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1. Pseudonyms were assigned to all participants to ensure confidentiality. 

 

Statement of the problem 

Research shows people experiencing homelessness are subject to stigmatization 

regularly, including in healthcare settings (Canham et al., 2021; Grech & Raeburn, 2019; Rae & 

Rees, 2015; Wen et al., 2007). According to Canham et al. (2021), stigma is experienced on three 

socio-ecological levels: intrapersonal, interpersonal, and structural. The internalized stigma that 

stems from the messages fed by society occurs on the intrapersonal level. Internalized stigma 

was a theme that also emerged during stakeholder interviews. Interpersonally, stigma is projected 

upon people experiencing homelessness from being viewed by society as less than others, 

helpless, and unable to control themselves. The structural level includes criminalizing activities 

commonly associated with homelessness, such as creating laws that prohibit individuals from 

“sleeping, eating, and panhandling in public areas''. People experiencing homelessness expressed 

feelings of disrespect and stigmatization contribute to their lack of willingness to seek care 

(Omerov et al., 2020; Wen et al., 2007; Rae & Rees, 2015). However, healthcare professionals 

who provide non-stigmatizing care to unhoused individuals have positive impacts on the health 

and well-being of this population of individuals and the larger community (Grech & Raeburn, 

2019; Kneck et al., 2021). 

There are several communities that have historically been the subjects of stigma and 

discrimination in various settings, including healthcare settings. There is extensive research on 

the experiences of stigma and discrimination experienced by Black women in healthcare settings. 

Black women have historically been diagnosed at later stages of cervical cancer resulting in 

higher rates of mortality than their white counterparts (Washington & Randall, 2022). Adebayo 

et al.’s (2022) study on Black women’s maternal experiences in healthcare concluded that Black 

women are subjected to unequal care due to structural and institutionalized racism in the form of 

racially discriminatory practices that are considered “standard practice” (p. 1135). This level of 

discrimination is also experienced amongst other marginalized communities.  

Individuals from the LGBTQ community are another marginalized group that is subject 

to stigma and discrimination in healthcare. Howard et al.’s (2019) study examines the 

experiences of transgender people of color (TPOC) in healthcare settings. The study concluded 

both race and gender identity are impacting factors that lead to intersectional effects on 

healthcare disparities. Skosireva et al. (2014) argued “a cumulative effect of various types of 

discrimination could be especially detrimental for individuals who belong to multiple 

stigmatizing social identities” (p. 8). Other examples of marginalized groups that experience 

stigma and discrimination in healthcare settings include undocumented individuals and those 

who are uninsured (Ferrada et al., 2016). The health disparities experienced by these 

marginalized groups have been well-documented and the stigma and discrimination are 

compounding when individuals belong to more than of these marginalized communities, 

including unhoused populations.  

Systemic racism was identified as a systemic influence that creates, maintains, and 

perpetuates the stigma and discrimination that is experienced by unhoused populations in 

healthcare settings. Mr. Thompson1, one of my stakeholders, stated “Unhoused individuals have 

the disadvantage of being a part of marginalized communities.” He continued to talk about the 

wealth gap as another systemic influence, explaining that the wider the gap gets the more intense 
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the disparity gets. He stated that the wealth gap perpetuates the notion that unhoused populations 

are morally inferior and contributes to their inability to access basic resources. He also discussed 

how unhoused populations are viewed as living outside the legal structure, “they're seen as a 

squatter or someone who needs to be moved along.”  

 Healthcare systems were also identified as a systemic influence contributing to the social 

problem. Mrs. Jackson, another one of my stakeholders, argued “Just the system, navigating it is 

difficult. It’s not made for everybody.” She continued to explain that unhoused populations are 

seen as individuals that “don’t fit in” to the way healthcare systems are designed. They struggle 

to show up to appointments on time, or at all. And most healthcare systems have policies and 

procedures about late arrivals and no-shows. “You can’t be late to so many appointments, or you 

can’t miss so many appointments, or that doctor won’t see you anymore” (Jackson, personal 

communication).  

 Lastly, the criminalization of homelessness contributes to the stigma and discrimination 

that unhoused populations experience. Sleeping, eating, and panhandling in public are common 

activities that have been prohibited by law. Tacoma most recently passed Amended Second 

Substitute Ordinance 28831 that prohibits sleeping and storing personal belongings within a ten-

block radius of temporary shelters, “and all public property within 200 feet of Tacoma’s mapped 

rivers, waterways, creeks, streams, and shorelines” (City of Tacoma, 2022, p.1). Individuals who 

violate the ordinance can face up to $250 in fines and up to 30 days in jail. Such laws contribute 

to the stigma and discrimination of unhoused populations by labeling them as criminals for 

simply trying to survive. 

Target population 

 The project that I am proposing is intended to serve the houseless population in Thurston 

County, which includes individuals that are staying in emergency shelters, encampments, parks, 

cars, and other places not meant for habitation.  

Needs Statement 

Medical providers need more direct community-centered and outreach-based 

training/practical experiences to enhance their empathy and reduce stigma while providing care 

to unhoused individuals.   

Theoretical Frameworks 

Through a review of the literature, two theoretical frameworks emerged that help to better 

understand the social problem of stigma and discrimination as experienced by unhoused 

individuals accessing healthcare services, cultural health capital, and the health stigma and 

discrimination framework. Shim (2010) applied cultural capital theory to unequal treatment 

within healthcare, known as cultural health capital. Cultural health capital theory implies that 

well-educated, middle-class individuals are better at attending to preventive healthcare measures 

and suggests that society fits into a hierarchy based on social status. Cultural health capital 

applies to unhoused individuals as it helps explain the unequal treatment in healthcare based on 

their social status and lack of cultural health capital. The health stigma and discrimination 

framework is different than other health stigma frameworks in that it examines more than one 
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health condition at a time and the different intersections of compounding stigmas (race, gender, 

sexual orientation, class, etc.) (Stangl et al, 2019). The framework is explicit in how to intervene 

in the stigmatization process using a multi-level approach. Stangl et al. (2019) argued stigma is a 

well-documented barrier to health-seeking behavior. 

Effective Interventions 

There is a lack of research that suggests effective interventions for combating the stigma 

and discrimination that unhoused individuals experience in healthcare settings. However, the 

literature does identify the need for such interventions. Varcoe et al. (2022) argued for increased 

responsiveness and capacity in primary care, “including interprofessional and team-based care 

tailored to serving those with barriers to accessing care and those who experience stigma and 

intersecting forms of discrimination and, importantly, linking patients to social agencies for 

housing and income support” (p.111). The article continued to argue in support of “broader 

structural efforts” that address housing and homeless strategies to reduce the strain on emergency 

departments. Schreiter et al. (2021) concluded that peer support, intensive case management, and 

harm reduction strategies are all effective approaches for unhoused populations but again called 

attention to the lack of interventions that address trauma, stigma and discrimination, community 

integration, and mental health needs for people experiencing homelessness.  

Interventions to address this social problem are needed on a multiple-level approach, 

from the individual level to the structural level (Nyblade et al., 2019). Despite not directly 

addressing the stigma and discrimination in healthcare settings, outreach programs, such as street 

medicine programs, be effective interventions. Street medicine programs reduce ED visits and 

hospitalizations by 75 and 66 percent, respectively (Lynch et al., 2022). While healthcare 

systems are poorly suited to address the needs of unhoused individuals, street medicine programs 

use a person-first approach that has proven to be successful in addressing the prioritized needs of 

individuals experiencing homelessness. During my stakeholder interviews with both Mr. 

Thompson and Mrs. Jackson, they identified how exposure and experience with working with 

unhoused populations in the community, in spaces where they are more comfortable, have had 

tremendous impacts on themselves and the residents that get that opportunity. All three of my 

stakeholders spoke about the importance of building connections with the individuals, meeting 

them where they are, in the encampments at their homes, helps build that connection and allows 

for the professionals to get a better idea of the impacts their living situation has on their lives and 

their ability to conform to healthcare standards.  

Marginalized Perspectives 

Unhoused individuals experience marginalization based on their lack of housing. The 

perspectives of unhoused individuals will be incorporated into this project using qualitative 

interviews at three-to-four-month intervals. The qualitative interviews will allow for rich, 

contextual data collection by gathering lived experiences from unhoused individuals regarding 

their perceived welcomeness in traditional healthcare settings. Using qualitative interviews will 

also help capture their experiences receiving medical care from the providers and residents that 

are participating in the medical outreach project. Unhoused individuals’ perspectives will also be 

incorporated into this project through the adapted Internalized Stigma of Mental Illness (ISMI) 

questionnaire that will be gathered at the beginning of the project, at the six-month mark, and at 

the twelve-month mark.  
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Academic, Professional, and Personal Motivation 

 As an Intensive Case Manager on the Houseless Outreach Stabilization and Transition 

(HOST) team in Thurston and Mason counties, I was hearing from a significant number of 

unhoused individuals that they felt unwelcomed or mistreated while seeking healthcare. I have 

also witnessed firsthand how their perceived welcomeness or experiences of stigma and 

discrimination has impacted their willingness to seek medical attention. These accounts and 

experiences are what lead me to consider looking into the stigma and discrimination unhoused 

populations face in healthcare settings as an area of research for my project, and furthermore, 

was evidence of the need for an outreach-based intervention.  

Description of Project 

 My proposed project is a community-centered, outreach-based medical outreach program 

that will be developed using a partnership between existing behavioral health outreach teams and 

medical residency programs in Thurston County. This street medicine approach will allow 

residents to gain practical, outreach-based experience and training while meeting unhoused 

populations in their communities. The medical outreach team will conduct an outreach once a 

week for five hours with the intention of meeting the medical needs of as many unhoused 

individuals as possible in that time frame. Using existing behavioral health outreach teams will 

be beneficial to the success of the medical outreach program because such teams have long -

standing rapport within the unhoused community.  

Goal Statement  

Unhoused populations will receive compassionate, non-stigmatizing and non-

discriminate care when receiving medical services in traditional healthcare settings. 

Project Outcomes 

 There are two objectives for the medical outreach program, which include outcomes and 

indicators. Each outcome has two corresponding indicators. The first outcome will be an increase 

in empathetic, non-stigmatizing medical care to unhoused populations, including those with 

mental health and substance use disorders. The first indicator of this outcome is an increase in 

empathetic and non-stigmatizing care based on unhoused individuals’ reports. The second 

indicator for this outcome is a reduction in score on the adapted Stigma Scale for medical 

providers.  

 The second outcome will be an increase in help-seeking behavior among unhoused 

individuals. The first indicator of this outcome is a decrease in internalized stigma score using 

the adapted Internalized Stigma of Mental Health (ISMI) questionnaire, resulting in an increase 

in help-seeking behavior among unhoused individuals. The second indicator of this outcome is 

an increase in perceived welcomeness in healthcare settings per participant report.  

Project Timeline and Activities  

The medical outreach program is proposed as a 12-month program. In addition to the weekly 

medical outreaches, there are other various activities associated with the medical outreach 

program. These activities include the program facilitator coordinating with the behavioral health 
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volunteers to submit appropriate referrals for individuals that participate in the medical outreach 

program that also indicate their desire to receive behavioral health support. The program 

facilitator will also coordinate with the medical providers to ensure that referrals to specialty 

care, when needed, are submitted to the appropriate facilities. The other activities are outlined in 

the Personnel section as they directly relate to the duties of the program facilitator.  

Promotion of Project 

 The program will be promoted by the program facilitator through various avenues, 

including but not limited to, community partner collaborative meetings, email, and in-person 

program overviews for service providers that work with unhoused populations in Thurston 

County. A program flyer has been developed that will be distributed through both email and print 

to local service providers that work with unhoused individuals, including but not limited to local 

hospitals, behavioral health agencies, primary care clinics, emergency shelters, local law 

enforcement agencies, and local food banks and libraries.  

Barriers to Implementation  

Some of the potential barriers to implementing the medical outreach program include funding, 

lack of support from behavioral health agencies and medical providers, and poor relations 

between unhoused populations and the medical outreach team. The medical outreach program 

cannot operate without the funding needed as outlined in this proposal. The partnerships with 

behavioral health agencies and medical residency programs are also imperative components of 

this proposal. Lastly, building and fostering rapport among the unhoused populations are what 

will allow this program to be well received in the communities in which it will operate.  

Political Climate Factors and Policies to Consider 

 Despite the continued policies that criminalize behaviors and activities related to 

homelessness, the current political climate reflects support for services and support for unhoused 

communities. For instance, the Division of Behavioral Health Resources within the Healthcare 

Authority has recently contracted with four Behavioral Health Agencies across five regions in 

Washington State to bring a new program titled Homeless Outreach Stabilization and Transition 

(HOST). Thurston County is one of the regions that has recently received a HOST team that 

provides behavioral health support for unhoused populations. The Department of Commerce in 

Thurston County has also been diligently working to find housing solutions for unhoused 

individuals that reside in what is considered right-of-way locations across Thurston County. This 

effort is a direct result of the Rights-of-Way Safety Initiative submitted by Governor Inslee 

during the 2022 Legislative Session (Washington State Department of Commerce, 2023).  

Evaluation 

 In order to measure the success of the medical outreach program, data will be collected at 

various points of the program. Qualitative interviews will be conducted every 3 to 4 months to 

gather lived experiences from the unhoused individuals that participate in the medical outreach 

program. Using an adapted Stigma Scale for Unhoused Individuals Survey, a baseline score for 

stigma towards this population will be determined to compare the change in stigma over the 

course of the intervention for the medical staff providing care. Similarly, using an adapted ISMI 
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questionnaire, a baseline level of internalized stigma will be determined to compare the change 

over the course of the intervention. Surveys and questionnaires will be conducted at the 

beginning of the program, at the 6-month mark, and then again at the 12-month mark. 

Reliability and Validity  

 Reliability will be measured by giving participants the same amount of time to complete 

the pre, mid, and post-surveys and questionnaires. Surveys and questionnaires will also be tested 

using focus groups to determine if the length is suitable for an outreach setting. Validity will be 

measured using two established measurement tools, the Stigma Scale for mental illness survey 

and the Internalized Stigma of Mental Illness Inventory (ISMI) questionnaire. Both tolls will be 

adapted to be used for unhoused populations. The adapted versions will be tested using focus 

groups to ensure they are measuring the intended outcomes. 

Personnel, Facilities, and Equipment  

To carry out this project, I’ve proposed to have a full-time MSW serve as the program 

facilitator. Their duties will include building and fostering partnerships with local behavioral 

health agencies and medical residency programs to recruit volunteers to participate in the weekly 

medical outreaches. Additional duties will include developing qualitative interview questions 

and adapting established tools for data collection purposes, facilitating weekly debrief sessions 

with those conducting outreaches, and facilitating monthly outreach planning meetings. Those 

recruited to volunteer will be mental health professionals, substance use disorder professionals, 

case managers, and peer counselors from existing behavioral health outreach teams. In addition 

to the behavioral health volunteers, medical staff will include Registered Nurses (RN), Nurse 

Practitioners (ARNP), and Medical Doctors (MD).  

Facilities 

The medical outreach program is intended to take place in the community, including 

encampments, parks, city sidewalks, etc. The program facilitator will build and foster 

relationships with community partners, including all local emergency shelters, and coordinate 

use of their spaces if an individual residing there is in need medical attention. There will be a 

mobile unit that will also be used to provide a sterile environment for procedures to be done in 

the field during outreach.  

Equipment 

The need for equipment to operate this program is minimal. There is, however, the need 

for engagement tools that can be given to unhoused individuals that are participating in the 

medical outreach program. Such tools will include survival gear like tents, sleeping bags, snack 

bags, gloves and hats, and other basic need items. Other equipment will include the medical 

supplies used to conduct medical attention in the community, such as wound care supplies.  

Budget 

The proposed budget for this project comes to a total of $244,339 and outlines the cost 

for a 12-month program. The projected salary and benefits for the one full-time equivalent 

Master of Social Work position, which will assume the role of program facilitator, account for a 
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majority of the budget. Another large portion of the budget is allocated for purchasing a mobile 

unit that will offer medical providers a sterile place to conduct procedures in the field, without 

the need to be in a clinic or hospital. Additional costs will be accrued for purchasing survival 

gear, such as tents, sleeping bags, and tarps that will be used as engagement tools that will be 

passed out to unhoused individuals during outreach.  

To cover the cost of the program, I will be requesting $100,000 in private grants from 

each of the local healthcare systems, Providence Health & Services, and MultiCare Health 

Systems. I will also be requesting $20,000 in governmental grants from Thurston County. The 

remainder of the cost of the program will be covered through individual contributions, for which 

I will be requesting support from the local churches. Medical supplies will be donated as an in-

kind contribution from various medical facilities that have a surplus. Please see Appendix A for a 

full breakdown of the estimated budget. 
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Appendix C 

Stigma Scale for Mental Illness 

*Respondents used the following Likert scale to respond to each question:  

strongly agree, agree, neither agree nor disagree, disagree, strongly disagree. 

 

King, M., Dinos, S., Shaw, J., Watson, R., Stevens, S., Passetti, F., Weich, S., & Serfaty, M. (2007). The Stigma Scale: development of a 

standardised measure of the stigma of mental illness. British Journal of Psychiatry, 190(3), 248–254. https://doi.org/10.1192/bjp.bp.106.024638 

https://doi.org/10.1192/bjp.bp.106.024638
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Appendix D 

Example Questions for Qualitative Interviews 

 

1. Did you feel like you were treated with respect and dignity while receiving treatment from the 

medical outreach team? 

2. Did you feel like your voice was heard or your concern was taken seriously during the medical 

outreach?  

3. Did you feel like you were treated differently based off your living situation during the 

medical outreach? 

4. Would you feel comfortable receiving care from the medical outreach team again?  

5. Would you recommend the medical outreach team to other unhoused individuals?  
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