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students and influential people within the industry. It has been developed to create a
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STUDENT GROUP
ANNOUNCEMENTS

The Association of Women in Public Health
AWPH is a graduate student organization that aims

to empower undergraduate and graduate women

professionally at the University of Pittsburgh and in

the greater Pittsburgh area.  They hold monthly

meetings to discuss different issues women and

public health professionals face today, as well as

coordinate volunteer opportunities in our

community.  They hope you will join them by

reaching out to  their email, awph@pitt.edu, to

receive more information!!

Minority Student Organization
MSO currently has an opening for their Secretary

officer position and are seeking interested

applicants. Please find the application by clicking

here and forward the completed application to

gsphmso@gmail.com.

(Cont. on next page)
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Organizes all documentation for MSO meetings,

events, and communications

Stores meeting minutes and member attendance

lists

Announces meetings and updates via, email;

Collaborates with Public Relations to plan

Facebook and IG communications accordingly

Makes venue reservations, via the Dean’s Office,

Office of Student Affairs, and SORC

Communicates with GSPH Student Affairs

about upcoming events

Duties for this position include:

Graduate and Professional Student Government
October 20th @ 4:30pm - Assembly Board Meeting

Open to all students, AB meetings let you voice

concerns to GPSG representatives and hear from

GSO & GSA leaders. More info & the Zoom link can

be found here. 

October 30th @ 6:30pm - Paint & Sip! Join Pitt

alumnae & artist Morgan Overton for a virtual

painting tutorial featuring live music. Register for

the event in advance and get all the painting

supplies you need sent to your home.
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THE IMPORTANCE OF        
CULTURAL HUMILITY
BY UMEKA GANJOO 

MHA CANDIDATE,
HEALTH POLICY AND MANAGEMENT

At the beginning of this unusual year, I started my Master of Health Administration

(MHA) practicum at the University of Pittsburgh’s School of Health and Rehabilitation

Sciences’ (SHRS) Wellness Pavilion (WP). The WP is a new initiative, housed inside the

University of Pittsburgh, Community Engagement Center (CEC) – Homewood. The WP is a

part of The W.E.L.L. (Wellness Education Living & Learning), which is a partnership

between several schools at the University, some of which include Education, Pitt Pharmacy,

Pitt Nursing, Pitt Dental, and Pitt Graduate School of Public Health. This collaboration

provides opportunities for members from different academic disciplines to work together to

engage with and support the Pittsburgh community. The WP is a student-led community

space that offers inter-professional services and programs, which aim to improve and

maintain the health and wellness of community members in Homewood and surrounding

areas. All programs and services at the WP are free, many are evidence-based, and led by

SHRS departments’ students. 

 

The Homewood area of Pittsburgh was a once thriving neighborhood with booming

businesses. Overtime, the overall population of the area has declined from 34,000 to around

6,500 people due to various factors. Now, 92.8% of Homewood residents are African

American, compared to 24.7% of residents in the City of Pittsburgh (source: 2011-2015

American Community Survey). This significant population loss has also led to a decrease in

wealth and resources available in the neighborhood. Today, the median household income

is less than half of the City of Pittsburgh’s median with more than 29% reporting earnings

less than $10,000 a year. From a report compiled by the Partners for a Healthy Community

(University and Homewood community members), it was determined that the prominent

health conditions community members needed support for was high blood pressure,

arthritis, depression, diabetes, and asthma. While residents were highly engaged and

receptive to answering questions about their health, it was found that there are apparent

barriers when attempting to access care and a lack of awareness of resources and 
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understanding of what is available to them, both in their community and surrounding

areas.

I first met my preceptor (Director of WP, Dr. Channing Moreland) and Patty Kummick,

SHRS Executive Director of Internal and External Relations, to discuss the work I would be

involved in. I was immediately inspired by the glow in their eyes as they spoke about the

programs and services the WP could provide to the community –I could not wait to join and

assist them. I felt their passion as they began to describe what the space would look like,

student involvement opportunities, and the opportunity to greatly contribute to the needs

of a community. 

 

The WP was originally slated to open in February but was pushed to mid-March 2020 due

to ongoing construction. In the meantime, my preceptor and I worked diligently to create a

framework for our mission and objectives, while focusing on community needs. Based on an

analysis done by Dr. Moreland on the specialization of each SHRS department, I created a

document highlighting each department and how their expertise can best support the

community wellness initiatives, according to the five dimensions of wellness: vocational,

emotional, intellectual, social, and physical. Some of these proposed programs/services

included nutrition education (Sports Medicine and Nutrition), afterschool support

(Occupational Therapy), and balance assessment and fall prevention (Physical Therapy). My

main project in the practicum was to develop a guest satisfaction survey and a method to

obtain measurable metrics on how the WP guests are perceiving the programs/services and

what changes we would need to make to ensure the guests are satisfied. Ensuring guest

satisfaction would likely increase participation from community members. Additionally,

incorporating feedback is vital for the success of the WP and further empowers individuals

to take control of their health and wellness. Guest dissatisfaction could potentially incite a

lack of trust amongst the community and members may be less inclined to utilize the WP’s

resources and services. We were all ready to go and could not wait until we opened our

doors to the community! That is until the novel coronavirus pandemic disrupted our lives

and our understanding of how we could best serve the Homewood community.

Since mid-March, the WP has been remote, and we never had the chance to physically open

our doors. However, with the support of the University, SHRS, and the CEC in Homewood,

we’ve been able to gain momentum in this very unfamiliar, virtual world. Our team grew as

we added more practicum students who assisted with posting content on social media and

developing partnerships and programs. Additionally, we have utilized this time to develop 
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our standard operating procedures and guest responsibilities for when we are operationally

functioning. We are a recipient of the 2020 Pitt Seed Grant which provides financial

resources to support wellness initiatives and programs along with operational supplies and

equipment. Several SHRS departments have asynchronous programming available on the

WP YouTube channel and we are in the process of developing more. We have successfully

had two virtual babysitting classes with 100% completion rates.

While our framework and vision for the WP has changed dramatically since the pandemic,

there was always a never-fleeting commitment to serve the community. Now more than

ever, diversity, equity, and inclusion are key to any public health efforts. As I began to

regularly meet with my preceptor virtually and became heavily involved with projects, I

learned more about the neighborhoods we will be servicing and our role in the community

to provide health and wellness-focused resources, programs, and services to empower the

community. Most importantly, I learned the importance of cultural humility. Cultural

humility is an ongoing process of self-exploration and self-critique combined with a

willingness to learn from others. To do so, one needs to listen to others with the intention

of acknowledging and accepting their differences and honoring their beliefs, customs, and

values. To effectively practice cultural humility, one also needs to have cultural competence

and an understanding of how to interact effectively with people of diverse groups. Every

item that I worked on with my practicum, cultural humility was always intentionally

thought of and practiced.

The WP’s role in the Homewood community is not to be another “Pitt building.” It is

representative of a partnership and commitment to serve the community. We attempt to do

so by understanding the community’s needs before developing a project and intentionally

collaborating with community partners to meet those needs and build capacity. Future

public health experts must understand the community we are serving and never shy away

from a community in need. While we are encouraged to learn about the need to understand

social determinants of health and address barriers to care in our programs, we must apply

what we’re learning through action. Public health is 100% about the public, which includes

the diversity of races, cultures, and values. If we choose to ignore a proportion of the public,

we are doing ourselves a disservice and perpetuating racial inequity and inequality. My

experience at the WP and working with the Homewood community has allowed me to gain

a deeper understanding of what it means to be a public health advocate for the underserved

and under-resourced. It has been a privilege to gain this experience and the skills to be a

public health professional who is cognizant and understanding of cultural humility.
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A MESSAGE FROM
PENNSYLVANIA'S US
SENATOR ON
HEALTHCARE
BY SEN. PAT TOOMEY

All across the Commonwealth, Pennsylvanians are struggling with the rising cost of health

care and worried about the government's growing control over our healthcare decisions. As

Chairman of the Senate Finance Committee Subcommittee on Health Care, I am actively

working on policies to provide relief for Pennsylvanians dealing with high health care costs.

In the 115th session, Congress took a significant step toward helping individuals who do not

want - or cannot afford - to purchase health insurance by passing the Tax Cuts and Jobs Act

(Public Law 115-97), which eliminated Obamacare's flawed individual mandate tax.

Additionally, this law repealed another Obamacare tax increase on filers who qualified for

the medical expense deduction, lowering the threshold for deducting medical expenses back

to 7.5 percent of adjusted income.

Congress is currently considering a number of proposals to address various parts of the

health care system, like the cost of prescription drugs. I am actively working with my

colleagues to cap out-of-pocket costs for seniors on a fixed income, reduce government

barriers to innovation so drugs can get to the market quicker, and prevent anti-competitive

behaviors that delay cheaper alternatives from coming to the market.

The Senate is also working on several measures to end the practice of "surprise medical bills"

- bills that a patient may receive after obtaining care at an in-network hospital from a

provider considered to be out-of-network by a patient's insurer. Prohibiting surprise

medical bills can help ensure that patients who take the time to identify an in-network

facility will not be unknowingly billed for out-of-network services.
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Finally, it cannot be ignored that the experiences of Obamacare have proven the law to be

fundamentally wrong in its approach to improving our nation's health care system. It forced

people to buy overpriced health plans they do not want, hikes taxes, and puts important and

personal health care decisions in the hands of politicians and bureaucrats instead of patients

and their doctors. In Pennsylvania's individual insurance market, premiums have

skyrocketed an astonishing 120 percent from 2013-2017. Further, Obamacare's changes to

Medicaid took an already unsustainable program and made it worse.

I was pleased that in 2018, the Trump administration finalized a regulation to increase

choice for those unable to afford Obamacare's high-priced plans. Specifically, the regulation

extends the amount of time an individual can have short-term, limited duration health care

coverage to up to three years. Due to a regulation crafted late in the Obama administration,

these plans were only available for up to three months and were non-renewable. The

Trump administration's regulation permits short-term, limited duration plans to last up to

364 days and be renewed for up to three years. Coupled with the repeal of the individual

mandate, this decision will bring about greater flexibility and choice for those left behind by

Obamacare.

Despite these positive steps, I continue to believe Congress should actively work towards

fixing the mistakes of Obamacare to lower costs and improve care for patients. I will

continue to pursue policies that will empower patients, increase transparency, and enhance

the long term sustainability of our health care system. Some such measures include giving

individuals the same tax advantages businesses enjoy when purchasing health insurance,

providing targeted assistance to help those with costly and chronic conditions afford care,

and making reforms that will preserve important safety net programs for future

generations.

As this discussion moves forward, I will continue talking with health care experts, patients,

physicians, hospital representatives, and others. To date, I have personally met with scores

of interested parties and many hundreds of constituents on health care, and remain open to

ideas of anyone who hopes to improve our health care system. 

Sincerely,
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COVID-19: PREDATORY
CONSPIRACY THEORIES AND
AMERICAN PREY
BY NATHAN J. RAABE

MPH CANDIDATE,
EPIDEMIOLOGY

“The virus is a hoax.” Why are those five words so attractive?

Three-in-ten Americans believe that the novel coronavirus was manufactured in a lab,

according to a recent study by Pew (1). A frustrating statistic for many. You don’t have to

spend more than five minutes on any social media platform to find mentions of COVID-19

in terms of deception and foul play. Tuning into the news, you are often at no better odds (2). 

Conspiracy theories of every kind are commonplace in our media, and public health crises

are practically magnets for this type of attention. For some, the tinfoil hat is easy to see;

access to mostly reliable information keeps the majority of the public cautious enough to

dismiss most of these theories. Yet, for some, these coronavirus conspiracy theories have

infinitely more appeal (3).

In the age of information, the powers of the conspiratorial anecdote have become

surprisingly potent, and as harmless and dismissible as they may seem at first glance, the

fact is this: conspiracy theories have consequences on public health.

The people who are most at risk for COVID-19 are the same people who are most likely to

report believing in conspiracy theories about it in the first place (4). 

According to data from the CDC’s 2018 Behavioral Risk Factor Surveillance System, the

poorest and least educated Americans are more likely to be at risk for COVID-19 infection

when compared to their higher income, and more educated counterparts. In addition, 
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younger Black and Hispanic Americans are at higher risk for COVID-19 infection than other

races (5). All while preliminary reports suggest Black Americans are dying from COVID-19 at

elevated levels (6) This is, no doubt, due to the United States’ appalling history of systemic

disparities in healthcare and opportunity.

These impoverished and less educated populations continue to be thrust into some of

America’s most dangerous and essential jobs, and are subsequently most likely to die from

exposure (7).

What’s frightening is this: according to the Pew Research Survey (8) of 8,914 American

adults, respondents who have a high school diploma or less, as well as those who identified

as Black or Hispanic, are the populations which are most likely to report believing in

conspiracy theories about coronavirus (9). And this is again, no doubt, a result of systemic

failures. Polarized, radical, and disenfranchised political populations too, are often victims of

the conspiracy theory.

These lamentable circumstances have not only disconnected those populations from reliable

information, but from trust in government and medical intervention (10). Simple, viral

misinformation like “masks don’t work” and “the virus is a hoax” serve to easily guide

America’s marginalized populations away from authority’s warnings of safety and caution

with false narratives.

It’s frustrating, it endangers everyone, but should we be angry at them?

If we view the vast majority of those who have adopted conspiracy theories as prey to

circumstances beyond their control, rather than inherently illogical people or active

predators of crises (11), we open the door to understanding them.

In our attempt to alleviate this feature of the public health crisis, we are left with some

questions: What makes a conspiracy theory? Why do people believe them? And most

importantly... how can we reach the people that believe them?

Of course, real conspiracies do exist, but there is a fundamental difference between the

thought process that generates an imagined conspiracy and one that discovers actual

conspiracy.
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According to a climate change communication resource, the Conspiracy Theory Handbook,

conspiratorial thinking differs from conventional thinking in that it relies on overriding

suspicion rather than healthy skepticism, over-interprets evidence rather than responds to

it, and may contradict itself rather than strive for coherence (12)

These theories consist of a claim which is meant to explain unlikely events or dispute

mainstream politics. Often times, these theories can be predatory in nature, serving the

interests of one group at the expense of others. Take efforts by the tobacco industry to

spread health disinformation about the link between smoking and disease.

What is trickiest about conspiracy theories, though, is their troublesome inability to be

proven wrong. In other words, conspiracy theories aren’t falsifiable.

COVID-19 conspiracies are no exception to this rule. 

The idea that the coronavirus is a hoax explains away 

any and all arguments against it simply as part of the 

hoax. While many of these theories cannot be 

technically disproven, they can be debunked to a 

degree. With enough logic or factual evidence that 

refutes the claims of the conspiracy theories, we can 

discard a theory as false beyond reasonable doubt because it then requires too many

assumptions (13).

The idea of a conspiracy theory appeals to confirmation bias, in that conspiracy theorists

choose to see information that fits their claim and ignore evidence that refutes it. But why

believe in something that so deliberately chooses to deny reality? The high stakes people

tend to have in the theories themselves aren’t immediately clear upon investigation but can

be explained with the help of psychology.

Recent research suggests that the motives behind conspiracy theories tend to be epistemic

(finding causal relationships to satisfy uncertainty and build an internally consistent

worldview), existential (using causal relationships to feel a sense of purpose, control, and

being within their environment), and social (using conspiracy explanations to validate

oneself or their social group by attributing blame for negative outcomes to others) (14).

Feelings of helplessness cause people to turn to conspiracies for existential reasons, as the
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theories offer some consolation by giving the believer a larger sense of control over the

world’s narrative (15). We see this in the case of COVID-19 theories as well. The average

person, especially someone who is impoverished and lacks access to education, does not feel

empowered to fight and understand today’s pandemic. So instead, they gravitate to a more

accessible narrative, one that gives them a sense of purpose or empowers them. If the virus

is a hoax, they have gained power in rebellion from the narrative and directions of

authority.

Unfortunately, many times, believers of COVID-19 conspiracy theories feel social

empowerment through blaming “the other”, whether that be the government, an opposing

political party, or another social group. We see this inevitably with COVID-19, as groundless

and racist accusations are made on social media between the United States and China (16),

within America’s political parties, and against racial groups (17).

Perhaps now it is easier to agree that many believers of conspiracy theories can, and should,

be separated from the nefarious intentions and accusations of the theories themselves.

After all, belief in these theories generally means that the public has lost trust in their

authority’s sources of information (18).

The final question is then: How can we reach believers of conspiracy theories? In many

cases, they aren’t just conspiracy theorists, they are our loved ones.

Again, referring to the Conspiracy Theory Handbook, it suggests that one should show

empathy, affirm critical thinking, and avoid ridicule. When talking to a conspiracy theorist,

it is most important to build an understanding that you are open minded and empathetic

towards the other party’s position. By nature, believers of conspiracy theories self-describe

as critical thinkers, unable to be fooled by the accounts of authority. Affirming the value of

critical thinking and redirecting that shared value to a better analysis of the conspiracy

theory, while avoiding harsh ridicule  and focusing on winning an argument, grants the

highest chance of success (19).

It is essential we reach out to the believers of conspiracy theories we have access to. They

are shown to be among the most marginalized people among our family, friends, and

colleagues. When it comes to COVID-19, conspiracy theories often put people’s well-being in

danger. The last thing we need is death by misinformation, especially during a global

pandemic.
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 FROM THE GROUND UP: A 
 YOUNG ENTREPRENEUR'S 
 STORY
BY AINSLEY BERRINGER DILLON

FOUNDER AND EXECUTIVE DIRECTOR,
HILLTOP HORIZONS
HILLTOPHORIZONS.ORG

I founded Hilltop Horizons, a PATH Intl. member center and 501(c)3 nonprofit, in 2017 on

my family farm with just three horses and three riders. We have been blessed to continue

growing each coming year. We now serve 25 weekly riders, various community groups, and

are supported by countless volunteers each week. Our mission is to improve lives through

therapeutic horsemanship, with our main program currently being Adaptive Riding. Here,

we provide adaptive riding lessons to any person, four years old and up, who has any sort of

physical, cognitive, social, and/or emotional challenge in their life. Common diagnoses that

we serve include Autism Spectrum Disorder, Cerebral Palsy, Intellectual and Developmental

Disability, Down Syndrome, and a multitude of other challenges. All of our lessons are

taught by a certified PATH Intl. Therapeutic Riding Instructor and focus on the individual

needs and goals of each of our riders.

  

                                                                        While our instructors are not therapists, horseback      

                                                                        riding, and the equine environment in general, naturally    

                                                                        provide many benefits to our riders as they learn                        

                                                                        horsemanship skills. The three-dimensional movement  

                                                                        of the horse closely replicates the motion of the human  

                                                                        pelvis and trunk at the walk. This is an invaluable                   

benefit for our riders who may not be able to walk or need to improve their walking skills. It

also helps to stimulate different body systems including the circulatory, nervous, and

digestive systems. Other benefits of the equine environment include improvements in

communication, trunk strength, motor planning, and sensory processing. The benefits are

endless, and it is amazing to watch people of all kinds grow and improve in health and 
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ability through our adaptive riding program.

If you would have told me when I was a little girl, or even as a high schooler, that I would be

the founder and executive director of a thriving nonprofit by the age of 20, I would never

have believed you. So how did I get here? I grew up believing in my abilities to make a

difference, and my responsibility to do just that whenever I got the chance. So, when I

started college, and found myself in a therapeutic horsemanship class at a partnering

therapeutic riding center, I knew in my heart that this was my purpose. I quickly course

corrected, got certified as a PATH Intl. instructor, transferred colleges and majors, moved

home, and began the process of starting Hilltop Horizons. Not many people have the

privilege of having property and horses in their backyard… but I do. And this, paired with

my burning passion for therapeutic horsemanship, called me to found Hilltop Horizons,

despite the fact that I was still completing my undergraduate degree, and then master’s

degree in occupational therapy. I won’t tell you that starting a business at a young age is

easy by any means, but I will tell you that it is possible. It is hard work. And it is worth every

minute of it.
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 VIRTUALLY DEFENSELESS IN 
 A DIGITAL ERA
BY MIN SONG

JD/MPH CANDIDATE,
LAW/HEALTH POLICY AND MANAGEMENT

It comes with no surprise that tech giants are swiftly finding their way into the healthcare

industry (HCI). Big players such as Amazon, Microsoft, Apple, and IBM have been creating

deals with healthcare organizations over the past few years, developing partnerships and

exchanging information. Laws that are protecting our health records from being breached

may now be outdated by technological advances.

Currently, the Health Insurance Portability and Accountability Act (HIPAA) of 1996 is the

main law that protects patient health information. HIPAA was originally developed to 1)

improve transferability of health insurance coverage while a person is between jobs and 2)

ensure both the security and confidentiality of a patient’s medical information/data –

creating a standard for transmission of administrative and financial data related to the

health information of a patient. Revisions have been made to HIPAA since 1996

to better protect health records from being stolen or shared without the

consent of the patient.

Until the early 2000’s, it was a challenging task to transfer a patient’s health records

between doctors due to the lack of a unified health-record system. To combat such issues,

the Health Information Technology for Economic and Clinical Health Act (HITECH) of 2009

and the Breach Notification Rule were created. HITECH was created to promote and

encourage the use of electronic medical records. Per the Centers for Disease Control and

Prevention (CDC), 85.9% of physicians in the U.S. now use electronic medical records. To

protect the electronic system, the Breach Notification Rule was created. This rule requires

that any emergency medical record breach that affects 500 or more individuals must be

reported to the federal government and affected individuals.
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                      Despite HIPAA and the Breach Notification Rule,           

                      the as fore-mentioned large corporations are able           

                      to access an extensive amount of medical records           

                      due to new methods of both sharing and storing 

                      data. HIPAA is enforced on “covered entities”, such   

                      as research institutions and health care providers. 

                      However, HIPAA is not enforced on the Internet. 

                      Transmission of health information via the 

                      Internet is unprotected and can be collected and 

                      sold.

                                                            As technology integrates itself into our lives, we can develop a         

                                                          sense of complacency over how it can invade our privacy. 

                                                       Oftentimes, people quickly sign off on disclaimers without

reading them or blindly click on access request from websites. Although this may seem

innocuous, it may be harmful in certain cases involving health data. When somebody signs

away their rights to maintain the ownership over their data, their data could be improperly

handled by whomever they pass it on to. With the scarce regulatory framework

surrounding health data for non-research institution and non-hospital entities, people may

have a limited understanding towards how at-risk their personal data may be. Historically,

medical data was more centralized within the doctor’s office and it was a much more

formidable process to distribute. Now with the internet and development of communication

systems, data can be circulated with such ease.
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 COVID-19 AND 
 HOMELESSNESS: WE ARE NOT   
 PREPARED 
BY ROB BLACKWOOD

MHA CANDIDATE,
HEALTH POLICY AND MANAGEMENT

What is healthcare's role  regarding the homeless situation  in association with Covid-19?

Homelessness represents a maelstrom of issues for any person to deal with under normal

circumstances. Homeless people in the United States face greater rates of serious mental

illnesses such as bipolar and schizophrenia, a greater risk of assault, and more limited access

to health services. While all of these are clear and present dangers to the United States’

homeless population, there are a wide variety of less extreme, but still incredibly disruptive

elements. These can be healthcare related, such as a lack of a consistent place to stay,

making it more difficult to follow things like prescription regimens, or personal issues which

are disruptive to good health. Many people being displaced from their homes by Covid-19

likely lost their job beforehand. This pandemic has been emotionally taxing for everyone,

but imagine coupling it with the loss of a job, health insurance, home, and any sense of

stability.

The issue of homelessness in the United States is nothing new. Approximately 17 out of

every 10,000 people in the United States currently lack consistent housing as of 2018, which

represents upwards of 500,000 recorded people, or 0.2% of the nation’s population. While it

is unconscionable that anyone should be without shelter in one of the wealthiest nations in

world history, those numbers may not sound like a crisis- at least not one that falls at the

feet of the healthcare system. However, the average homeless person in the United States

makes five trips to the emergency department per year at an average cost of $3,700 per visit

(Green Doors, 2008). That cost totals around $18,500 per homeless individual in the United

States per year just in the emergency department. Multiplied by the estimation of the

homeless population in 2018, this is a cost to the healthcare system of over $9 billion. Some
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estimations for Covid-19’s impact on homelessness predict a 45-50 percent increase

(Community Solutions, 2020) which, assuming similar rates of ER visitation and cost, would

mean a $4.5 billion increase in costs.

It is worth again noting the 0.2% number from earlier as well because, while it may not

represent a large segment of the population, healthcare expenditures are not evenly

distributed. The top 1% of the most expensive patients consume almost 22% of all healthcare

dollars (State of Homelessness: 2020 Edition 2020). Homelessness is one of the strongest

indicators for negative health outcomes, and the majority of the homeless population is

uninsured. Consequentially, most care they receive will be delivered through the

emergency department at a premium cost. Given the myriad of challenges currently facing

every person in the United States, the assumption that the cost will simply increase in

proportion with the amount of displaced people may fall short.

Confronting the issue of homelessness does not solely fall on the healthcare industry, it

must be a multi-faceted approach with assistance coming from local, state and national

governments, as well as NGOs, and a multitude of other committed organizations. There are

areas for healthcare systems to invest in to improve healthcare outcomes and address this

social determinant of health. The University of Illinois Hospital in Chicago made a $250,000

investment in assisting 25 chronically homeless patients attain permanent housing

(Elejalde-Ruiz, 2018). They found that this investment led to an 18% reduction in total

healthcare costs per month on average for the patients. Additionally, it has been

transformative for the lives of the individuals aided by the program.

                                                                                    Hospitals are in a unique position where they can   

                                                                                    find and intervene with homeless individuals, even 

                                                                                    when those same people fall through the cracks of 

                                                                                    traditional systems. It will take a community 

                                                                                    approach to deal with the Covid-19 homelessness 

                                                                                    spike, but healthcare has a critical role to play. 

                                                                                    Shying away from that role would undercut the

                                                                                    stated goals of any healthcare provider which talks 

                                                                                    of caring about community support and improving   

                                                                                    healthcare outcomes.
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