The INN Between

Medical Respite as an
Intervention for Reducing
Acute Healthcare Utilization
for Individuals Experiencing
Homelessness

A collaborative study with The INN Between and
local hospitals

2024

Amanda Weller, MSW
Angelea Panos, PhD, LCSW

Utah Valley University



Abstract
National rates of homelessness are rising, creating challenges in providing medical and
behavioral health care for homeless populations after hospital discharge (National Alliance to
End Homelessness, 2023; Moore et al., 2019). Without intermediary care solutions that bridge
the gap between hospital and shelter stays, people experiencing homelessness are at higher risk
for condition exacerbation resulting in high acute utilization and poor health outcomes. Current
studies show the efficacy of medical respite care as an intervention to improve care outcomes as
evidenced by reduced ED utilization, hospital length of stay, and readmissions (Biederman et al.,
2019; Holmes et al., 2020; Kertesz et al., 2009; Moore et al., 2019). However, many of these
studies are limited to comparisons between unlike populations. This article compares acute care
utilization of individuals experiencing homelessness who were referred and admitted to medical
respite to those who were referred to medical respite but unable to be admitted due to lack of bed
space. The data show clinically significant reductions in emergency department utilization,
length of stay, and readmissions. Additionally, the cost implications of such reductions are

explored.
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Medical Respite as an Intervention for Reducing Acute Healthcare Utilization for
Individuals Experiencing Homelessness
National rates of homelessness have increased year-over-year since 2017, with 22% of

individuals experiencing homelessness categorized as chronically homeless due to disabilities
and chronic health challenges (National Alliance to End Homelessness, 2023). Social
determinants of health, including financial hardship, domestic violence, and environmental
factors, can further exacerbate health conditions, resulting in difficulty treating such illnesses and
poor patient outcomes (Hans et al., 2022; Moore et al., 2019). Furthermore, high rates of
comorbid medical and behavioral conditions place people experiencing homelessness at higher
risk for condition complications resulting in increased emergency department visits and
readmissions (Miyawaki et al., 2020). Studies repeatedly show greater acute care utilization for
homeless populations, with persons experiencing homelessness utilizing emergency services
between 14 to 19 times more than housed populations and having higher rates of 30-day and one-
year readmissions (Abramson, Sanko & Eckstein, 2020; Dirmyer, 2016; Herrera-Imbroda et al.,
2023; McAuliffe, 2022). However, many of the common primary diagnoses for these visits—
namely hypertension (24.8%), major depressive disorder (19.7%), psychotic disorders (16.1%),
and chronic obstructive pulmonary disease (10.3%)—could be treated effectively at a lower
acuity level with reliable access to housing, medications, nutrition, and rest (Moore et al., 2019;

Tipton et al., 2021).



Literature Review

Medical respite can improve outcomes for individuals experiencing homelessness by
providing interim housing and care between hospital discharge and street or shelter stays
(National Health Care for the Homeless Council, 2023). In studies of residents at the Barbara
Mclnnis House, the first established medical respite facility in the U.S., early program data
showed an average 50% decrease in 90-day hospital readmissions compared to persons
experiencing homelessness who were discharged from the hospital to streets or shelters for
recovery (Boston Health Care for the Homeless Program, 2023; Kertesz et al., 2009).
Furthermore, aggregate research collected by the National Institute for Medical Respite Care
(NIMRC) shows that medical respite interventions reduce hospital admissions an average of 24%
in the year following respite (2021).

Studies also suggest medical respite as a solution for safely reducing hospital length of
stay, which is historically longer for persons experiencing homelessness (Buchanan et al., 2006;
Smith et al., 2021; Tipton et al., 2021). This is critical for improving the overall patient
experience, which can be negatively impacted by long hospital stays or cold handoffs to
community resources (Hadenfeldt, Todd & Hamzhie, 2023; Park et al., 2017). Unchecked, this
poor experience creates barriers in accessing follow-up care and community resources—
ultimately impacting long-term health outcomes (Moore et al., 2019; Zur, Linton & Mead, 2016).
Conversely, when medical respite interventions are implemented and specifically include
wraparound services that address such barriers, studies show length of stay decreases 27.19%
and ED utilization is reduced for seven years following respite stays (Lachaud et al., 2021).
Furthermore, patient experience improves as medical respite facilities provide a stable, homelike,

and dignified environment for recuperation (Gazey et al., 2019).



Although initial study results suggest the positive impact of medical respite interventions,
proving the efficacy of such programs remains difficult. Primarily, it is unethical to refer some
individuals to medical respite while referring others that also need such services to a treatment-
as-usual model. As such, researchers have been limited in their abilities to make direct
comparisons between groups. Instead, studies such as Kertesz’s examine utilization of those who
qualified for medical respite against those whose conditions were not severe enough to qualify,
then calibrate responses to account for differences in condition severity (2009).

The following study is unique in that all patients included met qualifications for
admittance into medical respite; however, roughly half were not admitted due to lack of bed
space at the time of referral. Those who were not admitted were discharged from the hospital to a
shelter, skilled nursing facility, or the street depending on current resource availability and
patient preference. By using a sample where the data for both populations meets the same
referral criteria, this research allows for a more direct comparison between groups and a clearer
understanding of the impact of medical respite as an intervention. Additionally, the use of
secondary data where admittance decisions were strictly a result of available space at the time of
referral helps minimize ethical challenges that would be present if medical respite care was
denied for the sake of research.

Methods

Secondary data was analyzed for patients referred to The INN Between, a medical respite
facility located in Salt Lake City, Utah, during 2023. While The INN Between receives referrals
from various medical providers and clinics, this study focused specifically on those who were
referred from two local acute care facilities: the University of Utah Hospital and the Huntsman

Cancer Institute. These two organizations represent a significant percentage of acute referrals and



have similar referral and utilization tracking systems, providing an opportunity for uniformity of
data across institutions. Of the 68 individuals referred by providers for medical respite, 29 were
admitted to The INN Between for medical respite. The remaining 39 were not admitted due to
lack of bed space at time of referral and were instead discharged from acute care to skilled
nursing facilities, shelters, or back to the streets.

Providers at The INN Between utilized patient data and medical histories provided by
referring institutions at the time of referral. Post-referral data for emergency department
utilization, all-cause readmissions, and length of stay was tracked for patients using a shared
database. All patient data analyzed was deidentified and assigned a random number by providers
before being shared with researchers. Patient numbers also included a letter distinguishing
whether the patient was referred from the hospital or the cancer institute to allow researchers to
examine whether any differences in results might be correlated with the referring institutions
rather than the care received at The INN Between. Averages for emergency department
utilization, all-cause readmissions, and length of stay were compared for patients admitted to The
INN Between and those not admitted due to lack of bed space. A few patients had extremely long
length of stay numbers compared to the rest of the sample, which referring providers shared was
often due to inability of referral organizations to receive these patients because of lack of space,
insurance, ability to meet sobriety requirements, or other barriers. Researchers used z-score tests
to identify and eliminate these outliers (n=6) that would skew data. Additionally, t-tests assuming
equal variance were run to examine outcome relationships between the two groups. An R-
squared analysis was used to specifically measure changes in length of stay pre-and-post

admission to The INN Between.



Results

Patients included in the study met qualifications for medical respite care at the time of
referral. Post-referral data for patients referred and admitted to The INN Between showed

generally promising results in reducing yearly utilization of acute care services.

For patients who were referred and admitted to The INN Between, emergency
department utilization decreased 18.88% compared to those referred and not admitted, and
12.14% compared to overall averages for the sample population. All-cause hospital
readmissions decreased 16.36% compared to patients not admitted, and 10.39% compared to the
overall patient averages. Finally, length of stay days for patients admitted to The INN Between
decreased by an average of 10.89% compared to patients referred but not admitted.
Furthermore, the amount of days spent in hospital pre-and-post admission were measured for
The INN Between patients, with data showing that average annual length of stay dropped 13.49
days from preadmission to post admission. This represents a 91.44% decrease in hospital

utilization.

Although averages of aggregate data show promising reductions in emergency
department, readmission, and length of stay, additional statistical analyses showed mixed
results. Two-tailed t-tests on the emergency department utilization, readmission rates, and
lengths of stay of patients admitted to The INN Between and those of patients not admitted
showed no statistical significance (p<.05). However, an R-squared analysis measuring the
before and after length of stay of patients admitted to The INN Between showed an R-squared
value of 0.21, or 21.03%, suggesting moderate predictive power for medical respite as an

intervention.



Discussion

While the t-tests did not show statistical significance, the mean reductions in acute care
utilization are consistent with findings of numerous existing studies (Biederman et al., 2019;
Holmes et al., 2020; Kertesz et al., 2009; Moore et al., 2019). This suggests a clinical level of
significance worth examining as providers working with homeless populations. Furthermore,
regression analyses supported the moderate explanatory power of medical respite as an
intervention. Due to the numerous other variables present in the study—including individual
diagnoses, referring institution, patient adherence to medical recommendations, genetics, length
of stay in the medical respite facility, and more—it is not surprising, and likely unavoidable, that
there remains unexplained variance in these results.

The reductions in acute care have financial implications for stakeholders in the larger
healthcare system such as hospitals, insurances, and government agencies as well. Individuals
experiencing homelessness typically have multiple chronic and comorbid conditions, resulting in
complex care needs (Biederman, 2019). However, the unique barriers of homelessness, lack of
transportation, and potential distrust of the medical system bar these individuals from getting
care at the most appropriate levels, leading to higher utilization of costly acute care services
(Herrera-Imbroda et al., 2023). Without private insurance or ability to pay for these services,
costs increase for Medicaid, Medicare, and the providers offering uncompensated care (Hans et
al., 2022). Investing upfront in medical respite programs to address temporal barriers and
administer needed transitional care helps alleviate this financial burden, with aggregate data from
the NIMRC showing $1.81 in savings per dollar invested (2021). Additional, smaller studies
support this finding, suggesting between a 27% and 49% reduction in both long- and short-term

costs as unnecessary acute care utilization is decreased through medical respite (Biederman et



al., 2019; Bring et al., 2020; Cantor, 2020). Utilizing the most recent cost averages for the state
of Utah, the medical respite intervention in this study resulted in estimated $47,110 in savings
per patient per year (Agency for Healthcare Research and Quality, 2023; Kaiser Family
Foundation, 2022). More importantly, patients received the care they needed—regardless of their
social status or ability to pay—to thrive.
Summary

As the homeless population continues to grow, medical respite provides a promising
solution to caring for these vulnerable patients effectively, compassionately, and affordably. The
findings of this study showcase the positive clinical outcomes that result from medical respite
programs. Specifically, the resources and care provided through medical respite can
meaningfully reduce ED utilization, readmissions, and length of stay for persons experiencing
homelessness. Additionally, cost averages suggest potential financial gains for stakeholders by
investing in medical respite. These savings support medical respite as a sustainable solution for
meeting the complex needs of one of our most vulnerable patient populations: people

experiencing homelessness.
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