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ABSTRACT OF THE DISSERTATION

Street Medicine: Doctoring and Homelessness Governance in the City of Angels
by
Irene Del Mastro Naccarato
Doctor of Philosophy in Sociology
University of California, Los Angeles, 2026
Professor Stefan Timmermans, Chair

What challenges and opportunities arise when providing health care to a population that is
constantly policed, experiences severe illnesses driven and sustained by adverse living
conditions, and distrusts service providers? Drawing on a two-year ethnography of street
medicine in Los Angeles, including participant-observations of more than 355 patient-doctor
interactions and 43 in-depth interviews, this dissertation analyzes the daily work of street
clinicians, medical providers who deliver health care to unhoused people directly where they
live. Chapter 1 explains how organizational arrangements that made street medicine feasible
contributed to a distribution of care organized primarily around institutional logics rather than
medical acuity. The second chapter analyzes street clinicians’ struggle for continuity of care,
showing that they go beyond professional mandates and domains to mitigate, and sometimes
reverse, the impact of systemic factors and material constraints that make their patients
unlocatable, inaccessible, and unserviceable. Chapter 3 discusses how street clinicians build and
sustain trust with patients, a time-consuming, labor-intensive process that, while key to engaging
those who refuse care, also creates an allocation paradox: the methods that promote patient

engagement can also limit their reach and the intensity of care providers can offer. I argue that
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street medicine is a care-oriented and treatment-intensive intervention that improves unhoused
people’s well-being by lifting substantial barriers to health care. However, structural constraints
limit its reach, emotionally and physically drain providers, and make the breadth of care depend
on providers’ discretion and professional networks, potentially reproducing health disparities.
My findings intervene in theories of poverty governance by showing how medical professional
authority produces governing strategies that extend beyond the poor's physical survival. They
also contribute to medical sociology debates about clinicians’ role in advancing the health of the
poor by showing how doing so requires navigating the criminal-legal and welfare systems and
extending their work beyond professional domains and mandates through both clinical and non-
clinical means. Finally, this dissertation contributes to the health disparities literature by showing
that access to health care among people experiencing extreme poverty is both addressed and

reproduced beyond traditional health care settings.
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INTRODUCTION

It is 8:45 in the morning, and Dr. Stevenson, his medical assistant, and I arrive at the
parking lot of CARE, a homeless services agency. It was a short drive from the clinic
where Dr Stevenson worked, but we saw several people sleeping on the sidewalks. In the
parking lot, two case managers from CARE, Joseline and Margaret, gave Dr. Stevenson
an overview of the clients he would see that day. We first drove to see Shaquila, a young
woman recently released from jail. Margaret stood next to her and told Dr. Stevenson,
“Shaquila here is interested in the antipsychotic injectables.” Shaquila interrupted her
and said, “No, I don’t give my consent to that.” Margaret took a deep breath and
reframed what she just said, “Well, her parole [officer] says she needs to be medicated.”

In her conversation with Dr Stevenson, Shaquila insisted that she does not need
psychiatric medications; she needed a place to live where she is not at risk of being raped
and assaulted like she feels she is now. When explaining her fears, her voice cracked and
Dr. Stevenson asked her, “what is going on with you right now?” Shaquila stayed silent.
Margaret came back and Dr. Stevenson told her that Shaquila “is not ready for
medication right now.” Shaquila intervened, saying that taking the medication her parole
officer wants her to take will put her at risk. She needs to be alert given “all the serious
shit” that she is exposed to. Dr. Steven pushed back a little, saying that the medication is
going to help her have more clarity, make better decisions, avoid getting in trouble, and
not be violent. Shaquila did not change her mind about medication and eventually left.

After Shaquila was gone, Margaret told Dr. Stevenson that if Shaquila does not take her
medication, she could get back to jail. Dr. Stevenson said that since it was the first time
they had seen her, they had to wait. He added that it was particularly difficult to convince
Shaquila of anything considering “how psychotic she is right now.” He paused and
reflected, “Some of the things are real, of course. Look at this place. But some stuff'is in
her mind.” “It is tricky,” he said to me, “is she psychotic or is it just that she’s living in a
terrible place?” Then he asked Margaret if she could move Shaquila to a single room.

Dr Stevenson is one of many clinicians across the nation who practice street medicine, the

provision of healthcare and health-related services to unhoused people outside traditional health

care settings (Withers 2011). Although their role is to simplify and expand access to healthcare

for patients, delivering it remains challenging. As the vignette shows, street clinicians face at

least three major challenges. First, in a city with thousands of unhoused people, they must decide

whom to serve. In other words, why did Shaquila and not the dozens of people we drove by get

to see Dr Stevenson? Second, as Dr. Stevenson reflected, their patients have complex health care
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needs that street providers cannot address in a single visit or on their own. For instance, as much
as Shaquila needed psychiatric medications, she also needed a safe place to live. Similarly, other
patients might have medical conditions that require seeing a specialist or using technology not
available on the streets. Third, as we saw in the interaction between Shaquila and Dr. Stevenson,
just because people need health care does not mean they want it. Offering unsolicited health care
may seem suspicious to anyone, regardless of housing status, but especially to a population
whose interactions with front-line workers are often marked by coercion and conditional care.

This dissertation aims to understand how street clinicians navigate the challenges of
providing care amid limited resources, multiple and complex health care needs, and potential
distrust. In that sense, it examines whether and how street medicine transforms unhoused
people’s access to health care and overall well-being.

For over 30 years, street medicine teams have delivered free health and social services to
unhoused people directly where they live and on their own terms (Feldman et al. 2023). In 2018,
leaders of the street medicine movement sought to transform it from a fringe grassroots effort
into an organized model of health care. Street medicine is now present in more than 100 U.S.
cities, rapidly becoming part of government and private-sector responses to homelessness across
the country (Narayan, Shah, and Hochman 2024). Although still limited, a growing body of
research suggests that patients value street-based care, that it improves several health outcomes,
and that it can reduce unhoused people’s use of emergency services and length of hospital stays
(James, Greenhill, and Sullivan 2023; Lynch et al. 2022; Perna et al. 2024). Yet this literature
often overlooks or oversimplifies the challenges street medicine teams must navigate and the

compromises they make in achieving these outcomes.



Street medicine teams do not operate in a vacuum; they are part of what scholars call the
“institutional circuit” of poverty governance (Hopper et al. 2006). As the vignette shows, Dr.
Stevenson’s work was connected to, yet independent of, that of the case managers at the
homeless services agency and Shaquila’s parole officer. Poverty governance is shaped by public
agencies, private entities, and nonprofit organizations whose fragmented yet interconnected work
regulates the poor, typically through punishment, disciplining, and care (DiMario 2022; Soss,
Fording, and Schram 2011; Stuart 2016; Wacquant 2009).

Medicine, both as a discourse and a practice, is critical in poverty governance; it is a tool
within welfare and penal institutions to not only keep the poor alive but also to define their
deservedness in the distribution of services, justify their involuntary displacement and
containment, and control their behavior (Gowan 2010; Knight 2015; Lyon-Callo 2000; Seim and
DiMario 2023; Sufrin 2017). Outside these institutions, medicine still shapes and is shaped by
them; health care professionals in emergency rooms and ambulances regularly exchange
caseloads with other frontline workers, such as police officers and service providers, who can
both complement, expand, and complicate their work (Herring 2019; Lara-Millan 2014; Seim
2020). Situating street medicine as part of poverty governance, that is, in relation to other
organizations involved in the regulation of their patients, will shed light on how street clinicians
navigate the challenges of their work and its consequences beyond individual health outcomes.

Street medicine is also located within the broader context of America’s health care. This
is a multi-player, financially driven, and biomedically focused system where clinicians’ power
over what they can do for their patients’ health is not unrestricted (Light and Levine 1988). For
instance, Dr. Stevenson considered that, in addition to antipsychotic medication, Shaquila’s

health needs included moving into a single room, but he did not have full authority over that.



Countervailing powers that mediate clinicians' ability to provide care to their patients include
managed care plans, government agencies, hospitals, pharmaceuticals, and other actors
(Mechanic 1991; Quadagno 2004). Restrictions on the types of medications, procedures, and
services clinicians can order, perform, or refer patients usually follow a financial logic of
reducing costs and maximizing revenue (Light 2010).

The type of care clinicians are able to provide is also constrained by biomedical
parameters, that is, focused on addressing the biological, chemical, genetic, and physiological
immediate causes of sickness rather than the social factors that contribute to it (Mishler 1981;
Waitzkin 1991; Whitehead 2013). This is not to say that clinicians have lost all control over their
practice, that their decisions are driven primarily by profit rather than altruism and a commitment
to advancing population health (Timmermans and Oh 2010), or that they remain indifferent to
the social causes of illness and disease. Rather, understanding street medicine’s impact on
patients’ health requires situating their clinical practice within a broader health care system that
creates both opportunities and constraints.

Even if they had access to all health and health-related resources their patients need,
clinicians cannot use them if the patient is unwilling to accept care, like Shaquila rejecting the
antipsychotic Dr. Stevenson could have provided to her. Patients in the U.S. are unlikely to
encounter an authoritarian doctor who imposes diagnoses and treatment plans as definitive and
certain, as was once the norm (Fox 1957; Parsons 1951). A patient who unwaveringly trusts their
clinician is also becoming less common (Andreassen and Trondsen 2010; Fox and Ward 2006).
The patient-doctor interaction, the backbone of health care as it allows diagnoses, treatment, and
prognoses to unfold, has changed drastically in the last few decades (Heritage and Maynard

2006).



The rise of malpractice lawsuits and bioethics, along with growing access to health
information through the internet and alternative healing, has made the distribution of power in
the medical encounter more even (Timmermans 2020). To improve patient compliance and
health outcomes, providers are now expected to foster a collaborative environment in their
interactions with patients, including encouraging patients to share the multiple manifestations of
their symptoms and their emotions about treatment (Mead and Bower 2000; Underman and
Hirshfield 2016). At the same time, clinicians expect an engaged patient who advocates for their
health and actively knows and expresses their preferences (Timmermans 2020). Given that
unhoused patients face significant barriers to engaging in their health care, including distrust of
medicine and competing needs such as securing food and safety, to better understand street
medicine, we need to closely examine how the patient-clinician interaction unfolds, especially
how patient engagement is cultivated.

Considering that street medicine is actively and glowingly part of the institutional circuit
of homelessness governance and America’s health care system, as well as the interactive nature
of their work, the research question organizing this dissertation is: How do street medicine teams
address the health needs of a patient population facing acute and intertwined social and
medical risks while respecting their autonomy and working within and alongside
organizations and a regulatory system that both constrain and facilitate their provision of
care? 1 addressed this question through a two-year ethnography of street medicine services in
Los Angeles. My ethnographic work consisted of participant observation of more than 355
patient-clinician interactions, 85 rides with street medicine teams, 43 in-depth interviews with
unhoused individuals and street medicine providers, and multiple written documents, including

newspaper articles, policies, and training materials.



Meeting People Where They Are

When Mayor of Los Angeles Karen Bass was asked, “What would you love to work on to
address homelessness?” the former physician assistant replied, “Health. Health is at the root of a
lot of homelessness” (Noah 2023). Mayor Bass has overseen the exponential growth of
municipal-funded street medicine teams (Offner and Schrank 2025). Like LA, dozens of U.S.
cities, including Pittsburgh, Boston, San Francisco, and New York City, allocate municipal funds
to provide health care to the unhoused directly where they live, even though municipalities in the
United States are not mandated to address their constituents' medical needs. Similarly, several
counties across the country are using taxpayers’ dollars to contract homeless outreach teams that
include a healthcare provider. At the state and federal levels, Medicaid approved reimbursement
for medical services provided on the streets to unhoused individuals nationwide in 2023 and
authorized several states to expand Medicaid benefits to address homelessness beyond traditional
healthcare settings (Hart 2023a). Alongside the government, private and state-funded institutions
like hospitals, medical schools, and community clinics are increasingly extending their services
to reach unhoused people directly where they live.

These policies and programs reflect the exponential growth of street medicine (SM). For
over three decades, street medicine teams have delivered clinical and social services in the
spaces where unhoused individuals live, including riverbanks, highway underpasses, and public
parks (Withers 2011). The scope of services provided varies across programs (Enich,
Tiderington, and Ure 2023). Street medicine programs provide social services ranging from basic
clothing, food, and mail services to more complex support, such as housing navigation and
enrollment in health insurance and financial benefits (Feldman et al. 2023). Medical services

expand from wound care and immunizations to diagnosing and treating chronic diseases,



prescribing, dispensing, and administering medications (Enich et al. 2022; Feldman et al. 2023).
These social and medical services aim to reduce the multiple barriers unhoused people face in
accessing health care and prevent what is considered misuse of emergency services (Gelberg et
al. 2011; Han and Wells 2003; Vohra, Paudyal, and Price 2022). Overall, street medicine teams
aim to improve unhoused patients’ health status, which is considerably worse than that of the
housed population given the unique and extreme health risks they face on the streets (Brown et
al. 2022; Chilman et al. 2025; Fazel, Geddes, and Kushel 2014).

Like other low-barrier models of care, central to SM is the ethos of “meeting people
where they are,” which means not only reducing spatial barriers to care but also reconfiguring
the terms of clinical interaction to accommodate the patient's current emotional state and
physical environment (Frankeberger et al. 2023; Medellin, Moczygemba, and Thurman 2024). In
contrast to traditional, institutionally bounded encounters, SM teams claim to operate through a
harm reduction and trauma-informed approach that respects patients’ immediate priorities,
readiness for care, and lived realities, rather than imposing standardized clinical expectations or
pathways (Stefanowicz, Feldman, and Robinson 2021; Withers 2011). This approach is expected
to facilitate the co-production of treatment plans between patients and providers.

Over the past decade, street medicine has shifted from a marginal, at times stigmatized,
grassroots practice to an increasingly institutionalized component of homelessness governance in
the U.S. Approximately 150 SM programs now operate across 17 states and are increasingly
integrated into formal healthcare and policy infrastructure (Hart 2023a). In California, for
example, the number of programs grew from six in 2018 to more than 70 by 2024 (Feldman
2024). This growth largely stems from the multiple funding streams created in 2022 by the

California Advancing and Innovating Medi-Cal program. Several states, including Pennsylvania,



Oregon, Hawaii, and New York, are following a similar trend in expanding street medicine after
the Centers for Medicaid and Medicare Services created a billing code for medical services
provided to unhoused people on the streets, enabling street medicine providers nationwide to bill
these public insurers for their work (Narayan, Shah, and Hochman 2024). At the same time, local
governments and hospital systems have played a central role in expanding street medicine by
incorporating it into crisis response systems, encampment resolution programs, hospital
discharge planning for unhoused patients, and broader community health initiatives (Budnyk
2023; Hanssmann et al. 2022; NYC Health + Hospitals 2025).

Prior research has found that street medicine improves the overall quality of life and
behavioral health outcomes of patients, and reduces PTSD symptoms, substance use, and other
high-risk behaviors (Carter, Zevin, and Lum 2019; Perna et al. 2024). Studies have also found
that unhoused patients perceived street-based care as safe, accessible, and grounded in
empathetic, trusting relationships with clinicians (Paradis-Gagné et al. 2023; Strange et al. 2018).
Moreover, evidence suggests street medicine can reduce the fiscal burden of homelessness by
shortening hospital stays, reducing avoidable admissions, and decreasing emergency room Vvisits
(Kaufman et al. 2024; Lynch et al. 2022). Despite these findings on the impact of street
medicine, it remains unclear who is likely to receive these services and why, how street
providers advance their patients' health given the limitations of what can be provided on the
streets and the multiple health needs their patients have, and how they engage patients who
refuse care.

Independent yet Interconnected
Studying how street medicine works requires understanding the ecosystem it operates in.

Poverty in the U.S. is regulated by the fragmented yet interconnected network of public agencies,



private entities, and nonprofit organizations that employ punitive, disciplinary, and palliative
strategies to manage the poor (DiMario 2022; Hopper et al. 2006; Soss, Fording, and Schram
2011). These strategies respond to bureaucratic and financial mandates shaped by historically
specific and sometimes contradictory ideologies about poverty, its causes, and its remedies
(Gowan 2010; Stuart 2016). Frontline workers, typically within contexts of limited resources and
conflicting, ambiguous expectations, implement these strategies in their everyday interactions
with clients, managers, and each other (Lipsky 1980; Lara-Millan 2014; Seim 2017).

Punitive strategies seek to neutralize the poor—who are constructed as a safety threat to
the rest—through punishment and punishment-like strategies that denigrate and dispossess them,
such as incarceration, sanitation sweeps, arrests, and anti-homelessness architecture (Wacquant
2009). Paternalistic strategies operate under the premise that the poor are “fixable”, meaning
they can engage in socially desired behaviors through the disciplining actions of frontline
workers (Lipsky 1980; Soss et al. 2011; Stuart 2016). The palliative model relies on stopgap
measures, minimal solutions, and frontline improvisations that keep the poor alive but do not
change the conditions that generate suffering (DiMario 2022; Gong 2019; Lopez 2020).

Medicine plays a central role in regulating poverty. Seim and DiMario (2023) define
medical poverty governance as interventions by state or state-delegated institutions that are
“explicitly, even if not authentically, justified in the name of advancing individual or population
health” (Seim and DiMario 2023, pp.3-4). Scholars have shown how frontline workers in
healthcare, criminal justice, and welfare systems have used different iterations of medicine to
facilitate the punishment, disciplining, and survival of unhoused people. Medical language to
define the unhoused as sick has primarily been present in studies of policing and the

criminalization of homelessness. Police officers and politicians commonly label the unhoused as



mentally ill and substance users to justify arrests, property destruction, and forced hospitalization
as a form of “tough love” that will eventually cure the unhoused (Gowan 2010; Mathieu 1993).
More recent iterations of policing also leveraged medical diagnoses—such as labeling unhoused
individuals as addicts and psychotics—to coerce people into treatment and geographic relocation
(Herring 2019; Seim 2020; Stuart 2016).

Homeless service providers have also adopted medical and medically framed
technologies into their day-to-day work of regulating access to and stays in publicly funded
transitional and permanent housing across Housing Readiness and Housing First welfare
regimes. Under Housing Readiness, shelter staff implemented pseudo-therapeutic services that
were rarely overseen or provided by health care professionals, promoting self-examination and
self-governance among their clients to help address the behavioral issues believed to have led to
their homelessness (Gowan 2010; Lyon-Callo 2000). Although the Housing First paradigm
moves away from behavioral explanations and pseudo-therapeutic solutions to homelessness, it
still relies on medicine to address this social issue, but this time to stratify housing deservedness.
Because publicly funded housing is limited, homeless service providers conduct health-based
assessments to quantify clients' medical risk of remaining outside and therefore assign housing
(Napoles 2024; Osborne 2018).

Health care is another form of medical poverty governance. Ethnographers have
documented that unhoused people receive health care in jails, clinics, emergency departments,
ambulances, and in permanent supportive housing (Gong 2019; Lara Millan 2014; Knight 2015;
Seim 2017). Although potentially life-saving, these services are often discriminatory or delayed
and typically take the form of episodic, targeted interventions rather than sustained, longitudinal

care (Bourgois and Schonberg 2009). Providing care to the poor not only helps keep them alive,
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but also allows government and government-funded agencies to receive financial resources they
would not qualify for otherwise and protects them against lawsuits (Lara-Millan 2021). It can
also enable other forms of service provision, such as making people eligible for government
assistance programs for which eligibility is determined in part by medical status (Gong 2024;
Hansen, Bourgois, and Drucker 2014; Knight 2015).

Medical providers’ work in poverty governance, however, rarely occurs in isolation from
other frontline workers. They exchange caseloads, collaborate, complement or co-opt each
other’s services, and occasionally confront one another. Seim’s (2020) and Herring’s (2019)
ethnographies with ambulance workers and police officers, respectively, illustrate how the latter
turn non-medical cases into medical ones, thus engaging in burden shuffling (Seim 2017). By
doing so, police officers unilaterally shift the responsibility of having to neutralize the poor to
another frontline worker, usually an emergency medical technician. From a collaborative
perspective, Lara-Millan’s (2014) ethnography of emergency rooms illustrates how clinicians
partake in punitive governance by cooperating with police officers. Emergency nurses and
doctors rushed their medical services to patients who were in police custody and delayed them
when they suspected poor and racialized male patients had committed a crime. Frontline workers
from different agencies also contest and supplement each other’s work. For example, DiMario
(2022) found that needle exchange workers serving unhoused people implemented measures to
reduce the reach of criminalization, interfere with police officers’ work, and connect clients with
health care that had been denied or was inaccessible to them.

Street medicine is increasingly becoming part of this ecosystem of homelessness
governance, bringing important implications for its study. Street medicine’s participation in

homelessness governance suggests that the patients they care for are already entangled with
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other institutions: they are not only street medicine patients but also users of emergency
services, subjects of policing, and clients of homeless service agencies. Understanding how street
medicine operates therefore requires examining the relationships between street clinicians and
other frontline workers in these institutions, whose actions may align with, but also differ from,
their own. Doing so can illuminate how teams provide care and the constraints, opportunities,
and compromises they must navigate.

However, this analysis must also consider that street clinicians enter their interactions
with other frontline workers from a distinct social position. Given their complex, valuable, and
specialized scientific knowledge, medical professions, unlike non-medical occupations, are
granted dominance over their sphere of work by the state and the public (Freidson 1970). This
dominance manifests as autonomy over medical decisions, as well as social and cultural
authority. Starr (1982) defines social authority as “the control of action through the giving of
commands” (p.13), and cultural authority as “the construction of reality through definitions of
fact and value” (p.13). While the former belongs to the realm of conduct and social relationships,
such as telling a patient or a subordinate in the medical hierarchy what to do, the latter resides in
both social interactions and cultural artifacts such as books, policy, and law, where illness and
health are defined (Starr 1982). Despite several studies focused on healthcare professionals,
poverty scholars have understudied the role of professional authority in poverty governance,
mostly focusing on how it helps access government benefits (Gong 2014; Hansen et al. 2014;
Knight 2015). Studying the role of professional authority will illuminate the broader
consequences of street medicine for how homelessness is governed and how people experiencing
homelessness move through systems of care and support.

Multiple Complex Needs, Insufficient Power
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Professional authority can only take clinicians so far when trying to advance the health of
their patients, especially those who live in extreme poverty like the unhoused. There are at least
two reasons for that. First, poor people have complex medical needs that a clinician alone cannot
meet, especially if working outside well-resourced hospitals; they need diagnostic tests, medical
equipment, and access to different specialists (Marmot 2005). Second, social factors strongly
affect their health, which are not fully within the domain of medical practice, despite significant
changes in the last two decades (Link and Phelan 1995; Marmot et al. 2008).

The unhoused have a life expectancy 17.5 years shorter than their housed counterparts
(Richards and Kuhn 2022). This is unsurprising considering that living on the streets is
associated with experiencing sexual and physical assault as well as unintentional injuries (e.g.,
falls, hypothermia, frostbite, burns) (Kushel et al. 2003; Kushel, Vittinghoff, and Haas 2001;
Kushel and Moore 2023). People who experience homelessness also have an earlier onset of
chronic conditions, including vision impairment, difficulty performing daily activities, and
cognitive impairment (Brown et al. 2017; Mackelprang et al. 2014). Compared to the general
population, the unhoused experience a higher prevalence of psychotic illnesses, personality
disorders, and alcohol and drug dependence, leading to higher rates of hospitalization for such
conditions (Adams et al. 2007; Lebrun-Harris et al. 2013; Salit et al. 1998;Fazel et al. 2008).
Overall, the mental, behavioral, and chronic health conditions that disproportionately affect
unhoused people tend to co-occur—something called tri-morbidity—and likely contribute to a
mortality rate that is two to three times higher than the housed population (Nilsson et al. 2025;
Romaszko et al. 2017).

Housing is a social determinant of health; without housing, people face risks that

aggravate existing medical conditions and create new ones (Fazel et al. 2014; Stafford and Wood
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2017). With homelessness being criminalized, unhoused people are constantly displaced,
attacked, harassed, and dispossessed of their belongings, affecting their mental health,
interrupting their access to medications, and disconnecting them from services and communities
that are critical for their survival (Chang et al. 2022; Chien, Henwood, and Kuhn 2026;
Goldshear et al. 2023; Herring 2019). Living outside exposes people to environmental risks such
as outdoor air pollution and a lack of clean toilets, sinks, and showers, increasing their risk of
multiple infectious diseases (Beijer, Wolf, and Fazel 2012; Caton et al. 2013; Kuhn et al. 2020).
This population also struggles to secure nutritious food, increasing their risk of malnutrition and
worsening chronic conditions (Baggett et al. 2011; Sprake, Russell, and Barker 2014).

Homelessness is also a risk factor for inadequate or lack of access to healthcare. Many
unhoused people use emergency departments (EDs) as a default source of care, but these services
offer little for diagnosing and managing chronic illness and infectious disease, or for preventive
care (Han and Wells 2003; Vohra et al. 2022). Despite most unhoused people having health
insurance, at least half report lacking a source of care outside EDs (Kushel et al. 2023). Studies
suggest that unhoused people struggle to access health care beyond the EDs because they have
competing needs (e.g., looking for income, shelter, food), distrust the medical system, fear being
stigmatized or discriminated against, lack transportation, or are unable to pay for services—or
perceive so (Brown et al. 2013; Hwang et al. 2013; White and Newman 2015).

In the context of high and intersecting sociomedical needs, a health care model that
brings free, non-emergency clinical services directly to where people live represents a promising
strategy for improving the health of unhoused people. Street medicine is one such model. By
bringing care directly to patients, it can reduce transportation and financial barriers—whether

perceived or actual—while addressing acute health concerns before they become life-threatening
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or debilitating and managing, and in some cases resolving, chronic, mental health, and infectious
conditions (Feldman et al. 2021; Stefanowicz et al. 2021; Withers 2011). Moreover, by helping
patients address the social conditions that shape their health—such as enrolling in food and cash
assistance programs and connecting them to housing services—street medicine aims to offer a
comprehensive approach to addressing the intertwined health and social needs of the unhoused.

To provide this breadth of care, however, street clinicians cannot work alone. Delivering
care from a van, a backpack, or a shelter imposes important material constraints on what
clinicians can diagnose and treat. Although street medicine teams increasingly carry portable
technologies that allow them to perform a range of diagnostic and therapeutic procedures outside
conventional clinical settings, they cannot perform advanced imaging, provide several forms of
treatment (e.g., chemotherapy, dialysis), or deliver many other forms of specialized care on the
streets. Providing comprehensive care therefore requires street clinicians to rely on—and
coordinate with—the broader health care system.

Their ability to mobilize these resources is further constrained by regulatory and
institutional forces that have increasingly circumscribed clinicians' professional authority (Light
and Levine 1988; Mechanic 1991; Quadagno 2004). Clinicians’ authority to order tests, prescribe
medications, and refer patients to specialists and other providers is not unlimited; managed care
organizations, government agencies, hospitals, and pharmaceutical companies mediate it
(Timmermans and Oh 2010; Light 2000). Often guided by conflicting goals of safeguarding
quality of care, expanding population health, reducing costs, and increasing revenue, these
organizations shape which services clinicians can bill for or authorize, for which patients, and
under what circumstances. For street clinicians, whose patients often require services that extend

well beyond the clinical encounter, these constraints can be particularly consequential.
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Clinicians’ domain of work is also constrained by biomedicine's parameters. Medical
practice has historically privileged the biological, chemical, genetic, and physiological
mechanisms of disease, often directing clinical attention toward the immediate causes of illness
rather than the social conditions that produce and sustain it (Mishler 1981; Waitzkin 1991;
Whitehead 2013). Professional expectations for assessing and considering social determinants of
health when treating patients have increased over the last two decades (Betancourt 2006;
Ousager and Johannessen 2010). However, scholars claim that these changes are mostly limited
and superficial, failing to address power and conflict and overestimating the role of individual
choices (Beagan 2003; Metzl and Hansen 2014; Olsen 2021). Moreover, although Medicaid
programs have increasingly incorporated nonmedical benefits to address members' social
determinants of health, these interventions remain limited in scope (Chisolm et al. 2019; Kushner
and McConnell 2019). At least formally, medical professionals cannot directly determine
housing availability or distribution, prevent patients from being displaced or arrested, or directly
alter the policies and institutions that govern access to shelter and other basic resources.

This gap between the breadth of patients' needs and the scope of street clinicians'
authority, along with the material constraints of their practice, raises an important empirical
question: what are clinicians actually able to do when the conditions shaping their patients'
health exceed the boundaries of medical practice? Rather than assuming that these constraints
simply prevent clinicians from addressing patients' social needs, we need to examine the
strategies through which they navigate, circumvent, or compensate for them—and the
organizational and professional costs of doing so. This analysis also advances theories of medical
professional authority by explaining how clinicians operate in a context where improving

patients' health involves working outside their traditional professional domain.
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Unruly Patients

Even if clinicians had unrestricted power over the health care and health-related services,
interventions, and resources they could provide to their patients, they could not go too far in
diagnosing or treating patients without the patients’ engagement. The clinician-patient
interaction remains a central component of health care despite major transformations in the
organization and delivery of medical care (Heritage and Maynard 2006; Starr 1982). Trust is
foundational to this relationship: patients must be confident that clinicians possess the knowledge
and competence to provide appropriate care and that they are acting in the patients’ best interests
(Parsons 1951). Yet trust in physicians has declined since the 1970s. Although this decline
stabilized during the 1990s and trust increased temporarily during the COVID-19 pandemic,
evidence suggests that it has fallen again in the post-pandemic period (Alsan and Cutler 2025;
Pescosolido, Tuch, and Martin 2001). Sociologists have attributed this decline in trust to a range
of factors, including abuses in medical research that contributed to the emergence of bioethics,
the rise of complementary and alternative medicine and patient health movements, and the
increasing availability of health information and technologies that allow patients to monitor and
manage their own health (Clarke et al. 2003; Epstein and Timmermans 2021; Timmermans and
Oh 2010).

These transformations have also challenged the authoritarian and emotionally detached
model of medical practice that characterized the clinical encounter for much of the twentieth
century. Under this model, physicians presented diagnoses and treatment plans as definitive and
certain while maintaining emotional distance from patients and their experiences (Fox 1957;
Parsons 1951; Smith and Kleinman 1989). In recent decades, however, this model has become

less feasible and acceptable, giving ground to the patient-centered and shared decision models.
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Under these newer models of patient-clinician interaction, doctors seek to foster a collaborative
environment in their interactions with patients, including encouraging patients to share the
multiple manifestations of their symptoms, their emotions, and their preferences about treatment,
and sharing with them all information related to their diagnosis and treatment (Charles, Gafni,
and Whelan 1999; Halpern 2001; Underman and Hirshfield 2016).

Although they can backfire and are hard to fully implement, these models are expected to
reduce the risk of malpractice lawsuits, improve satisfaction among patients, increase
productivity, and smooth the clinicians’ work (Institute of Medicine 2001; Mead and Bower
2000; Stivers 2007; Vinson and Underman 2020). The clinician’s counterpart in patient-centered
care is therefore not a passive recipient of medical expertise but an engaged patient: someone
expected to articulate symptoms and preferences, participate in health care decisions, and
monitor and manage their own health and treatment regimens (Rose 2001; Shim 2010;
Timmermans 2020).

What, then, happens to patient-centered care when its presumed counterpart—engaged
patients—are absent? How do clinicians gather information, negotiate treatments, and make
clinical decisions when patients are unwilling or unable to engage in these interactions? These
questions matter especially when studying street medicine. Street medicine explicitly embraces a
patient-centered approach, an orientation that is especially consequential among patients, like the
unhoused, who may distrust health care providers and whose competing needs and circumstances
can make sustained engagement with care difficult. Yet street clinicians cannot simply impose
diagnoses or treatment plans when patients do not participate in care, nor can they rely on the
engaged counterpart assumed in patient-centered models. How, then, do street clinicians craft

engagement among disengaged patients?
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METHODS

This dissertation seeks to answer the following research question: How do street
medicine teams address the health needs of a patient population facing acute and intertwined
social and medical risks while respecting their autonomy and working within and alongside
organizations and a regulatory system that both constrain and facilitate their provision of
care? 1 approach this question by examining three aspects of the daily work of street medicine
teams: (1) how they distribute their limited but highly needed services, (2) the barriers they face
to provide continuity of care and the strategies they implement to overcome them, and (3) how
they handle patients’ rejections and treatment resistance. Ultimately, my goal is to understand
whether and how street medicine transforms unhoused people’s access to health care and
overall well-being.
Fieldwork

With the second-largest unhoused population in the country and 19 street medicine
programs operating there, LA is currently the epicenter of both homelessness and street
medicine. These programs are increasingly part of the region’s homelessness governance: they
participate in the County’s multidisciplinary homeless outreach teams, the city and county of Los
Angeles’ encampment resolution programs, private and public hospitals’ discharge planning
procedures, and local managed health plans’ initiatives to address homelessness and housing as
social determinants of health (City of Los Angeles n.d.; LA County Homeless Services &
Housing n.d.; Culver City 2024; L.A. Care 2023; Los Angeles County Chief Executive Office
2019; Reynolds 2025).

My fieldwork primarily focused on the street medicine program at Parkview Community

Clinic (a pseudonym). Since its early years, Parkview has sent healthcare providers into the
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streets, making it one of the country’s most established street medicine programs. What began
with a single physician carrying a backpack through the streets near the clinic—seeking
unhoused patients who had not returned for care and engaging those who had never entered the
clinic—has grown substantially. By 2024, Parkview’s street medicine teams operate in several
cities within Los Angeles County, providing primary and urgent care, including immunizations,
wound care, and diagnosis and treatment of sexually transmitted infections, mental illnesses,
substance use disorders, and chronic diseases. They also connect patients with social service
providers who help them obtain IDs, access shelters, and enroll in government benefits such as
food stamps, health insurance, and cash transfers.

Like most street medicine programs in California, Parkview’s work was initially
supported mainly by philanthropic funding before transitioning to a patchwork of public and
private sources (Feldman et al. 2023). Local government funding has become especially
significant since 2017, when Los Angeles County voters approved Measure H, a quarter-cent
sales tax designed to fund the County’s “Plan to Prevent and Combat Homelessness.” This ten-
year initiative—which has been replaced and expanded through Measure A since 2024—created
funding streams for multidisciplinary outreach teams, requiring the inclusion of licensed
healthcare professionals in them (Los Angeles County Chief Executive Office 2019). Cities
across the county combine Measure H resources with municipal funds to support additional
teams, further institutionalizing medical providers’ roles in street-level responses to
homelessness. Parkview’s street medicine teams partner with homeless services organizations
contracted to provide such multidisciplinary outreach teams.

Parkview’s street medicine program is also supported through the healthcare sector. In

addition to billing for clinical services, Parkview has increasingly benefited from partnerships
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with managed care plans. Since 2023, Parkview has been among the street medicine programs
participating in a $90 million initiative led by California’s largest public health insurance agency
to expand low-barrier healthcare services for unhoused populations.

Beginning in the second year of fieldwork, I continued shadowing street medicine teams
from Parkview Community Clinic while expanding my observations to include teams from other
programs. Extending my research across multiple programs allowed me to better capture the
range of street medicine practice in Los Angeles and identify patterns characteristic of street
medicine work, rather than features specific to any single organization.

The additional teams I observed came from programs that, unlike the street medicine
teams at Parkview Community Clinic, were not affiliated with a federally qualified health center.
Instead, they operated within distinct institutional contexts: an independent medical group
dedicated exclusively to street medicine, a hospital-affiliated program, and a university-affiliated
program. These teams also served different geographic areas. While Parkview primarily operated
in higher-income neighborhoods, the other programs worked across a wider socioeconomic
range, including middle- and low-income areas. Finally, three programs offered very similar
services (urgent and primary care on the medical side and housing navigation on the social
services side), but one focused more on urgent care and humanitarian goods such as water and
snacks.

By the end of my second year of participant observations, I had shadowed 11 teams,
including 5 from Parkview and 6 from the additional programs. Teams were typically composed
of a clinician (physician, nurse practitioner, or physician assistant), a medical assistant or
licensed vocational nurse, and a case manager. It was also common for a student clinician or

resident to join the team for up to a month.
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I observed street medicine teams for the full duration of each shift, which ranged from 4
to 6 hours. During that time, [ shadowed teams as they defined who would receive care that day
and engaged patients in care. Across 355 patient-clinician interactions, I observed street
clinicians assessing, coordinating, negotiating, and delivering care in public spaces, including
sidewalks, homeless encampments, and parks. Additionally, I documented how local anti-
homeless legislation and enforcement, as well as state-wide health insurance policies and
medical guidelines, affected street medicine work. Besides street-based work, I followed
clinicians into case conferences, coordination meetings with other street medicine and homeless
service providers, street medicine symposia, and training sessions.

While my role was primarily observational, I occasionally participated in care delivery by
facilitating communication between English-speaking clinicians and Spanish-speaking patients
and by assisting clinicians with basic tasks during wound cleaning and bandaging. I also engaged
in informal conversations with street medicine providers, frontline workers, and unhoused
patients, which helped me clarify what I was observing and the decisions they were making.
Furthermore, sometimes team members would spontaneously “brief” me on the patient,
explaining their medical and social histories and the course of action the team would take.

Over the course of fieldwork, I wrote down observations on a smartphone. The level of
detail varied across contexts: patient—clinician interactions were documented with a high degree
of precision, often approaching verbatim transcription, whereas meetings and informal
conversations during car rides or following patient encounters were captured in more abbreviated
jottings. Whenever possible, I sought to document these exchanges verbatim; when permitted, I
also audio-recorded conversations with providers. These materials were subsequently expanded

into detailed narrative fieldnotes, typically within one day of observation.
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Data analysis

I supplemented participant observation with 43 in-depth, semi-structured interviews,
including 16 street medicine providers and 23 street medicine patients. Among providers, 5 were
clinicians, 4 held dual roles as clinicians and program directors, and 7 were case managers. I also
interviewed a health plan representative, a government consultant, and two additional street
medicine program directors. These interviews enabled me both to discuss my observational data
and to access perspectives not always visible in the field. In particular, they provided insight into
providers’ assessments of other service providers, the challenges they encounter in their work,
and the external expectations for their work, as well as patients’ perceptions of street medicine
services and their experiences with healthcare on the streets and in other institutional settings.
Interviews ranged from 30 to 120 minutes and were audio-recorded. Recordings were transcribed
using Otter Al and subsequently reviewed and cleaned by research assistants.

I triangulated interview and observational data with a range of documentary and
secondary sources to better situate the street medicine teams I studied within their broader
institutional and policy context. These materials provided insight into the principles and goals
guiding street medicine, the funding arrangements and strategies sustaining it, and the wider
landscape of homelessness governance within which the teams I observed operated. Drawing on
local newspaper coverage, policy and training documents, academic papers and research reports
authored by street medicine providers, press releases, and recordings of webinars and
symposia—which I also attended—I was able to trace how street medicine is represented,
organized, and legitimized as a strategy to address homelessness.

I approached the data abductively, moving between theoretical frameworks on

homelessness governance, medical professional power, and patient-doctor interactions, and the
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empirical data to make sense of patterns that did not readily align with existing explanations
(Tavory and Timmermans 2014). My analysis unfolded alongside fieldwork: I repeatedly
returned to my notes and transcripts, refining initial interpretations and identifying points of
tension or ambiguity that warranted further attention. I used NVivo to code fieldnotes, interview
transcripts, and documentary materials in successive stages, beginning with close readings of the
data and evolving into more focused categorizations as recurring themes emerged. Throughout
this process, I wrote analytic memos to develop interpretations, interrogate relationships across
cases, and clarify emerging arguments. These memos, in turn, informed subsequent engagements
with the data, including revisiting earlier materials and sharpening distinctions between codes.
Overview of chapters

I have organized the dissertation into three empirical chapters and a conclusions chapter.
The first chapter, Becoming a Patient: The Institutional Logics of Health Care Distribution
Beyond Hospital Walls, describes why some unhoused people become more visible to street
medicine teams than others. I show how, driven primarily by organizational pressures, local
governments, homeless services agencies, and hospitals oriented street medicine teams toward
people located within specific geographic spaces and institutional processes. Turning people
from organizational burdens to street patients facilitated their relocation from the streets into
healthcare and housing facilities, their biomedical assessment and stabilization while remaining
outside, and their compassionate disciplining into efficient health care users. I conclude that,
although these governing strategies risk co-optation by law enforcement, they not only help
explain the distribution of street medicine but also transform how homelessness is regulated by

creating care-oriented, treatment-intensive alternatives to punishment and containment.
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The second chapter, Unfindable, Inaccessible, and Unserviceable: The Structural
Impairment of Care and the Struggle Against It, examines the main barriers street medicine
teams face in providing comprehensive, long-term care to their patients and how they navigate
them. In the first part of the chapter, I illustrate how payment policies, the fragmentation of
services, and the criminalization of homelessness make unhoused patients unfindable,
inaccessible, and unserviceable to street medicine teams, complicating their continuity of care. |
then describe the strategies street clinicians and their teams use to prevent and mitigate
interruptions in care. | argue that the coexistence of these actions and structural barriers redefines
standards of care on the streets, where some care is better than none and continuity of care is an
achievable but heroic outcome, contingent on each team's capacity and willingness to go beyond
the conventional limits of their practice.

The third and final empirical chapter, Crafting Patient Engagement: Autonomy, Trust,
and the Allocation Paradox, analyzes how street medicine teams manage patients’ reluctance to
care. The chapter begins by describing how these teams develop and maintain trust with patients,
and the impact of these efforts in their high-need, resource-limited environment. I argue that
fostering trust with disengaged patients is a lengthy, effortful process that creates an allocation
paradox for street clinicians: the methods that promote patient engagement can also limit the
scope and intensity of care they can offer. Lastly, I describe the professional strategies street
medicine teams use to manage this paradox and how these strategies shape the delivery of care.

Finally, in Chapter 4, I lay out my conclusions and discuss the implications of this
dissertation for the sociology of medicine, the sociology of poverty, and the broader field of

street medicine and homeless health care.
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CHAPTER 1
BECOMING A PATIENT: THE INSTITUTIONAL LOGICS OF HEALTH CARE
DISTRIBUTION BEYOND HOSPITAL WALLS

Despite the rapid, exponential expansion of street medicine in Los Angeles and across the
country, it remains a scarce resource like most homeless services. With more than 40,000
unhoused people in the city and 19 street medicine programs, only a fraction of them can receive
these services. Who among the thousands of unhoused people becomes a street patient? In other
words, how is street medicine distributed? One ideal course of action would be to base
distribution on medical need, meaning going to the sickest patients. Addressing people who need
ongoing or one-time acute care can prevent ambulance rides and emergency visits. This approach
not only fulfills clinicians’ professional goals, but it maximizes the clinical impact of scarce
resources and supports the field’s professional legitimacy as a distinctive and consequential form
of medical practice, supporting its sustainability and expansion. However, there is no feasible
way to identify and prioritize the sickest patients, as doing so would require assessing every
unhoused person’s health and ranking them by vulnerability. It would also require providers to
decide who is not sick enough to receive their attention, turning scarcity into explicit exclusion.

At the other extreme, providers could adopt a random, encounter-based approach,
offering care to any unhoused person they happen to encounter. This strategy requires less
logistical coordination and maximizes reach, supporting the low-barrier ethos of street medicine
by making care available regardless of need severity or type. Yet it also risks diluting scarce
clinical capacity: providers may devote their expertise to people with relatively minor needs
while those with more serious conditions remain unreached. This approach may also make street

medicine less clinically distinctive, particularly when providers treat needs that lay people, such
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as needle exchange workers and homeless outreach workers, could address. In this way,
broadening access can come at the expense of clinical impact and make it harder for street
medicine to demonstrate the distinctive contribution that supports its clinical legitimacy and
further expansion.

This chapter examines the institutional need approach through which street medicine
teams balance competing goals of sustainability and impact. Rather than allocating care based on
medical need alone or distributing it randomly and indiscriminately, teams often found patients
through government and government-funded institutions with which they collaborated. Informed
by the organizational pressures they face, these institutions make some groups of unhoused more
or less visible to street medicine teams. In their interactions with patients and service providers,
street clinicians’ professional authority—that is, their legitimacy to direct behaviors and define
the contours of health and disease (Starr 1982)—helps alleviate these organizational pressures. I
argue that, although it offers an imperfect proxy for medical need and may be coopted by law
enforcement, this approach opens funding streams for street medicine teams and positions the
field as a care-oriented, treatment-intensive alternative to the punitive and purely containment
strategies that have so far dominated the medical governance of homelessness (Gong 2019;
Gowan 2010; Herring 2019).

INSTITUTIONAL VISIBILITY

In the following sections, I describe the three main domains of the institutional need approach to
street medicine allocation: complaint-oriented doctoring, crafting houseable clients, and
managing hospital flow. In each section, I illustrate who institutions make visible to street
medicine teams, and explain how and why they do it.

Complaint-Oriented Doctoring
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In their day-to-day work, street medicine teams receive direct referrals from local

government representatives, such as city and county officials and police departments. Some

teams, especially in neighborhoods and cities with high NIMBY activity, are fully devoted to

responding to local government referrals. These referrals tend to direct street clinicians to

unhoused individuals residing in areas of the city with high political, symbolic, and economic

value.

The team received the following message from a city official: "Encampment growing in
construction area". The team lead and physician assistant, Kenji, packed medical
supplies, and we left for the location referenced in the message. Construction was
underway on an unoccupied one-story commercial building that was as wide as the ten
empty parking spots in front of it. The building was located in an expensive residential
area just feet away from the city’s Chamber of Commerce and main commercial street.
The three people who made up the “growing encampment’” had been sleeping under one
of the building's covered entrances.

As soon as we arrived, Kenji recognized one of the people—he had treated him recently
at a different location—and went to speak with him about his health behind a car for
greater privacy. Min (medical coordinator) and Max (peer navigator) asked the other
two people whether they needed any medical services. The woman said she was fine and
left the premises. The second person, Demian, was pretty high on some type of drug and
stayed. He was very amicable and agreed to provide Min with his personal information
so that Max could verify whether he had health insurance and enroll him as a patient.
While Max was enrolling Demian, I asked him what the city’s expectations were for their
work. Max was very straightforward: “to move people to another location or inside”. He
was certain that the request to address the encampment was made by the business owner
overseeing the construction, who spoke with the city, and that the city officials then called
his team to “take care of it”.

For $400k a year, Kenji’s street medicine team, which included six people and was part

of a larger street medicine program, had to respond within an hour to the city’s homeless

referrals six days a week. During the first six months I spent with this program, their city referral

team model expanded to three other cities in LA County. Other programs, primarily founded by
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the County, have maintained a similar model since 2017. Instead of an immediate response, these
other teams dedicated half-day shifts each weekday to address local governments’ referrals.

My rides with teams contracted by local governments, such as Kenji’s team, typically
took us to see unhoused people in areas like the one depicted in the vignette: exclusive
residential neighborhoods near business improvement districts. City landmarks and the vicinity
of government buildings were other common locations where these teams met patients.
Unhoused people living in these parts of the city were the most visible to these street medicine
teams, making them more likely than people in other locations to receive these services. As peer
navigator Max noted, many of the referrals his team received stemmed from business owners'
complaints. Consistent with the homelessness literature, my two years in the field revealed that
behind the local government’s referrals were also housed neighbors, elected officials, and police
officers concerned not only with the health of unhoused people and what they framed as broader
public health impacts on housed people, but also with the financial impact of homelessness on
businesses, municipalities, and counties (Beckett & Herbert, 2009; Gong, 2024; Herring In Press;
Weaver et al., 2025).

This model of health care distribution, which I call complaint-oriented doctoring, has
joined the local government's repertoire of responses to homelessness, which include complaint-
oriented policing, homeless outreach teams, and paramedicine (Gibson 2011; Herring 2019;
Seim 2020). Why are local governments relying on medical outreach teams to address
complaints about homelessness? Max offered one piece of the puzzle: “to move people to
another location or inside.” More specifically, I found that expanding health care to the unhoused

is seen as a vehicle to relocate them from public spaces to health care facilities and medically
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stabilize and maintain those who stay outside. The following vignette gives us a closer look at
the relocation logic.

Dr Stevenson and I arrived at an encampment behind a Whole Foods, steps from a
residential area in one of LA’s most famous neighborhoods. His recurrent collaborator,
Officer Diaz, had asked him to come. "Oh, there is Olfficer Diaz, she's a good cop”, the
doctor told me as we approached a group of five women: a police officer, two outreach
workers from the Department of Mental Health, and two case managers from a social
services agency. Officer Diaz told Dr Stevenson they needed his help moving an
unhoused man who was living in a parking lot that was going to be remodeled soon. "He
would rather be buried in that parking lot than move," Officer Diaz said. Then she
continued describing the issue, "We tried to persuade him to leave his RV. We told him
we were going to tow it, even if we actually can't do that, but it didn't work. We even got
a neighbor to pay for all the fees to move his RV somewhere else but the man still said
no". One of the case managers chimed in, "this man is in his 70s and in pretty bad
shape”. Officer Diaz added, "Yeah, he's coughing very badly, could you talk him into
going to the hospital, Dr Stevenson? He needs to be in a nursing home".

What Officer Diaz was trying to do, asking a doctor to persuade a patient to go to the
hospital to then be routed to live in a nursing home, is substantially different from coercing
people into therapeutic shelters and ambulance rides to avoid arrest (Herring 2019; Stuart 2014;
Seim 2016). She could have taken the RV owner to jail or destroyed his vehicle if he did not see
the doctor, but she did not. Instead, Officer Diaz appealed to the doctor’s professional duty of
caring for the sick (“he’s coughing very badly”) and professional authority (“talk him into going
to the hospital”) to remove him from a contested public space. She requested something that,
unlike other service providers, street clinicians are uniquely equipped to do.

Recent expansions of Medi-Cal have increased coverage of inpatient healthcare facilities
(e.g., nursing homes and recuperative care) for unhoused patients and given street medicine
providers the authority to refer patients to them. These facilities are designed for people who are
medically stable but require daily care or need to recover from a medical procedure, a mental

health crisis, or a substance use problem. They are expected to be less expensive and last longer
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than a hospital stay, and usually require a doctor’s referral. I observed Dr. Stevenson and other
street clinicians using their professional authority to emphasize the medical risks of remaining
outside and successfully persuading patients to move into inpatient healthcare facilities.

In addition to redistributing unhoused people from strategic parts of the city into
healthcare facilities, street clinicians provided medications that contributed to the biomedical
stabilization and maintenance of patients, making those who stay outside less disruptive to the
social order. Indeed, the administration of long-acting injectable antipsychotics was described as
the “bread and butter” of street medicine by several street clinicians, making street psychiatry an
important specialty within the field. Another common medical intervention of special interest for
local governments was the assessment and management of infectious diseases such as COVID,
syphilis, HIV, and hepatitis C.

Danny (director of the multidisciplinary homeless outreach program) announced to the
rest of the team that the police department had requested that they double their outreach
and medical efforts in the downtown area for the next couple of weeks. The reason they
gave him—and he had witnessed himself-was that some streets were becoming “the new
[homeless] vortex” meaning that a growing number of unhoused people were
concentrating there and being loud in the middle of the night. When the meeting was
over, Danny told me the police request had likely come from “the Council person who
has a business on one of those streets, and wants [homeless people] all gone”.

Later that day, we parked the van just feet away from the “homeless vortex”. While Dr.
Stevenson and Danny discussed the excellent sushi at the restaurant in front of us, an
outreach worker brought Julian to the van. He was a 36-year-old African American man
using crutches.

After asking Julian a few questions about his foot, Dr. Stevenson moved to his usual
mental health and substance use assessment.

Dr. Stevenson: How’s your mood? Are you sad?
Julian nodded.
Dr. Stevenson: We can probably help with that.

Julian: Yeah?
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Dr Stevenson: Yes. Do you feel like you have issues organizing your thoughts?
Julian shook his head.

Dr. Stevenson: How about getting things done? Have you had trouble finding an
outpatient orthopedic for your foot?

Julian: I never found out what that was.
Dr. Stevenson: Do you want to take meds to help you be more organized?
Julian nodded.

Dr. Stevenson explained that Abilify—an antipsychotic—could help him understand
better “the orthopedic stuff” and encouraged him to take it. Julian accepted. After that,
Dr. Stevenson asked him about his drug use. Julian said he smoked marihuana.

Dr. Stevenson: What does it help with?
Julian: It calms me down, helps with my rage.

Dr. Stevenson: This medication that we’ll give you [referring to Abilify] could help you
with that.

Dr. Stevenson’s administration of an antipsychotic to keep Julian calmer, less aggressive,
and “more organized” was a recurrent strategy to subdue the effects of psychiatric disorders, but
also an opportunity for local governments to reduce the cost of emergency services and to
control the public disruption they and their constituents attributed to unhoused people. This
operation was a larger-scale version of the common direct referrals the team received from the
police and city officials. In fact, Danny learned about the operation during one of his weekly
coordination meetings with the police department. These coordinated efforts focused on areas
such as the location of the “homeless vortex,” the core of the city’s business improvement
district.

Street medicine’s life-sustaining services, however, did not replace punitive strategies by
local governments to control the visibility and social disruption attributed to homelessness.
Instead, they were used in tandem. Prohibited from moving unhoused individuals from public

spaces without providing shelters between September 2018 and June 2024 due to a Supreme
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Court ruling, local governments across the country have tried to legitimize the forced
displacement of this population by adding a service component to displacement. Scholars and
journalists have widely documented how local officials in various cities justified the
criminalization of unhoused people by claiming that outreach workers had previously offered
services to encampment residents (see Herring 2021; Roy et al. 2022; Roy and Orendorff 2026;
Human Rights Watch 2024). At best, those services were limited shelter beds for a fraction of
those people being swept. At worst, it was a bottle of water and advice to cooperate with police
officers and sanitation workers.

The way Julian’s case evolved illustrates how street medicine has become one of those
outreach services mobilized by local governments before or right after punitive measures. The
“homeless vortex” operation was not only aimed at calming the city’s downtown but also at
clearing it by permanently removing people from those streets. The way it was organized
facilitated such goals; the police arrived at 5 am to wake people up and ask them to move along.
Between 9 am and noon, outreach was conducted by social and medical providers to unhoused
individuals still in the area; it was during this time that the team saw Julian. In the afternoon, the
police returned and conducted background checks on the individuals who had not moved. Julian
was one of them, leading to his arrest.

This recurring sequence of policing, care services, and renewed policing shows how, like
other forms of homeless outreach, street medicine was used by local governments as a carrot
before the stick. Although street providers were usually unaware of this practice, some teams
refused to collaborate with the police because their patients might misinterpret such collaboration

as complicity. Other teams, like the one led by Danny, had no chance due to their contractual and
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partnership obligations, and others agreed to collaborate to advocate for humane treatment and
provide care to encampment members (Schwan et al. 2025).
Crafting Houseable Clients

Placing people inside interim or permanent housing has become a medicalized process
that homeless services providers (HSPs) increasingly navigate with the support of street
clinicians. Under the Housing First paradigm, adopted as a nationwide strategy in 2004, HSP’s
priority is to house people and then offer services to those who need them once they are housed.
However, because there are insufficient government-supported housing units, HSPs are
mandated to prioritize the most vulnerable. Besides some protected targeted groups (e.g.,
families with children, youth, veterans), the rest of the unhoused population is considered
vulnerable based on their time being unhoused and their health status. More specifically, they
need to be chronically homeless, which means having a physical, substance use, or mental
disability and having experienced homelessness for at least 12 months. Therefore, unlike the
previous housing paradigm—Housing Readiness—unhoused people no longer need to be sober
to be eligible for permanent housing; they mostly have to be medically vulnerable (Osborne
2018). Yet, being too sick can actually complicate access to housing. Both permanent and
temporary housing facilities minimize liability risks by requiring clients to be sufficiently healthy
to use the facilities safely and not to pose a threat to other residents’ health. When not connected
to the local Department of Mental Health, these facilities can also restrict access to people whose
severe mental illnesses interfere with the behavioral expectations for residents. In other words, to
be housed, unhoused people have to be sick but not too sick.

Given the importance of people’s health status in accessing permanent and transitional

housing, street providers dedicated significant time serving HSP clients. Patients who were
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referred by HSPs were usually located in the HSP’s catchment zone, which typically included
homeless “hot spots” (i.e., areas with high concentrations of unhoused people, such as large
encampments) and parts of the city with high political and financial value (e.g., business
improvement districts, tourist landmarks). While some street medicine teams were part of HSPs,
others were contracted by them a few days a week. Street medicine teams without formal ties
with HSP also collaborated with them: carving out time to see HSP clients was considered a
mutually beneficial collaboration for street clinicians. Street providers expected that, when they
needed to get one of their most vulnerable patients indoors, HSPs would assist them.

How do street clinicians facilitate HSP clients’ access to and their ability to stay indoors?
Street medicine’s biomedical assessment and stabilization of unhoused patients contributed to
making HSP clients houseable—that is, fit for housing—in two main ways. First, street clinicians
certified that HSP clients were eligible for government-supported housing by assessing and
attesting that their medical needs met the requirements of the facilities. Second, they made
clients houseable by treating medical conditions that could hinder their access to and ability to
remain in housing facilities. Consider the following common interaction between a street
clinician, a patient, and a homeless services provider.

Street doctor: I don’t see any evidence of active TB, so I can write a note saying that.
Would that be helpful?
Case manager: Yes.

Street doctor: Ok, thanks for taking care of him.

After that, the doctor addressed the patient, “Do you need anything for your mental
health today to keep things in order? Have you taken psych meds before?”

Patient: Yes, I was taking Seroquel, 300 mg.

The doctor asked how long ago that was and the patient said that last week was the last
time.

Street doctor: Do you hear any voices?
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The patient did not fully address the question and talked about his brother's passing
away.

Street doctor: It’s two weeks until your psych appointment. Do you want me to do a one-
month prescription without a refill? Would you feel better with that?

Patient: Yes.

I noticed the patient had calmed down. He began the visit highly agitated, stating that he
needed his paperwork ready to avoid losing a housing opportunity.

Street doctor: Do you need me to fill out more forms? You got me the physical form. Do
you need me to do the disability one?

Case manager: Yes. (Then handed the doctor a disability form).

Pointing at the options in the form, the doctor asked the patient, “What do you want me
to put here? Physical disability?”

Patient: Yes, that’s what my SSDI is for.
Street doctor: Do you want me to put a severe mental illness too?
Patient: Yeah.

Signing disability and medical clearance forms was part of the day-to-day work of street
clinicians contracted by or collaborating with HSPs. This usually happened when clients had a
tangible transitional or permanent housing opportunity, either because they had maintained a
consistent relationship with HSP workers (Osborne 2018) or they lived on a street that HSP
workers were pressured to “clean” as soon as possible (Gong 2024) . In the fieldnotes, the street
clinician certified the HSP client's physical and mental health disabilities, making the client
eligible for the transitional housing the case manager had found for him.

In the encounter, the street doctor also cleared the patient for tuberculosis, attesting that
the patient would not be a risk for others sharing the transitional housing. This was part of a
common physical assessment conducted by street clinicians, which also included assessing
clients’ accessibility needs and their ability to perform activities of daily living. This aspect of

the evaluation assessed whether the patient could safely reside in the facility.
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The medical assessment of unhoused people is an often-overlooked but key part of
housing assignment. Most people referred to transitional and permanent housing needed to
comply with the facilities’ internal intake policies and expectations. These varied by housing
facility. For instance, some facilities only admitted people who had been cleared for tuberculosis
and, until not too long ago, COVID-19. Permanent supportive housing tended to be flexible
regarding the deviant behavior that residents may exhibit (Gong 2019), but quite strict in
admitting only as many people with ADA as ADA units available, which tended to be only one
or two. Congregated settings, such as shelters and rehabilitation centers, were less tolerant of
deviant behavior within the facility but more flexible regarding ADA accommodations. Nursing
homes are the only facilities that accept individuals who required assistance with activities of
daily living, such as bathing, eating, and using the restroom, but they were strict about residents'
deviant behaviors (e.g., drug use, rage issues, etc). Street clinicians’ assessments of HSP clients
are key to determining the most appropriate facility and to providing guidance on what is needed
to ensure the client is a good fit for available housing.

Street clinicians medically crafted houseable clients not only by assessing the immediate
physical and mental health needs of HSP clients, but also by medically stabilizing them. They
addressed the medical issues that could jeopardize their access to and stay in transitional and
permanent housing. This included treating infectious diseases and providing people with
psychiatric medications. Although unhoused people do not have to be sober or actively taking
psychiatric medication to be eligible for housing like it used to be in the housing readiness
paradigm (Lyon Callo 2000; Gowan 2010), street clinicians are aware that “keeping things in
order” in the mental health arena can facilitate people’s access to and success (i.e., long term

stay) in housing that was not run or connected to the Department of Mental Health.
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While we waited for the coordination meeting to start, I asked Jack (program manager)
what criteria they used to select the 26 clients who would move into a motel room today.
He said they wanted clients who are consistent, who “are not too psychotic”, and who
the team knows can make it inside until they are assigned to permanent housing. “What
about the high utilizers?” I asked, referring to the very difficult patients they had in terms
of mental and physical health. “There always has to be a few of them”, Jack answered as
the meeting started.

Later that day, one of the high utilizers was dropped off by his case manager in the intake
area outside of City Hall. He looked scared, holding his bag close to his chest as he sat
down next to a couple of other clients. Photographers from the county began
photographing him. He requested no pictures, and soon after, he stood up, spoke with his
case manager, and stated that he could not do it. As he was leaving, I heard Cynthia, the
HSP program director, say, ‘“We said we were going to try with five difficult clients, and
this is what we were expecting to happen and happened”.

Here, Jack, the program manager, explains how he and other case managers continue to
exercise discretion in excluding certain individuals from Housing First. They do so because the
acuity of some clients’ mental health conditions and associated behaviors may lead to problems
in housing and, ultimately, eviction back to the streets. By contrast, clients with less acute mental
and physical disabilities are viewed as having a greater likelihood of sustaining tenancy.

Only five patients out of the 20 high utilizers the team was working with were selected
for this encampment resolution program, and three of them moved to the motel. In the next
month, one of them, Tacker, had to exit the program because of his mental health; he had
threatened the motel staff, made a hole in his room’s door, and another in the wall, and would
spend hours shouting inside his room. Like Tacker, many unhoused people constantly lost their
housing or were not even considered for one because they were “too psychotic”. Aware of the
role that mental health could have in both accessing and staying indoors, street clinicians
routinely assessed and treated people’s mental health, hoping to make them more houseable.

Managing Patient Flow Outside Hospital Walls
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Like local governments and homeless services providers, hospitals have an interest in
their patients becoming street patients. They have established their own street medicine teams or
contracted with street medicine providers (Hansmann et al. 2022). The most prominent street
medicine programs in LA began operations in collaboration with large hospitals in the region and
continued to work with them, both formally and informally. In my fieldwork, all teams
consistently received referrals from hospital staff, and two programs had teams dedicated almost
exclusively to attending these referrals.

Hospital social worker: You said you tried [finding] William Robinson already?

Street clinician: Yeah, like 3 times, but we’ll try again today. His tracker shows one
place, but he’s not there. Seems like he dropped his tracker.

Hospital social worker: That’s not surprising.

Then the social worker asked about Leo, another referred patient who had an upcoming
primary care appointment.

Street clinician: [We] encountered him yesterday. We finally found him. He doesn’t have
a phone number. Even if you are able to talk to him, it’s going to be very hard to convey
that info because he is always intoxicated.

Hospital social worker: Can you convey the [PCP] information to him?

Street clinician: Yeah, our team can try our best, but, you know, it’s a matter of
motivation.

The street clinician and I spent the remainder of his shift locating and treating patients
referred by one of the region's largest hospitals. His team aimed to contact hospitalized patients
within 24 hours and emergency department patients, such as Leo, within 4 hours. If the patient
had already been discharged, as in William's case, the team approached the patient outside no
later than three days after the referral. The hospital paid the street medicine program $2,000 for
each referred patient who accepted services, and the team had to provide services on the streets

for at least 30 days.
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The relationship with hospitals varied across teams: some, including the team in the
vignette, had a formal contract with clear stipulations. Others accepted referrals from hospital
staff as a professional courtesy. However, one thing remained consistent across teams: they all
constantly attended to unhoused people who had been made visible by hospitals due to their
presence in emergency rooms and inpatient wards.

Why are hospitals interested in turning their unhoused patients and people living near
them into street patients? When I asked Javier Lopez, a street medicine program manager
overseeing a hospital contract, he gave a blunt answer: the hospital wanted to avoid homeless
people using its emergency department because they “misuse” these services by seeking shelter,
food, and urgent care. Moreover, admitting unhoused patients to the ED or a hospital ward
results in lower reimbursement rates for hospitals than admitting patients with private insurance.
As we were entering a hospital to establish care with a patient, Lidia Shatz, a street nurse who
had previously worked at one of the busiest emergency rooms in the county, told me that
referring patients to street medicine also helped hospitals comply with state regulations requiring
them to connect unhoused patients with homeless services and avoid readmission penalties.

These well-known organizational issues hospitals face regarding homelessness (Kushel et
al. 2002; Whaley et al. 2024; Sabbatini et al. 2022) were also highlighted by street medicine
experts at various workshops and webinars, making them part of the financial argument newer
street medicine practitioners could use when seeking funding. Hospitals may be unable to turn
away unhoused individuals to circumvent these organizational issues, but they can reclassify
them as street patients (Lara-Millan 2014) to comply with state discharge regulations while
reducing ED visits, hospital length of stay, and readmissions (Feldman et al. 2021; Kaufman et

al. 2024.

41



How can street medicine address these organizational issues? As discussed in previous
sections, street clinicians contribute to the relocation of unhoused patients to extra-hospital
healthcare and housing facilities, as well as to the biomedical stabilization and maintenance of
such patients directly on the streets. Additionally, street medicine helps prevent hospital
readmissions and shortens people’s hospital stays by coaching them to use healthcare services
more efficiently.

Nurse practitioner Lidia and I looked for an unhoused man named Ronald, who spent all
of yesterday in the emergency room. We went to two locations shown on his GPS tracker
and called him three times. When we finally found him at a gas station, he said we should
follow him to the park. It took another ten minutes until he found the perfect picnic table
where he felt comfortable talking to us. I was shocked by Lidia’s patience and willingness
to accommodate Ronald’s preferences. When we were finally settled, Lidia said:

Lidia: I would like to take your vitals and check your ulcer. Is that okay?
Ronald: Yes, but you're going to be grossed out by my wound.

Lidia: I'm okay with that, I'm sure ['ve seen worse. How painful is it?
Ronald: Nine out of ten.

The patient rolled up his pants and showed us the ulcer. It looked very moist, and it was
as big as a ping-pong ball. Lidia removed the bandages the hospital nurse had placed
and started cleaning the ulcer. After that, she wrapped it again and told Ronald:

Lidia: You can leave the gauze on for a few days. If I gave you wound care supplies,
would you do the cleaning and wrapping by yourself?

Ronald: Hmmmm, I could go to the ER for that.

Lidia: You don’t need to go for that, but if you don’t take the antibiotics they prescribed,
you would have to, haha.

Ronald: Are the antibiotics for my leg?
Lidia: Yeah, they will help prevent an infection. If you need to, I can get them for you.
Ronald: I think I can go get them.

Lidia: Okay, they were sent to the pharmacy down the block. If there is an issue at the
pharmacy, just let us know, okay?

Next, Lidia screened Ronald for anxiety, depression, and schizophrenia:
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Lidia: You scored high for anxiety and depression, and you hear voices. Would you be
interested in taking medication for that?

Ronald: Hmmm

Lidia: You also have the option to try, and if you hate the meds, we can stop them. Try the
pills first, and then after a few days, if you are doing well, we can do the shot.

Ronald: Where do I have to go for that?
Lidia: Nowhere, we’ll bring them to you

Near the end of the consultation, I offered Ronald water and he said he didn’t drink
water. I asked if he drank alcohol instead. He said he did. Lidia overheard this and said.:

Lidia: Do you have withdrawal symptoms? Like, you start shaking if you don’t drink?
Ronald: Yes

Lidia: Okay, if you decide to stop drinking, you need to go to the hospital, okay? You
could have a stroke from that.

This interaction illustrates why hospitals find it useful to turn their patients into street
patients; Lidia prevented Ronald’s readmission to the ER by advancing his biomedical
stabilization and maintenance outside hospital walls. She stabilized his health by caring for his
wound and providing wound care supplies. Lidia explained to Ronald why it was important for
him to take the antibiotics the hospital prescribed, where to find them, and offered to facilitate
his access to them. A week after this interaction, nurse Lidia came back to the same spot with the
antibiotics prescribed for Roland at the ER (he had not picked them up), wound care supplies to
clean his ulcer again, and a 30-day supply of antipsychotics.

Nurse Lidia’s care went beyond stabilizing Ronald, moving also in the direction of health
maintenance; she screened Ronald for medical conditions that could take him back to the ER,
such as high blood pressure, depression, and schizophrenia. Additionally, as part of their
performance metrics with the hospital, Lidia and her team had to help Ronald establish or
reconnect care with his primary care provider so he could access a broader range of primary care

services to keep him healthy and out of hospitals.
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Lidia coached Ronald to be an efficient healthcare user by explaining which medical
conditions were appropriate for the emergency room (e.g., alcohol withdrawal) and which were
not (e.g., wound care). She did this without coercing, scolding, or shaming Ronald, but through
his compassionate disciplining. Nurse Lidia explained the risks of alcohol withdrawal, did not
focus on what is considered an unhealthy behavior (e.g., drinking more alcohol than water), and
stated that wound care was not appropriate for the ER, while offering other options such as
cleaning his wound and leaving wound care supplies for him (as I said, she also came back the
following week to clean the wound again in case he had not been able to). The compassionate
disciplining of unhoused patients into efficient healthcare users was a recurrent feature of street
medicine work.

Eduardo seems to have a broken nose, his septum is severely twisted to the left. All he
remembers from last night is getting super drunk, someone asking him to move from
where he was, and then he had his nose like that. He said he could not breathe, and
mucus was running from his nose. Physician assistant Finn Jacobson asked me to tell the
patient, who spoke only Spanish, to go to the ER. He also asked me to explain why: “I
also have a deviated septum (Finn pointed at it), and even after the doctors corrected it, [
still can’t breathe normally. If you do not get it right in the next 5 days, it will be harder
to fix and for you to breathe normally”.

After that explanation, Finn asked me to ask the patient what was holding him back from
going to the hospital. Eduardo said that he didn’t know where the hospital was or how to
get there. Finn said the team could pay for an Uber. He also asked me to give the patient
some advice about the ER:

Finn: Tell the patient he’ll have to wait.
Author: Like 4 hours?

Finn: Probably more. The patient needs to know that the priority is people who are about
to die. Then, once he is receiving treatment, he should say he is homeless, so once they
are done, they reconnect him with us.

Finally, Finn asked me to make sure Eduardo knew that the ER could and should give
him a ride back to where he lives.
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Compassionate disciplining is substantially different from the discriminatory treatment of
unhoused patients previously reported in medical settings (Bourgois and Schonberg 2009;
Knight 2015), from coercing unhoused people to change their deviant behaviors (Gowan 2010),
and from criminalizing or neglecting poor patients to deal with shrinking health care budgets
(Lara-Millan 2014; Gong 2024). Finn promoted the efficient use of emergency services in a
compassionate manner, in part because of a series of things he said and did not say to Eduardo.
He did not scold the patient for getting drunk or refrain from helping him until he got his
drinking under control. Finn explained why it was important to go to the ER by using his own
experience as an example, rather than coercing or manipulating the patient. He also tried to
understand what barriers the patient faced and then sought to reduce them by offering a ride to
the hospital.

Unsurprisingly, Finn was conflicted about sending a patient to the ER. He told me, “The
hospital case workers are going to hate me for this. (...) They will think I’'m clogging their ER
and I’m supposed to do the opposite”. However, he was confident it was what the patient needed
(he obtained a second opinion from his resident), and he tried to mitigate this by ensuring
Eduardo’s use of those services was as efficient and as little-disruptive as possible. To do so, he
wanted the patient to be prepared to wait, hoping that anticipation would reduce the risk of him
becoming frustrated and causing trouble in the ER. He did so by explaining that he would have
to wait (because people with higher needs had to be prioritized). Finally, Finn gave Eduardo
instructions to reconnect him to the street medicine team so they could enroll him as a patient
and prevent future ER visits and hospitalizations.

MEDICAL HOMELESSNESS GOVERNANCE
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The analysis of institutional visibility, that is, how and why state and state-mandated
agencies facilitate access to street medicine to people located within specific geographic
locations and institutional processes, revealed three governing strategies of these services: 1) the
clinical relocation of unhoused people into health care and housing facilities, (2) their
compassionate disciplining into efficient health care and welfare users, and (3) their biomedical
assessment, stabilization, and maintenance. These strategies are expanding and transforming the
medical governance of homelessness

The state’s handling of poverty “in the name of advancing individual or population
health”, what Seim and DiMario (2023 p. 3-4) call “medical poverty governance”, has been
central to regulating homelessness (Gowan 2002; Lyon-Callo 2000; Weaver et al. 2025). Unlike
what scholars captured in earlier studies of medical homelessness governance (Herring 2019;
Stuart 2014; Mathieu 1993), however, the clinical relocation of unhoused individuals by street
medicine teams rarely entailed force or coercion. They were voluntary instead. Also, the
diagnostic power of street clinicians expands the types of medical relocation documented in the
literature by broadening the places to which people can be relocated and the duration of their
removal from the streets: while ambulance workers primarily transport patients to emergency
departments (Seim 2017, 2020), where patients typically remain for only 8 to 12 hours, street
clinicians can make referrals to other longer-term medical facilities.

Street clinicians help relocate people from the streets to transitional housing and, in some
cases, permanent housing. Crafting houseable clients is a multilayered, dynamic process in
which doctors are not only signing disability forms (Gong 2024; Osborne 2018) but also actively
make people fit for housing opportunities through medical evaluations and biomedical treatment.

This shift is consistent with Seim and DiMario's (2023) characterization of a “welfarization of
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medicine” (p. 8), in which medical institutions expand their scope of work to include social
services. It also suggests that, even under the housing-first regime, the physical and behavioral
health of unhoused people still affects their access to housing. Medicine is not only a tool for
identifying who is vulnerable enough for housing, but also for medically clearing individuals to
enter transitional housing and facilitating their stay there.

In line with current transformations in health care toward a more empathetic approach to
the patient’s experience (Vinson and Underman 2020) in clinician-patient interactions, street
clinicians had a compassionate approach to disciplining the unhoused. Their interactions with
unhoused patients fell far from the coercive disciplining described in earlier homelessness
governance literature (Gowan 2010; Lyon Callo 2000; Stuart 2014). Street clinicians, however,
do not completely refrain from turning their patients into compliant neoliberal subjects, as has
been reported in permanent supportive housing (Gong 2019). Instead, they aim to educate
unhoused patients to become more efficient healthcare and welfare users by explaining how
emergency and housing services function and why using them appropriately can help patients
achieve their goals. In doing so, they avoid blaming their patients for what could be labeled as
misuse of emergency services, deviant behavior, or failure to access care in a timely manner.

Through the biomedical assessment, stabilization, and maintenance of unhoused people,
street clinicians treated health conditions usually caused or aggravated by homelessness,
including wounds, hypertension, mental health disorders, substance use complications, and
sexually transmitted and respiratory infections. They also performed diagnostic tests for a variety
of health issues—such as HIV, diabetes, syphilis, anemia, and heart problems—and connected
their patients with specialty care. This more care-oriented, treatment-intensive approach to

regulating homelessness differs markedly from physically neutralizing people and thereby
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impairing their access to health (Chang et al. 2022; Herring 2019), and it goes beyond merely
keeping people alive (DiMario 2022; Seim 2017; Gong 2019).

Despite these positive transformations, it is important to note that street medicine’s care-
oriented and treatment-intensive services, although increasingly adopted by local governments,
do not replace punitive interventions to control homelessness. As this chapter shows, street
medicine can serve as the carrot before, or the band-aid after, the stick. This policing practice
might be more common now than during my fieldwork, given the court decisions and executive
orders that have intensified the criminalization of homelessness. Local governments and
homeless service providers can also instrumentalize street-based medical treatment to justify a
services-first approach to transitional and permanent housing over the housing-first approach.
Street medicine is not only a tool for identifying the most vulnerable for housing, but street
clinicians’ assessments can also be used to exclude certain vulnerable individuals from housing
opportunities. As shown in the chapter, street clinicians’ diagnoses of the acuity of some
patients’ mental and physical health conditions may lead to housing problems that service
providers try to avoid by keeping them on the streets to recover through medical care. Finally,
distributing street medicine services on an institutional needs basis makes continuity of care
vulnerable to interruption once those institutional needs are met, something I will explore in
more detail in the next chapter.

CONCLUSION

This chapter has illustrated how local governments, homeless services agencies, and
hospitals made certain unhoused people particularly visible to street medicine teams: those living
in parts of the city with economic and symbolic value, those with opportunities for permanent or

transitional housing, and those being discharged from or admitted to hospitals. This institutional
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visibility not only opened funding streams that supported the financial sustainability of street
medicine programs; it also expanded the impact of their work. Although institutional visibility
was only an imperfect proxy for medical need, it embedded street medicine within the broader
ecology of homelessness regulation, allowing its impact to extend beyond improving patients’
health to alleviating three core organizational pressures: homelessness complaints, hospital costs
and discharge mandates, and the allocation of scarce publicly funded permanent and transitional
housing. Three governing functions associated with street clinicians’ professional authority
helped address these pressures while expanding the medical governance of homelessness: (1)
the clinical relocation of unhoused people into healthcare and housing facilities; (2)

the compassionate disciplining of patients; and (3) the biomedical assessment, stabilization,

and maintenance of unhoused people.
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CHAPTER 2
UNFINDABLE, INACCESSIBLE, AND UNSERVICEABLE: THE STRUCTURAL

IMPAIRMENT OF CARE AND THE STRUGGLE AGAINST IT

“These avoidable barriers [to continuity of care] force delays that worsen health,
increase reliance on emergency departments, prolong hospital stays, and drive up costs”
(Assembly Bill 543 Fact Sheet).

From cancer to a broken bone, the diagnosis, control, and, when possible, cure of most
health issues often entails medical services that cannot be provided in a single visit or by a single
provider; they require continuity of care. Continuity of care involves receiving coordinated,
consistent healthcare over time. Blood samples and images that detect injuries as well as chronic
and infectious diseases must be collected and processed in a lab or clinic before they are returned
to their healthcare provider. Diagnoses and treatment plans are often done by a specialist who,
for most people, is only accessible after referrals and appointments are scheduled. Moreover,
once treatment is established, it might need to be administered, monitored, and adjusted
periodically. Continuity of care both improves health outcomes and prevents health
complications, making it a key component of quality of care and a common goal for healthcare
professionals, health systems, and patients.

Those who live on the streets would disproportionately benefit from continuity of care
due to their complex, unique, and constantly changing health needs. The severe and co-occurring
health conditions that unhoused people usually experience could be at least partially controlled
by accessing medical specialists and receiving adequate and uninterrupted treatment. The

unhoused are also permanently exposed to health risks that worsen their health rapidly and
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sometimes unexpectedly, making ongoing, accessible medical care crucial to prevent costly and
life-threatening consequences of these risks. Receiving coordinated, consistent healthcare is
especially important for people living on the streets, whose pressing survival needs often force
them to prioritize immediate necessities over attending appointments, following treatment plans,
or maintaining relationships with healthcare providers. Ultimately, as stated in the epigraph,
hospitals, managed care plans, and street medicine providers see continuity of care for unhoused
patients as a tool to reduce health systems costs and improve the health of the unhoused
population.

Unlike ambulances and emergency rooms, which mostly focus on stabilizing a patient in
a one-time intervention, and clinics that either remain hard to access or prescribe treatments that
are unsuitable for the streets, street medicine has the capacity to bring care to unhoused people
on a regular basis, constantly adapt medical procedures and treatment to their lived environment,
and coordinate additional clinical and social services. Despite this potential, street medicine
teams endured significant barriers to providing continuity of care. This chapter illustrates how
the work of street medicine providers is structurally impaired by payment policies, the
fragmentation of services, and the criminalization of homelessness. These systemic factors
directly affected continuity of care for unhoused patients by making them unfindable,
inaccessible, and unserviceable for street medicine providers. I define structural impairments as
the policies and organizational arrangements that constrain a profession’s capacity to provide
services to a marginalized group. Later in the chapter, I explain the strategies deployed by street
clinicians and their teams to prevent and mitigate the risks of care interruptions and discuss the
implications of the coexistence of these resistance practices and structural impairment.

STRUCTURAL IMPAIRMENTS
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Structural impairment manifested in three common issues that street medicine teams
faced in their daily work: failing to locate their patients, knowing where they were but not being
able to reach them, and reaching them but being unable to provide the services they needed.
Unfindable

Losing a patient was one of the most common challenges street medicine teams faced.
Unhoused patients constantly decided to move or were forced to move across the city, making
them unfindable for their street medicine providers. These relocations were often the result of
local and state policies and regulations aimed at both punishing and caring for the unhoused, as
well as unhoused people’s responses to them.

There was like a month or two where every day we went out, it was swept. Every single
part that we would go to where patients were usually located, it was swept. Honestly, 1
remember that first week, when everything was swept. It just felt like I felt defeated, like
everything that we were trying to do for some folks—there were people that I really
needed to follow up on, or I told them we would be back, and we were back. But,
unfortunately, they couldn't be there, or they were removed. It really sucked. It's honestly,
1 think, a big struggle in SPA 5 and some of SPA 4. Some of our spots that we visit, some
patients every Monday or every Thursday, they already know they come and sweep. |
think sometimes it happens a little too often, where some people, we know they need a
higher level of care, and sometimes we don't find them again. And then we're kind of like
damn, like they needed this and this and but now we don't know where they're at. (Nicola,
Street nurse)

My fieldwork revealed that arrests, encampment sweeps, and move-along orders, among
other forms of forced displacement resulting from the criminalization of homelessness, affected
unhoused people’s health by interrupting their access to medical care. Encampment sweeps, as
the street nurse explained, were incredibly disruptive to street medicine, as street medicine
encounters heavily depended on patients’ locations, such as the encampment where they lived or
the intersection where they panhandled. The criminalization of homelessness was a recurrent
barrier to providing continuity of care because it removed people from those predictable places
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where their street providers usually found them. In those follow-up visits, providers delivered
and adjusted patients’ medications for chronic conditions, refilled prescriptions, shared test
results, and cleaned complex wounds. These longitudinal services were particularly important for
the sickest patients, whose chronic conditions needed to be constantly monitored, especially as
they lived in an environment where they experienced persistent and acute health risks.

In addition to interrupting the care people received on the streets, the criminalization of
the unhoused interfered with the services street medicine teams had arranged—sometimes for
weeks—with external medical providers. This included appointments with specialists and
diagnostic tests that could only be performed in clinics and hospitals, such as MRIs and X-Rays.
Visits to the patient’s primary care provider, which would provide patients with access to
medical equipment such as walkers and wheelchairs, were also thwarted by encampment sweeps.
Consider what Rocio, a 60-year-old street patient from Mexico, told me after she reunited with
her street medicine team:

The [street medicine] team could not find me. They just did because I came to sweep this
street where I used to live before the police asked me to move. She [nurse] just told me
they were looking for me to check if I still wanted to see the doctor because they made an
appointment for me like two months ago, but I was moved from this street, so I didn’t
make it. I just told them I do want to see the doctor, I'm running out of pills, and they
give me my pills. (Rocio, Street Patient)

Rocio missed her appointment with a cardiologist that the street medicine team had
scheduled for her. When the team came to take her to the doctor’s office, she was not at her
regular spot. As she mentioned, she was asked to move to another location by police officers
and, like most unhoused people, she did not have a phone to communicate with the team. The

two months she stayed disconnected from the team also resulted in her not receiving a refill for
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her hypertension pills. Had she run out of them before reuniting with the team, it could have put
her at risk of a heart attack.

Continuity of care for street patients was also affected by their relocation by homeless
services agencies (HSAs) and hospitals. Street patients’ constant voluntary and involuntary
movement in and out of the streets, healthcare institutions, and housing facilities across the city
disconnected them from the street medicine services they were receiving. These types of
relocations were primarily the result of care- and finance-oriented regulations at the
organizational and state levels. Hospitals, for instance, were mandated to connect unhoused
patients with homeless services and available shelter beds upon discharge. However, they could
choose, as an organization, not to take Medi-Cal patients beyond emergency services, which
usually resulted in patients being transferred to safety-net hospitals if additional medical services
were needed and they agreed to those services'.

Although unhoused people’s relocations were sometimes coordinated with street
medicine teams, as described in Chapter 1, they also occurred without coordination, further
complicating the continuity of care for unhoused people.

I have lost Gary a few times, usually because of the hospital. This happened twice,
actually, at Pacific Horizon Hospital. So the first time he was outside, he went to Pacific
Horizon Hospital. He got sent somewhere. Don’t know what happened to him. A few
months later, he popped back up. “Oh, okay, great.” Same thing happened. He was at the
Buck Inn. He had a room there. He got sick again, and then Pacific Horizon Hospital,
sent him to another hospital, but they didn’t say where. And then we lost him for another
few months, and he lost his room at the Buck Inn, and then [we] just randomly found him
again, we saw him walking down the street. I'm glad we found him because he doesn’t
look good. He’s losing a lot of weight; he’s wasting away, and I think a lot of that is
because his HIV is uncontrolled. So, you know, the interruptions and care for him are

! During psychiatric holds or under conservatorships, patient’s consent was no required, which made some of these relocations
involuntary.
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really dire in the sense that we’re the only ones giving him his HIV meds. Could he get
them somewhere else? Yeah, but he’s not with it, not enough to go to a clinic. Honestly,
his mentation waxes and wanes in the sense that he’ll be more or less psychotic,
depending on when you talk to him, and what his substance use patterns look like. (Finn
Jacobson, Street Physician Assistant)

Gary’s HIV treatment was interrupted multiple times following his admission to a
hospital, severely affecting his health. Physician assistant Finn attributed Gary’s interruption of
care to the hospital relocating him to an unknown institution first and then to another hospital,
making Gary unfindable to the street medicine team led by Finn. Even though Finn and his street
medicine team worked with Pacific Horizon (pseudonym), which gave him access to Gary’s
hospital medical records, he could not find where Gary was sent. For teams without an
institutional relationship with hospitals, this type of care interruption was more common.

The hospital that treated Gary last might have sent him back to the street with his HIV
medication, momentarily mitigating the interruption of care. However, once he did not have
access to that batch of medication anymore, either because it ran out, got lost, or was discarded
by law enforcement, Gary’s health started to wane. Unhoused patients were unlikely to walk into
a clinic to get their medication due to competing needs such as safety, food, and leisure, or
mental health conditions, as Finn mentioned was the case with Gary. Because of those barriers
and individual decisions, street medicine teams like Finn’s were the primary means by which
patients received their medications. Thus, when these teams could not find their patients, chronic
conditions like HIV that required longitudinal care were compromised.

It could be argued that hospitals relocate street patients into institutions that would take
care of their medical needs, meaning that disconnecting them from their street team did not
translate into an interruption in care. Yet, this was not always the case. Hospitals also transferred
unhoused patients to shelters and rehabilitation centers that did not offer health care, or at least
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not to the level that street medicine was capable of. Even if patients were transferred to another
hospital, the street clinician’s medical records were not accessible to those institutions, so many
of the health issues they were working on with the patient were not necessarily continued there.

Similar to hospitals, HSAs relocated street patients to shelters and motels and sometimes
to permanent housing. When doing so, they had to follow state and local regulations aimed at
protecting their clients’ privacy, which were occasionally interpreted as not sharing their new
location with their clients’ street doctors. Not sharing relocation information with street medicine
was also an organizational strategy to manage the operation's limited resources. For instance, at
the beginning of the Inside Safe encampment resolution program, in which people living in
selected homeless encampments were relocated to motel rooms, the Los Angeles Homeless
Services Authority (LAHSA) decided not to inform street medicine teams and other community-
based organizations about its operations. They did so because they feared street clinics and other
service providers would let their clients who were not living in the targeted encampment know
about the operation, and then there would not be enough motel rooms for them. On other
occasions, HSA workers simply did not know their clients had a street medicine team that they
could have informed about the relocation.
Inaccessible

Even if the street medicine team knew where patients were, relocations could still
interrupt street medicine care by making patients inaccessible to the team. In these cases,
hospitals, HSAs, and even the patients informed the street medicine teams of their relocations,
but the relocations were to places the street medicine teams lacked access to. Consider the
following fieldnotes from a street medicine team’s daily coordination meeting:

The team has to follow up with two patients who were sent to a rehab center through the

hospital. Tiffany (street nurse and team coordinator) told Mike (case manager): “If
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[New Beginnings] let you in, good; if they don’t, we will count it as a cancel because if
we can't talk to the patient, we can’t treat them.”” Mike responded, saying he was almost
100% sure that New Beginnings won't let the team talk to the patient. Noticing my
confusion, physician assistant Kenji, who was sitting next to me, told me New
Beginnings was a rehabilitation center where patients were not supposed to lose focus,
so they did not allow anyone from outside to interact with the patients.

Hospitals and HSAs sent patients to rehabilitation centers, hospitals, nursing homes, and
shelters where street medicine teams could not enter. Without access to the patient, the teams
were unable to resume care. For instance, teams like Tiffany’s and Keji’s had to wait 90 days
for the rehabilitation program at New Beginnings (pseudonym) to conclude before they could
speak with their patient. This translated into missed appointments with specialists or diagnostic
tests that patients had been waiting for weeks—or even months—for, and that the team had put a
lot of effort into scheduling.

The relocation of patients also made them inaccessible to street medicine teams because
the institutions or housing facilities to which they were relocated were outside the team’s area of
operation. Street medicine teams tended to be geographically bound, allowing them to optimize
their time and see more patients. The downside of this approach was that when hospitals and
HSAs relocated their patients outside those geographical boundaries, continuity of care was at
risk. Teams that operated on the west side of LA, for instance, lost contact with several patients
who moved Downtown because there were more shelters and single-room occupancy facilities
there. Similarly, when the city and county conducted encampment resolution programs such as
Inside Safe and Pathway Home to relocate people into motels across Los Angeles, the care of
several street patients was interrupted because the motels were outside the team’s area of work.

The criminalization of homelessness also resulted in a lack of access to the patient,

especially when patients were arrested. Street medicine teams were rarely able to follow their
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patients in jails. The following text message I received from a street clinician illustrates how

encampment sweeps disrupt the longitudinal care provided by street medicine teams.

We went to and
| today which was
super populated. Most folks
saying people come out to
offer services but they never
come back. Folks were
desperate for help. Over by
and | have a
patient who has been insisting
he has a housing voucher for
more than a month. It wasn't
logged in HMIS and his
caseworker was apparently out
of town. We found out last
Friday that his voucher is only
active for 13 days. When we
went to find him this AM to get
him inside somewhere the
camp was demolished by
police and sanitation and he
was incarcerated. Police over
here have become increasingly
aggressive and hostile, pulling
people out of their tents for
“warrant checks"” and ticketing
them in the hopes they won't
show up for court and will
receive a bench warrant. At
least, that is per our patients
who | personally tend to
believe.

Figure 1. Text message sent by street clinician to author
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The street medicine team was able to reconnect their patient with a housing voucher that
had been assigned to him and would have allowed him to move into an apartment and likely
improve his congestive heart failure. However, the patient’s incarceration after his encampment
was demolished was likely going to cost him the opportunity to move off the streets. As the
street clinician pointed out in the text message exchange, this was far from an isolated case and
was more of a routine practice that his patients and his team had to deal with. The arrest also
interrupted the team’s ability to provide medical care to the patient, as he could not see him or
transfer his medical notes to the health providers at the jail.

Unserviceable

I can eat the cost of an antibiotic here or there. I will even eat the cost of contraceptives.
My hands are a little tied because I can provide a measure of acute care, but at some
point, because it is still a business model, even if it's a nonprofit business, I have to say,
“Look, I've told you before, you have to get your insurance fixed because I can't continue
to eat the cost of these meds”. If I do it, [ am affecting my institution, which translates
into our ability to continue to operate long-term. (Finn Jacobson, Street Physician
Assistant)

Even if they could locate patients and access them, an additional recurrent challenge that
street medicine teams faced in providing continuity of care was the financial coverage of
services. Although they would “eat the cost” of some medications and initial visits on a daily
basis, continuity of care—that is, subsequent visits by street medicine teams, specialty care, and
medically necessary services such as medical equipment and diagnostic tests—depended heavily
on having serviceable patients. Those were patients with health insurance that covered both street
medicine and the cost of continuity of care. Conversely, unserviceable patients were those who
were uninsured or had insurance that did not contract with street medicine services.

Street medicine teams, like any health care providers in the U.S., could choose to do

charity work, meaning they would not charge the state or the patient for their services. This
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meant operating mostly or exclusively with volunteers and donations, or relying on a parent
institution that covered the costs of staff and medication. Some teams certainly did that, while
others opted for a mixed model in which they collect grants and philanthropic donations but also
rely on Medicaid billing for financial sustainability and independence. Still, teams with mixed
funding models reserved 20-30% of their patient panel for unserviceable patients. However,
offering their services for free and “eating the cost” of some medications for some or all of their
uninsured patients only addressed part of the continuity-of-care issue. Unhoused patients usually
needed more services than what street medicine providers could offer. Medical specialists,
pharmacies, medical laboratories, and diagnostic clinics all charge for their services and
products. It was financially impossible for street medicine teams to pay for those services
themselves. Health insurance, then, was critical for the continuity of care.

There were three main factors that made people unserviceable: (re)enrollment red tape,
coverage hurdles, and low reimbursement rates. Although unhoused people were eligible for
health insurance through the state’s Medicaid program (Medi-Cal) during my fieldwork, their
enrollment in it was not automatic. Due mainly to the means-tested nature of the U.S. healthcare
system, enrolling in Medi-Cal was a bureaucratic process that required proof of eligibility (e.g.,
CA residency, homelessness) and the completion of lengthy application forms. Obtaining proof
of eligibility documents was particularly hard if the person was undocumented, a resident of
another state, or did not remember their personal information. Moreover, once enrollment was
achieved, it was not permanent; patients—or service providers on their behalf—had to resubmit
proof of eligibility annually, or they could be disenrolled from Medi-Cal. This red tape around

enrollment, which partially explains why 20-30% of unhoused people lack health insurance
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(Kushel et al., 2022), has worsened since the passage of HR1 (also known as the “Big Beautiful
Bill”).

HRI has reversed years of Medi-Cal eligibility expansion. Homelessness is no longer a
condition that qualifies people for health insurance; people must present proof of disability or
comply with work requirements to qualify while homeless. Similarly, since January 2026,
undocumented people are no longer eligible for Medi-Cal regardless of disability or work status.
This has left thousands of people without insurance, further complicating their access to
continuity of care. Additionally, starting in 2027, the redetermination process—that is,
resubmitting proof of eligibility—will occur every 6 months rather than every 12 months.
Shorter redetermination periods mean that proof of eligibility must be presented more often,
creating an additional administrative burden and causing more frequent interruptions to care.

As insurance eligibility did not translate into health insurance enrollment, enrollment did
not guarantee coverage of street medicine services. It was not enough for patients to be enrolled
in Medi-Cal. The patient’s managed care plan (MCP) had to include an active contract with the
street medicine team that would provide care to them. When, in the opening vignette, PA Finn
recalls telling his patient to get his insurance “fixed”, he meant switching to an MCP that had a
contract with Finn’s street medicine team so they would be reimbursed for their services. In other
words, patients needed to have the right type of insurance; otherwise, the team would not be
reimbursed for its services. Switching MCPs required the patient’s consent first, which could be
challenging if the patient believed they could only receive certain benefits through their current
MCP. After the patient had decided to switch, they had to request it by calling Medi-Cal, a
process that usually took a couple of weeks to take effect, leaving people without access to

comprehensive care during that time.
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Enrollment also did not ensure access to prescription medication, durable medical
equipment (e.g., wheelchairs), diagnostic tests, and specialty care visits. For medically necessary
services to be covered by health insurance, enrollment was not enough; they had to be ordered by
the patient's assigned PCP.

If somebody needs more major care, it really is a barrier for us to be able to do it. (...)
Paul needs...he's had fractured bones. He has prostate cancer, which has spread to
different parts of the body. So he needs a cancer doctor. He needed an orthopedic doctor
because he's having surgery on broken bones. Needed a urologist who has to do
specifically with the prostate, who works with cancer doctors. So he was getting that, and
he was [going] through a different system, but it seems like he hasn't been getting follow
up in a while. And so I wanted to reconnect him. “Hey, you need to, you know, get these
appointments. Let me see if I can refer you urgently to get the ball rolling”, and then we
could help him get there and manage [the rest], but unless he switches to say that we're
the primary clinic, which he hasn't done, or he's got another clinic, so we need to get him
from that other clinic, or else. So we're a little bit limited in what we can assist with. (...)
Usually, [switching PCPs] takes till the first of the next month. Sometimes, if it's late in
the month, it's not till the following month. So you have a one to two month, you know,
two weeks to two months delay until that's active, and then we can do that. So it's a lot of
navigating a system that is complex, and sometimes it just doesn't make sense. But that's
the way it is. [A] referral can't be sent. It won't be approved, and then you won't be able
to schedule. The office will say, "Oh, no, the referral is not approved. We can't see you."
Which means we will not get paid to see you. That's what it is. We will not get reimbursed
to see you. Anybody can see anybody, you know, you can walk in a doctor's office and the
doctor could say, like, “Sure, let me see and review and do this”. But they don’t. (Dr.
Williams, street physician)

Through Paul’s case, Dr. Williams illustrated one of the most common constraints in the
everyday practice of street medicine: being unable to refer patients to medically necessary care.
PCPs had full control over the patient’s access to these services; without an order or referral from
them, the providers of those other services, in this case, the urologist, orthopedic, and oncologist,
would not get paid. Paul was assigned to a PCP who did not practice street medicine, which
likely contributed to the interruption of his initial care. To “get the ball rolling” and reconnect

Paul with life-saving care, such as seeing a urologist and oncologist for his prostate cancer, Dr.
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Williams had to become Paul’s PCP. To switch PCPs, the patient had to call their insurance and
request the change, which required a phone with active service and the patience and motivation
to spend hours on the phone. As Dr. Williams noted, the reassignment could take several weeks
to take effect, further delaying care. During that time, some patients lost interest in seeking
specialty care, and others lost contact with the street medicine team due to forced or voluntary
relocation.

Sometimes, however, reassignment was not a feasible option for addressing PCPs' power
over comprehensive care. This was usually the case for street medicine providers who could not
serve as the patient’s PCP due to contractual restrictions imposed by MCPs. In other cases, the
patient did not want to switch PCPs, or the street provider determined it would not be in the
patient’s best interest to do so. In those situations, patients needed to see their PCP and obtain a
referral or medical order, depending on their medical needs. Such PCP reassignment took several
weeks, a similar time frame, if not worse, applied for a PCP visit. In addition to affecting
patients' health, these delays frustrated patients and sometimes jeopardized their relationships
with the street medicine team, as they felt they were not receiving adequate care.

Finally, being enrolled and covered by Medi-Cal was not a golden ticket to continuity of
care either. Street medicine teams then had to find a provider (e.g., a laboratory or medical
specialist) that accepted Medi-Cal. This was not always an easy task since Medi-Cal
reimbursement rates were significantly lower than those of other insurers. With few providers to
refer patients to, especially rheumatologists and dermatologists, wait times were long, further
complicating continuity of care. In the weeks and even months that it took to see a specialist, the
patient could lose interest in the appointment or become inaccessible or unfindable for the team,

resulting in missed appointments. Moreover, conditions could get worse during the wait time.
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NAVIGATING STRUCTURAL IMPAIRMENTS

Street medicine teams navigated structural impairment through streetwise doctoring, a
top-down strategy to adapt clinical work, in coordination with patients and their support system,
to the cultural, social, and material reality of homelessness; network mobilization, a lateral
strategy to overcome barriers to continuity of care in coordination with other service providers;
and clinical advocacy, a bottom-up strategy in which they appealed to authorities for structural
change.
Streetwise doctoring

Streetwise doctoring is the adaptation of clinical work to unhoused patients’ cultural,
social, and material realities. Understanding the streets as both a living and a working
environment enabled street medicine teams to, in coordination with their patients and their
patients’ support systems, implement field-based strategies to prevent and mitigate the risks of
health care disruption. More specifically, these field-based efforts were informed by street
clinicians and their team’s awareness of unhoused people’s constant movement, the frequent
discard and theft of their belongings by third parties, as well as their survival strategies and their
social networks.

If you have a good rapport with your patients, or whatever, you can ask, “Hey, what
happened to such and such like ['ve been looking for them”. When you have a great
relationship with not just the community partners, but the community itself, it allows you
to, like, gain folks’ trust and to be able to continue to help people when you lose contact
with them. I lost contact with another patient that I got matched up at Jasmine [street],
where all those RVs used to be. I couldn't find her for like six, seven months, until I ran
into another patient who stayed near her. I was like, "Where is such-and-such?” “Oh,
she's, oh, she's been right there, on, on, such and such [street] ”. Then we found her. So if
you have a good relationship with the people and the players, like the agencies, it makes
it a bit easier. (Kevin, Case Manager)
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Kevin described a common strategy for finding a missing patient and resuming care:
building rapport not only with community partners but also with people close to the patient, such
as neighbors, friends, romantic partners, and relatives. Street clinicians learned about the culture
of homeless encampments and participated in the social world of their patients; they identified
and built relationships with people who ran the encampments, those who tended to have good
relationships with most people in the encampment, and those—usually women—who adopted a
caring role. Those connections often led to valuable information for finding patients.

Other strategies to prevent care interruptions or to resume care when they occurred
included learning about their patients’ survival tactics and leisure practices. For instance, street
medicine teams were aware of their patients’ recurring panhandling locations, so they would
look for them there when they could not find them at their regular living spaces. They tried to be
informed of their patients’ favorite stores, as well as public spaces where they would meet with
friends to drink, use drugs, or simply hang out. As encampment sweeps became more frequent,
some mapped, in coordination with their patients, three locations where they could meet if their
patients’ encampments were swept.

Street medicine teams also adapted treatment aspects of their work to prevent care
interruptions. Consider the following intervention by a street doctor during the presentation of a
practice guide for street clinicians on dealing with encampment sweeps at a webinar.

We stock various medications, prescribed medications, and we also have the ability to
store our patients’ medications securely. If we know that there's an encampment sweep
coming up, then we can essentially hang on to their medications, if it makes sense
medically. That way, our patients aren't necessarily at risk of losing those during the
encampment sweep and then following up later on, once they land somewhere and have a
little more stability, and then we can go out and take those to them. That's been helpful.
[Also] developing street-resilient treatment plans, like considering a long-acting
injectable versus an oral medication, such as our anti psychotic meds, hepatitis C

medications. We do a lot of hep C treatment up here. We do Hep C treatment on the
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street, but as we know, that's like an eight to 12 week course of medications that we
really want them to be taking daily without a lot of missed doses. It could be something
that you consider delaying treatment until they've gotten to kind of a place of a little more
stability, or figuring out a way to, like, store their medications, like a little bit of the
course at a time, and taking that out to them, you know, on a weekly or every two week
frequency (Dr. Phillips, Street Doctor)

Dr. Phillips described two strategies to the audience for preventing and mitigating
treatment disruptions: storing patients’ medications and developing street-resilient treatment
plans. Street teams tried to ensure they had the right equipment and space to store patients’
medications before a potential loss of communication, such as after an encampment sweep. The
gold standard of street-resilient treatments—a common practice in street medicine—was to
administer long-acting injectables rather than dispense oral medications. Unlike oral
medications, which usually have to be taken daily by the patient, long-acting injectables are not
only administered by the street medicine team, ensuring that the patient has the medication, but
they also last for weeks, giving the team and the patient more time to restore communication
before the patient needs another dose. As Dr. Phillips said, when it was not medically possible to
use a long-acting injectable, dispensing the medication gradually over time was a preferred
alternative. Another common practice for street-resilient treatments was prescribing lower
medication quantities so that patients could more easily obtain a refill at their pharmacy if their
medication was confiscated or discarded, thereby mitigating the risk of treatment interruptions.
Networks Mobilization

Street clinicians were inserted into professional networks to improve their ability
to provide continuity of care. They built an intra-professional network of street medicine
providers across LA that exchanged best practices, addressed insurance challenges, shared

information about encampment sweeps, and coordinated care for missing and moving patients.
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This network proved particularly handy when the city and county of LA each implemented
encampment-resolution programs that moved all or part of the encampment residents to motel
rooms without always informing the street medicine team providing care there. To avoid
interruptions in care, street medicine providers shared the approximate date and location of
future encampment-resolution operations with one another as they learned of them. For instance,
when physician assistant Finn Jacobson received a tip from his colleague that one of the
encampments where he worked would be part of the operation, he reached out to the city to ask
to participate with his team. Participating in the operation gave Finn the opportunity to know his
patients’ new locations: those who stayed outside, those who were placed in a motel near the
encampment, those who were placed too far away for his team to reach. With the first group, he
stayed in contact as much as he could, given that they were not allowed to return to the street
where the encampment used to be located. The biggest achievement in terms of continuity of
care, however, was that Finn and his team were able to provide weekly care to his patients at the
motel where most of them had been relocated.

The intra-professional network also helped street clinicians exchange patients with one
another when patients moved from one team's geographic area to another’s, and when their
patients needed care outside the team’s scope of practice. Physician Assistant Kimberly, for
instance, asked Dr. Watson’s team to cast one of her patients because they had those supplies, as
their scope of practice was closer to urgent care. Conversely, Dr. Watson’s team connected
patients to Kimberly’s team when they needed primary care, usually for chronic conditions such
as diabetes and hypertension. By exchanging patients with one another to meet their needs, street
providers avoided sending them to the hospital or a clinic, which, as discussed previously in the

chapter, could interrupt care. Finally, the intra-professional network helped street medicine
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providers find missing patients: they let other teams know about a missing patient they urgently
needed to locate and asked whether other teams had recently seen the patient or knew where the
patient was.

Street clinicians also built an inter-professional network that contributed to continuity of
care. Their colleagues who did not formally work as street clinicians served as volunteers,
providing specialty care directly on the streets or seeing street patients at their clinics through pro
bono work. They also facilitate continuity of care for street patients within the hospital by fast-
tracking them through the Emergency Department (ED) where they worked, or by ensuring they
were referred to a specialist or long-term health care facility that the street medicine team. When
the street clinician knew the patient’s assigned PCP or had colleagues in common, they tried to
leverage those professional relationships to save time in obtaining referrals for medically
necessary services for their patients. These inter-professional connections also helped street
clinicians determine a patient's whereabouts. For instance, doctors working at the ED alerted
street clinicians when their patients were admitted to the hospital where they worked, so the team
would know where to find them.

Finally, street clinicians had an extra-professional network that helped them navigate the
challenges of continuity of care. They collaborated closely with homeless service providers to
facilitate their patients’ enrollment and re-enrollment in Medi-Cal, learn about future
encampment sweeps, and locate missing patients.

We just began to partner and work together more, not just with [John from LAHSA], but
with other people. We keep each other in the loop, like when they're traveling, you know,
leaving, or because, you know, folks living on the streets move from area to area,
especially in the same town. So that's how I'm able to keep up with the patients or the
clients. And then, perhaps I'm like, "Hey, do you think you can submit a housing referral
for this person?" And then most times they'll say, “Yeah”. (...) The way that I see it is,
you know, they call us and they lean on us for, like, medical and things like that, so. A
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favor-for-a-favor type of thing. I call it leveraging. You have to leverage your resources
because that's how we get any work done. No one agency can take care of everything by
themselves, you know? So yes, they've called plenty of times. Like just yesterday, [they]
had a patient with a dog bite, and they called us, that's pretty much the gist of our
partnership: “Hey Mario, are you out with the [street medicine] team today? We're on
Cotner. We've got such and such right here”. Or I can put an APB out on some of my
clients through these different agencies. I call it APB, but it's like a, it's like a be on the
lookout, kind of like, just like, a “hey, hey, like, heads up. I'm looking for this person. I
haven't seen them in a few weeks. Do you know where they're now staying at?” (Mario,
Case Manager)

Mario was a case manager for a street medicine team who constantly had to deal with
patients going missing. “Being on the lookout” was such a recurring part of his job that he had an
acronym for it and a strategy to deal with it. As he mentioned, he partnered with other service
providers working in the area to find the team’s patients. This resulted from what was seen as a
mutually beneficial relationship, in which social service providers asked the street medicine team
to provide clinical services to their clients when needed. In exchange, the street medicine team
relied on their relationship with social service providers to locate their patients and facilitate their
access to services that helped ensure continuity of care. For instance, they secured a bed in a
shelter or a motel room for a few days before a clinical procedure, so the patient would be easier
to find and the chances of missing the appointment would be lower. Homeless service providers
also occasionally informed street medicine teams about upcoming street cleanings so they could
plan ahead and try to mitigate disruptions to care.

Case management positions like Mario’s were part of the design of several street
medicine teams. People in positions like his were expected to be the closest person on the team
to the patient and to directly manage the patient's access to social and medical services. In terms
of continuity of care, they enrolled and re-enrolled patients in Medi-Cal and, when possible,

helped patients switch PCPs to a street clinician. They were also the point of contact when the
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patient needed to see the street clinician, their PCP, or medical specialists, and the ones in charge
of making the encounter happen.

A more controversial extraprofessional relationship that street medicine teams cultivated
to prevent discontinuity of care was with law enforcement.

So one thing that we have found helpful in order to stay ahead of the sweeps and to do
some of that prep work, it is good to know, like when sweeps are going to happen. And so
we have tried to build some bridges with our local law enforcement agency. That way we
can have some of that information ahead of time, and we can go out as teams and sort of
triage our folks that are, you know, more vulnerable than most, try to come up with
alternative shelter solutions, and then think through some of those, like, maybe coming up
with a sweep resilient treatment plan, or really just thinking through the details of, like,
what would happen to my patient medically, were they to be displaced from their regular
spot and also to lose contact with me? So, you know, on the flip side, we're also very
careful, like, we're very clear with our patients that the information only flows one way.
We are receiving information from law enforcement about when they are doing sweeps
and where, that way we can be more effective in navigating this. But we never disclose to
our police department where camps are, or, you know, we just try to be very sensitive to
our patients’ privacy. (Dr. Phillips, Street Doctor)

Dr. Phillips explained that professional relationships with law enforcement were a tool
for navigating the harms of encampment sweeps, as they allowed street medicine teams to learn
about these actions in advance and plan accordingly. This was a controversial relationship that
some teams tried to avoid because it could damage the rapport with patients, as the team could be
seen as collaborating in and endorsing encampment sweeps. Because of that, some teams
avoided any relationship with law enforcement, and those who did have one were very careful
not to disclose patient information to the police and to clarify to patients that they were not
working with law enforcement. The interactions between street medicine teams and law
enforcement and city officials, more generally, went beyond a one-way flow of information
about the time and place of encampment sweeps behind closed doors. Street medicine teams also

openly advocated for concrete actions to prevent and mitigate the harms of care discontinuity.
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Clinical Advocacy

Street clinicians engaged in direct advocacy actions, also referred to as clinical advocacy
(Brewer and Timmermans Forthcoming), to seek structural solutions to facilitate continuity of
care for their patients. Clinical advocacy in the street medicine context was primarily focused on
two system-level barriers to continuity of care: encampment moves procedures and direct
referrals regulations. Street clinicians directly confronted city officials about how they were
carrying out encampment moves and the risks that they posed to their patients’ health. Consider
the following interaction at an LA County Street Medicine Coordination Workgroup meeting
conducted over Zoom in August 2023:

The county’s street medicine program manager and street doctor, Cory Vance, expressed
his concern about continuity of care after encampment cleanings if street medicine
providers are not involved. They need to be able to keep helping patients as they move
indoors, he said. “How are they going to continue their care?”

Another street medicine program manager followed up on that comment, saying they
needed a seat at the table when decisions about cleanings are being made. Her team
wants to help coordinate the operations.

“What are the best practices for cleaning notifications. One week at least?” asked Daniel
Kauffman, a health equity consultant working with street medicine teams.

Street doctor Michael Stevenson intervened next, saying it varied by jurisdiction, but that,
as a best practice, he and his team believe it should be 30 days' notice.

Kauffman now asked the question directly of the Deputy Mayor of Homelessness and
Community Health, who had not yet intervened in the meeting. After introducing herself,
the Deputy Mayor said she supported wrap-around services for the city’s Inside Safe
initiatives. She added that although the city doesn’t have a medical team, they coordinate
with Dr. Vance and his team at the county.

Kauffman raised one eyebrow and frowned faintly, appearing unconvinced by the Deputy
Mayor’s response since the person the Deputy Mayor said she coordinated medical care
with, Dr Vance, had just said the opposite, that his team would like to be part of
encampment cleaning operations. Next, Daniel Kauffman repeated the question. The
Deputy Mayor continued to give a vague answer about the city’s notice: “Depends on
encampment initiative”’. She added that it was “a work in progress for Inside Safe to
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define the amount of time for cleaning notices”. The exchange was getting tense. Daniel
Kauffman pushed back and said, “Well, Dr Stevenson said that sometimes it is 7 days;
does that sound like what the city does? The Deputy Mayor’s answer was, “It depends .

Dr Stevenson interjected, trying to relieve the tension: “We haven’t seen anything less
than a week since January, Daniel; this is observational data. Politicians want to keep
shorter notice periods because if they give longer ones, people will game the system.
Street medicine is supposed to be involved in encampment maneuvers pre and post”. The
second thing he wants people to keep in mind, especially the Deputy Mayor, to whom he
seems to be directing this, is that encampment cleanings need to prioritize the sickest
patients. Dr Stevenson pointed out that the sickest people are not necessarily in
encampments, but that is what the city is targeting. He asks that the city make its decision
to put people in motels based on a triage of mental health, chronic conditions, and
substance use.

In this meeting, street medicine providers voiced their concerns directly to a high-up city
official about the disruptions to care caused by encampment moves. They demanded to be
included in the planning of such actions and to actively participate during and after them. It was
particularly noticeable and a clear symptom of the fragmentation of care that the County’s team
had not been included in these operations and demanded to be. They also advocated for a longer
notice period, so encampment residents and street medicine teams could be better prepared to
mitigate the risks posed by encampment cleanings. Dr. Stevenson also raised another concern:
encampment resolution programs—that is, encampment cleanings in which people were offered
a motel room to move to—were not targeting the sickest unhoused people. Instead, as Dr.
Stevenson complained to me numerous times, they followed a location-based logic, which he
found profoundly problematic for him and some of his colleagues because it meant motel rooms
were distributed based on the complaints of politicians and neighbors rather than on people’s
healthcare needs.

Street medicine teams continued to advocate for participation in encampment resolution

operations and for the humane treatment of encampment residents, with mixed results. Some
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teams were directly invited to participate in encampment resolution operations, while others
learned about the operation in their area of work through internal and external professional
networks, as explained in the previous section. What they struggled with even more was
redesigning encampment resolution operations in the city to be structured around healthcare
needs rather than location. However, when street medicine providers managed to participate in
these operations, street clinicians did successfully advocate for the sickest among the people in
the encampment to get a room and be placed in a motel where the team could reach them. They
also gamed the system and let their sick patients know about these operations, encouraging them
to move into the encampment or come during the operation so they could be considered for a
room.

The frequency and aggressiveness of encampment moves substantially escalated in the
summer of 2024 because of the Supreme Court’s ruling in Johnson v. Grant Pass and Governor
Newsom’s Executive Order N-1-24. These legal and policy developments authorized and even
directed cities and state agencies to arrest and ticket people for sleeping outside, despite the lack
of safe alternatives. The escalation of encampment sweeps led street medicine providers to work
more actively to mitigate their impact on continuity of care and on their patients' health more
broadly. For instance, a day after a street medicine round where Dr. Stevenson and I learned
about an upcoming sweep at the RV encampment, he told me: “I called my contact at the LA
Times to tell him about the RV encampment move, but he said it’s all moved now. (...) People
need to know that old school encampment moves are back!” By “old school”, Dr Stevenson—who
had been working for 15 years as a street doctor—meant the type of encampment sweeps where
unhoused people and their belongings are forcefully removed from public spaces without being

offered an adequate alternative place to sleep. Like him, other street clinicians talked to the press
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about the escalation of encampment sweeps and their harmful effects on unhoused people’s
health and wrote op-eds advocating against encampment sweeps and demanding humane
treatment for their street patients (Arbelo Cruz et al. 2024; Duvoor 2026).

A second issue related to continuity of care that street medicine teams advocated for was
direct referrals. For months, they negotiated with managed care plans (MCPs) behind closed
doors and reached agreements to be contracted as PCPs. However, this did not completely
resolve the issue of direct referrals, since changes to PCP assignments can take 4-6 weeks to take
effect. To avoid delays in care that can be a matter of life or death, street medicine providers led
a campaign for legislative change. They co-sponsored a bill (AB 543) that allows street medicine
providers to deliver medically necessary services without becoming the patient’s PCP or
obtaining a PCP’s order.

AB 543 is a critical step toward ensuring Medi-Cal truly serves our unhoused neighbors
by allowing field medicine providers to deliver medically necessary services directly at
the point of care. Under current rules, patients are too often denied diagnostics,
referrals, durable medical equipment, and other essential services simply because their
licensed field medicine provider is not recognized as their assigned primary care
provider. This bill removes that harmful barrier and ensures patients can receive timely,
life-saving care without delay. (...) By signing AB 543, you will help save lives, reduce
costs, and advance health equity across California. (Letter addressed to Gov. Newsom in
support of AB 543, Sept. 2025)

In this letter of support, as well as press declarations and testimonies before the state
senate, street medicine providers advocated for unhoused patients to access medically necessary
services regardless of their PCP assignment. One of the core arguments against PCP gatekeeping
and in favor of direct referrals was that although 70% of unhoused people in California have
Medi-Cal, less than 10% of them had seen their PCP. This meant that assigned PCPs were being
paid for services they were not providing, that the street clinicians providing care were not

reimbursed for those services, and that patients were not receiving the services they needed and
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were entitled to. In his testimony before the state senate, José Luis Gonzalez, medical director at
the street medicine program, illustrated the case of one of his patients who could not access their
primary care provider to say: “The taxpayers are paying for this gentleman to have insurance. He
has insurance and he can't access it. Us providing the service, we're not even getting paid for
this.” (Offner and Schrank 2025) .

Another argument street medicine advocates raised in favor of direct referrals was that it
reduced the state's emergency service costs. Assembly member Mark Gonzélez, who co-authored
the bill, made this point clear in both the fact sheet of the bill and declarations to the press, where
he said: “This [bill] is the first line of defense. Street medicine is preventative so that we don't
clog up those [emergency] resources.” (Offner and Schrank 2025). The bill, which was also co-
authored by street medicine teams, managed care plans, community-based organizations, and
federally qualified clinics, received unanimous support throughout the legislature and was signed
into law by Governor Newsom in September 2025, facilitating unhoused people’s access to
continuity of care.

“THE BEST CARE IS THE CARE YOU ACTUALLY GET”

As this chapter has illustrated, continuity of care was an onerous task in the streets. The
coexistence and constant tension between the structural impairments street medicine teams
endured and their efforts to navigate them created an environment where continuity of care,
though the north star, was hard to achieve. When confronted with the importance of continuity of
care for their patients, a common response among street medicine providers was that “the best
care is the care you actually get”. This phrase, which became a staple of street medicine teams,
reflected a logic of compensation they adopted to lend their work legitimacy, regardless of the

level of care they could provide, while operating within a health care system in which continuity
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was the gold standard for quality of care. It also kept expectations realistic, helping street
medicine teams cope with the frustration of the extra work required to fulfill the professional
goal of continuity of care. There were two core aspects to this logic. First, people on the streets
tend to be so sick that even a single visit would have a positive impact on the patient. Second, the
level of need on the streets was so high that, even when care was interrupted for one patient,
street clinicians always had someone else who could benefit from their services.

For instance, when I presented preliminary findings from my research to a room full of
street medicine providers, public health scholars, and a managed care plan representative and
noted that the team’s geographic boundaries could undermine continuity of care, the medical
director of one of the street medicine programs became quite defensive. She intervened and said
that while teams might have to make decisions against following up with a patient because they
were hard to reach, the teams use that time to care for someone as sick or sicker within their area
of work. Similarly, other providers in the room emphasized that even a single visit with a patient
was better than none, and that it was better to serve a few people in a contained space but provide
as much care as possible than to spread themselves thin.

The ethos of “The best care is the care you actually get” contributed to street medicine
teams having minimal formal internal (team-based) and external (payer-based) expectations for,
and loose oversight of, continuity of care. Some teams defined their scope of work as urgent
care, making continuity of care an optional service at the clinicians’ discretion. Similarly, teams
with a primary-care scope aimed to provide continuity of care but generally avoided formal
accountability mechanisms, such as protocols, performance metrics, or visit quotas. Externally,
grants from cities and philanthropy rarely required multiple visits or connections to medically

necessary services. Moreover, even the most prescriptive contracts that street medicine teams
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had, which came from payers within the health care system such as MCPs and hospitals,
included flexible requirements regarding continuity of care.

Each patient is the same based on our panel. [Each one] is, you know, two touch points,
so I have to prioritize certain appointments with certain patients. I'm like, "Okay, I'm not
going to get all four of your appointments done this month. What are the two that you
want done this one?" And they're like, "Okay, great, wait till next month". I'm like, "Yeah,
that's it. I can't allocate 10 hours to you." And because if I did that for each one of my
patients, well, you know. So we essentially are banking on there being some patients that
are, like, five-minute patients, and patients that are three hours.

“Hey, how are you? Hey, how are you doing? You're doing well, good. Glad to hear it.
Are you feeling well? Like, do you need anything? Nope, okay, see you later”, and then
you just check that. That was a touch point. And that's what all my coworkers do, too. It's
the, like, secret little things that we all talk about. And then there's, like, some patients
who need to see the doctor frequently, have a lot of referrals. Calling doctors offices is,
specialty referral, is the worst part about my job. Nobody likes it in their personal life.
Well, you triple hate it when it's a MediCal office. (Luz, Case manager)

Medi-Cal paid the street medicine organization where Luz worked the same rate
for each patient they coordinated care for, regardless of the patient’s level of need. Coordinating
a patient’s care had to occur at least twice a month for payment to be made. This coordination
could be as simple as checking in with the patient by phone to ask how they are doing. But it
could also be a time-consuming, highly involved process, such as spending three hours trying to
send two referrals, then another hour locating the patient and coordinating their transportation,
and so on. This broad definition of care coordination and the minimal requirements gave street
medicine teams discretion over who among their patients would receive continuity of care. There
was certainly an element of need, but that was not the full story. In Luz’s team, the longitudinal
care patient panel was a combination of patients who were fairly healthy and therefore were
“easy touchpoints” and those who were in great need. Other criteria that Luz’s team and teams
from other street medicine programs used to provide continuity of care were that patients be easy

to locate and demonstrate engagement with services.
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The institutional flexibility around continuity of care also gave street providers space to
define how much time and resources they allocated to it. In Luz’s excerpt, this manifested in her
decision to only address a few referrals at a time. She let patients choose which referrals they
wanted, but in other cases, street medicine teams exercised greater discretion in determining
which referrals to pursue, considering both patients' needs and the time and resources each
referral demanded (e.g., a dentist appointment was easier to make than a rheumatologist
appointment due to the larger availability of the former).

Ultimately, continuity of care was both valued and selectively enacted. Street medicine
teams sought to provide it whenever possible, but they also relied on institutional flexibility to
determine who received it, what form it took, and how much time and resources they could
devote to it. This discretion was a pragmatic response to the gap between the profession's
aspirations and the structural impairment to continuity of care.

CONCLUSION

This chapter has illustrated the structural barriers to providing continuity of health care
for unhoused patients and medical providers’ responses to these barriers. I argue that the
commercial nature of the health care system, the fragmentation of the welfare state, and the
criminalization of homelessness shape the extent to which unhoused people access care as they
impair the potential of street medicine. Street clinicians’ professional agency, as outlined in this
chapter, provides a framework for social medicine practice in which social networks, advocacy,
and immersion in patients’ lived environments are leveraged to resist structural barriers and
improve care. | argue that the coexistence of these actions and structural barriers redefines

standards of care on the streets, where some care is better than none and continuity of care is an
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achievable but heroic outcome, contingent on each team's capacity and willingness to go beyond

the conventional limits of their practice.

79



CHAPTER 3
CRAFTING PATIENT ENGAGEMENT: AUTONOMY, TRUST, AND THE

ALLOCATION PARADOX

So there are some folks that, as much as we educate and let them know, like, “hey, it's
really concerning. Like, we really want you to be okay, or, next time, I don't want you
to be convulsing the whole night.” And sometimes they're more like, “I've been living
with it for 15, 20 years; what's the difference now?” (...) Maybe you 're [refusing
care] so you can feel that self-autonomy, or also, 1 feel like it involves trust. You have
to be able to trust someone to allow them to come into your personal space, even if
it's just to hug you, you want to allow someone. You have to give them that trust, even
to hug you, or sometimes to have a conversation with you. (Jena, Physician Assistant)

One of the few things people living on the streets have autonomy over is whether they
accept medical care. They have little control over where they live, what they eat or wear, but, for
the most part, they can certainly decide to let a medical provider take care of their open wound,
administer an injection, or conduct a physical exam. In other words, unless they are unconscious
or gravely disabled—and sometimes even when they are—unhoused people have the freedom to
engage in medical care or not (Barnard 2023; Gong 2024). While some unhoused people
enthusiastically accept street medicine services, others, as Jena mentioned at the beginning of the
excerpt, often reject them. The unwillingness to engage in medical care might signal that the
person does not need it because they receive it elsewhere or that they do not feel sick, but it can
also be evidence of quite the opposite. Street medicine providers were aware that the rejection of
their services could also indicate greater need; people who refused to engage with them were
likely to not have engaged in health care with any provider in a long time despite being at high
medical risk due to their experience of homelessness. Patient engagement is also nuanced;

patients might accept and even seek some treatments and diagnoses but reject others that are
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lifesaving. How do street clinicians engage difficult or disengaged patients, that is, those who
reject some or all aspects of medical care, while respecting their autonomy?

When patient autonomy is both a professional value and a right, engaging these difficult-
to-reach and potentially higher-risk patients in medical care requires building and sustaining
trust. Trust, as Jena shared, facilitates conversations between clinicians and patients, something
seemingly simple yet with crucial implications for medical care. Patient-clinician interactions are
the foundation of medical diagnoses, treatment, and prognosis (Heritage and Maynard 2006).
This chapter examines the strategies street clinician teams use to build and sustain trust with
patients and the consequences of these given the high-need, limited-resource context in which
they operate. I argue that building and sustaining trust with disengaged patients is a time-
consuming, labor-intensive process that contributes to an allocation paradox street clinicians
must constantly navigate: the very practices that enable patient engagement also constrain how
broadly and intensively they can provide care. I begin the chapter describing how street medicine
teams build and sustain trust. Then I explain the three domains of the allocation paradox. Finally,
I illustrate the professional repertoires street medicine teams use to navigate this paradox and
how they shape the provision of health care.

BUILDING AND SUSTAINING TRUST: STRATEGIES FOR PATIENT
ENGAGEMENT

Trust is always critical for patient engagement, but even more so in low-barrier health
care models, such as street medicine. Unlike most medical interactions in clinics and hospitals, in
street medicine and low-barrier models of care alike, health providers usually seek out patients,
not the other way around. Offering unsolicited medical care can certainly provoke distrust among

potential patients. A street medicine instructor with more than 20 years of experience as a street
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clinician illustrated this point by making an impression of how a street medicine provider might
sound to someone they are reaching out to: “Hi, we’re here and want to do all this medical stuff
to you that you didn’t ask for. Please give us your bodily fluids.”

This feature of the model can significantly change how patient-clinician interactions
unfold. Seeking care usually signals that the person has adopted the sick role; that is, they
recognize they may have a health issue and want to address it through expert care from a medical
provider (Parsons 1951). Therefore, when a person goes to a medical provider, at least a minimal
level of trust in the provider is present. This trust does not mean the patient will follow
everything the clinician recommends, but it is the bedrock of clinicians’ legitimacy to conduct
diagnoses and provide treatment (Heritage and Maynard 2006). When providers approach
patients instead, trust cannot be assumed; it must be built.

In the next two sections, I describe how street medicine providers build and sustain trust
to engage difficult patients in medical care. Patient engagement is a time-consuming, labor-
intensive, twofold process consisting of a relational dimension, in which patients agree to
interact with providers, and a clinical one, in which diagnoses and treatment are discussed and
negotiated.

Relational engagement

Street medicine seeks to create safety both physically and emotionally, as if our presence
can wrap a bubble around us with a person in that safe space out on the street when
we're interacting. (...) So I'm going to be thinking about how my words and actions affect
people because [ want them to be in their window of tolerance. And the things you can do
to enhance a person's feeling of safety, both physically and psychologically and
emotionally with you, are going to be the things that you really want to do to build trust,
because it's within that window of tolerance that you want your friend out on the street to
be when you're interacting with them so they have the ability the brain function to work
with you, to solve problems. (Emily, Street Psychiatrist)
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Street medicine providers had to perform intense emotional labor (Hochschild 2012) to
engage difficult patients. They have to “induce or suppress feeling in order to sustain the outward
countenance that produces the proper state of mind in others” (Hochschild 2012, p. 20). This
involved instrumentalizing their own emotions (deep acting), those they portrayed as their own
(surface acting), and those of their patients. As Emily mentioned, and as I will illustrate later, to
build trust, street clinicians must act and present themselves in ways that evoke safety and care in
the patient and prevent fear and anger during the encounter. While fear and anger trigger trauma,
which usually manifests as people wanting to fight, leave, or freeze—reactions that are likely to
prevent a medical interaction from taking place—safety opens the “window of tolerance” that
allows people to have a productive interaction (“to work with you, to solve problems”).

Creating a safe space required acting in a caring and compassionate way, including
distributing humanitarian goods such as water and food, smiling, and acknowledging pets. It also
meant reducing the power differential typical of the patient-doctor interaction by sitting at eye
level and avoiding professional staples like white coats and clipboards—some providers even left
their scrubs behind and wore casual clothes. To avoid provoking fear and retraumatizing
patients, street medicine providers refrained from wearing masks or sunglasses, speaking or
walking quickly, and asking patients too many questions that could overwhelm them or make
them suspicious. When communicating with potential patients, especially during the initial or
relational engagement phase, they fostered trust by listening to their stories, laughing at their
jokes, and avoiding overpromising, pathologizing, or imposing social stigma. Although these
were trust-building best practices regardless of the patient's level of engagement, they were
indispensable when interacting with difficult patients.

“I don’t want your fucking pills. I'll call the police if you ever come close to me again”,

Paul shouted at the two team members who had just approached him. Nurse Gaby, who
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had stayed in the van until now, grabbed a juice from the van’s cooler and wound care
supplies, put a big smile on her face, and stepped out of the van. The outreach workers
who referred Paul to the team said he has open wounds, so she is going to give it a try.
She said “Hi” in a warm, soft voice, knelt next to Paul, the patient, who was sitting in a
camping chair on the sidewalk, and asked how he was doing. He accepted the juice and
the wound care supplies as well as a spinach wrap and a coffee that she offered to buy
for him. While Nurse Gaby was at the store, the rest of the team asked Paul how he was
doing. The patient started talking about a conspiracy theory that included the military
and the state. We all listened, nodding sporadically.

Paul was zipping up the coffee Gaby had just brought to him, she, crouching beside him,
asked how his wounds were doing. Paul took his shirt off to show her. As he was doing
that, Gaby looked at me briefly with a triumphant smile. She looked at the wounds and
asked him what medication he was taking. He took everything out of his backpack and
showed her all the medical supplies he had. His antibiotics were in a bottle that Gaby
could not immediately open, so Paul offered her a stick that he said he used to open it.
She kept trying until she gave up and returned the bottle to the patient to open, laughing
and recognizing how stubborn she was. The patient laughed with her. At the end, Gaby
offered to help him pack his bag again, adding that she loves to organize things but
understands that the way she might do it might not make any sense to him. He agreed he
wanted to do it himself.

Back in the van, I told Gaby that I noticed she hadn’t offered to clean and bandage
Paul’s wounds. She said she didn’t want to push things. She felt like they made progress
by being able to see the wounds, and that pushing for more could have damaged the little
trust they had built.

Paul’s engagement illustrates street medicine providers’ efforts to build trust with

difficult patients. The smile Nurse Gaby intentionally put on her face, her soft voice, and the

food and drinks she shared with the patient were signs of care. Nurse Gaby’s initial embodiment

and the engagement tools she used were well received by Paul, who had previously refused to

engage with the team and now showed his wounds and shared a laugh with them instead. He

moved from a state of fight into the window of tolerance, where they could talk.

As part of the trust-building process, Nurse Gaby fostered an informal and warm

environment compared to what people usually expect in a medical interaction; she made fun of

herself for being unable to open the bottle and shared a little about herself (being stubborn and
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loving to organize), to which the patient responded with complicity. Moreover, she made sure to
express her respect for the patient’s autonomy by not imposing her own way of organizing Paul’s
bag, while still offering to do so, which continued to show care. Similarly, when she was gone
buying the coffee and spinach wrap, the rest of the team kept him engaged by asking how he was
and listening without judging what sounded like psychosis.

Street medicine providers also had to assess how far they could go with their trust-
building efforts in providing actual medical care by gauging the patient's emotional state. To not
overwhelm the patient, Nurse Gaby refrained from offering to clean and bandage Paul’s wounds.
She considered that they had already asked enough from the patient and that something more
involved, like wound or psychiatric care, could set back the progress they had made by making
him uncomfortable.

Clinical Engagement

Being able to engage in conversation with the patient did not necessarily translate into
clinical treatment, as we saw in Paul’s case, but it was a first step. Patient engagement had both
relational and clinical dimensions. The relational aspect involved talking and interacting with
patients. Clinical engagement, though built on relational engagement, meant taking a step
forward in the therapeutic relationship by providing medical care. This involved the patient
accepting and following a provider’s therapeutic recommendations (e.g., diagnostic tests,
behavioral changes, medications, and medical procedures). To engage a patient clinically, street
medicine providers had to continue to build and sustain trust, which was mostly done through
clinical empathy, a specific type of emotional labor “that allows physicians to incorporate
emotional experiences as part of clinical decision-making” (Uderman and Hirshfield 2016, p.

97).
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During our ride, Natalia (nurse practitioner) complained that the psychiatrists who
sometimes went out with her wanted to either impose medication on people or give up as
soon as the patients said no. They “don’t get” how to treat homeless patients. She went
on and said it takes time and a different approach than the clinic. It involved starting the
therapeutic engagement with basic things (e.g., food, water) and “then the patient might
mention they haven’t slept well, and that's when the provider can say, ‘Do you want
something to help you with that?’”

Natalia described one common strategy to incorporate and instrumentalize emotions in
the clinical encounter to foster trust and clinical engagement. That was to elicit and closely
attend to statements and cues that reflect the patient’s emotional state. Not sleeping well was one
of many situations (e.g., getting into a fight with a loved one, feeling physically unwell) that
brought up negative feelings in people, such as discomfort, anger, and frustration, that could
motivate the patient to change their behavior, including accepting psychiatric medication and
going into rehab. Under that premise, street clinicians like Natalia attentively waited for those
situations and the feelings around them to come up in conversation. They also brought them up
intentionally with general questions (e.g., how are you doing?) or specific questions (e.g., how’s
your sleep? how does that make you feel?). These nudging openings created opportunities to
introduce or reintroduce clinical work to ultimately address the patient's negative feelings.

Even when patients had accepted the therapeutic intervention from street clinicians, such
engagement was not static and fluctuated frequently. The following excerpt is from an
interaction between physician assistant Finn and patient Bella. Finn and Bella have had a patient-
clinician relationship for several months, which started when she was still living outside. During
that time, I saw Bella’s relational engagement being closely cultivated with Finn’s signs of care
and emotional proximity, such as sharing pictures of his baby with Bella and helping her move
her tent and belongings to avoid getting a ticket from a police officer. Bella’s clinical

engagement, however, was more volatile.
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Bella looked very sad. She sat on the old carpet right next to the heater in the motel room
she recently moved into. She seemed cold and skinny. The team told me she was having a
rough time. She cries almost as soon as Finn says “hi” to her with a warm smile. Finn
crosses the room to sit next to her.

Finn: Seems like you might have been struggling more since you moved in?
Bella: Yeah

Finn: Is it because of all this [moving inside] shit?

Bella: Yes

Finn: You need to take those pills every day (HIV antiretroviral). Taking them for a few
days at least is still a win. Don’t beat yourself up if you miss a pill. Some treatment is
better than no treatment. Take it as much as you can so we can put your white cells up.
It’s for 3 months.

Bella: I'm gonna fuck it up anyway. That’s why I don’t want to [take the oral
antiretrovirals] anywhere. I'm ready, but I'm not ready.

Finn: Life is just life, it’s fucking complicated. You have been outside a lot. You have
been outside for so long. Most people get fucked for that. That’s heavy.

Bella: This is too much for me.

Finn shared that he took crystal when he was 16 and gave it to his 12-year-old brother
and added, “I still think I fucked him up, that I fucked up. That’s me judging myself in
way that I shouldn’t. I didn’t have a mom. I didn’t have a dad, I was trying to do my best
with what I had. I know you have been in a bad situation for a long time. It’s not you, it’s
all that fucked up shit”.

Bella: I want it, I'm ready for the shot (HIV antiretroviral long-acting injectable).

Finn: Call me anytime. I don’t care, I'll shut up and listen. Stay here, stay here. We can
help you better here, I promise.

Finn and Bella’s interaction illustrates common strategies among street medicine

providers to clinically engage patients. Bella was struggling with two medical-related decisions

that her clinician Finn strongly recommended, and she had initially agreed to: taking oral HIV

antiretrovirals and staying in the motel room. To keep her clinically engaged, which, in this case,

meant staying indoors and taking the oral medication for three months, Finn first employed the

strategies of eliciting feelings (“Seems like you might have been struggling more since you
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moved in?) and demonstrations of care (e.g., approaching her to the other side of the room) that I
have previously discussed. In addition to these strategies, the interaction shows the use of
affirmations and the adaptation of care strategies of clinical engagement. Finn addressed Bella’s
feelings of fear with affirmations that validated what Bella was experiencing (“You have been
outside for so long. Most people get fucked for that’") while also gently counteracting the fear
Bella had of “fucking it up”. He did that by placing the causes of her previous hardship outside
of her (“it’s not you, it’s all this fucked up shit”). He used his own experience with meth to
illustrate that “bad situations” make people make bad decisions and then judge themselves for
them. Sharing a personal experience like that served not only as an example but also as a way to
keep cultivating the emotional proximity between them?.

As much as the emotional work of eliciting and affirming patients’ feelings was a
common strategy for clinical engagement in street medicine, so was adjusting therapeutic
interventions to the patient's emotional state. Finn did this with the antiretrovirals when he said,
“taking it a few days is still a win” or “some treatment is better than no treatment,” even though
the ideal dose was to take the pills every day. Following the same “some treatment is better than
no treatment” philosophy, street clinicians allowed behaviors that other clinicians would
typically try to change before treating a patient (e.g., opioid use) in order to clinically engage
patients. This helped patients not feel judged and reduced individual-level barriers to treatment.

Finally, the way the interaction between Bella and Finn ended illustrates the complexity

of clinical engagement was as an emotionally intense and time-consuming process. Part of

2 Although Finn often shared aspects of his personal live as part of his patient engagement practices, that was not usual or
expected of street medicine providers. However, when providers did so, it was not seen as unprofessional as it would be int the
more traditional patient-clinician interaction. Moreover, even if providers did not used their own experiences to shift the
emotional state of their patients, they did frequently bring up other patients’ experiences.
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achieving clinical engagement was protecting the relational engagement that underpinned it.
Because of that, street clinicians had to avoid confrontation with their patients, which led to
strategies that street medicine educators called “rolling with resistance” and “shifting focus”.
When Bella showed that she had not changed her mind (“/ want it, I'm ready for the shot”), Finn
stopped insisting and accepted the resistance (i.e., “rolled” with it). While sometimes this meant
ending the conversation with gestures of care and emotional proximity (e.g., Finn telling Bella to
call him anytime and that he would listen to her), other times it meant shifting the conversation
from the contentious topic to one on which the patient and the provider were more aligned. The
goal was to end the interaction on a good note that preserved their relationship.
THE ALLOCATION PARADOX
The labor-intensive nature of patient engagement, combined with limited

resources and high levels of need, produced an allocation paradox: the very practices that
enabled providers to engage patients who were otherwise difficult to reach also constrained how
broadly and intensively they could provide care. This paradox emerged in three domains. First,
providers had to consider how to allocate scarce time and emotional labor across patients and
forms of care. Second, within individual patient relationships, they had to balance preserving
trust with pursuing urgent medical intervention. Finally, street clinicians had to balance making
care accessible in the streets with preparing patients to transition to less accommodating but
clinically more comprehensive models of care.
Engagement vs Reach

Street clinicians were constantly confronted with the decision of whether to invest
substantial time and resources in engaging difficult patients or to provide care to a larger number

of people who were open to care and therefore did not require as much engagement from the
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provider. Although street clinicians were prepared to engage “difficult” patients—those who
required intensive trust-building efforts—in practice, many people were open to their services.
The latter were “engaged” patients, people whose baseline trust level saved street providers
considerable time and effort compared to treating difficult, disengaged patients. Prioritizing
engaged patients could free up time to see more patients, helping address the high need for
medical services across the city.

I don't wanna say wasting our time, but like, in a way, wasting pulling us to go, you
know, meet with a person every day, and we roll in and try to work with them, and they
are refusing help like we can't be every day called out to visit with someone who is not
cooperating, not consenting to the services, like that's a drain on us. We're only a handful
of people, and there's a lot of people in LA who need help, so that's another dynamic of
the whole situation, where we need to respect ourselves here, respect our limited
resources, respect ourselves as professionals that we are not being chronically called out
to deal with people who are not cooperating. (Max, Case Manager)

In this excerpt, Max, a case manager on a street medicine team, expressed his frustration
with spending time and resources trying to engage unhoused people who were unreceptive to
services from the outset, describing these efforts as both wasteful and draining. He justified these
feelings by pointing to the immense unmet need across the city, while also reflecting on the
respect owed to service providers and their time. Although the latter sentiment was more specific
to Max, the broader tension between investing substantial time and energy to engage a single
difficult-to-reach patient and using those same resources to care for multiple others emerged
repeatedly throughout my fieldwork and interviews with street medicine providers. In the same
amount of time—and with considerably less emotional labor—clinicians could often reach
several patients who were already receptive to care.

At the same time, because engaged patients were usually more willing to accept referrals,

treatment, and other services, providers could accomplish substantially more clinically than with
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disengaged patients. Doing more clinical work, rather than spending time on rapport-building
and emotional labor, gave providers a stronger sense that they were performing the core work of
medical practice. It also had financial implications: seeing more patients and providing more
billable clinical services contributed to the financial sustainability of programs, making intensive
engagement with fewer patients more difficult to justify from an organizational standpoint.
Finally, greater clinical activity made the impact of their work more visible, as successful
treatment and improved health outcomes provided evidence of street medicine’s clinical value
and helped establish its legitimacy as a meaningful healthcare model.

This dilemma was particularly difficult because street medicine teams believed that
disengagement did not necessarily indicate a lack of medical need. While some unhoused people
avoided street medicine because they did not perceive themselves as needing it, either because
they felt healthy or had established care elsewhere, many others were reluctant to receive
medical care in general, possibly indicating they had gone without medical attention for extended
periods and were therefore likely to have greater unmet health needs than patients already
engaged in care. As a result, street medicine providers worried that moving on too quickly could
mean abandoning those who needed them most, whereas investing heavily in one reluctant
patient inevitably reduced the number of people they could reach.

Trust vs Clinical Urgency

A common scene in street medicine was when clinicians identified a medical issue that
required attention, but the patient refused treatment as recommended. In these situations,
providers faced a difficult decision: allocate time and effort to build trust and convince the
patient to get treatment, or protect their time, resources, and rapport with the patient while

risking clinical complications. In other words, they had to balance two professional goals that
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had become conflicting: advancing the patient's health and respecting the patient’s autonomy.
This dilemma arose in different stages of the patient-clinician relationship. It surfaced when
providers first met the patient and felt they did not have enough time to build the rapport that
could help persuade the patient. Introducing the idea of treatment at such an early stage of the
therapeutic relationship could close the door to any future interactions. It also occurred when
rapport was already established, and providers wanted to preserve it, but the clinical cost of
doing so could be too high, as in Anna’s case next.

He has really bad diabetes that he is always refusing [care for]. I saw him one time, and
he was very sick. His vitals were not good, and I was like, "You need to go to the
hospital." This was right before, like, a week before he got admitted, and he was refusing,
and I signed him out against medical advice. And, you know, I talked to his psychiatrist, 1
talked to the director of our FSP team, and we all were just like, I don't know, like, is this
a psychiatric hold? Because he technically has very severe depression, you know, and he
understood that this could lead to his death, but he doesn't really care. Like, he's not
afraid of death. He says he doesn't care if he dies. And so we're kind of like, well, you
know, he's pretty, you know, he's linear. His thoughts are clear,; he understands that this
is serious, and I don't know if this is a psychiatric hold because it's kind of a very big
gray area. Like, do we respect this person's wishes for self-determination to be like, look,
we're not going to force you, but we also want to make sure that we're not missing, you
know, like that we should have put him on a hold? It was not clear-cut, and we ultimately
decided that he was not foldable. And then, eventually, he fainted, and paramedics came
and took him. But it was a big discussion between all of us because we didn't, it's just so
much that goes into that, you know, it could fracture the rapport. (Ana, Physician
Assistant)

Here, Anna described a situation in which she faced the challenge of addressing a clinical
emergency while risking the rapport she had carefully crafted with her patient. The patient
required hospitalization for severe complications of diabetes but refused to go. Because the
situation was potentially life-threatening, Anna first had to determine whether the patient’s
refusal reflected an autonomous decision or one impaired by an acute mental health illness. This

was a recurring grey area in street medicine practice. Deciding whether to place a patient on an
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involuntary psychiatric hold was difficult not only because the threshold for grave disability was
often ambiguous, but also because, as Anna reflected, doing so—even when legally justified—
could fracture the therapeutic relationship. Providers knew that when patients returned from the
standard 72-hour hold, they could be grateful for the intervention, or they might feel betrayed
and refuse to engage with the provider again. If putting people on a psychiatric hold was far from
solving the issue, a clear-cut ruling out grave disability did not make things easier. With no
mental illness or substance use impairing the patient’s decision, street clinicians had to deliberate
how much they should try to save a patient who had autonomously decided they do not care
about dying.

Sometimes patients accepted some treatment rather than none. Although this eased the
tension, it did not resolve the trust vs. clinical urgency dilemma. Consider the following
scenario: a provider worried that prescribing antibiotics in the field, rather than insisting the
patient go to the emergency department, would enable the patient to keep refusing what she
considered the most clinically appropriate course of treatment (hospitalization). Yet withholding
the antibiotics could allow the patient’s condition to deteriorate and risk fracturing the rapport
needed to eventually persuade him to seek emergency care. Whether patients refused all or some
treatment, street clinicians faced competing professional obligations: on the one hand, providers
felt responsible for preventing death and improving their patients' health; on the other, they
recognized that prioritizing patient engagement by respecting their decision-making was
essential to maintaining or initiating a therapeutic relationship through which patients might
eventually accept the recommended care—or, at the very least, continue receiving treatment for
other, less contested health needs.

Accessibility Vs Integration
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A third manifestation of the allocation paradox concerned the downstream
consequences of making care on the streets highly accessible. The time and emotional
attentiveness that facilitated engagement could also create expectations on patients that
conventional healthcare settings (e.g., hospitals, clinics) could not meet, complicating their
transition to other, usually more comprehensive, sources of care. At the same time,
accommodating patients’ behaviors to preserve access on the streets could reinforce what were
considered deviant behaviors in conventional healthcare settings, further complicating the
patient’s integration.

I have patients that are remarkably stable, and I am having a hard time getting them to
stop calling me, because I will set them up with a clinic and they'll say, “they can't see
me fast enough. They can't see me enough”. And now I'm in a position where I'm like, 1
have to, like, I'm talking to my medical director about strategizing this. I have to give you
a hard deadline and say I can't follow you after this date because ['ve already let you go
to like, three different clinics, and you will not find somebody that will give you the
amount of attention and the degree of service that we're offering our patients, which is a
challenge from my perspective, as patients are moving forward. I'm trying to see, how do
we strategize, like graduating patients from the program when we're giving them this
level of service, and then they expect it moving forward, but they don't get it anywhere
else. (...) As it gets to a point, [they] are more stable, I cannot provide [them] the same
degree of attention that I did previously, and I know that's [on us] and being patient with
yourself as a provider too, recognizing that we've now taught [them] to expect that [they]
deserve this level of services. But now we have to enforce boundaries too. (Finn,
Physician Assistant)

Providers like Finn worried that the relational nature of street medicine could itself
become a barrier to patients' integration into clinic or hospital-based care. This integration was
needed mostly in two opposing scenarios: when the patient was clinically stable and ready for a
clinical home (so limited street medicine resources could focus on higher-need patients), or when
they needed medical services not available on the streets. As Finn explained, the same

attentiveness and emotional investment that made street medicine successful at engaging patients
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also created expectations that conventional health-care settings were rarely able to meet. As a
result, some providers worried that patients would become reluctant to transition. In this way,
clinicians faced an enduring tension between maximizing present accessibility and promoting
patients' long-term integration into more comprehensive and clinically appropriate care.

Integration also meant that patients would likely receive care in a less flexible
environment than the one fostered by street medicine providers. The low-barrier approach of
street medicine sometimes involved enabling behaviors that compromised their access to other
forms of care. Ongoing substance use, profanity, and other deviant conduct that were tolerated
during street encounters were sanctioned in conventional clinical settings. One street medicine
team affiliated with a clinic, for instance, repeatedly encountered and cared for patients banned
from the clinic for behaviors providers had tolerated on the streets. Although this complicated
patients’ access to clinic-based care, clinicians also recognized that imposing the same limits in
street encounters might have left patients with no care at all.
FACING THE PARADOX

Low-barrier, emotionally intensive care was essential for engaging patients both
relationally and clinically, but it was not a panacea. In the context of resource scarcity and high
need, pursuing patient engagement created an allocation paradox. Teams did not approach the
different manifestations of this paradox uniformly; instead, street clinicians developed
professional repertoires to navigate it based on the patient's circumstances, their judgment and
values, and the team's organizational capacity and scope of practice.

One way in which teams managed the allocation paradox was by concentrating their
work in encampments and shelters rather than among isolated individuals. By focusing their

efforts on geographically clustered patients, clinicians spent less time traveling between
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encounters and more time providing care and cultivating relationships. This organizational
arrangement enabled teams to reach more people without substantially reducing the time devoted
to engagement with each patient, but made access to street medicine more challenging for
unhoused people who lived by themselves or were not visibly homeless. Focusing on shelters
also created a new moral conflict for some providers who felt they were retreating from the street
and therefore from the most vulnerable patients.

The amount of time and energy street providers put into engaging a patient was also
closely related to how the patient became visible to them and their perception of the patient. For
example, street clinicians allocated more effort to establishing an initial relationship (what I have
called the relational engagement) with people who appeared to be high-need during outreach or
had been referred by an existing patient or a partner organization than with those who were not.

The outreach workers were taking Dr. Stevenson to the next patient at the encampment
when he said he should actually go see the lady in the pink sweater, whom she pointed at
as she started walking towards her. Her name is Debra and she’s sitting on the sidewalk
with her legs straight and her torso upright. She has a blank stare. Dr Stevenson made
sure to be in front of her as he approached. He’s kind on his knees so his face is at the
same height as hers. They talk, and she’s not super responsive but she answers some
questions. He’s asked her how she ended up homeless. She says multiple times that her
bike was recently stolen. It was blue, and someone took it while she was napping, she
said she was too tired to lock it up. Dr Stevenson is persuading her to go to a shelter. He
asked her if she would be interested in doing that. He then tells me she was a little bit
hesitant. While they re having this conversation, he’s asking one of the case managers
from SJC to get her on the list of the shelter nearby. She’s on it. He describes what he’s
doing to Debra, hoping she gets more interested in it. But her affect is flat. He asks
Debra if he can take his blood pressure and other vitals. She says she has an eye doctor,
that he’s very handsome, and that he’s going to be jealous if she lets Dr Stevenson take
her as a patient. It’s hard to tell if she’s being totally serious. She’s not like a hard no on
being medically assessed. He invites her to come with him to the van. To do that, she
needs to stand up. She’s clearly struggling, so he offers to help her. He is doing that with
one arm, and then one of the case managers comes to help with the other. When she
finally stands up, they realize she was sitting on her urine. That seems to alarm Dr
Stevenson, who starts asking the case manager to get clothes for Debra. He also brings
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up the idea of a motel room for her. Instead of walking to the van for the assessment, Dr
Stevenson decides to drive the van to Debra to make things easier.

Here we see Dr Stevenson engaging a patient from scratch, and all the time and effort
that implied. Dr Stevenson approached and invested in engaging Debra because he could sense
something was particularly wrong with her. He could not tell what was wrong immediately, but
her flat affect, blank stare, and posture signaled a high need. A similar slow approach was
deployed when patients were referred by another patient or a partnering organization, as we saw
in the vignette between Nurse Gaby and Paul at the beginning of the chapter.

When referrals and clear medical need were not present, street medicine clinicians rarely
initiated patient engagement from scratch. Instead, they frequently invoked the outreach
principle of "meeting halfway", although it was more like “meet me one-third of the way”
because, while they did not expect unhoused individuals to be totally open to the team’s services,
they generally looked for some indication of willingness to engage before committing scarce
clinical resources. During outreach visits to encampments, clinicians would introduce themselves
and offer medical services, usually by walking through the encampment and stating their name,
organization, and services until someone showed interest. If individuals declined or did not
respond—signals interpreted as a lack of readiness to engage—they typically continued to the
next tent or person. Providers saw that engagement as a sign of medical need, but they were
aware that many people fell through the cracks as a result of this approach (e.g., those people
who were not visibly sick or connected to partner organizations). In fact, in my interviews with
unhoused people who were not street medicine patients, they mentioned not engaging with the
team because they did not think they needed medical care, but also because they did not know
those services were open to them, were unsure if they would have to pay, and distrusted medical

providers.
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Street clinicians had different professional repertoires when confronted with medically
urgent situations in which patients refused the proposed course of action, particularly when the
patient's level of grave disability status was ambiguous or discounted. One of those was a
persuasive approach that sought to convince patients by reframing the purpose of a medication or
intervention and emphasizing the potential consequences of declining treatment. Alongside this
was an autonomy-centered approach that limited the clinician's role to explaining the risks and
respecting the patient's decision, without further attempts to influence it.

Dr. Williams saw the Abilify on the table and asked Theo, “How about those meds? Have
you gone through them?” Theo said he has read the instructions, and he fits a lot of the
criteria to have bad outcomes, and added that he is never taking anything that can cause
an overdose. He’s also worried about having a bad reaction. Dr Williams gently said
that’s why they do an evaluation after the first month of treatment. Theo is still
unconvinced and said that he didn’t think that what he had would be cured with that
psych medication (he says his condition is autism and chemical sensitivity). Dr Williams’
response was, “This type of medication (Abilify) helps people get organized so they can
do [better]. I'm not trying to push this on you, but just to finish a thought. We think this
could help you, we don’t have any other agenda,”. Theo resists saying that he is part of
the population that doesn’t do well with medications. Dr. Williams gave him a smile,
nodded, and said: “Then, the goal of the week is to take a shower and get some clothes?”

Theo nodded.

In this interaction, we can see Dr. Williams using a persuasive approach to address
Theo’s refusal to take the antipsychotic medication, which he considered the best course of
action. He not only stated that he had no other agenda but also gave a loose explanation of what
the medication was for, seeking to persuade Theo to take it. A common rationale among
providers who leaned on the persuasive approach was that medicine had to be assertive and goal-
oriented. This meant guiding patients toward what they considered healthier choices by offering
them the most appropriate care but leaving the decision to them. Although this approach was

extremely rewarding when it worked, when it did not, providers felt defeated and deliberated
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over whether to let go and keep persuading little by little in each interaction, or reconsider grave
disability with a flexible lens and opt for a more directive approach.

Theo was referred by the street medicine team to the county’s Homeless Outreach Mobile
Engagement (HOME) team a few weeks after the interaction described in the fieldnotes excerpt
above, which took place in a motel room that the street medicine team paid for Theo to stay in
for two weeks. The HOME team was involved after Theo went back to the streets following the
end of the motel funds the team had for him and his refusal to go to a shelter—he had told me
before he had been raped twice in a shelter and would never want to put himself in that situation
again. The team decided to call the HOME team—one of their recurrent collaborators—arguing
that Theo had schizophrenia and could not take care of his medically necessary care (his blood
pressure was dangerously high) because of it (a criterion of grave disability), which they saw as
the last resort to get him indoors, given the larger resources the HOME team had, including their
ability to do psychiatric holds. Not long after the referral, one of Theo’s street doctors showed
me a picture of Theo at the residential facility he had moved to, smiling next to his case manager
from the HOME team, with his long beard and hair shaved, and the charcoal that had covered his
skin and clothes all washed out.

Although Theo stayed inside and it became impossible to know if his rapport with the
team had been affected by their referral to the HOME team and the following psychiatric hold he
went through, this was a risk that some street providers were comfortable taking. I observed
them rebuilding that rapport with patients when they returned to the community, with varying
degrees of success. This persuasive approach and its ramifications coexisted with an autonomy-
centered approach to treatment refusal.

I asked Kailey if she ever needs to get a bit authoritative with patients who do not follow
her medical advice. She said no, authoritative never because it’s always the patient’s
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decision. What she does make sure to say is, “If you don’t do this, you might die.” She
told me about a patient she had who had high blood pressure for a few days, and she was
afraid he could have a heart attack. She explained to him that he might die, but he didn’t
want to go to the hospital; he would rather die on the streets, and that’s what happened.
“Do I wish it didn’t happen? Of course, but it was his decision”, Kailey said.

Just like Theo, the patient Kailey was referring to had high blood pressure and refused to
follow the provider’s advice. Unlike Theo, however, Kailey’s approach to his patient’s risk of a
heart attack and refusal to get treatment was substantially different than Dr Williams’s approach.
She opted to share the information about the risks of his decisions and then refrained from trying
to convince him. This is not to say that these approaches determine who lives and who dies
(although that is what happened in these particular cases), but to illustrate how they differ and
the rationales behind them. Keiley represented a type of street medicine approach common
among what Dr Stevenson liked to call “purist” street medicine providers. This group usually
rationalized their minimal persuasion as part of respecting the patient’s autonomy, their right to
self-determination, which for many providers was kind of sacred, as they thought of that as the
only thing patients had left given the state of complete dispossession they lived in. Providers
considered their role in the patient’s journey to restore their dignity by respecting their wishes,
even if it meant witnessing a preventable death. Overall, it meant the “radical acceptance” that
not everyone had to have a severe mental illness or substance use to not care about dying. This
course of action was not easy. Although the provider spent less energy persuading the patient,
they had to deal with the grief of potentially losing a patient and being unable to fulfill their
professional goals of healing and preventing death.

Finally, to help patients transition into less flexible and personalized models of care
without substantially altering how they provided care on the streets, providers drew on the
resources and institutional connections available to their programs. Programs with greater
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resources could sometimes assign caseworkers or other staff to accompany patients to
appointments, helping them navigate less flexible healthcare settings and supporting continuity
across settings. Providers also sought to make these settings more accommodating by
communicating with clinicians and staff in advance and encouraging them to be more receptive
to their patients’ needs and circumstances. However, providers often reserved these limited
resources for patients perceived as more deserving, either because they had greater needs or a
closer relationship with the team. When such support was unavailable, providers had different
repertoires. They could coach and educate patients about how to navigate conventional clinical
settings while continuing to accommodate their behavior on the streets, or introduce firmer
boundaries in street encounters to encourage patients to adapt to the behavioral expectations they
would face in those settings, even when doing so risked alienating the patient.
CONCLUSION

Engaging patients who refuse or resist medical care while respecting their autonomy over
health care decisions is one of street medicine’s central goals, as these patients often have some
of the greatest unmet healthcare needs. Yet patient engagement is a time-consuming, labor-
intensive process centered on building and sustaining trust. Providers must manage their own
emotions in relation to patients’ emotional states, which they must closely attend to, creating a
safe space where patients feel able to open up and become receptive to clinical
recommendations. They must also adapt treatment decisions to patients’ preferences and
circumstances, even if it is not the best course of action. In a context of limited resources and
high need, the substantial time and effort required to engage patients therefore produced an

allocation paradox that providers navigated by making difficult decisions about whose needs to
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prioritize and accepting that some undesirable outcomes could not be avoided—including losing

patients altogether or losing the trust that made ongoing care possible.
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CONCLUSIONS

This dissertation sought to answer the following research question: How do street
medicine teams address the health needs of a patient population facing acute and intertwined
social and medical risks while respecting their autonomy and working within and alongside
organizations and a regulatory system that both constrain and facilitate their provision of
care? Street medicine teams contributed to the well-being of unhoused patients by assessing
their biomedical and social needs, stabilizing urgent physical and psychiatric issues, and treating
or managing chronic and infectious diseases directly where their patients live. They also
advanced their patients' health by facilitating relocation into housing and healthcare facilities and
helping them navigate the healthcare system with a compassionate approach.

To provide this care long-term and comprehensively, they implemented strategies that
reduce the impact of encampment sweeps, insurance enrollment and prescription rules, and
fragmented care. Streetwise doctoring, a top-down strategy to adapt clinical work, in
coordination with patients and their support system, to the cultural, social, and material reality of
homelessness; network mobilization, a lateral strategy to overcome barriers to continuity of care
in coordination with other service providers; and clinical advocacy, a bottom-up strategy in
which they appeal to authorities for structural change.

Street medicine teams also circumvented individual barriers to care. Caring for patients
who refuse treatment while maintaining their autonomy required street medicine teams to engage
in a time-consuming, labor-intensive process centered on building and sustaining trust. Providers
managed their own emotions in relation to patients’ emotional states, which they had to attend to

closely, creating a safe space where patients felt able to open up and become receptive to clinical
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recommendations. They took on non-clinical tasks and adapted treatment decisions to patients’
preferences and circumstances, even when it was not the best course of action.

Contributing to the well-being of unhoused patients in the ways I have described comes
with some important costs. Street medicine teams’ limited resources and institutional power,
along with the material constraints of operating from a van or backpack, mean they must engage
in organizational partnerships and collaborations that expand their reach and impact but also
frame and restrict who they see. To secure funding streams and continuity of care for their
patients, they worked alongside and within organizations that make unhoused people inserted in
particular geographic locations and institutional processes, not necessarily the sickest, more
visible. These institutions can also use street medicine to justify punitive actions by local
governments, early hospital discharge, and denying access to patients who are deemed too sick
or not the right type of sick for certain transitional housing options.

Finally, the intense emotional, logistical, and non-clinical work that street medicine
clinicians and their teams endure to engage difficult patients creates an allocation paradox: the
very practices that enable patient engagement also constrain how broadly and intensively they
can provide care. Navigating such a paradox requires making decisions about who is more or less
deserving of clinicians’ time, contributes to burnout, and can lead clinicians to favor working in
clustered locations where they can conserve time.

In short, street medicine advances the health of unhoused people. However, much of this
impact depends on the extraordinary efforts of street medicine teams rather than on structural
changes that address the root causes of illness among unhoused people. In this sense, street
medicine offers an important case of how professionals can resist institutional and structural

constraints, achieve meaningful outcomes, and demonstrate that different ways of organizing and
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delivering care are possible. At the same time, it reveals the persistence of the structural
conditions—criminalization, the lack of affordable housing, and the commercial nature of health
care—that continue to shape unhoused people’s health.

Contributions to the Sociology of Poverty

These findings make several contributions. For the sociology of poverty, street medicine
reveals a care-oriented, treatment-intensive model of homelessness governance that is expanding
across the country. Medicine has long been central to the regulation of homelessness, but street
medicine departs from the more common punitive and coercive uses of medicine (e.g., Gowan
2010; Herring 2019; Mathieu 1987) while also extending beyond efforts to keep people alive
through emergency care or harm-reduction initiatives (DiMario 2023; Seim 2021). The rise of
street medicine does not mean those punitive and palliative strategies of homelessness
governance have vanished; rather, it offers an alternative.

By assessing patients’ urgent, primary, psychiatric, and substance use needs and
addressing some of them in situ, street medicine teams improve their patients’ health in ways that
otherwise would not be addressed or would be handled by overcrowded emergency services.
These actions also make people more houseable: crafting houseable clients is a multilayered,
dynamic process in which clinicians not only sign disability forms (Gong 2024; Osborne 2018)
or provide pseudo-therapeutic interventions focused on self-reflection and blame (Lyon Callo
2000; Gowan 2010), but also actively make people fit for housing opportunities through medical
evaluations and biomedical treatment.

Street clinicians’ medical interventions also help reduce public disruptions caused by or
attributed to patients, offering a care-oriented, treatment-based alternative to policing (Herring

2019; Stuart 2014). Their referrals help relocate patients to healthcare facilities where they can
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receive ongoing treatment and, in some cases, move in. Their interactions with unhoused
individuals also differ from the coercive disciplining or the tolerant containment described in
earlier homelessness governance literature (Gowan 2010; Lyon Callo 2000; Stuart 2014; Gong
2019). Through compassionate disciplining, they encourage unhoused individuals to use
healthcare and welfare services more effectively by explaining how these services work and why
appropriate usage can help them reach their goals.

Beyond its empirical contribution—showing how street medicine introduces new
strategies for regulating homelessness—this study intervenes in theories of poverty governance
by highlighting professional authority as a factor shaping how the poor are governed. Existing
scholarship distinguishes frontline workers primarily by their location within the “left” and
“right” hands of the state, emphasizing whether their work is oriented toward care or punishment
(Wacquant 2009). Beyond this distinction, however, frontline workers are often treated as a
relatively undifferentiated group whose practices are shaped by organizational mandates,
including financial and legal imperatives (Lara-Millan 2021; Wacquant 2009), and by their
relationships with other frontline workers and the people they serve (Lipsky 1980; Seim 2020).
This approach obscures how differences in workers’ professional authority may produce
substantively different forms of governance.

Street clinicians, like other frontline workers, operate within policies and organizational
mandates and are influenced by their interactions with colleagues and the people they serve. Yet
the content and consequences of these relationships differ because street clinicians possess a
distinctive form of professional authority. Unlike occupations, professions exercise jurisdiction
over a recognized domain of work, operate under professional mandates, and receive state

protections and oversight (Abbott 1988; Freidson 1970). They also possess specialized expertise
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that can not only sustain life but alter behavior and improve patients’ health and quality of life.
These capacities confer both cultural authority—the legitimacy to define what constitutes a
problem—and social authority—the ability to direct the actions of patients and other
workers(Starr 1982). I therefore argue that theories of poverty governance should attend to the
professional authority of frontline workers rather than treating them as largely equivalent actors
differentiated primarily by their location within the state’s “left” or “right” hand. Professional
authority should also be understood as a spectrum: occupations within the same domain of
poverty governance (e.g., medicine, carceral-legal system) can possess substantially different
degrees of jurisdiction, expertise, legitimacy, and authority, with consequences for how they
govern the people they serve.
Contributions to the Sociology of Medicine

For medical sociology, street medicine providers offer a case of what I call engaged
clinicians: advanced health care providers who leverage both their professional discretion and
their relationships with other service providers and patients to circumvent administrative and
financial barriers to care and mitigate the structural conditions that undermine their patients’
health. Other scholars have documented how clinicians in hospital and clinic settings confront
third-party profit maximization and their patients’ financial constraints to care through clinical
advocacy and informal resource brokerage (Brewer and Timmermans Forthcoming; Raudenbush
2020). Clinical advocacy encompasses four strategies through which physicians seek to unlock
medical resources within hospitals: appealing to decision makers, altering medical records,
manipulating hospital stays, and changing treatment plans (Brewer and Timmermans

Forthcoming). Similarly, Raudenbush (2020) describes providers in low-income clinics as
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“informal resource brokers” who leveraged professional connections with colleagues, offered to
pay for services, and encouraged patients to share prescriptions to circumvent financial obstacles.

The concept of ENGAGED CLINICIANS builds on these forms of clinical advocacy and
informal resource brokerage while extending them beyond conventional health care settings and
to patients experiencing extreme poverty. In street medicine, this agency takes additional forms,
including collective efforts to modify insurance policies, adapting treatment to the cultural and
material conditions of extreme poverty, and mitigating direct structural harms such as policing
and the lack of housing. Despite their positive impact, the strategies employed by engaged
clinicians carry important costs: they divert clinicians’ limited time and expertise from patients
who need their clinical care, contribute to provider burnout, and force decisions about whom to
assist based on subjective judgments of deservingness. Yet these strategies represent an adaptive
response from medical providers working at the intersection of a biomedically focused,
financially driven health care system and a patient population whose health needs are both
resource-intensive and structurally reproduced.

Ultimately, the concept of engaged clinicians intervenes in long-standing debates in
medical sociology about clinicians’ role in advancing patient health. While system-level
explanations situate clinicians within countervailing forces that, through financial logics, shape
the allocation of clinical attention and constrain what care they can provide to their patients
(Light 2010), other scholarship examines how providers can hinder patients’ health within
medical interactions by making diagnostic and treatment decisions based on patients’
socioeconomic status, gender, race, migration status, cultural capital, and perceived social worth
(Shim 2010; Timmermans 1998; Lara-Millan 2014; Welch et al. 2012). The concept of engaged

clinicians shows that clinicians’ ability to provide medically necessary care is shaped not only by
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these countervailing powers and dynamics within clinical interactions, but also by the intra- and
interprofessional networks they mobilize. I argue that these networks become particularly
consequential as clinicians increasingly work across criminal-legal and welfare fields and as the
health care workforce diversifies to include a wider range of allied professions and professional
roles (Seim and DiMario 2023; Lara-Millan 2021). These networks constitute a form of social
capital that enables clinicians to extend professional authority across the institutional fields that
also shape patients’ health. This is especially important for the poor, whose health depends not
only on access to medical care but also on their encounters with policing and the criminal-legal
system and their access to social services and the welfare system. Understanding how clinicians
advance the health of marginalized patients therefore requires attention to the networks they
mobilize across these fields, alongside the organizational and interactional forces that shape
medical practice.
Contributions to Health Disparities Scholarship

For scholarship on health inequalities, my findings show how health inequalities among
unhoused people can persist even when progressive, social-medicine-oriented programs such as
street medicine expand access to care. First, this study extends the growing literature on the
health consequences of the criminalization of homelessness (e.g., Chien et al. 2026; Goldshear et
al. 2023; Herring 2019). I extend this literature by showing that policing and encampment
sweeps not only interrupt care provided on the streets (Chang et al. 2022), but also disrupt access
to specialty care and other health-related services that street medicine facilitates, such as
placement in interim housing. Efforts to prevent and mitigate the harms of criminalization also

place an additional burden on street medicine teams, adding to their stress and potentially leading
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to burnout. Moreover, policing can also undermine patients’ trust in street medicine teams if they
believe the teams are associated with such actions.

Second, access to street medicine itself is uneven; not everyone who is unhoused has the
same opportunities to become a street patient. People living in large encampments, residing in
parts of the city with greater financial, symbolic, or political value, or maintaining connections to
social service agencies linked to street medicine teams are more visible to street medicine teams.
By contrast, people who live alone or in less visible locations, lack connections to social service
organizations, are undocumented, or refrain from hospital-based care may be less likely to
encounter street medicine providers despite substantial medical needs. More broadly, positioning
within and between institutions—including health care, social services, housing, and
immigration systems—shapes who becomes visible to street medicine and therefore who has
opportunities to access it. With these findings, I demonstrate that, beyond the intersections of
gender, race, and ethnicity creating differences in access to health care among people
experiencing poverty, variations in access among this group are also produced by their position
within medical, welfare, and punitive organizations: those constituted as organizational problems
become more apparent to healthcare providers than those that are not.

Third, analyzing the work of street medicine teams revealed shortcomings in the interim
housing system that contribute to the reproduction of health inequalities among unhoused people.
Unhoused people can face a double bind in which they are too sick to qualify for certain
transitional housing opportunities but not sick enough to remain in the hospital, leaving them
without an institutional setting equipped to meet their health needs. Although street clinicians

sometimes adjust patients’ diagnoses or treatments to help them access one institution or the
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other, people without access to street medicine can fall through the cracks, left without a place to
go despite their health needs and potentially becoming sicker as a result.

Health inequalities are also reproduced when we consider how difficult it can be to build
trust and establish medical engagement among many unhoused people, especially those who are
likely to need care the most. Engaging in this time-consuming but critical work with limited
resources and high levels of need creates an allocation paradox: time spent engaging people who
are less willing or able to accept care could instead be used to care for people who are more
willing to accept it. Crafting engagement can also complicate transitions to more comprehensive,
long-term, traditional care settings, while the time required for engagement can affect providers’
ability to address urgent medical needs. Navigating these competing demands requires providers
to make decisions that can sometimes come at the expense of some patients, such as visiting
encampments to reach multiple patients at once and investing in health care transitions for
patients they deem deserving.

Contributions to the Field of Street Medicine & Future Research

To the field of street medicine, this study adds empirical evidence of how the benefits
currently attributed to street medicine are produced (e.g., Carter et al. 2019; Perna et al. 2024;
Withers 2011). More specifically, it describes how street medicine teams build trust, improving
access to care for people who might otherwise receive no health care. It also shows how street
medicine can facilitate people’s transition indoors, reduce the suffering of those who remain
outside, and alleviate pressure on emergency services. Street medicine advocates can use these
findings to support claims about the value and impact of their work.

These findings can also help make the case for higher reimbursement rates, a current

priority among street medicine advocates (Hart 2023b). Although much of street medicine's
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value proposition rests on its cost-efficiency, this study also shows the limitations of operating
under financial constraints. Engaging patients in care and treating seriously ill patients require
substantial time and resources. Limited funding places additional strain on providers, potentially
affecting their well-being and the quality of care they provide. Moreover, low reimbursement
rates increase street medicine programs’ dependence on external funding, potentially requiring
them to distribute their services according to organizational logics that do not always coincide
with clinical ones.

This study also provides evidence of the risks of co-optation associated with the
expansion and institutionalization of street medicine. It can help street medicine programs and
advocates anticipate and develop strategies to counterbalance the use of their services to justify
policing, promote a housing-readiness regime in place of Housing First, or facilitate early
discharge and, in some cases, discourage hospital admission.

Future research should compare how street medicine operates across contrasting
sociopolitical contexts. My research was conducted in urban California, a state characterized by
comparatively less aggressive anti-homelessness policies and more comprehensive Medicaid
services and eligibility criteria. Examining how street medicine teams operate—and what they
are able to provide to patients, as well as the compromises they must make—in states with more
restrictive Medicaid policies or more aggressive criminalization practices could broaden our
understanding of street medicine as a field and contribute to sociological research on how
structural conditions, policies, and politics shape everyday practice and poverty governance.

This research is particularly urgent as federal policy changes take effect. The full
implementation of H.R. 1 in January 2027 is expected to substantially alter Medicaid eligibility

criteria, potentially leaving thousands of unhoused people without coverage. At the same time,
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changes to federal housing policy may increase housing insecurity and homelessness, while the
health care services that remain available to unhoused people—and in some cases receive
increased funding—are increasingly concentrated in substance use and mental health services.
Given street medicine’s vast international presence, comparisons across nation-states could also
contribute to the sociology of poverty and medical sociology as well as to global health research.
Another area for future research concerns street medicine's growing role in medical
education. Examining how participation in street medicine shapes medical students’ and
physicians’ understandings of the structural causes of illness, as well as their perceptions of
medicine’s role in addressing or accounting for these conditions, could illuminate how ideas
about structural determinants become incorporated into clinical practice. Finally, my dissertation
briefly described immigration status as an important dimension of access to street
medicine. Future research should explore this relationship in greater depth, particularly given the
intensification of immigration enforcement and the retrenchment of benefits for undocumented
immigrants, including in states such as California. Research should also examine more closely
how race, gender, sexuality, and ethnicity shape people’s access to street medicine and their

interactions and relationships with clinicians.
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