care Providers  

     Bias 5 (50%) 
     Previous Negative Experiences 2 (20%) 

Knowledge of Resourcesa  
     Insurance 3 (30%) 

     Community Health Organizations 3 (30%) 
Lack of Housing 3 (30%) 

     Hygiene Needs 2 (20%) 
a Knowledge of transportation seems to be limited, but data for this barrier is unknown 
 

 Transportation 

 Transportation was a substantial barrier to care and was mentioned by six 

participants as being an essential factor in utilizing health care services. If health care 
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providers are far away, coordinating transportation to get to the location may be too 

complicated.   

The rheumatologist is up in Ina, and I don't think the buses go up there. Someone 
told me I could get to Orange Grove, but I need to figure out how to get further 
with the buses… or a cab, I don't have money for a cab. That will easily stop me 
from going. So then you stop worrying [about your health], and then you end up 
in the hospital, it's a cycle. (51F) 
 
I don't have any money for bus fare, I don't have a car, and it’s kind of far. I have 
referrals for specialists that are on the other side of town. I have to do a sleep 
study, but I can't do it because it's too far. (46M) 
 

The public bus systems in Tucson can also be challenging to navigate when homeless. 

Some bus drivers have a stigma against homeless individuals and will not allow them to 

bring their items onto the bus. The buses do not always run on time, which can make 

getting to appointments and completing other responsibilities a hurdle. The process of 

paying for a bus pass, or just figuring out how to obtain a pass can also be a complicated 

process. 

What stopped me [from utilizing health care] was being told that I wasn't allowed 
to have a license, wasn't allowed to drive, that I wasn't allowed to be independent. 
I'm not against the buses, but … I want to be there by this time. So I had a lack of 
transportation. (49F) 
 
Bus drivers won't let certain people on… if they see all this [pointing to her 
belongings], they'll say “what is all this.” How do they not know that I'm getting 
all this to take it back to my house? How can you pass free judgment? (38F) 
 
It’s really expensive to ride the bus even though I just get economy. It's now $22, 
used to be $15, for 30 days. If you don't have an income, you can't [pay for the 
pass]. We have a hard time getting temps because we don't have jobs right now, 
but then you go to the places that give you free ones, and they do only do them for 
three months out of the whole year. So it's difficult. (45F) 

 
Another form of transportation available to homeless individuals on AHCCCS is non-

emergency medical transportation. AHCCCS provides a cab service that will take 
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individuals to appointments when needed. This service does not seem to be widely 

known, and those who are aware of the service have varied reviews. 

 Yes, you know someone told me Access you can get a car if you call. (51F) 

I'll schedule an appointment, schedule transportation, they give me the times and 
dates and when it gets down to my appointment time, they will not come and pick 
me up, or they'll tell me that they've been there and they left already and that 
they'll try to send somebody out, and they never come back. (38F) 
 
No, because they always give me another appointment. The cab services [with 
AHCCCS] have been really good. (58F) 
 
Transportation seems to play a significant role in whether or not homeless 

individuals can utilize the health care services in Tucson. It is not only confusing to 

figure out bus routes and whether or not transportation to a particular area is possible, but 

it is also an added stress to worry about the stigma of bus drivers and whether or not the 

bus will be on time. The increased costs of bus passes are also a strain for homeless 

individuals. The option to use non-emergency medical transportation with AHCCCS is 

much cheaper and more convenient, but the reviews for this service have varied 

significantly. The knowledge surrounding this service also seems to be limited among the 

Tucson homeless population, as many of the participants mentioned bus transportation 

being a barrier, but did not at all mention knowing about the non-emergency AHCCCS 

transportation. Increasing knowledge about this resource could decrease the barriers 

associated with a lack of reliable transportation. 

 Health Care Providers 

 The conscious or unconscious biases that health care providers have against 

homeless individuals can affect whether or not these individuals return to that specific 
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health care organization. Many homeless patients may feel uncomfortable letting their 

physicians know about their condition in fear of being stigmatized. Homeless patients 

that do choose to open up about their circumstances should be welcomed and supported, 

but five participants have unfortunately experienced subtle forms of bias, which 

discourage them from returning to health care settings. 

When you tell somebody you're homeless, it puts a whole new perspective on 
things. They frown upon me… and as I told you I'm just as human as anybody 
else. Cut me and cut you, we bleed the same. I shouldn't get treated differently 
just because I'm in a homeless situation. (38F) 
 
And I never looked homeless, ever. So I wasn't treated badly, but you try not to 
say that you're homeless. They knew that I was, you just don't talk about it. Of 
course, there's always a stigma. Are you clean, are you dirty? (45F) 
 
The way that some people look at them…even paramedics don't want to take 
some of the homeless people to the hospital. They say that they need to go 
themselves, or go to urgent care because they're drunk, they have a busted head, 
but they're drunk. This happened like a month or two ago. (40M) 
 

Biases can also affect treatment in the hospital, as several individuals have noted that any 

form of narcotics will not be prescribed to someone who is homeless. Though this may be 

a measure taken by the hospital to decrease opioid dependence, there are some cases in 

which strong narcotics are necessary for the well being of an individual, and this needs to 

be taken into account when treating those who are homeless.  

You also can't get pain medication easily here, and that’s fine, I don't take a lot. 
Sometimes you need them, and you can't just get them. I suffer with that, I have 
RA [rheumatoid arthritis] severe, and sometimes you can't walk or brush your 
teeth. (51F) 
 
Anyway, no matter what it is, shot, broken bones, infection, they won't prescribe 
me any sort of narcotic or pain medication at all. Even though I'm not into opiates, 
and I feel kind of ... [stigmatized]. (40M)  
 



HEALTH CARE FOR HOMELESS INDIVIDUALS 27 

Two participants experienced not only bias but also extremely negative health care 

experiences that discouraged them from seeking treatment again. These interactions had a 

profound effect on the way they view health care services.   

There came a point where one of the things that I was taking, I woke up one 
morning and I could barely even breathe. I mean I could breathe, but it wasn't 
enough. So I called the doctor, and he said to stop taking the medication. And I 
guess you could say I went natural after that. That was a turning point. (28M) 
 
I had a bad experience. I had one doctor who sent me to go get a shot, and I woke 
up 20 hours later in a facility not knowing where I was, not understanding 
anything. (49F) 
 

One participant has decided to stay away from health care services following his incident, 

and only utilizes health care for emergencies. The other participant is slowly working on 

building trust again with the providers that she currently sees.  

 Due to the biases faced by homeless individuals, it can be challenging to find an 

organization that provides care without stigmatization. Unpleasant experiences can lead 

to neglect of care and exacerbated health conditions, in addition to a generalized negative 

view of the health care community. Though many participants had experiences with bias, 

nine participants spoke highly of health care providers such as and Z Mansion.  

I guess there’s a disconnect between homeless people and feeling like other 
people want to help them. There's a pessimistic view. You've seen your friends 
get sick and suffer out here. It's in a lot of their heads. (40M) 
 
This is about the only place I know [Z Mansion] that they don't look at homeless 
people like we're homeless. They treat you like people. (46M) 

 
When people feel that they are genuinely valued and cared for by health care providers, 

they are more likely to return and continue to take care of their health. It is crucial that 
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the Tucson health care community reforms in a way that decreases the bias against this 

population.  

 Knowledge of Resources 

 There are many resources available for homeless individuals within Tucson, but 

finding these resources can be difficult for newly homeless individuals, and individuals 

who are new to the area. Three participants mentioned that applying for insurance and 

navigating what is available through insurance can be a challenge. Having insurance 

opens up many health care services, and a few participants seem to know how to get 

specific services through AHCCCS that others have not yet discovered. 

I just got AHCCCS this month. Not having insurance affected whether or not I 
went to the doctor. (51F) 
 
Access pays for CODAC. But you got to get to DES (Department of Economic 
Security) to get it approved. But you got to be there at like 7. You're not going to 
leave until like 3, because everybody goes there. You have to wait in line for at 
least an hour an hour and a half, and then you got to wait another 2 hours to go 
see somebody. (45F) 

 
Dental and eye care is a big deal. They say there's nothing you can do [with 
AHCCCS]. There are a few churches, but that's very, very limited, once a year 
there's a truck with a dentist that can do some care, but nothing major. (40M) 
 
I can get dental. Two cleanings and two extractions a year… eye appointments, 
all that's here if you just look for it. Took me a while, I had to ask people "What's 
El Rio," but it's the best thing I ever did. They give me everything. (51F) 

 
Insurance does not cover some services, and it is difficult to figure out how to get 

necessary care in these scenarios. Often, homeless individuals will have to suffer from 

the pain of whatever is not covered by insurance.   

I still have a tooth that needs to be extracted, but I can't get it out because 
AHCCCS won't cover it, and the dental physicians won't see it. I suffer from 
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hypertension, so if I go to El Rio or a regular dentist, they won't touch me or look 
at me. I have to go to an oral surgeon to do it, because of the hypertension. (46M) 

 
I can't get Humira anymore because AHCCCS doesn't cover it. (51F) 
 

Knowing which community health organizations are helpful and where to go for specific 

resources requires social capital and communication with other homeless individuals. 

Three participants stated that a lack of knowledge regarding these centers is a barrier to 

health care. These organizations can be arduous to find without access to the Internet, so 

word of mouth is sometimes the best way to gain knowledge regarding what is available. 

There are resources, but the homeless people especially the older ones, they can't 
really connect their own needs to what's available. The knowledge of the 
accessibility of the resources is difficult. (40M) 
 
Through El Rio, yes… [you can get excellent services], but anywhere else they 
tell you if you're over 21, you have to pay for it… so for people that are here, you 
have to jump hoops [to get what you need]. (64M) 
 

Knowing what resources are available in the community can mean the difference between 

sickness and health. Many health care organizations such as CODAC and COPE can 

educate their members on what resources are available and how to apply for insurance, 

but arriving at these health care services requires communication with others who are in 

or around the Tucson homeless population.  

 Lack of Housing and Hygiene Needs 

 Three participants mentioned lack of housing as a barrier to health care, and for 

two participants this went hand in hand with an inability to maintain hygiene as an 

additional barrier. Much of the reason that people consider housing to be vital is so that 

they can securely store their belongings when they need to travel to appointments or other 

engagements.  
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You can't leave it [personal belongings] anywhere. That's just a general barrier 
with being homeless. You can't leave your stuff anywhere, you can't trust 
anybody, and you can't rely on anything. If you want to know your stuff is safe, it 
better be right next to you. (52M) 

 
... Even if I did take the sleep study, and did get the apnea machine, I wouldn't 
know where to plug in. (46M) 

 
Housing has also been difficult to obtain even when working with centers that specialize 

in finding housing for homeless individuals. Individuals must score a certain amount on 

the VI-SPDAT, to be considered at-risk and vulnerable enough for immediate housing. 

I went through COPE, and I did a SPDAT, and I've been doing them every year. It 
seems like I've been asking for housing and everything, but they just wasn't doing 
their job. I'm still homeless, I'm still in the same bind that I was in 3 years ago. I 
want to stop the cycle, and I'm ready. They promised me they're going to try to 
get me into housing. (38F) 
 

Being out on the streets rather than in housing affects the health and safety of the 

homeless in many different ways. It is not uncommon to see episodic homelessness, 

where individuals gain shelter for a period of time and then become homeless again. 

I didn't get transportation; I didn't get health care, until me and her got an 
apartment. We were able to get it for three months, but then we became homeless 
again because that didn't work out. (45F) 
 
For a lot of us, I believe our health is just the way it is because of housing. I don't 
think that anybody here is wanting to be homeless for the sake of being homeless-
but I know a lot of these people don't want to be outside. I know the housing 
problem, these circumstances, shit happens. It just so happened, to me. (46M) 
 

The lack of housing also affects hygiene needs and makes it hard for homeless 

individuals to maintain clean clothing. Some participants said that this was a barrier to 

care because they refused to visit a health care provider if they felt that they were dirty. 

I'm not going to the doctor with dirty clothes and not going without a shower. 
Absolutely not, with dirty underwear, no. That's the thing, not in this life. (64M) 
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So even if I take a shower, I'm always smelling myself, with that fear of smelling. 
Now that I'm homeless, showers are limited, and clean clothes are limited. I really 
freak out. I refuse to go anywhere where I have to sit in an office, so that’s what 
keeps me from going to the doctor. (46M) 
 
I don't know where to put my gear at. I smell. I haven't been able to take a shower. 
Or I don't have clean clothes. I take a shower, but I don't have clean clothes and 
my clothes smell. I still wash, I still clean, I still manage to take a shower, but it 
doesn't really help. (46M) 

 
The lack of housing adversely affects homeless individuals in more than one way. 

Without a residence, participants did not have a place to put their belongings when 

traveling, and in one scenario, a participant would not be able to use necessary treatment 

without consistent access to an electrical outlet. Hygiene needs also play a role as a 

barrier to care and are directly related to housing. If a homeless individual is trying to be 

presentable, whether it is for an interviewer or a physician, it can be challenging to find a 

shower and bathroom service on the streets, and then line this service up with a time to 

wash clothes as well. This barrier causes homeless individuals to avoid seeking care but 

would be eliminated if housing needs were fulfilled. 

DISCUSSION 

Each city has different barriers to health care access that homeless individuals 

must overcome depending on what resources are and are not available. In Tucson, four 

noteworthy barriers to care are transportation, the bias of health care providers, 

knowledge of resources, and lack of housing. These barriers affect the homeless 

population in various ways, and some can be more easily resolved than others. 

Knowledge of resources can be increased through education about what is available. 

Increasing education regarding what transportation services are available may also 
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dismantle this barrier since many individuals did not seem to be aware of non-emergency 

cab services provided by AHCCCS. Addressing the bias of individual health care 

providers in how they treat homeless individuals is a more difficult task, but can also start 

with education and a better understanding of the experiences of the homeless. Lack of 

housing is a barrier that will require more extensive changes over time to create 

accommodation, or more efficiently use existing housing in Tucson to support our 

homeless population.   

The current health care needs of the participants all aligned with primary care 

services. Eight of the ten participants mentioned that they regularly visited their primary 

care physician at either El Rio or CODAC, or in the case of the one participant with 

AIDS, an infectious disease specialist at Banner University Medical Center. Three 

participants mentioned that they would depend on their primary care physician when they 

answered the interview question regarding how they would react to severe flu-like 

symptoms. Some unmet health care needs of this population seem to be consistent access 

to dental and vision care, both of which have restrictions under AHCCCS.  

The severity of specific health care concerns determines where they fit into the 

hierarchy of needs for homeless individuals. Five of the participants felt that seeking 

treatment for severe flu-like symptoms was not crucial in comparison to other competing 

demands, and they felt that utilizing health care was unnecessary until conditions were 

more severe. In this case, prioritization of health care falls below other basic needs, and 

the various barriers discussed also play a part in what causes an individual to choose not 

to seek medical attention. Many of these barriers also affect how compliant a homeless 
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individual is with medical advice and follow-up. Some participants have made it clear 

that if a specialist is too far away, or if following up after an emergency incident is 

difficult due to transportation, they will not go to the appointment. Since El Rio and 

CODAC have multiple centers and seem to be easily accessible, participants utilize these 

organizations frequently and speak highly of the services they receive. El Rio is also 

currently expanding and increasing access to the community with another building under 

construction. These community health centers are integral resources in the Tucson 

community, and broadening similar services could be a policy prescription for places 

with significant homeless populations without access to health care.  

CONCLUSION 

This study has addressed the question of the how health care is prioritized within 

the Tucson homeless community and offers insight into the barriers that the Tucson 

homeless population must overcome to access health care. Where health care falls on the 

hierarchy of needs was dependent on the severity of the health care concern, and the 

circumstances of the participant. Some participants with significant medical histories 

highly valued their health and prioritized seeking out health care as soon as they felt sick. 

Other participants would prioritize health care below other competitive needs, especially 

if the health care concern was not urgent, and if other needs, such as maintaining 

employment, were more immediate. A few participants said that they would reach out to 

their primary care physician for assistance if they felt sick, and work to avoid having the 

medical condition advance to a more severe state.  
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Considering the barriers to health care access here in Tucson, there are a few changes that 

must take place if the homeless population is to benefit. When it comes to transportation, 

bus drivers are not allowed to discriminate against homeless individuals for bringing their 

belongings on the bus with them. Unless the belongings present a safety hazard, bus 

drivers are not allowed to restrict passengers from riding the bus. Unfortunately, the 

actions of bus drivers are out of our control. Education regarding what transportation 

options are available will help make more people aware of the non-emergent cab services 

that AHCCCS provides. Knowledge of transportation resources can be spread through 

pamphlets, in English and Spanish, to explain how to call a cab.  

The bias of health care providers can be diminished through education and an 

effort to understand what homeless individuals experience. Requiring training similar to 

cultural competency training can help providers understand that homeless individuals are 

no different from the rest of the population, and deserve equal care without presumptions 

regarding narcotic and other drug use. Centers such as El Rio make a point of monthly 

training for all employees, which emphasizes that “everyone from the centers’ 

executives, to homeless individuals, deserve world-class care” (Personal 

Communication). El Rio also focuses on community outreach as they send health care 

professionals to Z Mansion and other similar locations, to provide care for homeless 

individuals in easily accessible areas. This form of outreach also allows homeless 

individuals who do not want to visit centers, a way to access care. Following El Rio’s 

lead in how they care for individuals can help other centers also provide care that is bias-

free and geared towards helping our homeless populations. 
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The lack of knowledge regarding Tucson resources can also be tackled with the 

use of educational materials regarding insurance and what services are covered, and also 

about what community health centers are helpful. Lack of housing and hygiene 

limitations are barriers that are more difficult to overcome because they require that more 

housing and resources become available. Hygiene is manageable in shelter settings, but 

when homeless individuals are living on the streets, resources that provide restroom 

availability and clothes washing capabilities are more widely needed here in Tucson. 

CODAC is one organization that follows the Housing First model and believes that 

providing housing is imperative to helping individuals overcome homelessness. This 

model does not force homeless populations to complete specific prerequisites for 

housing, but rather acknowledges housing as a basic need and foundation for improving 

other aspects of life. The Housing First model has been effective and cost-efficient where 

established, and could be useful if implemented more widely in Tucson.  

Most barriers to health care access here in Tucson can be decreased with 

education regarding resources available with transportation, insurance, health care 

organizations and more. Further research should focus on understanding what barriers 

homeless individuals without insurance face, and see what similarities and differences 

exist in comparison to this participant sample. It would also be valuable to understand 

what the experiences of Spanish-speaking homeless individuals are, and whether they 

face the same barriers to accessing health care.  
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