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INTRODUCTION

The purpose of this project is to research the unique health problems that the
general homeless population has and the barriers they face in accessing healthcare,
especially those homeless persons who have multiple illnesses, are mentally ill, or are
veterans. Some previous studies show that homeless persons face barriers to accessing
healthcare, including high cost of healthcare, lack of transportation, and feeling
discriminated against. During some research | was doing for a class, |1 came across the
fact that homeless persons with multiple illnesses are at higher risk of being homeless
longer than those with only one illness, that mentally ill homeless persons face higher
rates of physical illness and staying homeless longer, and that homeless veterans had
higher rates of mental illness and substance abuse than homeless non-veterans. This led
me to be curious about the homeless population in Denver, and | learned that while many
people hold the idea that there are not very many homeless people in the United States,
there are in fact thousands.

This project has been in the works for a couple of years, now. However, the
inspiration behind it began far longer ago. | have been heavily involved in the healthcare
system, both as a patient and provider, for most of my life. | was always well aware of
how privileged | was, but I always had a hard time imagining not having access to the
healthcare that | so desperately needed. As | moved around quite a lot growing up, | saw

many homeless people on the streets, but | had always assumed it was different in the



United States. However, when | moved to Denver to come to college, | saw countless
homeless people on the streets, and | wondered how their health was suffering due to
their homeless status. Gradually, my interests transitioned into what barriers people faced
in accessing healthcare, what subgroups of the homeless population were more likely to

face barriers, and what could be done to remove those barriers.



LITERATURE REVIEW

Philip Lynch suggests that there are four different types of causes of
homelessness: structural causes, like poverty and unemployment, cultural causes, like
lack of culturally-appropriate housing options, policy causes, like taxation and the
amount of money spent on public housing options and education, and interrelated
individual causes, like substance abuse, domestic violence and ill health (2005).
However, the main purpose of my study is to research the unique health problems that the
general homeless population has and the barriers they face in accessing healthcare,
especially those homeless persons who have multiple illnesses, are mentally ill, or are
veterans.

One of the largest consequences of the homeless population’s lack of access to
care is their mortality rate. Homeless persons suffer from an increased risk of all
mortality (Hwang et al). The overall mortality rate of homeless people is two times
higher than the general population (Savage et al., 2006) and the age-adjusted mortality
rate is three to six times higher than their housed peers (Munoz et al., 2006). For adults
that use the family shelter system, the leading causes of death are heart disease and
cancer (Kerker et al., 2011), and there is a higher evidence of cancer risk factors in

homeless people (Munoz et al., 2006).



The only way that | foresee a change in this mortality rate is if we increase
homeless people’s access to healthcare. In order to understand the scope of healthcare
problems in homeless populations, one must first look at how many people have
healthcare problems, what specific problems they face at a higher rate than the general
population (including dental problems, contagious illnesses, and other health problems),
and what groups are considered at a higher-risk for both homelessness and being ill while
homeless.

Iliness and homelessness seem to go hand in hand, partially because many people
who are homeless were ill before they became homeless (Schanzer, Dominguez, Shrout
& Caton, 2007), and being homeless only made their health worsen. The research group
led by Christine Savage (2006) suggested that 33% to 55% of the homeless population
have some kind of physical illness. This was supported by Schanzer, Dominguez, Shrout
& Caton’s 2007 research that discovered that 40% of the participants of their study had a
chronic health issue, and 60% who were studied for 18 months or more had at least one
health issue. Also, 46% of the participants of Baggett, O'Connell, Singer & Rigotti’s
study in 2010 had two or more medical conditions. These are outrageously high
percentages for a population to have. Many people would suspect that this is due to the
homeless population being largely over 35 years old, and attribute these illnesses to
aging. Although this is sometimes the case, younger homeless people have also seen
similar effects on their body prematurely (Daiski, 2007). This concentration of health
problems indicates that they may be environment-driven.

There are some health problems that are more common than others. Many

homeless people have difficulty obtaining dental care (Daiski, 2007) and large dental



problems are found in nearly 2/3 of homeless people. In the study performed by Baggett
et al. more than 30% of respondents had a past-year dental problem, and tooth loss, dental
decay and disease are common in homeless populations (John & Law, 1990; Lynch,
2005). Even common problems like vision impairments are found in higher
concentrations in homeless populations. 26% have difficulty seeing and almost 40% have
functional vision impairments (Baggett et al., 2010).

There are also many chronic illnesses of which high concentrations are found in
homeless populations. These include seizure disorders, diabetes, and cardiovascular
diseases like hypertension, cardiac disease and other circulatory disorders (Daiski, 2007;
Hwang et al., 2010; John & Law, 1990; Munoz, Crespo & Perez-Santos, 2006; Schanzer,
Dominguez, Shrout & Caton, 2007). Other common disorders include musculoskeletal
problems, foot problems, malnutrition, difficulty with movement and arthritis (Daiski,
2007; Hwang et al., 2010; John & Law, 1990; Lynch, 2005; Munoz et al., 2006). Perhaps
the most common type of chronic non-contagious illness that homeless populations suffer
from is respiratory diseases, such as asthma, chronic obstructive pulmonary disease,
breathing problems, and emphysema (Daiski, 2007; Hwang et al, 2010; John & Law,
1990; Munoz et al., 2006; Schanzer et al., 2007) Drug abuse, alcohol abuse, mental
illness and PTSD are also quite common (Hwang et al. 2010; Lynch, 2005; Schanzer et
al. 2007), and we will go into more detail on those later.

Contagious illnesses are also quite common among homeless populations. Some
commonly found contagious illnesses are pneumonia, tuberculosis, and dermatological
infections (Daiski, 2007; John & Law 1990; Lynch, 2005; Munoz et al., 2006; Schanzer

et al., 2007). Other health issues found in homeless populations are sexual health



problems such as STDs and blood borne viruses such as HIV (John & Law, 1990; Lynch,
2005; Munoz et al., 2006; Schanzer et al., 2007). The sheer number of diseases that are
easily treated that run rampant in homeless populations is astounding. However, it makes
more sense than one would think because many homeless persons were in ill health
before becoming homeless, and so new conditions may have been caused by and
preexisting conditions may have been aggravated by being homeless (Daiski, 2007; John
& Law 1990).

There are some health problems which are found in all populations, but seem to
be at an abnormally high concentration in homeless populations. One of the most
commonly found health problems in homeless populations is mental illness. More than
50% of homeless people have a history of mental illness, with almost all of that being
depressive symptoms (Arangua, Andersen & Gelberg, 2006; Baggett et al., 2010). 48%
of the respondents in Baggett et al.’s study (2010) had a history of treatment for mental
illness, and almost 25% of the homeless population has a history of hospitalization for
psychiatric treatment (Arangua et al., 2006). While being homeless aggravates many
mental disorders, at least one in five members of the homeless population suffered from
mental health problems before becoming homeless (Woollcott, 2008). Due to the
deinstitutionalization movement that began in the 1960s, hundreds of thousands of
mentally ill patients were released with little community support, which led to many of
them living on the streets (Hill, 1991). Some studies have shown that between 15 and
30% ofthe homeless population suffer from a major affective disorder, and that around

60% of the homeless population suffer from substance abuse (Toro & Bellavia, 1997). 4



Many homeless people suffer from drug and alcohol dependency (Baggett et al.,
2010). More than 70% of homeless youth living in Los Angeles suffer from drug or
alcohol dependency (Van Leeuwen et al., 2006). In the same study, it was discovered that
of homeless youth in Denver in a nine-month period, 69% used alcohol, 75% used
marijuana, 18% used methamphetamine, 19% used cocaine, 12% used heroin, 30% used
hallucinogens, 25% used ecstasy, 13% used ketamine, and 13% shared needles.
Substance abuse is even more prevalent among those homeless persons with mental
disorders, with up to 65% suffering from substance abuse, which creates a need for
specialized treatment to help them overcome their health issues (Marshall, 1998).

Another group needing specialized care are those suffering from multiple
illnesses. Individuals suffering from multiple illnesses at once are more likely to be an
older, unemployed male, and are at higher risk for many health issues (Segal, Gomory &
Silverman, 1998). They typically remain homeless longer than those with only one health
problem, and typically need more specialized, integrated help to overcome their barriers
(Quimby, 1995). In a study performed by Gormory, Segal, and Silverman in 1998, they
found that homeless adults with a dual diagnosis of a psychological illness and substance
abuse suffered from anemia, chronic cough, headaches, heart problems, bone and muscle
aches, dental problems, and back pain at a greater frequency than the general homeless
population. These are only a few of the health problems facing this especially vulnerable
group.

Another especially vulnerable subgroup of the homeless is veterans. According to
the U.S. Department of Housing and Urban Development 2012 Point-In-Time Estimates

of Homelessness, “62,619 veterans were homeless on a single night in 2012.” Veterans



are at a higher risk of homelessness than the general population, especially those who
served following the Vietnam War in the all-volunteer force (Tsai, Mares & Rosenheck,
2012). Veterans are older than the general homeless population, are more likely male and
are more likely to be high school graduates than the general population (Tsai, Mares &
Rosenheck, 2012). However, they are also at higher risk for mental illness and substance
abuse than the general homeless population (Tsai, Mares & Rosenheck, 2012). In a 2007
study, Tracy Dietz found that being a veteran increased the risk of a lifetime substance
abuse disorder by a factor of 1.46 as compared to a homeless non-veteran. PTSD, a
common side effect of being a veteran, is also quite common in homeless populations
(Lynch, 2005). Being homeless, PTSD can be both caused and aggravated by the
sufferer’s environment. This is due to the fact that there are such high rates of
victimization in homeless populations, as well as lack of access to proper treatment.

For many homeless people, lack of access to proper treatment leads to the use of
Emergency Rooms for non-urgent needs. Perhaps one of the reasons for the use of E.R.s
for non-urgent needs is the lack of health insurance among homeless people. Itis
estimated that between 54% and 60% of homeless people do not have health insurance
(Baggett et al., 2010; Schanzer et al., 2007). With lack of insurance and use of
Emergency Rooms, it makes sense that many people have unmet healthcare needs.
Between 41% and 73% of homeless people have experienced an unmet healthcare need,
or a need to go see a doctor when they did not (Baggett et al., 2010; Hwang et al., 2010).
The highest rate of disparities between healthcare that was needed and healthcare
received occurred with homeless women with children, and those with worse physical

and mental health had increased odds of an unmet healthcare need (Hwang et al., 2010).



The unique barriers that the homeless population faces are some of the most
influential factors that prevent homeless populations from accessing the healthcare that
they need. Some common barriers that homeless people face in accessing the healthcare
they need are lack of health insurance and the feeling of being disrespected because of
their lack of insurance, lack of affordable health care, and overcrowded clinics with long
wait times (Arangua et al., 2006; Baggett et al., 2010; Hudson et al., 2008; Hwang et al.,
2010; Lynch, 2005; Nickasch & Marnocha, 2009). Other barriers that | find much more
intriguing, are the feeling of discrimination against people with “problematic” behaviors,
even if those behaviors are signs of another issue, the inability or refusal of healthcare
providers to treat people suffering from both substance abuse and mental illness, and little
availability of treatment for those who were ready to deal with substance abuse (Daiski,
2007; Lynch, 2005). Among the barriers to homeless people’s access to the healthcare
they need are lack of transportation, lack of privacy and confidentiality which negatively
impacts their self-worth, and competing priorities, such as finding food and shelter rather
than seeking medical treatment (Arangua et al., 2006; Daiski, 2007; Hwang et al., 2010;
John & Law, 1990; Nickasch & Marnocha, 2009; Savage et al., 2006).

Many homeless people are reluctant to seek healthcare due to negative past
experiences (Lynch, 2005). Two examples of well-founded worries that homeless people
have about seeking healthcare are that healthcare providers are unwilling or may not be
able to empathize with them due to their homeless status, and that the provider was not
taking them seriously or ignoring them (Hudson et al., 2008; Wen, Hudak & Hwang,
2007). They also report feeling unwelcome due to their homeless status, felt that they

were stigmatized due to their homeless status, and that they were stereotyped due to the



assumption that homeless people are “freeloaders,” all of which discouraged them from
seeking healthcare (Arangua et al., 2006; Hwang et al., 2010; John & Law, 1990;
Nickasch & Marnocha, 2009; Wen et al., 2007). Overall, homeless people report feeling
disempowered, with feelings that the healthcare providers saw them as less of a person
due to their homeless status (Wen et al., 2007). This kind of disrespectful treatment has
been found to be one of the main causes of homeless people seeking healthcare
reluctantly and only for serious illness (Daiski, 2007).

There have been many studies done about the barriers to accessing healthcare
among various homeless subgroups. However, | am interested specifically in the barriers
that the homeless population faces in the city of Denver, especially in regards to
homeless veterans, the mentally ill, and those with multiple health issues. I will research
the most prevalent illnesses in the Denver homeless population, common threads that
influence their illnesses and ability to access care, and what they see as the most common

barriers to accessing adequate healthcare.
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METHODS

Project Description

This is a descriptive study using a survey design. Our surveys investigated two
concepts: perceived barriers to accessing healthcare, and a general description of health
status and problems for this population. Two survey tools were used: (A) "Project
Homeless Connect Survey: Barriers to Health Care™ and (B) PROJECT HOMELESS
CONNECT MEDICAL SCREENING QUESTIONAIRE (see appendices A and B). This
data was obtained at Project Homeless Connect 2012, an event in Denver which helps to
connect homeless persons to the healthcare they need. A table was set up at the event,
which they were led to and asked if they wanted to participate in our study. The study
was approved by the Regis University Institutional Review Board (IRB), and permission

was obtained from the study site. Data was collected in September 2012.

Sample

To participate in the study, individuals had to be participants of Project Homeless
Connect 2012, be at least 18 years old, and speak English or have a translator. They also
needed to be willing to answer questions regarding their employment, military service
history, and experiences of healthcare. 84 participants were interviewed after they were

deemed to have met the criteria and gave their consent.



Data Collection

The “PROJECT HOMELESS CONNECT MEDICAL SCREENING
QUESTIONAIRE” was one which all Project Homeless Connect participants filled out
regardless of whether or not they participated in this study that included demographic
questions, questions about which, if any, physical and mental illnesses they suffered
from, as well as drug, alcohol and tobacco usage. The participants were then asked if they
wanted to opt into taking “Project Homeless Connect Survey: Barriers to Health Care,”
which had more in-depth questions, including questions about the barriers they felt that
they faced in accessing adequate healthcare, if they had ever served in the military, their
gender, race, how many hours per week they worked, and if they had ever felt

uncomfortable or unable to receive physical or mental healthcare.

Consent

Participants were invited to complete the health data survey, 'PROJECT
HOMELESS CONNECT MEDICAL SCREENING QUESTIONAIRE as standard intake
for each individual when they entered the health care area as part of the current standard
of care, allowing them to identify their needs for the day. Participants were then invited
to complete the "Project Homeless Connect Survey: Barriers to Health Care™ survey as
they left the health care area after all care and exit processes had occurred. In this way,
participants did not feel compelled to answer the survey in order to receive care since full
health evaluation had already been made and care had already been rendered. The

Participants indicated consent by completing the survey, which was anonymous with no

12



personal identifiers. Information was given to each participant in writing or if unable to
read, read to them, about the study, their participation, and their information was studied

in aggregate only; all information is confidential and anonymous (see appendix C).



DATA ANALYSIS

First, univariate analysis was used to determine the basic demographic breakdown of
the participants in our study in order to compare to the national and local statistics. Then,
univariate analysis was used to find the number of participants who had served in the
military, who had any type of mental illness, who had multiple health issues, and who felt
as though there were barriers that prevented them from accessing adequate healthcare.
Those four variables were then crosstabulated to discover the frequency of overlaps
between all possible two-variable combinations of those variables. Correlations were
discovered, investigated, and determined to be either statistically significant or
insignificant. Bivariate correlations showed that there was a positive correlation between
military service and barriers to accessing healthcare, as well as between mental illness
and barriers to accessing healthcare, and having multiple illnesses and barriers to

accessing healthcare.

Univariate Analysis of Descriptive Statistics

57 participants (67.9%) in our study were men, with the other 27 (32.1%)
identifying as women. The age groups ranged from the 18-24 year old group to the 65+
group, with all groups having at least one member, and the 45-49 and 50-54 year old age

groups having the most members with 16 and 15, respectively. 16% of our participants
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had served in the military, 39%reported having some type of mental health problem, 63%
had multiple health issues, and 88.1% felt that there were barriers preventing them from
accessing adequate healthcare. The average age group was group 6, so age 45-49, and the
racial breakdown was 40.5% White/Caucasian, 21.4% Black/African-American, 17.9%
Hispanic/Latino, 6% Native American, and 14.2% Biracial/Other. All descriptive
statistics can be seen in Table 1 34.5% of respondents reported using only alcohol
regularly, and 12% reported using only drugs regularly, with very little overlap, so
64.71% of our total population reported substance abuse.

74 respondents (88.1%) reported that they felt as though there were barriers that
prevented them from accessing adequate healthcare. Ofthe barriers participants reported,
lack of health insurance was by far the most common, with 48 participants (57.1%)
marking that as part of the problem. 42 participants (50%) said that healthcare costing too
much was a barrier that prevented them from accessing healthcare, and 32 (38.1%) said
that not having transportation was a barrier for them. Other barriers reported included
long wait times, not being taken seriously (due to their lack of education), not getting
adequate care and not being understood were barriers for them, with 22.6 to 35.7% of
participants marking those options. Some other barriers reported were not knowing how
to talk to providers, having previous negative experiences, feeling a lack of empathy from
providers, being discriminated against, lack of privacy, or other priorities (such as
seeking food or shelter) taking precedence, with 20.2 to 11.9% of participants marking

those answers.
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Table I: Descriptive statistics
Participants (n=84)

Gender
Man 57 (67.9%)
Woman 27 (32.1%)
Genderqueer/Genderfluid/Other 0
Race/Ethnicity
White/Caucasian 34 (40.5%)
Black/African-American 18 (21.4%)
Hispanic/Latino 15 (17.9%)
Native American 5 (6.0%)
Asian/Pacific Islander 0
Middle-Eastern 0
Biracial 8 (9.5%)
Other 3 (3.6%)
No Information 1(1.2%)
Age
18-24 2 (2.4%)
25-29 5 (6.0%)
30-34 9 (10.7%)
35-39 6 (7.1%)
40-44 10 (11.9%)
45-49 16 (19.0%)
50-54 15 (17.9%)
55-59 12 (14.3%)
60-64 6 (7.1%)
65+ 2 (2.4%)
No Information 1(1.2%)
Mental IlIness
Yes 32 (38.1%)
No 52 (61.9%)
History of Military Service
Yes 13 (15.5%)
No 70 (83.3%)
No Information 1(1.2%)
Alcohol Use
Yes 29 (34.5%)
No 55 (65.5%)
Drug Use
Yes 10 (11.9%)

16



No

Experienced Barriers to Healthcare
Yes
No
No Information

Experienced Specific Barriers to Healthcare
No Health Insurance
Healthcare Costs Too Much
Long Wait Times
Transportation
Lack of Privacy
Other Priorities taking Precedence
Previous Negative Experiences
Lack of Empathy from Providers
Not Being Taken Seriously
Being Discriminated Against
Not Getting Adequate Care
Not Being Understood
Don’t Know How to Talk to Providers
Healthy; Don’t Need Healthcare
Other

Crosstabulations

74 (88.1%)

74 (88.1%)
9 (10.7%)
1(1.2%)

48 (57.1%)
42 (50.0%)
30 (35.7%)
32 (38.1%)
10 (11.9%)
10 (11.9%)
16 (19.0%)
15 (17.9%)
24 (28.6%)
11 (13.1%)
23 (27.4%)
19 (22.6%)
17 (20.2%)
11 (13.1%)
6 (7.1%)

Crosstabulations were useful to determine how many of our participants were
positive for more than one of the variables we were focusing on. 8 people said they
suffered from multiple health issues and had previously served in the military, 27 said
that they suffered from multiple issues and also had mental health problems, and 5 said
that they had mental health problems and had previously served in the military.

Even more important were our crosstabulations with barriers to accessing
healthcare. Out of 13 participants who had served in the military, 10 felt that there were
barriers to them accessing adequate healthcare, which is 76.92% correlation. Out of 53
participants with multiple health issues, 50 felt that there were barriers that prevented

them from accessing adequate healthcare, which is a 94.34% correlation. Out of 32
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participants with mental health problems, 28 felt that there were barriers that prevented
them from accessing adequate healthcare, which is an 87.5% correlation.
38.46% reported abusing drugs or alcohol, as compared to 64.71% of non-

veterans..

Limitations of Study

Limitations of this study include the exclusion of non-English speakers (unless
they provided their own translator) and homeless children. Since the study was done at
Project Homeless Connect, members of the homeless community in Denver that could

not attend were not able to take the survey.
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IMPLICATIONS

Our Data as Compared to National and Local Data, and the Social Implications

This study strongly implies that while members of the overall homeless
population have individualized needs that are not being met, specific subgroups have
even more unmet needs.

Homeless veterans face approximately the same rates of mental illness as
homeless non-veterans and have a higher rate of comorbidity. Prior research has
indicated that veterans are at a higher risk of homelessness than the general population, as
well as being at a higher risk for mental illness and substance abuse. Our data showed
that the veterans we surveyed had higher rates of drug use, and approximately equal rates
of alcohol usage, as non-veteran homeless persons. Also, participants who had served in
the military, had mental illness, or had multiple health issues had much higher
percentages of reporting barriers to accessing healthcare than the rest of the participants
of our study.

This implies that veterans are not being cared for after they leave the service, or at
least not to the extent that they need. Americans have this idea that we treat veterans
better than the general population, but they are obviously not getting the extra care that
they need if they have higher rates of drug use and comorbidity than the general homeless

population, and are at high risk of becoming homeless, and suffering from mental illness.
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They need specialized care that can help to keep them from becoming homeless, as well
as assistance to help them access healthcare that could assist them in overcoming health
problems, mental illness, and substance abuse, all of which will simply be exacerbated by
homelessness. Perhaps increasing the ease with which they can access their GI benefits
would help prevent them from becoming homeless (since Gl benefits often include
payments, housing and medical benefits).

When comparing the demographic makeup of our population, it became clear that
our respondents, in some cases, were atypical of both Denver and national trends in
homelessness.

Figure | shows our gender breakdown as compared to the Denver homeless
gender breakdown and national homeless gender breakdown. Where 67.9% of our
respondents were male, and 32.1% were female, the Denver homeless population is
55.4% male and 44.4% female, and the national homeless population is 67.5% male and
32.5% female (Metro Denver Homeless Initiative, 2012; National Coalition for the
Homeless, 2009). This is further complicated by the fact that the national population is
49.2% male and 50.8% female, and the population of Denver is estimated to be between
48.5 to 50% male, and 51.5 to 50% female (Howden & Meyer, 2011; United States
Department of the Interior). This implies that our data was slightly skewed as the gender
breakdown that we ended up with is vastly different from the Denver homeless and
general populations. However, our data is almost exactly that of the national homeless
gender breakdown, so our data may simply be more in line with national averages than

with local averages.
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Figure 1.

Gender Breakdown
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On the other hand, the racial breakdown of our participants aligned in some ways
with national homeless demographics, and in others with Denver homeless demographics
(Figure II). Overall, our data had vastly different racial breakdowns from national
averages for both homeless and non-homeless populations, as well as from the Denver

homeless population.
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Figure I1.

Race/Ethnicity Breakdown
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Our data collected about alcohol indicated that 34.5% of our population used
alcohol, which is incredibly close to the national homeless rate of substance abuse, at
34.7% (U.S. Department of Health and Human Services, 2011), but our drug use rates, at
11.9%, are much lower than the average rate for substance abuse among the Denver
homeless, which is at 17.9% (Metro Denver Homeless Initiative, 2012). Overall, our data
collected about substance abuse indicated that 64.71% of our population used alcohol or
drugs, which is much higher than the national homeless rate of substance abuse, at
34.7%,and more than three times as high as the average rate for substance abuse among

the Denver homeless, which is at 17.9% (Figure IlI).
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Figure I11.

Similarly, our age data didn’t align very well with the Denver homeless age, with 84.1%
of the Denver homeless population being between 25 and 64, and 94.2% of our
population being within the same age range but with our data having the same rate of
participants being age 65 or older as Denver’s homeless population, at 2.4% (Metro
Denver Homeless Initiative, 2012). Nationally, around 10% of homeless adults are
veterans, and 26.2% have mental illness, but 15.5% and 38.1% of our participants were
veterans and had mental illness, respectively. (U.S. Department of Health and Human
Services, 2011; Kessler et al., 2005)

These differences indicate that the population we served were perhaps more
vulnerable than the national homeless population and general homeless population of

Denver. The people we served were most likely the individuals who the system failed to
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support adequately, and thus were not only unable to utilize to resources available to
them, but their illness, mental and physical, were likely exacerbated.

The individual barriers faced by the homeless population also indicate that
perhaps the American healthcare system is failing some of its citizens. Many of the
reasons cited by participants of our study as to why they can’t get adequate healthcare
indicate a failure in the lines of communication between doctors and patients, with
not being understood and not knowing how to talk to providers are two such examples.
Other perceived barriers, such as feeling a lack of empathy from providers, feeling
discriminated against, and previous negative experiences, indicate that homeless persons
are feeling as though they are being treated differently because of their homeless status
and that perhaps healthcare providers need

When more than 57% of participants say that lack of health insurance keeps them
from getting the healthcare they need, and 50% say that healthcare’s high prices keep
them from getting adequate healthcare, | believe that it indicates that the healthcare
system has its priorities twisted. Fortunately, the Patient Protection and Affordable Care
Act may help quite a lot. Under the new act, people under age 65 with incomes under
$15,000 a year can receive Medicaid. While it would still be difficult for those without an
address to apply for the coverage, it will soon be far easier to receive it rather than being
rejected. Ifthe point of the healthcare system is to provide care rather than make a profit,
then lacking health insurance should not prevent people from accessing care. Similarly,
many of the other reasons participants listed for not being able to access healthcare
indicate a system that is failing them, such as not being taken seriously, being

discriminated against, long wait times, not being understood, and feeling a lack of
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empathy from healthcare providers. The point of healthcare is to care for all people,
especially those who are most vulnerable, and to help them become healthy again, but
when the most vulnerable populations cannot reach the healthcare system, it means that

the system is failing those groups.

Implications for Future Research and Policies

This study was one of many studies that attempt to find out if the healthcare
system is failing the homeless, and if so, how. There are numerous studies regarding the
healthcare needs of the homeless population, including the needs of vulnerable subgroups
like youth, drug users, veterans, the mentally ill, and people with multiple illnesses. In
my opinion, we do not need any more research to show how difficult it is for homeless
persons to access adequate healthcare. The main problems are that there are simply not
enough resources currently being distributed to homeless populations and that current
resources are too difficult to access.

The barriers we researched indicate that there are three main changes that need to
be made in order to decrease the barriers faced by homeless populations. The first
category of barriers is that which can be remedied (and may be remedied) by the Patient
Protection and Affordable Care Act (PPACA). These barriers included “lack of health
insurance” and “healthcare costing too much,” which 57.1% and 50% of our population
marked as preventing them from accessing adequate healthcare. Eventually, the PPACA
will hopefully assist all of these people by making healthcare less expensive and offering

more coverage to these people.
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The second category of barriers is those which can be fixed by increasing the ease
with which people can apply for Medicaid and Medicare, and by opening more low-cost
clinics at which they can receive healthcare. These barriers include “lack of
transportation,” “long wait times at clinics,” “not getting adequate care,” “lack of
privacy,” and “having other priorities.” Between 11.9% and 38.1% of our population
marked these as barriers that prevented them from getting healthcare. We could increase
accessibility by having the offices for Medicaid and Medicare open at different times, to
begin with. Currently, their offices are only open from 8:00 am to 4:30 pm, or they can be
mailed, emailed, or faxed to them, but none of these options are really feasible for
homeless people. Those hours are hours in which they could be getting food or trying to
make money. Also, once the applications have been filled out (which is no easy task, as
the language used on the forms is often at a very high reading level), they have to bring in
the application with their identification, social security number, proof of any assets they
have, proof of status in the US (Such as passport or birth certificate), and proof of
expenses. They also need an address, which is something that most homeless people do
not have, and many people also get rejected after applying. In short, this very difficult
and arduous process may not even be possible for homeless people, and they may also be
discouraged from applying since they know how difficult it is to get approved. Similarly,
there are not currently enough low-cost health clinics for homeless people, which leads to
long wait times, a lack of privacy (because they providers are rushed), and difficulty even
getting there, since many homeless people struggle with transportation.

The final type of barriers that participants in our study faced were those that could

be fixed by increasing communication between healthcare providers and patients. These
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perceived barriers include patients feeling like they’re “not being understood,” “not being
taken seriously,” or “being discriminated against,” and also that patients feel like they
“don’t know how to talk to providers,” they had “previous negative experiences,” and
they felt a “lack of empathy from providers.” Between 13.1% and 22.6% of our
participants marked these as barriers that prevented them from accessing adequate
healthcare. The first step to increasing communication between homeless persons and
healthcare providers is to educate the providers on how to interact with homeless persons.
The fact that some patients feel discriminated against, feel a lack of empathy, and feel
like they’re not being taken seriously indicates that perhaps some healthcare providers are
still holding stereotypes in mind when they treat homeless patients, and that affects the
care that those patients receive. By educating doctors about the truth and dispelling
stereotypes about homeless people, we may be able to lower the rates of discrimination
and help raise the level of empathy that homeless patients receive. Also, since some
participants indicated that they feel like they aren’t being understood when they try to
talk to providers and don’t know how to talk to providers means that perhaps we need to
help providers listen better, rather than just assuming they know what is going on and the
best course of action automatically.

I also think that there are structural issues which prevent homeless people from
accessing the resources available to them, such as lack of affordable housing. Since many
cities, Denver included, are currently experiencing gentrification, many affordable
housing areas are being replaced with higher cost housing, and since no affordable places
are being built in the same area, people are ending up unable to pay their rent or

mortgages, and lose their housing. When people end up without shelter, they may be
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forced to decide between getting a place to sleep for the night or taking the time to go fill
out forms for Medicaid that may be fruitless anyways.

All of these barriers and problems facing homeless persons ought to concern the
general population. However, | think it is important to consider why we allow these
problems to exist. | believe that we do not feel concern for people who are lower-class
and/or homeless. We focus on helping the middle-class rise to the upper-class (even
though that rarely happens) and on keeping them from falling to the lower-class.
However, once somebody is lower-class we forget about them, they are already a lost
cause in American eyes. This all stems from our belief of everybody pulling themselves
up by their bootstraps. We believe strongly in individualism and that if anybody fails to
succeed, it is simply because they’re not working hard enough. This is shown in how we
treat homeless people: as though they are lazy, or worthless, or not as deserving as help
as other people. However, many people still claim to love others and to be generous. In
my opinion, we cannot continue simply helping those groups which we consider to be
more deserving than others. We need to help everybody overcome the structural causes
that keep them oppressed and unable to be healthy, and that includes those people who
are already lower-class and homeless.

By increasing accessibility of resources and reducing the structural causes of
homelessness, we may be able to help the homeless population increases their access to
healthcare, and thus, decrease both the rate of illness within homeless populations, but
also the severity of illness within homeless populations. In fact, if these changes are
implemented properly, we may in fact lower the rate of homelessness, since becoming ill

or not being able to pay their mortgage due to high healthcare costs will no longer force
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them to become homeless. Overall, by implementing the right policy changes and
education, we may lower the rates of homelessness, and the mortality rate within

homeless populations, which, as human beings, is what we ought to aim for.
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Appendix A
Project Homeless Connect Survey: Barriers to Health Care

Race/ethnicity:
» Caucasian or White (not Hispanic or Latino)
» African-American or Black
* Hispanic, Latino or of Spanish Origin
* Native American or Alaskan Native

e Asian
» Pacific Islander
 Arab
» Biracial or Mixed-race
e Other:
Gender:
 Male
 Female
» Genderqueer/Genderfluid
e Other:

Are you employed?
* Yes
* No

If so, how many hours do you work per week?

. 09
. 10-19
. 20-29
. 30-39
. 40+

Have you ever served in the military?
* Yes
* No

Have you ever felt uncomfortable or unable to go to a health care provider (nurse
practitioner, doctor, nurse, hospital, clinic)?

* Yes

* No

Have you ever felt uncomfortable or unable to go to a mental health care provider
(counselor, nurse, nurse practitioner, doctor, hospital, clinic)?

* Yes

* No
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What do you see as the reasons keeping you from getting the medical or mental health
care you need? Check as many as apply, if any.

* Don’t have health insurance

» Costs too much

* Long wait times

* Not able to get there

* No privacy

e Other things were more important to you (please list

what ).

* Previous bad experiences

e Health care providers unable/unwilling to empathize

e Health care providers not taking you seriously

* Feeling discriminated against

* Not getting the care you need

* Not being understood

* Don’t know how to talk to them

e You are healthy - don’t need to go

e Other things not included in this list (please list below)
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Appendix B :

PROJECT HOMELESS CONNECT MEDICAL SCREENING QUESTIONAIRE
REGIS UNIVERSITY

Please complete at Medical Screening Station Date:
First Name: Age: Gender: Male Female
Preferred Language Do you have children to be seen?  YES
NO

Reason you want to be seen today:

Question
Answer: Check all that apply

Do you have any ofthe following health concerns?
Diabetes
Heart disease
High blood pressure
Stroke
Asthma
Dental/Teeth
Neurologic condition
Surgery
GYN conditions
COPD or other lung conditions
Blood clots
Vision/eyes
Infections
Wounds
Stomach problems (constipation or diarrhea)
Cancer
Liver or kidney

For your children: do you have any concerns about their walking, talking or eating?
* Yes : walking talking eating going to the bathroom  other
* No

Medications: Which medications are you supposed to be taking? Which do you take?
e Blood pressure
* Pain medicine
e Heart Disease
e Thyroid medicine

e Insulin
* Antibiotics
e Others:
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Do you smoke/use tobacco: cigarettes, cigars, pipes, chewable tobacco?
* Yes details: number/day___how many years?_
* No, ex smoker details: years or months non smoking
* No, never smoked

Do you use street drugs?
*  Which ones?
 How often?

«  How much?

Do you drink alcohol?
* No, never
* Yes details: How often?
*  How much?
* How long have you been drinking?

Nutrition questions
* Lost or gained more than 10 Ibs in last 6 months?
* Number of meals/day

Do you have any muscle orjoint pain?
 Low back
* Neck
e Shoulder/hand
* Hip/knee/ankle/foot
e Assistive device? Cane  crutches  wheelchair

Mental health: Would you like to see a counselor?
Yes No

Have you been told you have a mental health problem?
*  Which one?

Have you taken medication for this problem?

Yes No
e Stress
* Anxiety

e Depression
e Other, specify:

Current Medication:
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Do you need medication?
Yes No

Relationships: Do you feel safe in your current relationships?
Yes No

Health / Vital Signs Screenings:

Height/WeightBMI1 BP Glucose

Heart rate TEMP RR Sa02

Recommended Stations: (circle desired stations)

Nurse Practitioner/physical exam skin/wound nurse  Physical Therapy Vision
Counselor Dental  Health Education  Child Developmental Screening Vital
Signs (Health) Screening
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Appendix C:
Written information about the survey/study:

Hello, you are being asked to complete a survey and a health information record. The
information you give us will help us understand how to improve the health section of
Project Homeless Connect and also general health care for you and other people who are
homeless. You may choose not to complete the survey, or to stop at any time, and your
care here will not be affected. The health information record helps us give you the care
you need today. All information that you give on the surveys is confidential, and we will
not keep any personal identifying information for these surveys. The study investigators
are MaryJo Coast and Cris Finn, and they, as well as the person asking you to complete
the survey are available today if you have questions. Just ask any of the health care area
workers. Thank you.
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Crosstabs

Count

Multiple Yes

No

Total

Appendix D:

Crosstabulations, Frequency Tables and Figures

Multiple * Reasons Crosstabulation

Yes

50

24

74

Reasons

No

No Information

42

Total

53

31

84



Military * Reasons Crosstabulation

Count

Military  Yes

No

No Information

Total

Yes

10

64

74

Reasons

No

43

No Information

Total

13

70

84



MentalHealth * Reasons Crosstabulation

Count
Reasons
Yes No No Information Total
MentalHealth Yes 28 4 0 32
No 46 5 1 52
Total 74 9 1 84
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Crosstabs

Military * Tobacco Crosstabulation

Count
Tobacco
Yes No Total
Military ~ Yes 8 5 13
No 42 28 70
No Information 0 1 1
Total 50 34 84

Tobacco

m Yes
O No
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Military * Drugs Crosstabulation

Count
Drugs
Yes No Total
Military  Yes 2 11 13
No 8 62 70
No Information 0 1 1
Total 10 74 84
Bar Chart
Yes No No Information
Military
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Military * Alcohol Crosstabulation

Count

Military Yes

No

No Information

Total

Yes

Alcohol
No
4 9
25 45
0 1
29 55
Bar Chart
Military
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Total

13

70

84



Frequencies

Frequency Table

Valid

18-24

25-29

30-34

35-39

40-44

45-49

50-54

55-59

60-64

65+

No Information

Total

Frequency

10

16

15

12

84

Age

Percent

2.4

6.0

10.7

7.1

11.9

19.0

17.9

14.3

7.1

2.4

1.2

100.0

48

Valid Percent

2.4

6.0

10.7

7.1

11.9

19.0

17.9

14.3

7.1

2.4

1.2

100.0

Cumulative

Percent

2.4

8.3

19.0

26.2

38.1

57.1

75.0

89.3

96.4

98.8

100.0



Gender

Frequency
Valid Male 57
Female 27
Total 84
Frequency
Valid English 82
Spanish 2
Total 84
Frequency
Valid Yes 14
No 70
Total 84

Percent

Percent

67.9

32.1

100.0

Language

Percent

97.6

2.4

100.0

Diabetes

16.7

83.3

100.0

Valid Percent

67.9

32.1

100.0

Valid Percent

97.6

2.4

100.0

Valid Percent

16.7

83.3

100.0

49

Cumulative

Percent

67.9

100.0

Cumulative

Percent

97.6

100.0

Cumulative

Percent

16.7

100.0



Valid Yes

No

Total

Valid Yes

No

Total

Valid Yes

No

Total

Frequency

79

84

HeartDisease

Percent

6.0

94.0

100.0

Valid Percent

6.0

94.0

100.0

HighBloodPressure

Frequency

22

62

84

Frequency

78

84

Percent

26.2

73.8

100.0

Stroke

Percent

7.1

92.9

100.0

Valid Percent

26.2

73.8

100.0

Valid Percent

7.1

92.9

100.0

50

Cumulative

Percent

6.0

100.0

Cumulative

Percent

26.2

100.0

Cumulative

Percent

7.1

100.0



Valid Yes

No

Total

Valid Yes

No

Total

Valid Yes

No

Total

Frequency

15

69

84

Frequency

34

50

84

Frequency

17

67

84

Asthma

Percent

17.9

82.1

100.0

Dental

Percent

40.5

59.5

100.0

Neurologic

Percent

20.2

79.8

100.0

Valid Percent

17.9

82.1

100.0

Valid Percent

40.5

59.5

100.0

Valid Percent

20.2

79.8

100.0

51

Cumulative

Percent

17.9

100.0

Cumulative

Percent

40.5

100.0

Cumulative

Percent

20.2

100.0



Valid Yes

No

Total

Valid Yes

No

Total

Valid Yes

No

Total

Frequency

19

65

84

Frequency

80

84

Frequency

79

84

Surgery

Percent

22.6

77.4

100.0

GYN

Percent

4.8

95.2

100.0

Lungs

Percent

6.0

94.0

100.0

Valid Percent

22.6

77.4

100.0

Valid Percent

4.8

95.2

100.0

Valid Percent

6.0

94.0

100.0

52

Cumulative

Percent

22.6

100.0

Cumulative

Percent

4.8

100.0

Cumulative

Percent

6.0

100.0



Valid Yes

No

Total

Valid Yes

No

Total

Valid Yes

No

Total

Frequency

82

84

Frequency

46

38

84

Frequency

82

84

BloodClots

Percent

2.4

97.6

100.0

Eyes

Percent

54.8

45.2

100.0

Infections

Percent

2.4

97.6

100.0

Valid Percent

2.4

97.6

100.0

Valid Percent

54.8

45.2

100.0

Valid Percent

2.4

97.6

100.0

53

Cumulative

Percent

2.4

100.0

Cumulative

Percent

54.8

100.0

Cumulative

Percent

2.4

100.0



Valid Yes

No

Total

Valid Yes

No

Total

Valid Yes

No

Total

Frequency

79

84

Frequency

13

71

84

Frequency

82

84

Wounds

Percent

6.0

94.0

100.0

Stomach

Percent

15.5

84.5

100.0

Cancer

Percent

2.4

97.6

100.0

Valid Percent

6.0

94.0

100.0

Valid Percent

15.5

84.5

100.0

Valid Percent

2.4

97.6

100.0

54

Cumulative

Percent

6.0

100.0

Cumulative

Percent

15.5

100.0

Cumulative

Percent

2.4

100.0



Valid Yes

No

Total

Valid Yes

No

Total

Valid Yes

No

Total

Frequency

13

71

84

Frequency

48

36

84

Frequency

16

68

84

LiverKidney

Percent

15.5

84.5

100.0

Meds

Percent

57.1

42.9

100.0

Percent

19.0

81.0

100.0

Valid Percent

15.5

84.5

100.0

Valid Percent

57.1

42.9

100.0

BloodPressure

Valid Percent

19.0

81.0

100.0

55

Cumulative

Percent

15.5

100.0

Cumulative

Percent

57.1

100.0

Cumulative

Percent

19.0

100.0



Valid Yes

No

Total

Valid Yes

No

Total

Valid Yes

No

Total

HeartDiseaseMeds

Frequency

82

84

Frequency

80

84

Frequency

53

31

84

Percent Valid Percent
2.4 2.4
97.6 97.6
100.0 100.0
Insulin
Percent Valid Percent
4.8 4.8
95.2 95.2
100.0 100.0
Multiple
Percent Valid Percent
63.1 63.1
36.9 36.9
100.0 100.0

56

Cumulative

Percent

2.4

100.0

Cumulative

Percent

4.8

100.0

Cumulative

Percent

63.1

100.0



Valid Yes

No

Total

Valid Yes

No

Total

Valid Yes

No

Total

Frequency

50

34

84

Frequency

10

74

84

Frequency

29

55

84

Tobacco

Percent

59.5

40.5

100.0

Drugs

Percent

11.9

88.1

100.0

Alcohol

Percent

34.5

65.5

100.0

Valid Percent

59.5

40.5

100.0

Valid Percent

11.9

88.1

100.0

Valid Percent

345

65.5

100.0

57

Cumulative

Percent

59.5

100.0

Cumulative

Percent

11.9

100.0

Cumulative

Percent

345

100.0



Valid

Valid

Frequency

Yes

No

Total

White

Black

Latino

Native American

Biracial or Mixed

Other

No Information

Total

MentalHealth

Percent
32 38.1
52 61.9
84 100.0

Valid Percent

RaceEthnicity

Frequency

34

18

15

84

Percent

40.5

17.9

6.0

9.5

3.6

1.2

100.0

58

Valid Percent

Cumulative
Percent
38.1
100.0
Cumulative
Percent
40.5 40.5
214 61.9
17.9 79.8
6.0 85.7
9.5 95.2
3.6 98.8
1.2 100.0
100.0



Valid

Valid

Not Applicable

0-9

10-19

20-29

30-39

40+

No Information

Total

Yes

No

No Information

Total

Employed

Frequency Percent
69 82.1
4 4.8
4 4.8
3 3.6
2 2.4
1 1.2
1 1.2
84 100.0

Military

Frequency Percent
13 15.5
70 83.3
1 1.2
84 100.0

59

Valid Percent

82.1

4.8

4.8

3.6

2.4

1.2

1.2

100.0

Valid Percent

15.5

83.3

1.2

100.0

Cumulative

Percent

82.1

86.9

91.7

95.2

97.6

98.8

100.0

Cumulative

Percent

15.5

98.8

100.0



Valid

Valid

Yes

No

No Information

Total

Yes

No

No Information

Total

Reasons

Frequency Percent
74 88.1
9 10.7
1 1.2
84 100.0

Nolnsurance

Frequency Percent
48 57.1
35 41.7
1 1.2
84 100.0

60

Valid Percent

Valid Percent

Cumulative
Percent
88.1 88.1
10.7 98.8
1.2 100.0

100.0

Cumulative

Percent
57.1 57.1
41.7 98.8
1.2 100.0

100.0



Valid

Valid

Yes

No

No Information

Total

Yes

No

11.00

No Information

Total

CostTooMuch

Frequency Percent
42 50.0
41 48.8
1 1.2
84 100.0
LongWait
Frequency Percent
30 35.7
52 61.9
1 1.2
1 1.2
84 100.0

61

Valid Percent

50.0

48.8

1.2

100.0

Valid Percent

35.7

61.9

1.2

1.2

100.0

Cumulative

Percent

50.0

98.8

100.0

Cumulative

Percent

35.7

97.6

98.8

100.0



Valid

Valid

Yes

No

No Information

Total

Yes

No

No Information

Total

GettingThere

Frequency Percent
32 38.1
51 60.7
1 1.2
84 100.0
Privacy
Frequency Percent
10 11.9
73 86.9
1 1.2
84 100.0

62

Valid Percent

38.1

60.7

1.2

100.0

Valid Percent

11.9

86.9

1.2

100.0

Cumulative

Percent

38.1

98.8

100.0

Cumulative

Percent

11.9

98.8

100.0



Valid

Valid

Yes

No

No Information

Total

Yes

No

No Information

Total

OtherPriorities

Frequency Percent
10 11.9
73 86.9
1 1.2
84 100.0

BadExperiences

Frequency Percent
16 19.0
67 79.8
1 1.2
84 100.0

63

Valid Percent

11.9

86.9

1.2

100.0

Valid Percent

19.0

79.8

1.2

100.0

Cumulative

Percent

11.9

98.8

100.0

Cumulative

Percent

19.0

98.8

100.0



Valid

Valid

Yes

No

11.00

No Information

Total

Yes

No

No Information

Total

Empathy

Frequency Percent Valid Percent
15 17.9 17.9
67 79.8 79.8
1 1.2 1.2
1 1.2 1.2
84 100.0 100.0

NotTakingSeriously

Frequency Percent Valid Percent
24 28.6 28.6

59 70.2 70.2

1 1.2 1.2

84 100.0 100.0

64

Cumulative

Percent

17.9

97.6

98.8

100.0

Cumulative

Percent

28.6

98.8

100.0



Valid

Valid

Yes

No

No Information

Total

Yes

No

No Information

Total

Discrimination

Frequency Percent
11 13.1
72 85.7
1 1.2
84 100.0

NotGettingCare

Frequency Percent
23 27.4
60 71.4
1 1.2
84 100.0

65

Valid Percent

131

85.7

1.2

100.0

Valid Percent

27.4

71.4

1.2

100.0

Cumulative

Percent

131

98.8

100.0

Cumulative

Percent

27.4

98.8

100.0



Valid

Valid

Yes

No

No Information

Total

Yes

No

No Information

Total

NotUnderstood

Frequency Percent
19 22.6
64 76.2
1 1.2
84 100.0
CantTalk
Frequency Percent
17 20.2
66 78.6
1 1.2
84 100.0

66

Valid Percent

22.6

76.2

1.2

100.0

Valid Percent

20.2

78.6

1.2

100.0

Cumulative

Percent

22.6

98.8

100.0

Cumulative

Percent

20.2

98.8

100.0



Valid

Valid

Healthy

Frequency Percent
Yes 11 131
No 72 85.7
No Information 1 1.2
Total 84 100.0
Other
Frequency
78
doctor won't prescribe 1
medicine they want
doesn't have ID 1
Gets care except dental 1
needs help locating office 1
and scheduling
appointments
Unable to get a doctor, feels 1

the system is working

against him

Willing to accept more risks 1

to longterm health for daily

needs

67

Valid Percent

131

85.7

1.2

100.0

Percent Valid Percent

92.9

1.2

1.2

1.2

1.2

1.2

1.2

Cumulative
Percent

13.1

98.8

100.0

Cumulative
Percent

92.9 92.9
1.2 94.0
1.2 95.2
1.2 96.4
1.2 97.6
1.2 98.8
1.2 100.0



Valid

doctor won't prescribe

medicine they want

doesn't have ID

Gets care except dental

needs help locating office
and scheduling

appointments

Unable to get a doctor, feels
the system is working

against him

Willing to accept more risks
to longterm health for daily

needs

Total

Other

Frequency

78

84

68

Percent

92.9

1.2

1.2

1.2

1.2

1.2

1.2

100.0

Valid Percent

92.9

1.2

1.2

1.2

1.2

1.2

1.2

100.0

Cumulative

Percent

92.9

94.0

95.2

96.4

97.6

98.8

100.0



Crosstabs

Count

Military

Total

Military * Multiple Crosstabulation

Yes

No

No Information

Yes

Multiple

45

53

No

25

31

69

Total

13

70

84



Multiple

0O Ves
O No

Military * MentalHealth Crosstabulation

Count
MentalHealth
Yes No Total
Military ~ Yes 5 8 13
No 27 43 70
No Information 0 1 1
Total 32 52 84

70



Crosstabs

Multiple * MentalHealth Crosstabulation

Count
MentalHealth
Yes No Total
Multiple Yes 27 26 53
No 5 26 31
Total 32 52 84

71



Multiple * Military Crosstabulation

Count
Yes
Multiple Yes 8
No 5
Total 13

Military

No No Information Total
45 0 53
25 1 31
70 1 84

72



Crosstabs

MentalHealth * Military Crosstabulation

Count
Military
Yes No No Information Total
MentalHealth Yes 5 27 0 32
No 8 43 1 52
Total 13 70 1 84

73



MentalHealth * Multiple Crosstabulation

Count

MentalHealth Yes

No

Total

Yes

Multiple

27

26

53

No

Total
5 32
26 52
31 84
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Count

Bar Chart

MentalHealth

75



1uno)

76



junoon

Gender
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