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Currently in New Orleans, Louisiana, there are approximately 1,301 individuals
experiencing homelessness, many of which have a high level of medical needs that
require hospitalization. The National Health Care for the Homeless Council
recommends that hospitalized homeless individuals be discharged to medical respite
(short-term residential care with access to medical and social services). However, there
are very few medical respite beds in New Orleans (currently only four), and
consequently, many homeless patients are effectively discharged to the street. The
Homeless Hospital Liaison Program (HHL), in coordination with Tulane Street
Medicine, seeks to bridge this gap.
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When our partner organizations identify a patient who may be a candidate for the
HHL program, the patient is added to a secure Epic “radar list”.

•

Formally enrolled patients are added to our Epic “patient list”. These lists are
checked regularly and the team is alerted when an enrolled or “radar” patient is
hospitalized.

•

Volunteers are dispatched as needed when enrollees are inpatient.

•

Enrollee information is stored on a HIPAA-secure database using the Box app for
computers and phones.

•

For this project, patient data was gathered through retrospective chart review on Epic.
Utilization data collected is stored on the Box app.

PROGRAM OVERVIEW
Figure 1. General Program Format. Patients and volunteers move together through a stepwise process.

Since its conception in May 2017, the Homeless Hospital Liaison Program (HHL) has
provided services to over 60 patients who identify as homeless. HHL is a medical
student and resident run organization that offers social liaison services to some of New
Orleans’ most vulnerable populations. HHL liaisons strive to bridge the gap between
the patient, the housing system and the medical system.

HHL ENROLLMENT
Total Per Month

Homeless patients admitted to University Medical Center New Orleans (UMC) are
referred to the program by social work, attendings, or student volunteers working in the
hospital on clerkships. Once a patient is referred, a liaise is assigned to be the patient’s
case manager.. During a typical session, the liaison will meet up with the patient at
University Medical Center New Orleans (UMC), and formally ask the patient for
consent to enroll. Once enrolled, our goal then to start the process of getting that
patient a stable housing alternative, should they consent to our services.
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As a team, we work with community housing agencies, UMC social workers, and
physicians to come up with a plan of action upon the patient’s discharge. This includes
completing the necessary paperwork for government housing, setting up a reliable
mode of transportation, sending appointment reminders—and, in some cases,
establishing permanent housing for the patient.

RESULTS

Program total
• After 1 year (May 2017—May 2018), a total of 49 patients were enrolled.
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• A total of 41 patients have completed the 6-month post-enrollment data
collection period. Data on these 41 individuals is shown here.

41

• An average of 1 patient a week was enrolled in HHL for the first 12 months
• Nearly 50% of enrollees were housed either in independent living situations,
group homes, rehab facilities or long term medical care.

Outcome after HHL Intervention

• The HHL program significantly reduced the number of hospital admissions by
49.4% (p<0.01) for up to 6 months post-enrollment.
• Hospital days were reduced by an average of 47.7% (p<0.01).
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Figure 2. Program Enrollment. An average of 1 patient was enrolled per week
throughout the first year of the program. 41 patients have completed the 6 months postenrollment follow-up period.

•

• The program significantly reduced the number of 30-day readmissions for
patients 6 months post enrollment (p<0.01)

Homeless
17%
Long-term
Medical Care
22%

NOTABLE CASES
The longest hospital stay for one of our patients was 90 days. During that time we
were able to find him an apartment for when he was discharged!
One of our patients was known as a “frequent flyer” and used the ED for dialysis.
We were able to reduce his ED visit by 70%, his 30-day readmission rate by 20%,
and eventually get him placed in a group home.

• There was no statistically significant difference between the number of ED visits
for program participants, before and after program enrollment
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Upon discharge from the hospital, patients may be referred to the Street Medicine-New
Orleans team by an HHL coordinator. This team of resident physicians and medical
students can then follow up with patients during their regularly scheduled street walks.
The team can check on the health status of the patient, ensure that they have been in
contact with the social organizations that they were referred to through HHL and
connect them with any other resources that they may need. This allows for the patient to
be see a friendly face even once they have been discharged and allows for the HHL
intervention to be well encompassing.

•
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LIMITATIONS
• Because our patient tracking relies on hospital utilization, we have a high number in
our cohort who become lost to follow-up or have unknown outcomes.
• Utilization does not show the whole picture: several patients have had protracted
hospital stays due to serious illness or injury that we are unable to prevent; however,
this makes it difficult to quantitatively show our impact using utilization metrics
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Figure 3. Patient Outcome after 6 months. 46% of our patients are housed either independently or
in long-term medical care (group homes, nursing homes, rehab, etc.) 17% remain homeless. The
“lost to follow up” category encompasses patients who have moved out of our catchment area.

Hospital Days

Figure 3. Change in Utilization over 6 month period. Average ED visits, hospital admissions, and hospital
days all showed a declining trend with every month post intervention. However, variances between patients
were quite large (see figures below), with patients ranging from frequent utilizers to rarely coming into the
hospital.

“HHL has been one of the most exciting teams I have ever been on. The work that we do
is hard, since we interact with a vulnerable patient population, and sometimes cannot
guarantee them a safe place to stay upon discharge. However, being a liaison has taught
me so much. I am more aware about the social determinants of health and how they play
a huge role in personal wellbeing. I have gained a knowledge bank of the community
resources available in my city. I have had great conversations with people who have
remarkable life stories. I have been a part of an outstanding team of dedicated students,
residents and physicians, without whom this essential work would not get done.
I remember when I told my first patient that he would be eligible for a group home upon
discharge from the hospital. He was so relieved to know that he would have a bed to go
home to and reliable access to his medications. It was one of the most humbling
experiences of my life.”
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Figure 6. Number of Hospital Admissions

Figures 5, 6, 7. Utilization of Hospital Services Pre- and Post-Enrollment. For every
enrolled patient, data was collected for six months after their first interaction with HHL.
Number of ED visits, number of hospital admissions, and number of hospital days were
tracked monthly for each patient.
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Incorporate qualitative feedback into our program to guide patient management
Individualize patient goals base on need, with better integration with community
Demonstrate financial impact (in progress!)
Our program is in the works to become an official consult service at University
Medical Center!

VOLUNTEER TESTIMONIALS
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