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Summary 
 

A bleak picture of the mental and physical tolls of homelessness is emerging in countries of 

the ‘global North’ as data collection efforts become more coordinated. In global South 

countries such as India, however, the sheer magnitude and character of the health burdens that 

homeless people suffer remains only roughly mapped. Of what we know about the health 

conditions affecting these groups, studies across the global North-South divide have shown 

that these conditions are made worse by the difficulties the homeless face when trying to seek 

and use healthcare. As such, where housing insecurity exists, there are almost always informal 

providers of healthcare (e.g. non-governmental organisations [NGOs]) seeking to fill the needs 

unmet by the state. For example, informal healthcare providers in India have been hailed as 

often the only source of relief for homeless groups across the country. The task of NGOs and 

informal providers is thus to provide healthcare in a way that meets the health needs of 

homeless and inadequately housed populations, and avoids falling into the same problems that 

hamper healthcare service delivery by the state. This requires an understanding of housing 

insecurity and its links to health. This thesis investigates the relationship between housing 

security and health, departing from current understandings of this link which predominantly 

derive from countries in the Global North.  

 

The vast majority of the literature studying the link between inadequate housing and health is 

weighted towards describing one direction of influence¾that poor housing and homelessness 

causes poor health¾even though studies have observed disease, mental health and stigmatised 

conditions acting as the trigger for chronic poverty, homelessness and loss of livelihood. 

Conceptualisations of homelessness in India emphasise its character as a form of non-

citizenship and systematic exclusion, while India’s policy responses to homelessness however, 

or lack thereof, have led authors to suggest the state sees it as an “individual responsibility to 

be housed”, rather than recognising the state’s role in the distribution of housing opportunities. 

One recent expression of commitment to the plight of homeless individuals was contained in 

the Indian government’s Deendayal Antyodaya Yojana-National Urban Livelihoods Mission 

(DAY-NULM)—a nationwide urban poverty alleviation programme enacted in 2013. Yet, 

without efforts to change the formal healthcare structures that currently exclude the homeless, 
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alleviating their suffering will continue to fall to informal providers, NGOs and their own 

communities.  

 

This thesis seeks to elucidate the pathways of disadvantage that link together the effects of 

homelessness on health, and the reciprocal effects of ill health on the disadvantage associated 

with homelessness. While the focus of homelessness interventions has shifted to the role of the 

state, we direct our attention towards interventions below its remit, where informal providers 

of healthcare in India fill the gaps in unmet health needs for homeless persons. Our aim is to 

strengthen the knowledge base about the relationship between insecure housing and health in 

India, from which service provision, advocacy and local policy interventions can depart.  

 

The thesis studies homeless and slum populations in India, using theoretical framings that 

transcend the trade-off between individual and structural causes of disadvantage, namely, the 

social determinants of health, the social ecological model and social exclusion. We also explore 

contrasting conceptions of homelessness and inadequately housed groups. Contrary to 

conceptions of homelessness as a housing deficit, there is another way of understanding 

housing security that sees it as an embedded structure of kinship; a condition that is tradeable 

with other social and economic pursuits, and a political tool that can be used in the construction 

of a dominant idea of citizenship. The Indian Constitution has a place in this thesis to configure 

the sphere of personal liberty in which our study of advocacy takes place. The Constitution has 

moved from a position of recognising elements of homelessness as, either, violations of a 

fundamental right to life or parts of a fulfilment of a right to life (i.e., begging), to a position 

of recognising homeless people as rights holders with a claim on the state to housing. Our 

investigation also takes place within a wider tension where broadening understandings of 

homelessness have created greater difficulty in translating these understandings to health 

intervention. The main research question of this inquiry, therefore, is:  

 

How can the health of inadequately housed groups in India be understood and addressed 

through intervention, service provision and advocacy? 

 

The scope of this question can be divided following the concepts and theories we have 

discussed, into constituent sub-questions: 
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How can we understand the relationship between health and housing security in India? 

 

How can healthcare services engage with the homeless in addressing their health needs? 

 

How can health needs of homeless groups be addressed through local policy and 

advocacy? 

 

The primary setting of this research is in Delhi, India where the Centre for Equity Studies 

(CES) manages dedicated healthcare outreach teams for the homeless, and with which this 

thesis engages. As both an informal healthcare provider to the homeless and advocacy 

organisation for homeless rights, following this NGO allows the study of different methods of 

intervening in the relationship between health and housing security. This organisation provided 

access to many of the stakeholders sought for participation in this research, while also sharing 

quantitative data previously collected on the health burdens and socioeconomic profiles of 

homeless groups. The inquiry takes an engaged, multiple case study approach, meaning I was 

engaged in CES’ active purpose of addressing the health needs of the homeless, and doing so 

to produce situated understandings based on active connections with the practice. For the 

purposes of reflecting on this research within a wider discussion on interventions for the 

homeless, the case studies that comprise this thesis are faceted for the analyses in different 

perspectives of the inquiry.  

 

This investigation is comprised of three cases, with each case focusing on different positions 

on the housing security continuum: from the position of greatest insecurity in homelessness, to 

relative greater security in shelters, and then finally in slums. The first case, comprising a single 

study (Chapter Four), reviews extant literature on the social determinants of non-

communicable diseases (NCDs) in Indian slums. The second case, focusing on homelessness, 

is situated within the endeavour of standardising Street Medicine practice and is made up of 

three studies to this end (Chapters Five to Seven). The final case, again comprised of a single 

study (Chapter Eight), follows a network of advocates, researchers and legal professionals in 

Delhi who have pursued the construction of shelter for homeless individuals, across a range of 

court cases in the Supreme Court and Delhi High Court, spanning a twenty-year period. 
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The cases of this inquiry use methods tailored to their scope and research questions. In 

summary, the investigation comprises both desk and field research, mainly used in the analysis 

of secondary and primary data, respectively. The sources of secondary data include white and 

grey literature¾where the former includes published peer-reviewed scientific articles, and the 

latter includes technical and institutional reports, court case documents, newspaper articles, 

press releases and position papers¾and quantitative data derived from Street Medicine records 

and surveys carried out previously. The primary data derive from field observations and 

interviews with Street Medicine team members and coordinators, formal healthcare providers, 

researchers of homelessness in India, homeless individuals themselves, petitioners in court 

cases, and their legal counsel. In certain cases, multiple sources of data were combined to 

substantiate the veracity of the observed measures or phenomena. 

 

The final chapter of this thesis, Chapter Nine, draws across the three case studies to answer the 

main research question and sub-questions. The investigation finds that the health of people in 

slums, which we analysed for the specific case of NCDs (Chapter Four), can be understood 

beyond the biological production of disease. The symptomatic causes of NCDs in slums, such 

as physical inactivity¾linked to the higher rates of cardiovascular disease in slums¾bely 

diffuse networks of determinants that span the social reality of slum residents’ lives. The 

quality of slums of ‘being in the same place with the same people’ has a role in structuring the 

dynamics of these determinants into the pathways that produce ill health. By the same token, 

this quality also produces in slums the makings of a local policy environment, where the effects 

of interventions may be shared across the populations. For the homeless individuals in Delhi, 

we analysed Street Medicine’s treatment burden to provide the first empirical characterisation 

of the types of disease they suffer from (Chapter Five). While this burden is of great magnitude, 

we also found it was modified by characteristics of age, sex, location and season. Building on 

this, distinct sub-groups within Delhi’s homeless population emerged as we looked further into 

the clustering of social characteristics across locations in the city (Chapter Six). Our analysis 

suggests the unique patterns in health outcomes across these sub-groups and locations is 

intertwined with other forms of exclusion they may experience, including financial and social 

exclusion, and exclusion from public goods. The qualitative study (Chapter Seven) of barriers 

faced in addressing health needs for homeless groups gave character to the multiple exclusions 

faced by homeless groups; seeing homeless existence enjoined within a stringent prioritisation 

of needs for survival. The constraints to agency, access and the reciprocal pressures created by 
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multiple, competing needs shape the production of ill health in homeless individuals, and the 

ability to act on health needs. 

 

For service provision to the homeless, this thesis advocates for engaging homeless groups in 

their care; not just as a therapeutic relationship or means to solicit input, but as a redrawing of 

the patient-provider divide to bring homeless individuals to the face of care delivery. 

Engagement is first about moving healthcare closer to homeless communities and minimising 

the expense of health seeking on homeless individuals. Homeless persons can and should form 

part of healthcare delivery methods, as community liaisons and conduits for translating 

healthcare services into formats amenable to their lived experience. Engagement can help 

better targeting, whether towards high needs patients or the largest coverage; it can be used for 

mapping the health and non-health resources local to communities; it can help organise forms 

of community-owned care and social partnership, and; it can form the basis of understanding 

the dynamics of ill health in communities, and where health needs sit alongside other social 

needs.  

 

For local policy, our study of the social determinants of NCDs in slums reveal intermediate 

junctures in those pathways that were within the scope of local policy intervention. These 

interventions were not targeted towards personal attributes of slum individuals or structural 

drivers of disadvantage, but at a level where effects would permeate throughout the slum 

environment. Finally, in our analysis of the practice of advocacy for homeless groups in Delhi 

(Chapter Eight), we found our previous efforts to explicate the vast array of factors linking 

homelessness and health may not always be attuned to best solve the equation of ‘what are the 

needs of homeless groups and what can be done’. In different arenas of argumentation, whether 

political, legal or scientific, this equation may be resolved quicker by explaining that a shelter 

in winter represents the right to live another night. 
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Account 
 

Chapters Four to Eight are based on co-authored articles which have been published or 

submitted to peer-reviewed journals. 

 

Chapter Four: Lumagbas, L. B., Coleman, H. L. S., Bunders, J., Pariente, A., Belonje, A., & 

de Cock Buning, T. (2018). Non-communicable diseases in Indian slums: re-framing the Social 

Determinants of Health. Global Health Action, 11(1), 1438840. 

 

Chapter Five: Coleman, H. L. S., Lawson Tattersall, T., Alkazi, A. M., Bunders, J., Syurina, 

E., Agyemang, C., & Mander, H. (submitted). The burden of treatment among Delhi’s 

homeless: an analysis of Street Medicine consultations. Journal of Public Health. 

 

Chapter Six: Coleman, H. L. S., Lawson Tattersall, T., Alkazi, A. M., Syurina, E., Agyemang, 

C., Bunders, J., & Mander, J. (under review). At the intersections of vulnerability: predictors 

of exclusions within Delhi’s homeless population. Health Promotion International. 

 

Chapter Seven: Coleman, H. L. S., Levy-Philipp, L., Balt, E., Zuiderent-Jerak, T., Mander2, 

Bunders, J., & Syurina, E. (submitted). Addressing health needs of the homeless in Delhi: 

standardising on the issues of Street Medicine practice. International Journal of Health 

Services. 

 

Chapter Eight: Coleman, H. L. S., Syurina, E., Bunders, J., & Zuiderent-Jerak, T. (submitted). 

Advocacy in Action: The Transformation of Delhi’s Shelter Provision to the Homeless. Global 

Policy.
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The mass of the rich and the poor are differentiated by their incomes and nothing else, and 
the average millionaire is only the average dishwasher dressed in a new suit. 

― GEORGE ORWELL, DOWN AND OUT IN PARIS AND LONDON 

 

It was Velutha. […] She knew his back. She’d been carried on it. More times than she could 
count. It had a light brown birthmark, shaped like a pointed dry leaf. He said it was a lucky 
leaf, that made the monsoons come on time. A brown leaf on a black back. An autumn leaf at 
night. A lucky leaf that wasn’t lucky enough. 

― ARUNDHATI ROY, THE GOD OF SMALL THINGS 

 

To what extent does the freedom from adversity of one household depend on an increased 
risk of social exclusion for another? 

― GRAHAM ROOM & NICK BRITTON, THE DYNAMICS OF SOCIAL EXCLUSION 





 

 

For Velutha 
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Chapter 1 

Introduction 
 

The relationship between housing insecurity and health, specifically in India, is poorly 

understood, which makes intervening in this relationship difficult. 

 

1.1 The link between housing insecurity and ill health, in India and 

elsewhere 
 

The health of those living on the street, or without secure housing, is poorer than their housed 

counterparts. This is an established public health problem across the globe: there are few 

countries, if any, with no homeless individuals or groups and there are numerous government 

agencies or civil society organisations (CSOs) that attempt to address this problem specifically. 

Some countries, such as Finland and Japan, have comparably small homeless populations, 

which is ascribed to the countries’ reliable routes into secure employment or housing, either 

created by state, as in Finland’s case (Fondation Abbé Pierre & FEANTSA, 2019), or from 

both state and non-state actors, as in Japan’s (Kiener & Mizuuchi, 2018). At the other end of 

the scale, however, are countries such as India, where it is estimated nearly a million people 

live on the streets in urban areas (ORGI, 2011), and the homeless population appears to be 

growing faster over time (Ghosh, 2020). A bleak picture of the mental and physical tolls of 

homelessness in countries of the ‘global North’ is emerging as data collection efforts become 

more coordinated (Aldridge et al., 2018; Fazel et al., 2014), yet in countries such as India, the 

sheer magnitude and character of the health burdens that homeless people suffer remains only 

roughly mapped. 

 

Distinguishing homelessness from other forms of insecure housing is always, in some way, 

arbitrary and heavily shaped by context, yet this has not stopped attempts at a global definition. 

The newly created Institute of Global Homelessness—a joint initiative of DePaul University, 

Chicago and Depaul International—defines global homelessness as “living in severely 

inadequate housing due to a lack of access to minimally adequate housing” (Busch-Geertsema 

et al., 2016, p. 125). Even without clear boundaries, the association between ill health and poor 
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housing is well established. Compared to the general population, homeless individuals suffer 

higher rates of tuberculosis, HIV and hepatitis C (Beijer et al., 2012), scabies, body louse and 

Bartonella quintana infection (Badiaga et al., 2008), all measured psychiatric disorders (Fazel 

et al., 2008; Torchalla et al., 2011), unintentional injuries (Frencher et al., 2010), and physical 

or sexual assault (Larney et al., 2009; Meinbresse et al., 2014; Newburn & Rock, 2005).  

 

Almost exclusively, these studies derive from or focus on higher income, Western, and global 

North countries1. Even within this group, just a few countries account for the majority of the 

empirical data on the health burdens of homeless groups. From a recent meta-analysis of 

morbidity and mortality data among homeless groups and other excluded populations in 38 

high-income countries, the United States (25%), Australia (16%), Sweden (11%), Canada (9%) 

and the United Kingdom (8%) contributed 70% of the data points (Aldridge et al., 2018). Of 

the few studies studying the health burden of homeless people in India, we can only sketch the 

pervasiveness of ill health. For example, one study conducted in New Delhi in 2000 among 

2,955 homeless individuals reported a high incidence of tuberculosis, acute and chronic 

infections, and skin and diarrhoeal diseases (Desai et al., 2003). From another study, of 340 

homeless people surveyed across four Indian cities in 2008, every single one had reported a 

major health problem in the last year, and of whom, 56% had been advised to go to hospital 

(Mander, 2008). The difference in detail between the pictures we can paint in global North 

countries versus India, from the available data on the health effects of homelessness, affects 

the ability to design a response in terms of health services. More detailed analyses of health 

burdens in India’s homeless population is needed to embellish the latter picture (Prasad, 2012). 

 

Of what we know about the health conditions affecting homeless people, mainly in global 

North countries, studies across the global North-South divide have shown that these conditions 

 
 
1 The global North-South divide is an imperfect categorisation of countries, alike in usage to the World Bank’s 
country and lending groups that distinguish, based on gross national income (GNI) per capita, low-, medium- 
and high-income countries. Rather than focusing on “economic development” or proxy measures thereof 
however, the North-South divide is used in this thesis to roughly divide countries along criteria that pertain to 
housing security, health and social exclusion in general. These criteria include: the size of the informal 
employment sector, which is relatively small in global North countries while comprising a larger, often majority 
share in global South countries (International Labour Organization, 2015; Kiely, 2016), and; the scale and 
development of state welfare systems, including forms of social protection and prepaid health financing, which 
are generally more comprehensive and mature in global North countries. This categorisation can also distinguish 
the comparably larger quantity of peer-reviewed, scientific research on housing security and health that 
originates from, or focuses on, global North countries. 
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are made worse by the difficulties homeless people face when trying to seek and use healthcare. 

These barriers to access and utilisation play some part in the shaping the disease burden, a 

prime example being delaying treatment to a later stage of the disease’s progression. To begin 

with, a permanent address can be required in order to access the formal healthcare system (i.e., 

healthcare facilities whose services are reimbursed by government or subsidised private 

insurance). Forms of identity, state registration and citizenship are often contingent on an 

address or other bureaucratic markers; the lack of which makes homeless individuals ‘invisible’ 

to the state, affecting their ability to receive public benefits, subsidies or healthcare services 

(Crisis, 2002; Mander, 2008; Rae & Rees, 2015). Indeed, even counting the homeless is 

difficult as they are invisible to “traditional national statistic instruments and mechanisms” 

(FEANTSA, 2009, p. 4). The bureaucracy associated with healthcare registration (Wise & 

Phillips, 2013), as well as the attitudes of providers and public officials (Rae & Rees, 2015) 

are additional self-reported barriers that complicate interaction with public services. Homeless 

individuals also manage competing priorities as they try to meet their basic needs. The daily 

necessity of finding food and shelter often displaces health needs, deterring health-seeking 

behaviour or interrupting treatment regimens (Gelberg et al., 1997; Kushel et al., 2006). 

Finally, the spatial aspect of accessing healthcare, such as travelling to clinics (Gelberg et al., 

2004; Vuillermoz et al., 2017), as well as the long waiting times faced on arrival can preclude 

attending to other needs (Lewis et al., 2003). While we know less about how the disease burden 

compares between the global North and global South countries like India, the reported barriers 

to accessing and using healthcare services are similar (Mander, 2008; Patra & Anand, 2008; 

Prasad, 2011). As the healthcare system falls short of addressing the needs of homeless 

individuals, and the barriers described above prevent homeless people accessing services, there 

is a gap where the needs of homeless individuals are not met. These gaps can be measured as 

unmet healthcare needs: a self-reported measure based on the number of times healthcare has 

not been received when it was needed over a given period. The need for informal healthcare 

providers (such as non-governmental organisations [NGOs]) to step in to care for homeless 

persons—where the formal healthcare system falls short—would be most clearly illustrated by 

data on their unmet healthcare needs. 
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1.2. Filling the gaps left by the state 
 

There are even less data on the unmet health needs of homeless groups, even in global North 

countries, although a few studies in Canada, France, and the United States illustrate some of 

the effects of barriers to receiving care, described above. Their numbers range from 25% of a 

sample of 656 homeless women in Paris reporting at least one unmet healthcare need 

(Vuillermoz et al., 2017), to 37% of 974 homeless women in Los Angeles (Lewis et al., 2003), 

38% of homeless individuals across four Canadian cities (Argintaru et al., 2013), and 73% of 

966 homeless individuals from a nationally representative survey in the United States (Baggett 

et al., 2010). Although there are a lack of comparable data in India, the reports of equivalent 

problems for homeless persons seeking healthcare suggest a large debt of unmet health needs. 

Out-of-pocket (OOP) spending makes up 60-80% of the total health expenditure in India 

(Duran et al., 2015), meaning that the costs associated with using healthcare services can close 

off the option of seeking help for the housed, as well as the homeless population (O’Toole et 

al., 2004). If countries such as Canada or France, with national health services and 

comprehensive welfare packages, report large debts of unmet health needs for homeless 

persons, the exclusivity of India’s health system suggests an even greater burden of healthcare 

needs go unserved. 

 

As such, where homelessness exists, there are almost always informal providers of healthcare 

seeking to fill the needs unmet by the state. In the United States, for instance, the Health Care 

for the Homeless (HCH) initiative began as a series of independent pilot schemes in the 1980s 

and has now evolved into a federal programme serving over a million people each year 

(National Health Care for the Homeless Council, 2020). Street Medicine, a form of dedicated 

healthcare outreach for homeless individuals that originated in the United States in 1992, has 

now expanded to 85 cities across 15 countries. Groups of researchers and health practitioners 

working on homeless outreach and service provision now congregate at an annual International 

Street Medicine Symposium that began in 2005 (Street Medicine Institute, 2018a; Van Laere 

& Withers, 2008).  

 

In India, informal healthcare providers have been hailed as often the only source of relief for 

homeless groups across the country (Desai et al., 2003; Goel & Chowdhary, 2018; Kaur & 

Pathak, 2016; Shahri Adhikar Manch: Begharon Ke Saath [SAM:BKS], 2014a). The state’s 
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conspicuous absence, Goel and Chowdhary reflect (2018), means “the role of civil society 

organizations in providing basic human needs, love, compassion, and care is the most important 

contribution, to reduce [homeless person’s] discomfort and enable them to live a dignified life 

through empowering initiatives and efforts” (p. 61). Yet, if NGOs or CSOs are trying to serve 

the health needs of homeless groups where the formal healthcare system has failed, it begs the 

question of how these needs have been understood. The task of NGOs and informal providers 

is to provide healthcare in a way that meets these health needs, and avoids falling into the same 

problem of reproducing gaps.  

 

1.3. Understanding homelessness and its link to health 
 

The body of research on homelessness has mirrored the development of theories of behaviour 

in general. They have shifted from looking at the individual deficits that contribute to 

homelessness (Calsyn & Roades, 1994; Rae & Rees, 2015), towards a greater emphasis on the 

structural determinants of disadvantage, and the influence of the broader societal and political 

landscape on these populations (Burt, 2001; Lowe et al., 2017), as explanations of individual 

culpability have broadened to implicate the state (Kennett & Marsh, 1999; Neale, 1997). This 

has given way to a third group of integrative models for homelessness which has attempted to 

bridge the divide created by positioning the causes of homelessness as dichotomous (Nooe & 

Patterson, 2010; Speak, 2013). In studies of the responses to homelessness in global North 

countries, these shifts have been echoed in policy: as linear approaches to policy have failed to 

address the health and social needs of homeless groups, definitions and understandings of 

homelessness have gradually expanded in countries such as in Europe, the United States, and 

Australia (Minnery & Greenhalgh, 2007). The third wave of integrative frameworks and 

theories now come to dominate in what Fitzpatrick calls the “new orthodoxy”, which “attempt 

to weave together consideration of both macro-structural and individual factors in their 

explanations of homelessness” (Speak, 2013, p. 4). It is also within these “new orthodoxy” 

frameworks where the link between the ill health and homeless is usually studied: examples 

include its study through social exclusion perspectives (Fitzpatrick et al., 2011), the social 

determinants of health (McNeil et al., 2013), and social ecological models (Nooe & Patterson, 

2010).  
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Even as these framings try to move away from unilateral descriptions of how ill health 

manifests itself (i.e., X causes Y), the vast majority of the literature studying the link between 

inadequate housing and health is weighted towards describing one direction of influence¾that 

poor housing and homelessness causes poor health¾even though studies have observed 

disease, mental health and stigmatised conditions acting as the trigger for chronic poverty, 

homelessness and loss of livelihood (Hwang et al., 2011; Mander, 2008). In addition, as these 

frameworks do not give priority to individual or structural causes, they also share criticisms for 

being difficult to translate to policy and intervention. Criticisms including: i) that explicating 

the varied pathways of disadvantage make potential directions for intervention harder to 

discern, or; ii) that the potential policies or interventions they imply require large-scale 

coordination and implementation across multiple levels of society, from individuals to 

communities, to public services (Krumeich & Meershoek, 2014; Sallis et al., 2008). 

 

Studies in India and other global South countries have challenged the premise that definitions 

and understandings of homelessness can be easily transferred across contexts (Tipple & Speak, 

2005, 2009). The emphasis on a failure of the housing market to work for the interests of all, 

which is widely championed in global North countries as a prominent cause of homelessness, 

carries less weight in global South countries where formal housing serves only a relatively 

small proportion of the population. Rather, the conceptualisations of homelessness in India 

emphasise its character as a form of non-citizenship and systematic exclusion. Its ties to 

meanings of home and the structures of kinship that support these meanings, and the balancing 

of economic opportunities that can lead to, in some sense, forgoing housing to maximise other 

pursuits (Goel & Chowdhary, 2018; Speak, 2013). India’s policy responses to homelessness 

however, or lack thereof, have led authors to suggest the state sees it as an “individual 

responsibility to be housed” (Goel & Chowdhary, 2018, p. 51), rather than recognising the 

state’s role in the distribution of housing opportunities. One recent expression of commitment 

to the plight of homeless individuals was contained in the Indian government’s Deendayal 

Antyodaya Yojana-National Urban Livelihoods Mission (DAY-NULM)—a nationwide urban 

poverty alleviation programme enacted in 2013 (Technical Resource Group, 2014). Yet, 

without efforts to change the formal healthcare structures that currently exclude the homeless, 

alleviating their suffering will continue to fall to informal providers, NGOs and their own 

communities.  
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1.4. Intervening in the housing-health relationship 
 

Thirty-nine million people are pushed below the poverty line each year in India (Selvaraj & 

Karan, 2009), condemning many of them to homelessness and a spiral of poverty that is 

inescapable (Prasad, 2012). Alongside the diseases they face however, data from global North 

countries show the patterns of service use associated with homeless populations are higher cost, 

acute conditions (Brown et al., 2013; Hwang et al., 2013; Verlinde et al., 2010) and emergency 

care services (Capp et al., 2013; Lindamer et al., 2012; Tsai & Rosenheck, 2013), with longer 

duration of stays (Hwang et al., 2011). An analysis of admission data in Ontario, Canada found 

that the longer durations of stay resulted in an average excess cost of CAD $2,599 per 

admission in 2007 (CAD $3,165 or USD $2,402 in 2019), and an average CAD $1,058 higher 

cost (CAD $1,288 or USD $977) for psychiatric services compared to the housed population, 

irrespective of the length of admission (Hwang et al., 2011). Although again we must rely on 

data primarily collected in global North countries, it seems likely that informal outreach 

providers of healthcare for the homeless in India will be saving the formal healthcare system 

hundreds to thousands of dollars per case. The advent of more contextually sensitised 

understandings of homelessness in India (Goel & Chowdhary, 2018; Speak, 2013), however, 

has not led to their application in understanding the poorer health outcomes homeless people 

face. These health burdens are mostly viewed through the difficulties the homeless experience 

in accessing the formal healthcare system recounted earlier, such as, the attitudes of healthcare 

professionals towards them, their lack of identity documents, their inability to pay for 

healthcare, and their competing needs (Patra & Anand, 2008). This is where this thesis seeks 

to contribute: to describe the relationship between homelessness and poor health in India, and 

attempt to navigate the difficulties posed by translating these understandings to intervention.  

 

As this chapter has described, the ill health to which homeless people in India are exposed is, 

in part, linked to the difficulties they experience using healthcare services: it shapes the kinds 

of conditions they suffer from and makes what they already suffer from worse. Yet, there are 

also factors that derive from being homeless that makes those individuals more susceptible to 

(particular) illnesses or infirmity. The current state of knowledge is heavily weighted towards 

the first question: we know more about the barriers homeless people face in trying to use formal 

healthcare services, rather than how homeless life heightens vulnerability to particular health 

conditions. We seek to elucidate the pathways of disadvantage that link these, considering the 
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effects of homelessness on health, and the reciprocal effects of ill health on the disadvantage 

associated with homelessness. While the focus of homelessness interventions has shifted to the 

role of the state, as we have detailed, NGOs and informal providers are significant sources of 

healthcare for homeless people in India. Thus, we direct our attention towards interventions 

below the remit of the state, where informal providers of healthcare in India fill the gaps in 

unmet health needs for homeless persons. Our aim is to strengthen the knowledge base about 

the relationship between insecure housing and health in India, from which service provision, 

advocacy and local policy interventions can depart. Finally, there is a contention that NGOs, 

whether in global North or South countries, filling the gaps in service provision for the 

homeless, can be letting mainstream state services ‘off the hook’ for failing to serve the needs 

of those who are homeless (Banks & Hulme, 2012; Zlotnick et al., 2013). As we look to inform 

the development of health interventions for the homeless in the fields of service provision, local 

policy and advocacy, we can support functions that both recognise the right to health for 

homeless persons now, as well as attempt to change the duties on the state in the future. 

 

Having set our research aim as being to generate knowledge for NGOs and informal healthcare 

providers, the case studies that comprise this thesis, described in subsequent chapters, follow 

and engage in the actions of one NGO in India that serves homeless people. As both an informal 

healthcare provider to the homeless and advocacy organisation for homeless rights, following 

this NGO allows us to study different methods of intervening in the relationship between health 

and homelessness. In our study of these twin functions, advocacy and healthcare provision, the 

subsequent chapter, which explores the theoretical underpinnings of this research, outlines 

theories pertaining to the Indian Constitution and standardisation of healthcare. The 

Constitution, and its parts relevant for homeless persons, lay out the boundaries of our study 

of advocacy, while theories of healthcare standardisation apply to our studied NGO’s own 

endeavour to develop clinical protocols for its street-based care to homeless persons. The 

structure of the thesis, including the theories described in the following chapter, is outlined 

below. 

 

1.5. Structure of the thesis 
 

The following chapter describes, in greater detail, the theoretical underpinnings of this thesis. 

The chapter describes theories on inadequate housing and homelessness, framings of the 
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relationship between housing security and health, the standardisation of clinical practice, and 

the Indian constitution, before setting out the research questions guiding this thesis. Chapter 

Three continues by outlining the research design used to operationalise these research 

questions, looking at the specific cases and studies which make up the investigation. Chapters 

Four to Eight are studies exploring the relationship between forms of housing insecurity and 

health, or ways of intervening in this relationship. Finally, Chapter Nine draws across these 

studies to return to the research questions, and ends with reflections on future research and 

practice.
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Chapter 2 

Theoretical background 
 

We have situated this thesis within a need to understand the link between inadequate housing 

and health in India, in order to serve the functions of local policy, service provision and 

advocacy. Specifically, we look at slum and homeless populations in India and attempt to 

unpack features of their lived reality that affect, and are affected by, their health condition. The 

following section describes the relevant theoretical background to the research, and specifies 

how concepts and theories are used within the realms of this investigation. This includes the 

concepts of inadequate housing and homelessness, the framings we use to understand the link 

between housing insecurity and health, theories of standardising clinical practice, and the 

Indian constitution’s relevance to advocacy in India.  

 

2.1. Inadequate housing and homelessness 
 

The vast majority of the discourse on housing insecurity has been produced in and relates to 

global North countries, but this research investigation examines homelessness and inadequate 

housing in India, thus calling for an understanding of these two conditions that is sensitised to 

this context. We first look at the efforts made to distinguish inadequate housing from 

homelessness in global South countries2, before considering two conceptions of homelessness 

that depart from different epistemological positions. 

 

The boundary of where homelessness ends and inadequate housing begins vary significantly 

between countries, meaning that to transport a definition from a global North country to the 

global South would lead to vastly different implications and responses. There has been a trend 

 
 
2 Much of the work in understanding cross-cultural definitions of homelessness and their relation to studies of its 
global scope is lent from Suzanne Speak and Graham Tipple, under the aegis of the Global Urban Research Unit 
at Newcastle University. This has been followed more recently by the creation of the Institute of Global 
Homelessness (https://ighomelessness.org/), out of a partnership between DePaul University, Chicago and 
Depaul International in London, which aims to serve as a common repository for national efforts against 
homeless and advocates on the basis of homelessness as a global phenomenon. The following draws heavily 
from these two sources to contrast between conceptions of homelessness and inadequate housing. 
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in global North countries for NGOs’ definitions of homelessness to expand from street 

dwelling to forms of inadequate and temporary accommodation, in order to turn greater 

attention to vulnerable housing situations which can precede living on the street (Tipple & 

Speak, 2004). In qualification of this, Tipple and Speak (2006b) argue that conflating these two 

realities in global South countries would, first, mean the majority of households in global South 

countries would be enumerated in homeless counts, and second, potentially endanger informal 

settlements by withdrawing their legitimate or authorised status. These authors collated results 

of nine country studies on the distinctions made between homelessness and inadequate housing 

in each place, grounding their evaluation in the difference between the individuals who feel 

they have no home, and those with a home which is regarded in some aspect as inadequate by 

themselves or authorities. They subsequently posited that perhaps the only common theme 

between different country criteria was the recognition that inadequate housing represents a 

minimal staging post on the path to potential improvements in accommodation (Tipple & 

Speak, 2006). Figure 2.1. shows their conception of the housing security cycle, all bracketed 

within the context of inadequate shelter, where substandard housing and forms of “concealed” 

houselessness (e.g., living with friends or relatives) can risk periods of homelessness on the 

street and in shelters. They point out this distinction is in fact harder to make in countries like 

India and Bangladesh, given that in these two countries, sleeping rough on the street can 

graduate into recognised informal settlements as it “progresses through very rudimentary 

shelters to more permanent dwellings on roughly the same ground” (Tipple & Speak, 2006, p. 

81). In this case, Tipple and Speak argue the distinction lies at the point of receiving some form 

of tenured security and improved building quality. The model they propose foregrounds the 

idea that different housing security states are contiguous; and, rather than possessing discrete 

boundaries of a state at all, they only represent a point on a housing security function.  
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Figure 2.1. Tipple and Speak’s (2006) conception of the continuum between sleeping rough 

and substandard housing, itself modified from Springer’s earlier work (2000). 

 

If the division between living on the street and forms of inadequate housing is not clear cut, it 

begs the question of how policy makers can design housing programmes that effectively target 

those with the greatest need. The Institute of Global Homelessness has sought to answer this 

in devising a framework of global homelessness (Table 2.1.). By reviewing extant 

transnational and context-specific attempts at defining homelessness, Busch-Geertsema and 

colleagues posited their unifying definition of global homelessness as “living in severely 

inadequate housing due to a lack of access to minimally adequate housing” (Busch-Geertsema 

et al., 2016, p. 125). The adequacy or lack of housing threshold is determined against three 

domains: the security, physical and social domain. The security domain relates to both the legal 

entitlement to occupy and make a home (“de jure security”), the possibility of eviction (“de 

facto security”), and the ability to achieve exclusive occupation, i.e., having the capacity to 

remove others from your property. Second, the physical domain threshold relates to housing of 

sufficient quality and quantity. The former describes necessary standards of durability, weather 

protection, provision of basic amenities, and the absence of infestation and pollutants, and the 

latter pertains to having sufficient space and not being overcrowded. Finally, the social domain 

applies to the enjoyment of privacy, and opportunities for social relations, while also remaining 

safe from internal threats by co-occupants to persons or possessions. From these minimum 

standards derives three categories of populations, and related sub-populations, representing 

global homelessness (Table 2.1.). Were we to follow the authors’ suggestions, a narrow 
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definition of homelessness¾separated from forms of inadequate housing¾would include 

individuals who fall within categories 1 and 2(a-c).  

 

The Institute of Global Homelessness’ classification puts an emphasis on homelessness as an 

“enforced lack” of resources (Lansley & Mack, 2015, p. 33); in this case, a “severe housing 

deprivation” (Busch-Geertsema et al., 2016, p. 125). Taking a different epistemological angle, 

Speak (2013) draws across ten years of her empirical work into homelessness in global South 

countries to give an alternative understanding of forms of housing insecurity. She justifies this 

in the claim that structuralist understandings of homelessness¾succeeding those focused on 

the individuals themselves and their agency¾have been difficult to operationalise, and hence 

not yielded policy responses nor led to desired outcomes in reduced homelessness, of which 

their proponents assert. Further, she points to the different meanings of home¾its stronger 

connection to kinship in global South countries¾as well as changes to family structures and 

the effect of the spread of neoliberal ideologies on these countries economic and social policy, 

which necessitates a conception of homelessness distinct from those developed in the global 

North.  
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Table 2.1. Types of homeless populations (Busch-Geertsema et al., 2016). Grey shading denotes the point of passage from the classification of 

homeless individuals [1(a)-2(c)] to inadequately housed [2(d)-3(h)]. 
§ Sub-population 

1 
People without 

accommodation 

1(a) 
People sleeping in the streets or in other open spaces (such as parks, railway embankments, under bridges, on pavement, on river banks, in forests, 

etc.) 

1(b) 
People sleeping in public roofed spaces or buildings not intended for human habitation (such as bus and railway stations, taxi ranks, derelict 

buildings, public buildings, etc.) 

1(c) People sleeping in their cars, rickshaws, open fishing boats and other forms of transport 

1(d) ‘Pavement dwellers’—individuals or households who live on the street in a regular spot, usually with some form of makeshift cover 

2 People living in 

temporary or crisis 

accommodation 

2(a) People staying in night shelters (where occupants have to renegotiate their accommodation nightly) 

2(b) People living in homeless hostels and other types of temporary accommodation for homeless people (where occupants have a designated bed or 

room) 

2(c) Women and children living in refuges for those fleeing domestic violence 

2(d) People living in camps provided for ‘internally displaced people’ i.e. those who have fled their homes as a result of armed conflict, natural or 

human-made disasters, human rights violations, development projects, etc. but have not crossed international borders 

2(e) People living in camps or reception centres/temporary accommodation for asylum seekers, refugees and other immigrants 

3 

People living in 

severely inadequate 

and/or insecure 

accommodation 

3(a) People sharing with friends and relatives on a temporary basis 

3(b) People living under threat of violence 

3(c) People living in cheap hotels, bed and breakfasts and similar 

3(d) People squatting in conventional housing 

3(e) People living in conventional housing that is unfit for human habitation 

3(f) People living in trailers, caravans and tents 

3(g) People living in extremely overcrowded conditions 

3(h) People living in non-conventional buildings and temporary structures, including those living in slums/informal settlements 
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Speak (2013) offers five domains that should be captured in definitions of homelessness in the 

global South, which are: homelessness as a political tool, as non-citizenship, as neo-liberal 

collateral damage, as empowerment and opportunity, and as a value-driven phenomenon. First, 

the politics of homelessness in global South countries affects who is counted and why, or in 

other words, specifies what comprises homelessness in that country, and the reasons for 

specifying it that way. For example, narrowing the definition of homelessness can play down 

the scale of a national problem; whereas widening it can strengthen humanitarian claims for 

donor aid. Second, homelessness as non-citizenship refers to a common linkage drawn 

bureaucratically in global South countries between home ownership or fixed address and 

citizenship. Access to public programmes and forms of identity can often be predicated on 

having an address, while the language of homelessness can be analogous to accusations of poor 

citizenship and failure to participate in society. Third, the spread of neoliberal policies in the 

global South, including the structural adjustment programmes promoted by the World Bank 

and International Monetary Fund (IMF), are also a lens through which to view homelessness 

in these regions. The rising premium on land—particularly, urban land—is one example that 

has precipitated homelessness, due to relocation or resettlement off housing developer’s land. 

Fourth, the empowerment and opportunity perspective of homelessness offered by Speak runs 

counter to most narratives of lived experience, yet the testimonies of homeless individuals from 

global South countries can illustrate how homelessness may be a rational decision amidst 

competing priorities. This can include, but is not limited to, fleeing psychological or physical 

violence, or as a necessary trade-off in order to be nearer to work and economic opportunities. 

There is also an implicit presumption of broken social ties¾indeed, as a basis of social 

exclusion¾among descriptions of homelessness in the global North, which is not well fitted 

to many Southern contexts, particularly India, Indonesia and parts of sub-Saharan Africa. 

Homeless individuals sharing the same space can form part of tight-knit communities with 

supportive and cooperative functions, or as Speak (2013) describes: “it may be exactly the 

strength of their relational networks and affiliative bonds which leads to homelessness for 

some, through deeply entrenched kinship responsibilities and intergenerational contracts which 

underpin rural to urban migration” (p. 13). Finally, homelessness as a value-driven 

phenomenon pertains to shifts in cultural norms, often alongside social and economic changes, 

that each country is experiencing. The increasing prevalence of nuclear family units, as 

opposed to extended family networks, may leave elderly parents with less housing security, 

while women’s decisions to forgo shelter in order to seek work in cities will be entirely bound 
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by the cultural norms of women working outside the home. These values will shape the 

responses of homeless groups to policies, constraining the scope of acceptable behaviours, even 

as the policy seeks to enact behaviour change (Speak, 2013). Having now compared 

conceptions of housing insecurity in global North and South countries, and the relation between 

different conditions on the housing security spectrum, we briefly summarise the main points 

of this review for our investigation before describing how these concepts are used in different 

studies of this thesis. 

 

The endeavour to define homelessness and inadequate housing has led us in three directions. 

First, in illustrating that housing security runs along an axis, we find that distinguishing the 

condition of homelessness from the condition of inadequate housing is analogous to deciding 

where to cut the cake3. The only point we can take forward is that inadequate housing holds a 

position on the axis, relative to homelessness, closer to more secure housing arrangements. In 

this conception, a homeless individual experiences greater exclusion from housing than the 

inadequately housed, and thus has greater needs, at least in the housing domain. Second, the 

meanings of homelessness and forms of inadequate housing can be constructed several ways. 

There is one conception with the emphasis on the deprivation of a single resource—in this case, 

housing. Here, the meaning of housing is constructed4 through the security, physical and social 

domains, which foregrounds its essence as a material resource. The alternative conception of 

homelessness however, derived from lived experience in global South countries, bases housing 

within a wider kinship structure; and can place its meaning within a wider array of competing 

priorities (both economic and social), for which there can be a rationale for forgoing home. 

Aside from this, there are also the political and strategic uses of homelessness as a 

classification, in order to make groups invisible, or remove accountability relations in terms of 

the state’s patronage towards them. Here, the homeless individual is described as an agent 

within a complex social web of pursuits, of which housing forms a tradeable yet socially 

instrumental part; against a backdrop of authoritative figures and institutions with the ability to 

constrain or enable these pursuits in strategic ways. While departing from different 

epistemological positions, the distinct conceptions of homelessness and inadequate housing we 

 
 
3 Williams (2001) reflected on his experiences of conducting systematic counts of homeless populations in light 
of complexity theory, arguing “there is no such thing as homelessness, but instead a range of heterogeneous 
characteristics that give rise to a wide range of symptoms that we term ‘homelessness’” (p. 1). He suggests 
instead that homelessness is understood “probabilistically”, and at the level of probability of a single case. 
4 No pun intended. 
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have reviewed both have descriptive value for understanding and intervening in the relationship 

between a condition of housing insecurity and health. The aim of this thesis, however, is not 

just to describe homelessness through one of these lenses. Rather, our first use of these 

definitions is in helping our assessment of the effects to health of inadequate housing, and 

second, that we may shed light on the connection between definitions of homelessness and 

their translation to interventions in local policy, practice and advocacy. 

 

2.2. Framings for understanding the relationship between health 

and forms of housing insecurity 
 

The relationship between health and inadequate housing is explored in three ways in this thesis. 

First, we study the pathways that produce a burden of non-communicable diseases (NCDs) in 

Indian slum populations, and these pathways are framed using the social determinants of health 

(SDH). Second, we look at the overlapping forms of socioeconomic and health-related 

disadvantage that homeless people in Delhi face, using a social exclusion framing. Finally, we 

seek to identify the barriers that impede homeless persons and healthcare professionals 

addressing the needs of the homeless, and these barriers are understood within a social 

ecological model. In general, conceptions of homelessness have broadened as linear 

approaches in policy have failed to change the social outcomes for homeless people. So, too, 

have the descriptions of their disadvantaged condition that produce an effect on health become 

richer over time (Minnery & Greenhalgh, 2007). In line with the evolution of theories of health 

behaviour which have sought descriptive richness, this investigation seeks to navigate some of 

their perceived difficulties in translating to intervention (Glanz et al., 2008). We briefly 

describe these three framings employed in this thesis¾the social ecological model, the social 

determinants of health (SDH), and social exclusion¾before outlining their common scope in 

the description between conditions of housing security and health.  

 

The emergence of ecological models stemmed from a shift in understanding that behaviours 

were directly affected by an individual’s environment (Barker, 1968), rather than simply their 

perceptions of the environment (Lewin & Catwright, 1951). This recognition of the 

environment’s influence is distinct from other explanatory models of behaviour, which 

typically focus on the individual, their characteristics, and the influence of close relations such 

as family or friends (Sallis et al., 2008). Further, ecological models segregate influences at 
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different levels, extending from those most proximal to individuals (intrapersonal or micro-

influences) towards the wider contextual and structural levels (policy or macro-influences). 

The impact of ecological models is evidenced by their integration into many national health 

programmes (Institute of Medicine, 2001; U.S. Department of Health and Human Services, 

2000), and international development policies (World Health Organization, 2003, 2004), such 

as the Ottawa Charter for Health Promotion (World Health Organization, 1986). Notably, 

ecological models stress that interventions designed at multiple levels of influence (individual, 

community, policy) provide more scope for substantial behavioural change, as opposed to 

interventions at single levels (Sallis et al., 2008). As with behavioural theories, ecological 

models have been adapted for the causes of homelessness as thinking has shifted from focusing 

on how individual deficits contribute to homelessness, towards what influence the broader 

societal and political landscape holds for these populations (Haber & Toro, 2004). An ecology 

of homelessness was developed by Nooe and Patterson (2010), who identify risk factors for 

homelessness spanning the individual and structural levels, and the individual and social 

outcomes produced from different forms and durations of homelessness.  

 

The social determinants of health (SDH) emerged from challenges to purely medical framings 

of ill-health production, many of which stemmed from government-commissioned studies into 

national inequities in health outcomes (Black et al., 1980; Lalonde, 1974). In the early 2000s, 

the momentum of these studies led to some of the first cross-sectoral approaches to health in 

policy, mostly in Western Europe; from which the World Health Organization set up a 

dedicated Commission on the Social Determinants of Health in 2005. This three-year 

Commission developed a conceptual framework placing structural determinants of health 

inequities and features of socioeconomic position (including gender, education, income, 

occupation, social class, and race/ethnicity) within a wider socioeconomic and political context 

(that disaggregates to macroeconomic, social, and public policies, as well as governance and 

sociocultural values) that produce an effect on health through intermediary factors, such as the 

health system, material and psychosocial circumstance, and behavioural and biological factors 

(Solar & Irwin, 2010). The social stratification that occurs due to the dynamics of the 

socioeconomic and political context can then be reinforced or diminished by the more proximal 

structural determinants of health inequities and intermediary factors. The SDH has become a 

common framework to examine the pathways producing disadvantage to health and social 

outcomes of homeless and inadequately housed groups (McNeil et al., 2013; Reid et al., 2008). 
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In this thesis, the SDH is employed to explore the pathways that produce NCD burdens in 

Indian slum populations, identifying determinants from reviewed literature. 

 

The social inclusion-exclusion axis has become a common model to describe disparities in 

social outcomes between groups. The term traces back to ‘les exclus’, an epithet for poor people 

loosely used by politicians, activists and academics in France in the 1960s (Klanfer, 1965). As 

the term was drawn into the political discourse, the boundaries of the excluded group changed 

from disabled people, drug addicts, abused children and other ‘social misfits’ to young people 

struggling to gain employment during the country’s economic recovery in the 1980s (Paugam, 

1993; Silver, 1994). This shift accompanied (or perhaps, reflected) a change in the view of 

social exclusion in France: as opposed to a proxy term for poverty which could be leavened by 

economic opportunities, it was applied to the weakening of social bonds in the wake of societal 

and technological change. In the US and UK, however, social exclusion was seen differently. 

These countries saw social exclusion as abuses of rights equally conferred on all members of 

the citizenry. In this paradigm, society is organised through voluntary social group 

memberships, of which people have multiple, and are free to move across their boundaries. 

There is a supposed high turnover of excluded groups; thus, reversing exclusion is seen as 

ensuring group membership does not dictate access to scarce resources. The former conception 

in France led to policies of ‘insertion’, where the minority group were integrated into the 

dominant culture through pairing social and economic activities. For example, the receipt of 

income support was contingent on engaging in both job searches and social endeavours such 

as training or community activities, in order for the excluded group to form bonds within the 

included group (Silver, 1994). In the US and UK model, however, in which the majority of the 

EU’s social programmes would now be classed, social exclusion in policy terms has been 

translated to “welfare to work”, making people independent (as opposed to state-dependent), 

and participate in the paid workforce (Peace, 2001). A common feature of these conceptions of 

social exclusion is their implication of the state as the main architect of social inclusion 

activities. This may be due to state’s bureaucratic power in drawing the boundaries of socially 

included and excluded groups, such as determining the basis of citizenship (e.g. home address), 

and what resources or capabilities signify a shift from one group to the other (e.g. finding 

work). This does not disqualify other parties however, from performing what would be 

considered social exclusion work. As Kabeer (2005) writes, social exclusion perspectives offer 

NGOs: 



THE HOMELESS ARE NOT A CONSTITUENCY 

 39 

 

“an integrated way of looking at different forms of disadvantage which have tended to 

be dealt with separately […]. In particular it captures the experiences of the certain 

groups and categories in a society of somehow being ‘set apart’ from others, of being 

‘locked-out’ or ‘left behind’ in a way that the existing frameworks for poverty analysis 

had failed to capture.” (p. 2) 

 

In fact, social exclusion has an explicit reference in recent homelessness organisations 

established in the UK and US, both affiliated to Street Medicine: University College London’s 

Collaborative Centre for Inclusion Health5 and Allegheny Health Network’s Center for 

Inclusion Health6. In the same vein, social exclusion is employed as a framing in Chapter Six 

of this thesis, which looks at the forms of financial, social, and public goods exclusions faced 

by homeless individuals. This framing looks to inform healthcare service interventions as 

opposed to relying on the Indian state as the only body (suited to) performing social inclusion 

activities. 

 

Each of these theories attempts to bridge the divide between explanations of ill health that 

either centre on structural or individual causes. Some of these, such as the SDH, still maintain 

a logical priority for structural drivers of disadvantage, suggesting intervention must also be 

aiming for changes to social and public policy. Social exclusion perspectives, on the other hand, 

often implicate the state as the architect of social inclusion given their role in delimiting social 

boundaries, such as citizenship and access to public goods. These framings also share an 

emphasis on the reciprocal interactions between individuals and their wider social context, 

often categorising these influences across different ecological level or social spheres. This 

thesis employs these theories within the remit of local policy, advocacy, and informal 

healthcare providers for the homeless, thus seeking to navigate their supposed difficulties in 

translation to intervention, and without a dependence on structural change. We seek to 

illuminate the pathways of disadvantage that link together conditions of housing insecurity and 

ill health. 

 

 
 
5 https://www.ucl.ac.uk/epidemiology-health-care/research/epidemiology-and-public-health/research/ucl-
collaborative-centre-inclusion-health 
6 https://www.ahn.org/medicine/center-for-inclusion-health 
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2.3. Standardising street-based healthcare practice for the 

homeless 
 

Aside from the increased spread of Housing First approaches and their potential effects to 

health (Baxter et al., 2019), there are few comprehensive, national strategies for healthcare 

provision to homeless populations integrated into formal healthcare systems. One group of 

affiliated programmes filling this gap is united under the name Street Medicine, developed by 

Dr James Withers in Pittsburgh, USA, which takes healthcare professionals on the street in the 

form of walking teams. As a healthcare service, Street Medicine is defined by “strong 

components of preventive and social medicine, located within the intensely difficult lived 

realities of homeless persons, and is linked to a range of rescue, referral and medium and long 

term care services” (Street Medicine Institute, 2018b, p. 1). Street Medicine possesses little in 

the way of data evidencing its impact, however, Operation Safety Net (OSN), the first 

organisation to start practising Street Medicine in 1992, experienced year-on-year increases in 

homeless medical encounters (216%; 1992-1997), unduplicated clients (128%; 1994-1997), 

new clients (124%; 1994-1997), and referrals (155%; 1995-1997), a study by O’Toole and 

Withers (1998) found. Further, in 1997, the proportion of homeless individuals keeping 

medical appointments was 46%. There are now groups of Street Medicine researchers and 

practitioners working on homeless outreach and service provision in 85 cities and across 15 

countries, who congregate at an annual International Street Medicine Symposium, that began 

in 2005 (Street Medicine Institute, 2018a; Van Laere & Withers, 2008). Street Medicine has 

been in operation in India since 2012, managed by the Centre of Equity Studies (CES); first in 

Delhi, and then Jaipur, Hyderabad and Patna. Although there is no ‘standard’ homeless patient 

presenting to these teams—indeed, the large clinical variations in cases rest on improvising in 

constrained settings—they are in the process of developing social medical protocols. How they 

develop such protocols for Street Medicine services comprises one of the central cases of this 

thesis, given that such protocols pertain to both understanding the health of homeless people, 

and to the complementary arm of translating this understanding to intervention. Such questions 

are a central theme of debates on standardising clinical practice; the evolution of such debates, 

and their relevance to this thesis, we now turn to describe. 

 

The standardisation of Street Medicine practice rests on a body of knowledge pertaining to 

clinical practice guidelines (CPGs). CPGs are documents condensing vast amounts of clinical 
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evidence—and other forms of knowledge—into guidance for medical professionals, on 

possible courses of action and important considerations for clinical decision-making 

(Zuiderent-Jerak et al., 2012). Rather than just being diktats telling professionals ‘what to do’ 

and ‘how to do it’ (including how much, when, alongside what etc.), studies of their 

development have argued they often end up combining more prescriptive elements with space 

for more reflexive practice: a combination referred to as “framing reflexivity” (Van Loon & 

Zuiderent-Jerak, 2012). As with other CPGs, CES’ rationale for developing protocols partly 

lies in concerns about variations in medical practice occurring during Street Medicine outreach 

within and between the cities CES operates (standardisation to reduce variation), as well as 

wishing to support Street Medicine professionals in their choices about individual patients 

(standardisation to frame reflexivity). The former rationale has taken a central place in the 

history of evidence-based medicine (EBM) at large, and CPG development in particular.  

 

CPGs arose when variations in medical practice for clinically similar patients could not be 

justified by differences in clinical judgement. For example, John Wennberg (2002) reviewed 

the findings of the Dartmouth Atlas of Health Care project, a study of Medicare outcomes in 

the US. Even for patient groups where the recommended treatment was unambiguous, such as 

the prescription of beta blockers for discharged heart attack patients, hospital referral regions 

varied significantly; from 83% to 40% of ideal candidates receiving the drugs. The US Institute 

of Medicine defines CPGs as: “statements that include recommendations intended to optimize 

patient care that are informed by a systematic review of evidence and an assessment of the 

benefits and harms of alternative care options” (Graham et al., 2011, p. 4). As this definition 

suggests, CPGs are the instrument of EBM; they parse the systematic reviews and meta-

analyses of clinical interventions into an instruction manual. For all their ambitions of basing 

clinical decision making in robust, ‘gold-standard’ evidence, CPGs are also criticised on 

several grounds. First, CPGs are led by the idea that the procedural standard (i.e., systematic 

reviews and meta-analyses) by which the evidence of the intervention’s effect was produced, 

will also be clinically relevant to the patient (Evans, 1995). CPGs do not integrate clinical 

experience or considerations of doing clinical practice when formulated, and this is often linked 

to their second problem: their low rates of implementation. Roughly, adherence of healthcare 

professionals to CPGs has been estimated at 50% (Ament et al., 2015; Burstin et al., 1999). 

Third, the research which emerges from this low adherence to CPGs only serves to construct a 

“moving gap”, where studies try to determine the best ways to make doctors adhere to clinical 
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standards, when CPGs themselves were initially conceived as the way to make clinical practice 

follow EBM (Zuiderent-Jerak, 2015c). The research into adherence has focused on identifying 

‘factors’ which may compel healthcare professionals to use CPGs (Grol & Wensing, 2004; 

Taylor & Taylor, 2004). Indeed, these problems can be seen to sustain each other, as the 

research looking to increase CPG adherence fails to challenge the “privileged epistemological 

status of aggregated medical knowledge” (Zuiderent-Jerak, 2015b, p. 65).  

 

Finally, however, and most relevant for this thesis, there is also the question of for whom 

clinical practice is standardised. This question has historically been cast in medical science and 

healthcare policy as choosing between two sides of an axis: universalism and particularism, or 

respectively, the same guideline for everybody, or individualised guidelines based on personal 

characteristics. Given there is a historical precedent of underrepresentation of certain groups in 

clinical studies, which has also spawned political movements seeking redress, Steve Epstein 

argues CPGs exist in an “inclusion-and-difference” paradigm. This paradigm is “the inclusion 

of members of various groups generally considered to have been underrepresented previously 

as subjects in clinical studies” (Epstein, 2007, p. 6). From this paradigm comes the dominant 

standardisation approach, which he calls “niche standardisation. This means that, rather than 

standardising clinical practice for an ‘average’ patient, standards are usually created for 

categorical sub-groups, such as sex, gender, race, ethnicity and age. As Epstein (2007) points 

out however, these group identifiers tend to derive from a mixture of “medicine, social 

movements and state administration” (p. 140) when there are other categories, such as 

behaviours (e.g. smoking), which could be argued as more relevant in the design of clinical 

practices. In the same sense, niche standardisation is also decision of who is included. Epstein 

outlines the groups who, at least in the inclusion-and-difference paradigm, have typically made 

this cut:  

 

“[…] when the identity is already socially salient, when the representative group is 

highly mobilized, when the group lays claim to a form of difference that is already 

authorized by state classifications, and when proponents are able to convincingly 

deploy frames that link justice arguments to biological difference claims” (Epstein, 

2007, pp. 142–143) 
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Hence, in the development of protocols for homeless groups there is also an ongoing process 

of inclusion and exclusion taking place, as trade-offs are made in whose needs are served by 

the basket of standardised services. This holds two further considerations relevant to this thesis. 

First, homogenising the population within these categorical groups also means assuming the 

individuals within them have the same needs. This assumption seems particularly 

consequential in the current context given that the needs of homeless persons are inherently 

complex and strongly affected by their environment (Nooe & Patterson, 2010). Secondly, the 

inclusion-and-difference paradigm creates simplified understandings of difference; it tends to 

“flatten” the differences between social categories and treat them all as equal, discrete units 

(Epstein, 2007, p. 142). For CES, this means standardising its Street Medicine practice also 

entails determining the basis of needs on which their services are designed (niches or social 

categories), and how that selection of characteristics may affect the understanding of the 

resource or capability (i.e., standardised treatments) that serves their needs. Both of these are 

junctions on our path of translating an understanding of the health burdens of homeless people 

into a street-based clinical practice. Our research engages with CES as they attempt to develop 

this form of service provision intervention for homeless groups.  

 

The standardisation of Street Medicine’s service delivery serves as one example of intervening 

in the relationship between housing insecurity and health. Yet in the pursuit of broadening 

rights and entitlements to homeless persons, CES also operates as an advocacy organisation. 

The development of the Constitution of India, therefore, and the series of Supreme Court 

judgements pertaining to homeless rights in the light of this Constitution, frame the background 

on which CES’ advocacy takes place. This advocacy represents another method of intervening 

in the housing-health relationship by our study. 

 

2.4. The rights of homeless persons and their interpretation from 

the Indian constitution 
 

India’s Constitution, adopted in 1949, has a place in this thesis to configure the “vast sphere of 

personal liberty”7 in which our study of advocacy takes place. If CES’ advocacy pertains to the 

 
 
7 Maneka Gandhi v Union of India, 1978 AIR 597 (1978).  
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extension of rights to homeless groups, then the Constitution describes the conditions and 

means by which these rights are conferred. This section reviews relevant parts of India’s 

Constitution, and its evolution via subsequent Supreme Court interpretations, that pertain to 

understanding the homeless in India as a rights-bearing constituency. 

 

The Indian Constitution is an intimidating document—being the world’s longest for a 

sovereign nation—and theoretically substantial, drawing from various state models in its 

design. There were elements of socialism as it vested power in state planning and public 

investment; elements of welfarism in social protections and safeguarding of minorities—all 

mixed with a large role for the private sector (Byres, 1989). The task of building upon India’s 

recent independence fell to B. R. Ambedkar, the Constitution’s principal architect. Having 

already campaigned for equality of so-called depressed classes, Ambedkar’s Constitution 

enshrined multiple progressive aims and entitlements: it prohibited discrimination by caste and 

protected minority rights through legal provisions; it aimed to reduce inequalities and 

introduced universal suffrage; it sought to provide welfare for pregnant women, the elderly, 

disabled and unemployed; it looked to ensure access to education, healthcare and nutrition, 

and; to stop the hoarding of wealth in a few hands (Mander, 2018). These grand provisions, 

although purposeful, were not authoritative at the time of the Constitution’s adoption. It was 

only due to the Constitution’s subsequent interpretation in Supreme Court judgements that has 

ensured its legacy of social reform. 

 

Article 21 of India’s Constitution is the main statute interwoven with this investigation. This 

Article guarantees “No person shall be deprived of his life or personal liberty except according 

to procedure established by law”8, and is anointed as a fundamental right; that of the right to 

life, in India’s Constitution. Its importance as a rights- and duty-bearing statute¾for the Indian 

people and the Indian state, respectively¾first derives from its sovereignty within the 

constitution. The first 11 Articles pertain to the composition of the (at the time) new country’s 

borders, as well as the designation and conditions of citizenship, while Articles 12 to 35 specify 

citizens’ fundamental rights. As the extent of Parliament’s reach into the Constitution was 

being debated in its early years, the Supreme Court in Keshavananda Bharati v State of Kerala 

 
 
8 The Constitution of India, Art. 21. 



THE HOMELESS ARE NOT A CONSTITUENCY 

 45 

(1973)9 adjudged to anoint certain parts with a protection from future alteration. This included 

the fundamental rights, as well as other elements of the country’s sovereignty, and its secular, 

federalist, republican and democratic character.  

 

The fundamental right to life has been at the centre of several cases that changed the state’s 

relationship with the people living within its territory yet without adequate shelter. At the time 

of the Constitution’s implementation, the interpretation of fundamental rights were that only 

civil and political freedoms¾so-called negative rights that protect individuals from being 

subjected to a form of action¾were enforceable through the courts; such as freedom from 

slavery, freedom of religion, and speech. Still, there were expansions of the concept of personal 

liberty contained in the fundamental right to life, such as in Francis Coralis Mullin v 

Administrator, Union Territory of Delhi (1981)10, where the Justice asserted within it contained 

“the right to live with human dignity and all that goes along with it, namely, the bare necessaries 

of life such as adequate nutrition, clothing and shelter”. This precedent was the basis of a 

successful petition to the High Court of Delhi challenging the constitutional grounds of the 

Bombay Prevention of Begging Act11, which penalised people soliciting alms. In this case, the 

Court recognised that begging may be the only means of securing a right to life in the absence 

of state support in terms of welfare or employment. Yet, it wasn’t until Supreme Court 

judgements during People’s Union for Civil Liberties v Union of India (2017)12, also known as 

the Right to Food case, in which several socioeconomic or positive rights (placing duties on 

the state to take actions) were operationalised as part of the fundamental right to life, including 

the right to food, housing, and work (Mander, 2018). These positive duties were mobilised 

during the Winter of 2010, following the deaths of homeless people on the streets of Delhi. In 

both the Right to Food case and another case in the Delhi High Court13, the Delhi government 

was ordered to construct shelters on the basis of the homeless population’s estimated size 

(Dupont, 2013). These cases were seminal in not only translating the right to life into a positive 

obligation for the state to provide shelter, but also, for the first time, actually leading to the 

 
 
9 Keshavananda Bharati v State of Kerala, 4 SCC 225 (1973). 
10 Francis Coralis Mullin v Administrator, Union Territory of Delhi, 1981 AIR 756 (1981). 
11 Harsh Mander v Union of India & Ors., WP(C) 10498/2009 (2018). 
12 People’s Union for Civil Liberties v Union of India, WP(C) 196/2001 (2017). 
13 Court on its Own Motion v Government of the NCT of Delhi & Anr., WP(C) 29/2010 (2015). 
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construction of shelters as opposed to remaining an unused financial allocation in Delhi’s state 

budget. 

 

The mandated right to shelter for homeless persons under the Constitution serves as the 

endpoint of our investigation into the practice of advocacy. Our task is to illuminate and follow 

the path which led to this amendment in the rights of homeless persons and the duties this 

placed upon the state. The legal underpinnings of the right to shelter in India frame the moral 

and legal space in which CES’ work takes place. What this situation begs is understanding how 

CES’ advocacy was persuasive within the legal framework of the Constitution, as a rights-

bearing document, for homeless groups in Delhi. 

 

Having reviewed the contextual and theoretical underpinnings of the problems facing homeless 

groups and informal providers of healthcare as they seek to address homeless health needs, the 

following section outlines the research questions guiding this thesis. 

 

2.5. Research questions 
 

Our inquiry concerns the afflictions to health for inadequately housed groups in India, and the 

potential actions to tackle these through local policy, service provision and advocacy. We have 

discussed contrasting conceptions of homelessness and inadequately housed groups; as 

contiguous conditions on the same housing security axis, only distinguished by the position of 

relative and marginally higher security occupied by inadequately housed groups. Contrary to 

this conception of homelessness as a housing deficit, there is another way of understanding 

housing security that sees it as an embedded structure of kinship; a condition that is tradeable 

with other social and economic pursuits, and a political tool that can be used in the construction 

of a dominant idea of citizenship. The Indian Constitution, however, has moved from a position 

of recognising elements of homelessness as, either, violations of a fundamental right to life or 

parts of a fulfilment of a right to life (i.e., begging), to a position of recognising homeless 

people as rights holders with a claim on the state to housing. Our investigation also takes place 

within a wider tension where broadening understandings of homelessness have created greater 

difficulty in translating these understandings to health intervention. The main research question 

of this inquiry, therefore, is:  
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How can the health of inadequately housed groups in India be understood and addressed 

through intervention, service provision and advocacy? 

 

The scope of this question can be divided following the concepts and theories we have 

discussed, into constituent sub-questions: 

 

How can we understand the relationship between health and housing security in India? 

 

How can healthcare services engage with the homeless in addressing their health needs? 

 

How can health needs of homeless groups be addressed through local policy and 

advocacy? 

 

This investigation has an explicit focus on the actions of a non-state, informal healthcare 

provider, as it services the health needs of homeless groups unserved by the state’s formal 

healthcare system. This investigation is engaged in CES’ endeavour to standardise Street 

Medicine, and also places it within the endeavour of translating an understanding of 

homelessness and health into intervention. The following chapter outlines this engaged 

approach, the individual cases through which we will seek to answer the above questions, while 

also describing the methods used in this inquiry in further detail. 
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Chapter 3 
Research design 
 

The first chapter outlined the state of knowledge on the relationship between housing insecurity 

and health. We described the dominance of global North-oriented research, and the weighting 

of that research towards the effects of housing insecurity on health, rather than the effect of 

poor health on insecure housing. This thesis is placed within these deficits, seeking to describe 

the pathways of disadvantage linking together housing insecurity and health in the specific 

context of India, in order to intervene in this relationship through healthcare provision, local 

policy and advocacy. The second chapter then described the theories informing our research, 

and how these concepts and theories are used in the boundaries of this investigation. These 

theories guided the formulation of our main research question and sub-questions. This chapter 

now illustrates how these research questions will be approached, describing the specific setting 

and population in which our research is located, before moving to the methods used and specific 

cases that study different aspects of the relationship between housing insecurity and health. 

The chapter ends with discussions of data validation and research ethics. 

 

3.1. Study population and setting  
 

The primary setting of this research is in Delhi, India where the Centre for Equity Studies 

(CES) manages dedicated healthcare outreach teams for the homeless, and with which this 

thesis engages. We first provide a brief outline of Delhi’s homeless population and India’s 

health system, to contextualise the environment within which CES operates, before explaining 

the work of CES and its connection to this research. 

 

As previously described, enumerating the homeless is complex, and thus estimates of the 

homeless population’s size in Delhi vary. Counts from the 2011 Census put this number at 

47,000 for the National Capital Territory of Delhi (ORGI, 2011), while surveys by different 

organisations range from estimates over 150,000¾based on a count of 88,000 and assuming 

one person is missed for every person counted (Indo-Global Social Service Society, 2012)¾to 

324,375 (Supreme Court Commissioner’s Office, 2011). While heterogeneous, these surveys 
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suggest that the population is predominantly adult, male¾88% in the IGSSS study¾and 

economic migrants. Approximately 65% of the homeless population send remittances home 

while maintaining contact with their families, yet 80% earn under INR ₹100 (USD $1.39) per 

day (Indo-Global Social Service Society, 2012). In line with the high proportion of economic 

migrants, Dupont distinguished many of Delhi’s homeless population as in fact “houseless” 

given they maintained family connections and a home elsewhere (Dupont, 2000). Over 50% of 

the population are under the age of 50 and thus working age, while 37% are Muslim and 70% 

are Dalits, of which scheduled castes and other backward classes constitute 30% (Indo-Global 

Social Service Society, 2012). Mander (2008) surveyed the places homeless people sleep in 

Delhi (Table 3.1.), albeit purposively towards children and young adults, and found that the 

most common areas were courtyards and places of worship (n = 20; 21.%), followed by 

pavements and roadsides (n = 19; 20.4%) and then railway platforms (n = 14; 15.0%). 

 

Table 3.1. Places of sleep for a cross-section of Delhi’s homeless population, surveyed in 

Mander (2008). 

Place of sleep n % 

Under staircase 2 2.2% 

Under ledges of shops or homes 3 3.3% 

Market corridors 8 8.6% 

Railway platform 14 15.0% 

Bus stand 2 2.2% 

Courtyard or places of worship 20 21.5% 

Government night shelters 3 3.3% 

Deserted buildings 1 1.1% 

NGO night shelters 1 1.1% 

Pavement/roadsides  19 20.4% 

Parks 8 8.6% 

On flyovers 1 1.1% 

Under flyovers 3 3.3% 

Other 2 2.2% 

Not reported 6 6.5% 

Total 93 100% 
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If we reflect on this brief outline of Delhi’s homeless (or houseless) population, we can draw 

some parallels with the definitions of homelessness discussed in the previous chapter. With 

regard to their housing condition, there is a large overlap between the groups distinguished as 

homeless by the Institute of Global Homelessness (Busch-Geertsema et al., 2016) in Table 

2.1.—i.e., the groups 1(a)-2(c)—and the sample surveyed by Mander (2008) in Table 3.1. 

Indeed, the classification offered by the Institute of Global Homelessness mirrors the majority 

of individuals who receive care from CES’ Street Medicine teams in Delhi. However, the large 

number of economic migrants living houseless in Delhi, described by Dupont (2000), who can 

save on the costs of accommodation in Delhi to remit their earnings to family homes elsewhere, 

also resembles Speak’s (2013) description of forms of homelessness that is neither entirely 

compelled, nor without choice. This population confronts a healthcare system, which we now 

briefly describe, whose ability to provide affordable and accessible care to either the housed or 

houseless population is limited by structural deficits in funding and resource supply. 

 

India’s health system can be roughly categorised as predominantly funded by out-of-pocket 

(OOP) expenditures, serviced by private healthcare providers, and overseen through a mix of 

federal and state government responsibility for health (Duran et al., 2015). Public health 

spending in India is low compared to other countries: it comprises 3.7% of gross domestic 

product (GDP) and just 28% of total health expenditure (World Health Organization, 2018; Xu 

et al., 2018), while OOP makes up 60-80% (Duran et al., 2015). Just 8% of all healthcare 

services were privately provided at the time of India’s Independence in 1947, yet in 2001 the 

World Bank estimated that 93% of all hospitals, 82% of doctors and 64% of all beds were in 

the private sector; translating to 80% and 60% of total outpatient and inpatient care, 

respectively (World Bank Health Nutrition and Population Unit South Asia Region, 2001). 

General tax and non-tax revenues make up the majority of public funding for health, which the 

Ministry of Finance transfers to the Ministry of Health and Family Welfare (MOHFW) in each 

union, while transfers to the state are allocated upon the Planning and Finance Commissions’ 

recommendations (Duran et al., 2015). 

 

Healthcare provision in India is structured in a three-tiered system. District hospitals function 

as the primary tier in urban centres, while acting as the secondary level in rural areas. Tertiary 

healthcare, only found in urban areas, is provided by specialised public and private providers 

with high technological and diagnostic capacity (Duran et al., 2015). In theory, below-poverty 
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line (BPL) individuals receive fully subsidised health insurance coverage through the publicly 

funded National Health Protection Scheme (NHPS). Launched in 2018 and nicknamed 

‘Modicare’, it covers hospital treatments in secondary and tertiary facilities up to INR₹ 500,000 

(USD$ 6,575) per year for a family of five (Press Information Bureau, 2018). Availing these 

services however, is contingent on overcoming resourcing shortfalls and governance issues that 

plagued the scheme’s previous incarnation and stopped its widespread use (Angell et al., 2019; 

Sharma, 2018). For example, it was calculated in 2012 that, to meet current demand, a further 

23% of sub-centres, 26% of PHCs and 40% of CHCs are required (Government of India, 2012), 

while public facilities face a shortfall of 6.5 doctors, 10 nurses or midwives, 0.8 dentists, 5.4 

pharmacists and 0.5 community health workers per 10,000 people (World Health Organization, 

2013). This lack of supply, especially in urban areas with limited primary care, contributes to 

the gaps in service provision for homeless individuals into which informal healthcare providers, 

such as Street Medicine, step in.  

 

In Delhi, CES deploys two Street Medicine teams that, per week, each cover eight different 

routes or locations where homeless groups congregate (Table 3.2.). Each team consists of one 

doctor, one nurse or auxiliary-nurse-midwife, one social worker and one driver-cum-social 

worker. Street Medicine in Delhi currently provides two types of outreach services: clinic and 

walk. The former aims to provide services to the largest possible number of homeless 

individuals (coverage). To do this, as a Street Medicine team visits one location, the van is 

parked and becomes a pop-up clinic that homeless individuals ‘visit’ (Figure 3.1.). The line of 

individuals that gathers in front of the van is seen in sequence, and cases are triaged for referral 

to formal healthcare facilities or treatment by the Street Medicine team. Street Medicine 

treatment follows many aspects of primary healthcare in giving care for non-acute complaints, 

thus the most common activities include the dispensing of painkillers, medication for coughs 

and colds, treating dermatological conditions, minor injuries or lesions. The walk outreach 

comprises the team walking through locations, and visiting patients previously identified as 

high-needs (severity). This attempts to provide long-term, coordinated care across outreach 

visits, with patient follow-up and case-file maintenance. The Street Medicine teams are 

currently in the middle of rebalancing their service model; shifting towards more walk outreach 

provision as they seek to treat more homeless individuals with complex health needs. Yet, these 

two types of care are distinct in several ways. In clinic outreach, the patient must self-diagnose 

their need for care, while walk outreach confers greater responsibility upon the Street Medicine 
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team. Further, the length and depth of consultation increases with walk outreach: the creation 

of relationships and trust between patients and providers is the basis through which a treatment 

plan can be implemented across multiple visits and months. In practice, the types of 

medications and materials needed differs between outreach types.  

 

Table 3.2. Locations visited by the two Street Medicine teams in Delhi across a two-week 

cycle. 

Street Medicine team Location/route 

1 

Badli 

Rohini 

Mansarovar Park, Ramesh Park 

Shadrah Railway Station, Shadrah Flyover 

Ajmere Gate to Delhi Gate 

Mithai Pull 

Yamuna Bazaar 

Lohapull, Hanuman Mandir 

2 

Nizzamudin, Lodhi Road, Sarai Kale Khan 

Sewa Nagar 

Lado Sarai, Ber Sarai, IIT Flyover 

Yamuna Pushtha 

Jama Masjid, Townhall, Company Bagh, Chandini Chowk 

Connaught Place 

Motiah Khan, Rajender Place 

Modi Mill, Nehru Place, Sriniwaspuri 

 

The distinctions in practice and resources between clinic and walk outreach must be 

incorporated into CES’ approach of developing medical protocols for Street Medicine practice. 

This endeavour of protocol development forms the backdrop of the research conducted in this 

thesis: a number of the studies in the following chapters were conducted to inform the 

development of protocols, and engaging in CES’ work precipitated this thesis and its 

consideration of health and housing. The following section describes how this engagement with 

CES structured the research approach, and was indeed integral to a sensitised understanding of 

health and homelessness in Delhi and India.  
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Figure 3.1. The clinic form of outreach performed by Street Medicine teams in Delhi, using 

the van as the delivery interface. Image reproduced with the permission of the copyright holder, 

Atish Patel. 

 

3.1. Approach 
 

As described, this investigation departs from a collaboration with the Centre for Equity Studies 

(CES) in Delhi. As the coordinating organisation of Street Medicine teams across four cities in 

India, they provide access to many of the stakeholders sought for participation in this research, 

while also sharing quantitative data previously collected on the health burdens and 
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socioeconomic profiles of homeless groups. The inquiry takes an engaged, multiple case study 

approach; the most widely-used description of which comes from Yin (2018), but which has 

also been usefully embellished as part of a transdisciplinary case study approach described by 

Scholz and colleagues (2006). The current investigation aligns with the descriptive potential of 

case study research, given that it studies a real-world phenomenon—homelessness in India, 

and an organisation’s present-day endeavour to respond to homeless individuals’ lived 

experiences in the design of interventions. Rather than trying to separate out the complexity of 

this lived experience and its inextricable coupling to the context in which it occurs, this 

investigation aims at a rich description of the many processes, contexts and outcomes that 

accompany a study of the relationship between homelessness and ill health. By the engagement 

of the research in CES’ work, I mean I was intervening with an active purpose of addressing 

the health needs of the homeless, and doing so to produce situated understandings based on 

active connections with the practice (Zuiderent-Jerak, 2015a). For the purposes of reflecting 

on this research within a wider discussion on interventions for the homeless, the case studies 

that comprise this thesis are “faceted for the analyses in different perspectives of inquiry or in 

several subunits, respectively” (Scholz et al., 2006, p. 230).  

 

Our main unit of analysis is the intersection at which homeless individuals in India, the state 

and its formal healthcare service, and informal healthcare providers to the homeless shape and 

address the health needs of homeless groups. The individual cases that, from differing 

perspectives, cast this interface into sharp relief have been purposively selected based on my 

work on two projects, both taking place in India and focusing on the health of inadequately 

housed individuals. This way of working is defined by an epistemology of “probabilistic 

functionalism” (Figure 3.2.). This epistemology, first used to explain human perceptual 

systems (Brunswik, 1950), departs from a recognition that complete description of complex 

and ill-defined problems is impossible, and that any research output is inextricably a co-product 

of the research agents themselves and their interpretation. Scholz and Tietje (2002) adapt the 

model of probabilistic functionalism into an epistemology for the conduct of transdisciplinary 

case research, specifying its nature through four characteristics. First, is functionality, and the 

idea that any research agent will purposefully and intentionally define a variable of focus: in 

this case, the relationship between health and inadequate housing in India. Second, is those 

research agents’ vicarious mediation, meaning that their ability to select a number of 

perceptors (i.e., units of analysis or research cases) is limited by various constraints, including 
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common research constraints like time and money. The task of the research agent is to organise 

these preceptors in an order that can sufficiently represent the variable in focus, and to choose 

preceptors and perspectives that overlap for purposeful description. Third is the probabilistic 

relation of information acquisition and integration, which describes the view that there is 

always an element of probability in the practices of data collection and information acquisition, 

in the absence of studying a case that would allow total description. Fourth, and finally, is the 

functional, evolutionary optimisation of performance, resting on the idea that knowing whether 

a question has been sufficiently answered or a solution is appropriate is only possible on an 

evolutionary and continual basis. In this way, research agents must attempt to steward the 

performance of research or solutions over the course of its lifecycle, and towards a description 

of the variable in focus that is purposeful (Scholz et al., 2006; Scholz & Tietje, 2002). The 

purposive selection of the cases within this investigation was based on their descriptive value 

to the theoretical propositions of interest (Yin, 2018), namely in how local policy, service 

provision and advocacy can spring forth from understandings of the link between health and 

homelessness. These cases and the perspectives they lend are described following an outline of 

the research methods used during this investigation. 

 

 
Figure 3.2. A diagrammatic representation of the epistemology of probabilistic functionalism 

which this investigation makes use of. From Scholz and Tietje (2002). 
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3.2. Research methods 
 

The cases of this inquiry use methods tailored to their scope and research questions, described 

in series in the following section. In summary, the investigation comprises both desk and field 

research, mainly used in the analysis of secondary and primary data, respectively. The sources 

of secondary data include white and grey literature¾where the former includes published peer-

reviewed scientific articles, and the latter includes technical and institutional reports, court case 

documents, newspaper articles, press releases and position papers¾and quantitative data 

derived from Street Medicine records and surveys carried out previously. The primary data 

derive from field observations and interviews with Street Medicine team members and 

coordinators, formal healthcare providers, researchers of homelessness in India, homeless 

individuals themselves, petitioners in court cases, and their legal counsel. In certain cases, 

multiple sources of data were combined to substantiate the veracity of the observed measures 

or phenomena (Creswell, 2009). Further, each of the studies which comprise this investigation 

was undertaken by a team of researchers where data collection (for primary sources) and 

analysis activities (for primary and secondary sources) were shared to reduce risks of selection, 

observer, omitted variable and other cognitive biases. In the case of Street Medicine protocol 

development, the design of research, the process of problem structuring, and primary data 

collection were guided by a participatory, action-oriented epistemology, in which researchers 

engaged in CES’ agenda for better serving the needs of homeless groups in Delhi. Through 

this, both the normative goals of protocol development and its conflicts with the organisational 

constraints of Street Medicine practice could be critically examined and navigated. We now 

move to describe each of the cases and their contribution to this investigation in the following 

section. 

 

3.3. Selected cases 
 

This investigation is comprised of three cases that are accounts of translating an understanding 

of the relationship between inadequate housing and health into local policy, service provision, 

or advocacy. Each case focuses on different positions on the housing security continuum: from 

the position of greatest insecurity in homelessness, to relative greater security in shelters, and 

then finally in slums. The first case, comprising a single study, reviews extant literature on the 

social determinants of non-communicable diseases (NCDs) in Indian slums. The second case, 
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focusing on homelessness, is situated within the endeavour of standardising Street Medicine 

practice and is made up of three studies to this end. The final case, again comprised of a single 

study, follows a network of advocates, researchers and legal professionals in Delhi who have 

pursued the construction of shelter for homeless individuals, across a range of court cases in 

the Supreme Court and Delhi High Court, spanning a twenty-year period. What each of these 

cases shares is an attempt to reconcile theories of inadequate housing or homelessness into a 

prospective response for healthcare provision, local policy or advocacy. Each of these cases 

will now be described in greater detail, summarising the forthcoming chapters, and their link 

to the research questions previously defined. 

 

3.3.1. Case One: Translating the social determinants of health in slums into local policy 
 

This case reviews the literature on the causes of NCDs in Indian slums, using a social 

determinants of health (SDH) framing. The study (Chapter Four) departs from critiques of the 

SDH—as a model of disease production—for its analytical holism, making the direction of 

intervention design harder to discern and its implementation dependent on the coordination of 

many different institutions and stakeholders. In light of this critique, the study integrates a root 

cause analysis (RCA) methodology to identify cause and effect relationships between 

determinants identified by the literature. First, a narrative literature review was conducted to 

identify peer-reviewed papers that identify causal relationships between social determinants 

and NCDs in Indian slums, using a broad range of search terms and databases to extend beyond 

the public health field. Articles had to be published in English between 2000 and 2016, and use 

qualitative, quantitative14 or mixed methods to identify causal links between SDH and NCDs. 

RCA was then used to organise the causal relations identified by reviewed literature into logic 

trees. RCA uses an inductive process of identifying recurrent themes and iteratively ‘asking 

why’ to sorts symptomatic problems from their deeper causes. This way of focusing the lens 

of analysis helps to identify critical pathways of disease production that policies and 

programmes can target, particularly a fraction of intermediate causes that are amenable to 

policy and intervention. These potential solutions elaborate our inquiry that aims at addressing 

 
 
14 Quantitative papers had to take repeated measurements over time to be included, in order to identify the 
direction of causation. 
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the health needs of inadequately housed groups, and the study offers the application of a 

methodology to navigate a conceptually holistic theory of ill health and inadequate housing. 

 

3.3.2. Case Two: Translating the health needs of homeless groups in Delhi into Street 
Medicine’s service provision 
 

This case is made up of three studies that constitute inputs to the standardisation of Street 

Medicine practice. The first study (Chapter Five) analyses data collected on the diseases treated 

by CES’ Street Medicine teams from June 2016 to October 2018 (n =16,679). When a Street 

Medicine professional treats a homeless individual, a new entry is made in a register of the 

individual’s indicated condition, symptom or disease, as well as their name, date of 

consultation, age, sex, religion, location of consultation, and place of origin. These data serve 

as the team’s case file inventory, and are periodically converted to an Excel spreadsheet. The 

analysis of this dataset was directed in two ways: a descriptive overview of the population 

using available variables, and a disease-wise analysis across demographic characteristics, 

based on previously reported associations between characteristics and disease. The primary 

aim of this study is to quantify the ‘burden of treatment’ among those who seek care from 

Street Medicine teams, while the secondary aim, is to identify any variations in the distribution 

of this burden across localities in Delhi and the time of observation.  

 

The second study (Chapter Six) analyses data from a survey of homeless groups in Delhi to 

identify the sub-groups within and characteristics of the homeless population which predict 

multiple exclusions. In total, 125 beneficiaries were surveyed in each of four areas (n = 500) 

across Delhi: Yamuna Pushta, Jama Masjid, Connaught Place, and Nizammudin. A team of 

eight interviewers administered the survey in June 2016 across the four sample areas and 

profiled the following characteristics: demographic and socioeconomic information, access to 

BPL entitlements and forms of identity, sources of and access to healthcare, and livelihood and 

asset holding. Based on these variables, the study defines three types of exclusions that the 

homeless face: financial exclusion, measured through monthly income and expenditure data; 

public goods exclusion, measured through education level, healthcare treatment source and 

entitlement access, and; social exclusion, measured through the presence of social ties. multiple 

Regression models were built in order establish associations and measure effect sizes between 

surveyed characteristics and outcomes of interest (i.e., exclusions).  
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Finally, the third study (Chapter Seven) departs from debates of clinical protocol development 

that have picked up on widespread gaps in their adherence and the arbitrary categories of 

patient groups they standardise treatments for. Given these pitfalls, the study adopted a practice 

of situated standardisation, and looked to identify specific issues that homeless groups and 

Street Medicine teams face as they attempt to address the healthcare needs of homeless people. 

These issues become the tool through which to examine competing ideas about the best way of 

standardising Street Medicine practice. Between April and July 2018, these issues were 

identified through observations of Street Medicine practice and 31 semi-structured interviews 

with Street Medicine providers and coordinators, formal healthcare providers, researchers on 

homelessness in India, and homeless individuals. This case aims to understand how Street 

Medicine practice can be standardised for homeless groups in Delhi, derived from a rich 

understanding of their health and social needs.  

 

3.3.3. Case Three: An advocacy campaign for the shelter rights of homeless 
individuals 
 

The final case of this investigation is embedded in the study (Chapter Eight) of several court 

cases that precipitated a sharp increase in the number of shelters for homeless individuals in 

Delhi, from around ten in 2000 to the current 238. The study takes an empirical turn on 

advocacy evaluation in its attempt to identify ‘practices of change’—rather than theories of 

change—that can better represent the mechanisms behind successfully ‘doing’ advocacy. The 

methodological approach was informed by realist evaluation, identifying configurations of 

context, resources, reasoning, and outcomes, that make up a programme theory about 

advocacy’s role in the transformation of Delhi for sheltering homeless persons. This 

programme theory was first built by documentary analysis of court case materials, institutional 

and media reports, press releases, technical reports, position papers and newspaper articles. 

Alongside this, five key informant interviews were held with members of the petitioner group 

or legal cases in July 2018. The draft programme theory, constructed through our document 

review, was then interrogated using the coded interviews, and used to refine and organise the 

theory into a series of configurations of context, resources, reasoning, and outcomes. This 

advocacy perspective colours our understanding of homelessness as it is viewed in the legal 

framework in India, and provides a contrasting description of serving the health needs of 
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homeless groups. The relation between these cases, the theories and methodologies used and 

the research questions they are implicated in resolving are shown in Table 3.3. 

 

3.4. Validation of data 
 

The research outlined above was designed incorporating measures to minimise the bias in the 

collection of data and inferences drawn from it. Mitigating this bias was founded on the use of 

multiple methodologies, performed by a team of researchers, and plumbing different sources 

of data. An example of the former is in the combination of observations and interviews through 

which the barriers to addressing the healthcare needs of homeless groups was studied, allowing 

the confirmation, contrast or qualification of observations made through each method. 

Similarly, the chronology of the right to shelter campaign was built through the accounts of 

court case and media reports, and subsequently interrogated by the testimonies captured by 

stakeholder interviews. The design and conduct of data collection activities were supported by 

conversations within and outside the research team, through which each researcher’s approach 

could be cross-checked and validated. The analysis and interpretation of data was also repeated 

by different team members to check its logical coherence and comparison with anecdotal 

evidence. Finally, parts of the research integrated the perspectives of homeless individuals, and 

this thesis sought to foreground their perspectives as expertise in their own condition. 

 

As discussed in the previous chapter, the studies of this thesis are grounded in theories which 

enhance their comparison to other studies of similar phenomena in different contexts. The 

phenomena studied, including homelessness and the causes of ill health, as well as the features 

of context that frame these (such as the state’s exclusion of homeless groups), will also align 

with the situations in other countries across the global South. We posit that the actions in local 

policy, service provision, and advocacy this thesis seeks to serve, can illuminate directions for 

intervention in both global South and North countries. 
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Table 3.3. Overview of the cases, comprising studies and methods which contribute to answering the research questions of this investigation. 

Case Study Theory/concept used Methods 

Research 

question(s) 

implicated 

One 
Chapter 4: Non-communicable diseases in slum 

settings: re-framing the Social Determinants of Health 

Inadequate housing; social 

determinants of health 

Narrative literature review and root cause 

analysis of identified causes of NCDs. 
RQ1; RQ3 

Two 

Chapter 5: The burden of treatment among Delhi’s 

homeless: an analysis of Street Medicine consultations 
Homelessness 

Descriptive and inferential analysis of 

secondary quantitative data documenting 

diagnoses made by Street Medicine teams 

 

Chapter 6: At the intersections of vulnerability: 

predictors of exclusions within Delhi’s homeless 

population 

Homelessness; social exclusion 

 

Descriptive and inferential analysis of 

secondary quantitative data derived from a 

socioeconomic survey of Delhi’s homeless 

population 

RQ1: RQ2 

Chapter 7: Addressing health needs of the homeless in 

Delhi: standardising on the issues of Street Medicine 

practice 

Homelessness; social ecological 

model; standardisation of 

clinical practice 

Sociological study of issues affecting homeless 

individuals and Street Medicine, using 

observations and key informant interviews 

 

Three 
Chapter 8: Advocacy in action: How the provision of 

shelters for the homeless in Delhi was transformed 

Homelessness; interpretation of 

the rights of homeless persons 

from India’s Constitution 

Analysis of court documents, media and 

institutional reports, alongside key informant 

interviews; informed by realist methodologies 

RQ1; RQ3 

RQ1: How can we understand the relationship between health and housing security in India? 

RQ2: How can healthcare services engage with the homeless in addressing their health needs? 

RQ3: How can health needs of homeless groups be addressed through local policy and advocacy? 
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Chapter 4 

Non-communicable diseases in Indian slums: 

re-framing the Social Determinants of Health 
 

4.1. Abstract 
 

The epidemic of non-communicable diseases (NCDs) in slums has pushed its residents to 

heightened vulnerability. The Social Determinants of Health (SDH) framework has been used 

to understand the social dynamics and impact of NCDs, especially in poorly resourced 

communities. Whilst the SDH has helped to discredit the characterization of NCDs as diseases 

of affluence, its impact on policy has been less definitive. Given the multitude of factors which 

interact in the presentation of NCDs, operationalizing the SDH for policies and programs that 

account for the contextual complexity of slums has stalled. The objective of this study is to 

organise the complex networks of relations between SDH in slums so as to identify options for 

Indian municipal policy that are feasible to implement in the short-term. The study reviews the 

literature describing SDH in Indian slums, specifically those that establish causal relations 

between SDH and NCDs. Root cause analysis was then used to organise the identified relations 

of SDH and NCDs. Although poverty remains the largest structural determinant of health in 

slums, the multi-dimensional relations between SDH and NCDs are structured around four 

themes that describe the dynamics of slums, namely scarce clean water, low education, physical 

(in)activity and transportation. From the reviewed literature, four logic trees visualising the 

relations between SDH in slums and NCDs were constructed. The logic trees separated 

symptomatic problems from their more distal causes and recommendations were formulated 

based on features of these relationships that are amenable to policy intervention. Root cause 

analysis provides a means to focus the lens of examination of SDH, as evidenced here for 

Indian slums. It provides a guide for the development of policies that are grounded in the actual 

health concerns of people in slums, and takes account of the complex pathways through which 

diseases are socially constituted. 
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4.2. Background 
 

Of the 56 million deaths worldwide in 2012, non-communicable diseases (NCDs) accounted 

for 38 million (68%), and 28 million (74%) of these occurred in low- and middle-income 

countries (LMICs) (World Health Organization [WHO], 2014). There is growing empirical 

evidence that slums are locales of NCDs and their risk factors (Anand et al., 2007; Ayah et al., 

2013; Gowda et al., 2015; Yadav & Krishnan, 2008), whilst the absolute number of people 

living in slums increased from 767 million to 828 million from 2000 to 2010 in LMICs (UN-

Habitat, 2010). Continued slum formation and rises in NCD burden will place an increasing 

amount of the urban poor in chronic sickness or poverty. Understanding the causal pathways 

of NCD risk in slums, through distinguishing direct from indirect causes, is thus a key step to 

mitigating both national and international trends of NCD burden growth. 

 

Slums can be defined by their physical and legal characteristics: “inadequate access to 

safe water; inadequate access to sanitation and other infrastructure; poor structural quality of 

housing; overcrowding; insecure residential status” (UN-Habitat, 2010, p. 12). The constraints 

to health placed on slum populations are unique given the combination of their urbanized 

lifestyle and limited access to healthcare, usually as a result of being relatively poor (UN-
Habitat, 2003). Whilst these shifts in lifestyle are often associated with economic 

development¾such as, a higher consumption of processed foods and decreases in physical 

activity¾they do not bring the benefits of greater access to healthcare provision (Hancock et 

al., 2011). Addressing NCDs in slums must be able to account for the wide-ranging causes of 

disease wrought by these contextual and social factors, and the Social Determinants of Health 

(SDH) offers one approach to studying this interplay. 

 

Alongside the physiological causes of disease, the SDH provide an understanding of 

disease that incorporates the influence of social, behavioural, socioeconomic and 

environmental factors (Marmot, 2005). The SDH includes education, income, transport, 

gender, age, social status, plus broader societal factors (e.g., macroeconomic policy or cultural 

norms), as both influencers of disease (Commission on Social Determinants of Health, 2008) 

and causes of more evident risk factors, such as physical inactivity or tobacco use. The model’s 
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emphasis on the social conditions in which people live and work as determinants of health 

status make it relevant to an analysis of causal pathways of NCDs in slums.  

 

The broader perspective on the epidemiological presentation of diseases given by the 

SDH has yielded a multitude of studies that substantiate the association between NCDs, their 

risk factors and their socioeconomic and environmental determinants. These studies have 

linked sedentary lifestyles and unhealthy eating patterns to obesity in LMICs (Cecchini et al., 

2010), as well as the deleterious effects to health from low quality education (Finch et al., 

2010), poor built environment (Coffee et al., 2013), and social interaction (Diez Roux, 2007). 

Empirical research taking the SDH as its lens has helped to discredit the characterization of 

NCDs as diseases of affluence, yet its impact on policy is less definitive. An analysis of the 

policy interventions taken by the Canadian government to improve health outcomes for the 

domestic Type 2 diabetic population by Raphael et al. (2012) found that public policy 

approaches targeting the SDH have been largely ineffectual. Indeed, the challenges associated 

with translating the SDH into local and national policies were highlighted in a review by 

Krumeich and Meershoek (2014), who cautioned against the implementation of policies which 

fail to adapt the SDH based on features of the local context. 

 

This raises the broad question of how the SDH can be used to identify options for 

policy, and more specific to this study, how this can be done for the slum context. Slums and 

urbanization were considered in the original report from the Commission on Social 

Determinants of Health (2008), where slum upgrading was advocated as a part of their 

overarching recommendation to improve daily living conditions. This prioritised the provision 

of water and sanitation, electricity and paved streets for households irrespective of ability to 

pay. Further, the WHO Kobe Centre’s review paper for “Health in New Urban Settings” 

(World Health Organization, 2005) adapted the SDH into an ecological model that recognised 

urbanization and the urban setting as influencers of health. This work emphasised governance 

as the critical causal pathway for addressing social determinants of health in urban settings, 

recommending that interventions be applied at the municipal level and comprise the following 

features: ecological and population-based that address multiple upstream determinants of 

health for entire communities; integrative in that multiple context-specific interventions can be 

applied simultaneously, and; systems-based and clearly linked to principles of good 
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governance. The estimate in 2005 that global slum upgrading could be collectively financed by 

donors, local and national governments and households for USD $100 billion (Garau et al., 

2005) typifies the recommendations that SDH work in slums has yielded; often broad and 

requiring large funding streams to implement. This study seeks to identify policy options for 

mitigating NCD risk in slums that are feasible for local governments, using an in-depth analysis 

of the causal relations of social determinants in slums. 

 

Root cause analysis (RCA) encompasses a range of methodologies to scrutinize 

complex data by focusing on dependencies and relations (Andersen & Fagerhaug, 2006). 

RCA’s main focus is to identify cause and effect relationships responsible for an adverse event 

or problem (Wagner, 2014). By reviewing the literature on the causes of NCDs in Indian slums 

from a systems perspective, this study looks to organise the complex networks of SDH in slums 

through RCA. Thus, the connection and triangulation of simple, linear causalities into larger 

causal trees illustrates in more detail the (documented) relations between SDH and NCDs in 

Indian slums. Based on empirical data of the reviewed literature, logic trees will be constructed 

to visualise these relations and find causes at the intermediate level¾between the symptoms 

of rising NCDs and intangible, structural causes, such as poverty¾that are amenable to policy 

interventions (Okes, 2009)15. Whilst the SDH offer an all-encompassing view of disease that 

recognise the impact of both local and distal factors to health, this perspective is often too 

expansive to discern concrete targets of interventions. RCA is suggested as one means to focus 

the lens of analysis in SDH studies to identify critical pathways of disease that policies can 

target, specifically at the local level (Figure 4.1.). 

 

 
 
15 There are some NCD risk factors well established by quantitative associations (such as, alcohol and tobacco 
use, unhealthy diet) that haven’t been incorporated into the RCA as the direction of their causality in relation to 
other risk factors hasn’t been reported in the reviewed literature. 
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Figure 4.1. A schematic illustration of using RCA for the SDH. The RCA methodology is used 

to delineate cause and effect relationships between social determinants of NCDs in slums that 

have been empirically described in the literature. White circles represent empirically identified 

SDH of NCDs in slums, while the black circles represent a pathway of enhanced NCD risk in 

a slum individual, through the combination of social determinants. 

 

4.3. Methodology 

 

A narrative review of the literature was conducted to identify peer-reviewed papers that identify 

causal relationships between social determinants and NCDs in Indian slums. A broad range of 

search terms and databases was used with the aim of identifying literature in multiple 

disciplines, as opposed to those solely in the public health domain. Any combination of the 

following search terms was used to generate results; slums; informal settlements; non-

communicable diseases; chronic illness; social determinants of health; socio-economic status; 

urbanization; health; illness; low- and middle-income countries; globalization; poverty; social 

exclusion; women. Searches were conducted in the following bibliographic databases: 

Academic Source Complete; JSTOR; CINAHL; ERIC; MEDLINE; PubMed; Science Direct; 

Web of Science and Humanities International Complete. Reference lists of relevant articles 

were also searched to identify additional literature.  
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The titles and abstracts of articles were reviewed and those deemed relevant were stored in a 

bibliographic database. The PDF files of included articles were sought before a full-text 

reading¾applying the following inclusion and exclusion criteria¾generated the final 

inventory of articles. Articles had to be published in English between 2000 and 2016, and use 

qualitative, quantitative or mixed methods to identify causal links between SDH and NCDs. 

Conceptual analyses of NCDs in Indian slums and SDH were also included. The following 

document types were accepted: peer-reviewed scientific articles, books, policy documents and 

government publications. Editorials, opinion pieces, position papers, pamphlets and 

monographs were excluded. Articles published in peer-reviewed scientific journals were 

primarily sought, however some institutional reports¾such as, from the WHO¾were used if 

referenced in peer-reviewed publications. The relevance of articles was first judged by their 

reference to Indian slums, before seeking a description of the causal pathways of NCDs. As 

articles had to establish causal relations, quantitative papers had to take repeated measurements 

over time or incorporate a qualitative methodology to identify the direction of associations.  

 

Root cause analysis (RCA) was used to organise the causal relations identified by reviewed 

literature into logic trees. RCA attempts to sort symptomatic problems from their deeper causes 

(Okes, 2009); this study organised the causal relations of NCDs in Indian slums that have been 

empirically identified in the literature. The included studies were inductively analysed, 

identifying recurrent themes before iteratively refining these as more literature was reviewed. 

Due to the constraints imposed by the search criteria and the focus of included research articles, 

the inductive generation of themes was limited by selection bias, which may underpin their 

strong correlation to typical characteristics of slums. These themes were lack of clean water, 

education, physical (in)activity and transportation. Social determinants of NCDs were 

structured into four logic trees using these themes. The evidence from reviewed literature as it 

relates to the social determinants of NCDs in slums will be discussed per theme below. 

 

4.4. Results 

 

From the inductive analysis of reviewed articles, four themes emerged that were used during 

the RCA to structure the social determinants of NCDs identified in slums: lack of clean water, 
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education, physical (in)activity and transportation. Poverty has been cited as the most dominant 

structural determinant of health affecting individuals living in slums (WHO, 2005), yet rather 

than structuring the causal trees with poverty as the most deep-rooted cause, the analysis has 

sought to identify the consequences of poverty, or lack of income, that would generate 

opportunities for policy other than social protection policies or money transfers. Three types of 

literature data were used in the analysis, describing: 

 

1. The presence of NCDs in slums (quantitative descriptions).  

2. The connection between location and NCDs (quantitative and explanatory). 

3. The experiences of people with NCDs in slums (qualitative and explanatory).  

 

The following sections detail the results of the RCA of reviewed literature that delineates the 

causal pathways of NCDs in slums. 

 

4.4.1. Lack of clean water 
 

In a broad literature review on health inequity in Asia, Friel et al. (2011) stressed that the health 

of people in Asia is shaped by both socioeconomic and environmental conditions, as well as 

persistent health inequities. They found that a lack of clean drinking water was a strong 

indicator of health inequity in Asia. One factor in the dearth of clean water in slums can be its 

contamination, such as by vectors, that raises NCD risk. This causal pathway was reported by 

Ogoina and Onyemelukwe (2009) in their review, which linked the contamination of water by 

vectors to higher infectious disease prevalence, that leads to increased susceptibility to 

autoimmune diseases (Bach, 2002). 

 

In India, socio-political and economic factors such as the lack of sanitation and poor water 

management are primary causes behind the country’s general lack of clean water. Following 

an extensive literature review and five regional consultations of key stakeholders, Cronin et al. 

(2014) observed that the level of water pollution in India is portentous: it can cause severe harm 

to people if left unattended, especially in the slums. Hence, sanitation, access to clean water, 

and its sustainability are one of India’s most urgent concerns. The comparative case study of 

five cities by Allen et al. (2006) showed that the inadequacy of public policies and private 
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initiatives to combat the lack of clean water results in higher water prices for the peri-urban 

poor which encourages them to use alternate means to access water. Anand’s study (2011) in 

the slums of Mumbai expanded this notion stating that slum dwellers’ access to water depends 

on complex cultural, political and empirical factors.  

 

In a comparative study using the Indian Census of 2001, Goli et al. (2011) noted that the lack 

of safe drinking water in Indian cities, particularly in slums, serves as a marker for the poor 

living conditions of residents that lead to poor health. In their own comparative, ethnographic 

study covering slums in Chittagong, Dhaka, Hyderabad and Nairobi, Joshi et al. (2011) 

emphasised that the focus on drinking water simplifies socioeconomic and cultural 

complexities, as water is also used for laundry, bathing, cooking, personal hygiene and in 

domestic tasks. Reddy and Snehalatha (2011) asserted that lacking clean water places slum 

women at a further disadvantage, as it is the women’s task to collect the water for the family 

and keep their surrounding area clean. This demonstrates the influence of cultural norms on 

water inequality, of which poverty, caste and gender are all factors. In his longitudinal study, 

Joshi (2011) observed that women were ascribed the responsibility of water-related chores, 

summarising perceptions as: “a good woman is one who performs these tasks which includes 

carrying and using water in the home” (p.57). As such, men are not expected to perform water 

tasks; doing so would be a loss of face. 

 

Sahoo et al. (2015) conducted grounded theory life-course research studying the impact of 

lacking sanitation on the lives of slum women in Odisha. The results of 56 in-depth interviews 

showed that sanitation far extends beyond defecation and urination, as many actions are 

performed by women to secure water for the entire family, such as carrying water, queueing 

for water, and walking long distances. The ignorance of these tasks hides their heightened risk 

of accidents, violence, and other dangers when they carry water or travel for bathing and other 

personal hygiene tasks. Further, newly married women and expectant mothers face the greatest 

burden by the lack of water and sanitation as compared to other women. To facilitate their entry 

into the community and to cope with the frequent urination during pregnancy, both respectively 

decrease their intake of water and food. A qualitative study by Khanna and Das (2016) in rural 

Uttar Pradesh highlighted similar findings, observing that some women had to walk for hours 

to find water or a suitable place for personal hygiene, which puts them at risk of violence, 

physical overexertion, accidents and illnesses. They also noted that whilst women were 
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responsible for securing water for the entire family, they had the lowest priority regarding 

personal use of water. Other studies have arrived at a similar conclusion (Anand, 2011; Joshi, 

2011; Reddy & Snehalatha, 2011). 

 

Mahon and Fernandes (2010) argued that the menstrual hygiene of women and girls is a 

neglected issue within water, sanitation and hygiene (WASH) in slums. Using the experiences 

of WaterAid in Nepal and India for their case study, they identified the religious and cultural 

taboos that fuel negative beliefs and behaviours towards menstruation in the region (e.g. 

menstruation is dirty, women’s impurity during menstruation, lack of awareness of the 

biological processes of menstruation which significantly contributes to its neglect. This neglect 

can lead to illnesses such as menstrual infection, white discharge, itching, burning, ovarian 

swelling and frequent urination. During menstruation, women and girls experience more 

difficulties as they collect water—which they are not allowed to touch and use during 

menstruation—and perform personal hygiene. They worry about how and where to wash the 

clothes they use, and experience physical pain and shame as they attempt to gather water for 

the family. 

 

Mehta (2007) stated that the scarcity of clean water should also be connected to the wider 

socioeconomic, political and cultural conditions of India. Institutionalised and state-supported 

strategies against water scarcity were set to benefit rich farmers and agro-industrial lobbyists 

more than the poorer groups, such as pastoralists and dryland cultivators, they were claiming 

to help. The relations between causal pathways of NCD risk and clean water scarcity are 

depicted in Figure 4.2. 
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Figure 4.2. Logic tree structured around the lack of clean water in slums. [1] Cronin et al. (2014); [2] Joshi et al. (2011); [3] Sahoo et al. (2015); 

[4] Khanna & Das (2016); [5] Joshi (2011); [6] Bach (2002); [7] Allen et al. (2006); [8] Anand (2011); [9] Mehta (2007); [10] Reddy & Snehalatha 

(2011); [11] Goli et al. (2011); [12] Mahon & Fernandes (2010). The direction of arrows indicates deeper causes, lines without arrows highlight 

relations between determinants, and shaded boxes indicate common determinants across figures. 
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4.4.2. Education 
 

A low level of education is one of the social determinants identified as a critical risk factor for 

developing CVD among women. In 2011, Yusuf et al. (2011) performed a cohort study in 

Mumbai with the aim of determining the influence of education on CVD mortality. They found 

that CVD was the leading cause of death in both men and women across all levels of education, 

however, it was highest amongst males and females who were illiterate or those who had 

attended primary school only. The hazard ratio (HR) for both sexes was equivalent, whilst all 

other educational levels (middle school, secondary education and college) had a decreasing 

HR. They attributed their findings to the fact that better educated people have more access to 

information and more awareness of the issues surrounding NCD risk. 

 

In a review of the literature regarding the education of children living in poverty, 

Nambissan (2010) noted the questionable quality of public schools and exorbitant tuition fees 

of private schools, which served to push children living in chronic poverty into further 

disadvantage. Using qualitative surveys of 417 households in two Delhi slums and reports from 

National Sample Surveys, Tsujita (2009) analysed the factors affecting education deprivation 

of slum children. She maintained that the inability of parents to pay for schooling (e.g. 

textbooks, examinations, tuition) combined with their negative perceptions towards education 

serve as a primary cause behind the high drop-out or absenteeism of slum children between the 

age of 5-14. Chugh (2011) also studied factors behind student drop-out in slum students aged 

between 15-19, showing that gender, institutional limitations and parents’ negative perceptions 

of education as significant determinants. Purposively sampling 432 Delhi slum students who 

had dropped out, she found that compared with boys, more girls were dropping out of school 

at an earlier age, often as they are asked to help their mothers with household chores or to care 

for their younger siblings (Chugh, 2011). Early marriage was also cited as a factor in girls 

dropping out, whilst boys would drop out from school to work. The study also highlighted that 

the quality of girls’ education is inferior to boys’, resulting from cultural beliefs of women’s 

limited contributions to family income. Conversely, boys’ education is prioritised as they are 

charged with caring for their parents. Wu et al. (2007) substantiated the influence of culture on 

education, linking girl’s assignment to household chores, caring for siblings and marriage, to 

parents’ low prioritisation of female education. 
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In their survey of schools within the slums of East Delhi, Tooley and Dixon (2007) also 

observed boys’ preferential education for boys. Further, they noted that whilst slums are often 

situated near city centres, many slum students have to walk two to three hours to reach their 

school as these charge lower fees compared with inner city schools. The long walks also serve 

to discourage attendance, especially amongst girls who cite the physical exhaustion and fears 

for their safety. Alarmed by the continuing increase in dropout rate amongst Indian primary 

school students, Sajjad et al. (2012) conducted an in-depth study involving 129 students who 

had dropped out between 2010-2011. They found that despite the government’s efforts to 

provide universal education, the beliefs, values and traditions that discriminate against girls’ 

education and demand for boys to seek work were primary reasons for children dropping out. 

Explaining parent’s role in school drop-out rates, Mukherjee and Das (2008) found that 

parents’ educational and work status, particularly the father’s, have a significant impact on 

children’s schooling and the pressure they experience to enter the work force. Dutt (2010) 

argued that although girls’ education is their ticket to freedom, it is limited by cultural norms. 

She found that many social and cultural structures in India do not favour the pursuit of girls’ 

education, such as early marriage, their assignment to household chores, harassment in public 

spaces, and poverty. 

 

Teachers’ perceptions and attitudes towards students have also been found to affect 

both male and female students’ performance (Chugh, 2011). Corporal punishments, 

discriminatory school environments, humiliation, insults and the abusive attitudes of teachers 

towards slum students all serve to discourage them from continuing their studies. Additionally, 

Mohanty’s (2014) literature review and household survey in the slums of Lucknow and Kanpur 

concluded that originating from a scheduled caste, tribe or being a slum dweller increased the 

risk of low education. Figure 4.3. shows how the low education of slum residents as an NCD 

risk factor relates to opportunities that are limited by various socio-cultural and economic 

factors. These limited opportunities are further compounded by other factors such as age, 

limited awareness, limited accessibility, susceptibility to accidents and chronic physical pain 

(World Health Organization, 2014).  
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Figure 4.3. Logic tree structured around low education in the slums. [1] Nambissan (2010); [2] Yusuf et al. (2011); [3] WHO (2014); [4] Chugh 

(2011); [5] Sajjad et al. (2012); [6] Tsujita (2009); [7] Tooley & Dixon (2007); [8] Mohanty (2014); [9] Dutt (2010); [10] Mukherjee & Das (2008); 

[11] Wu et al. (2007). The direction of arrows indicates deeper causes, lines without arrows highlight relations between determinants, and shaded 

boxes indicate common determinants across figures. 
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4.4.3. Physical (in)activity 
 

The WHO (2014) stated in its global NCD report that physical activity (PA) is one of the most 

effective approaches to preventing NCDs, particularly CVD. The practice of this health 

behaviour however, was linked by Mandelbaum (1988) during his extensive ethnographic 

study of India to the social expectations imposed upon Indian boys, girls, men and women. 

Supporting this, Anand et al. (2007) found through a quantitative survey of the slums in 

Faridabad that physical inactivity was higher amongst men than women. Tripathy et al. (2016) 

used the STEPwise approach to NCD risk factor surveillance (STEPS) survey to draw a similar 

conclusion, citing the lack of recreational resources for PA amongst women in slums. The 

STEPS survey however, has been criticized for its inability to capture the physical activity 

related to housework, for which women are primarily responsible (Anand et al., 2007). A cross-

sectional study from Chomitz et al. (2013) linked the cultural context of India that assigns 

women to household chores to their reportedly low PA. In their study of the association 

between built environment (BE) and PA, Adlakha et al. (2017) supported the notion that the 

understanding of PA is limited to three categories of work, leisure and travel, which ignores 

the household work of people in slums. Manjrekar et al. (2014) linked the lower PA of women 

in slums to a higher risk of developing NCDs in their comparative study between working and 

non-working women in urban India. 

 

The issue of physical inactivity in the slums is due to many factors, such as the lack of green 

parks or safe spaces where people can walk and exercise to the cultural restrictions on women’s 

mobility, their burden of household chores, the lack of streetlights, and safety and security 

issues (World Health Organization, 2005). Similarly, whilst transportation is accessible in 

many slum communities due to their proximity to urban centres, few utilise it due to its high 

cost and opt to walk or bike for long hours instead. Within this context, many observations 

have been made about PA and slum dwellers. In studying the effect of BE on the PA of citizens 

of South India, Adlakha et al. (2016) concluded that people with lower socioeconomic status 

(SES) and living in an area of lower walkability spend more time walking (225 minutes/week) 

and biking (75 minutes/week) than people with higher SES in an area of high walkability 

(walking 30 mins/week; biking 1.0 min/week). They attributed the discrepancy to the 

prohibitive traffic conditions in Chennai, which discourage people with high SES from using 

their private vehicles. Low PA in slums has also been linked to safety and security issues. The 
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WHO (2008) cited the lack of recreational facilities, and poor urban infrastructure of slums in 

general, as conditions for gang culture, primarily amongst men. The effects of physical 

(in)activity on social determinants of NCD risk are depicted in Figure 4.4. 

 

4.4.4. Transportation 
 

The potential benefits and harms of urbanisation to health are long-established, being the 

subject of the final report submitted to the WHO’s Commission on Social Determinants of 

Health (World Health Organization, 2008). The transport networks spread throughout urban 

settings have a mediating influence on this relationship. In their exploratory analysis of urban 

health in four Indian cities—Chennai, Bhubanewaar, Meerut and Shillong—Mullen et al. 

(2016) noted that transportation can present both positive and negative opportunities for health. 

 

Giles-Corti et al. (2016) conducted a narrative literature review from various disciplines 

to study the connection between health and city planning. Although they concluded that the 

evidence in LMICs is limited to establish that urban and transport integration are critical for 

reducing health inequities, they found that traffic congestion is strongly associated with CVD. 

Likewise, undeveloped public transport and the frequent use of two-wheel motorcycles for 

mobility contribute to an increased risk of type 2 diabetes, obesity, and hypertension due to 

reduced physical activity. Hence, they urged for greater collaboration between government 

agencies to deal with changing patterns in urban transportation. Adlakha et al. (2017) examined 

the connection between BE and PA in Chennai, India, distributing the International Physical 

Activity and Environment Network (IPEN) survey questionnaire to 292 participants across 

different socioeconomic strata. They concluded that people with a lower SES obtain their PA 

from travel (walking and biking) while people with a higher SES obtain their PA from leisure. 

As one of the first studies conducted on this issue in India, the authors recommended that their 

findings must be understood in its context. In another study, Adlakha et al. (2016) combined 

the IPEN with the Neighbourhood Environment Walkability Scale (NEWS) to measure the 

effects of BE on PA. They observed that residents from both lower and higher SES meet the 

WHO’s recommended levels of PA, yet residents from lower SES get their PA from travel, 

whilst residents with higher SES obtain theirs from leisure and recreation. They also stated that 

public transportation is necessary for residents from lower SES as they cannot afford the price 

of an automobile to enhance mobility.
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Figure 4.4. Logic tree structured around physical (in)activity. [1] WHO (2005); [2] Anand et al. (2007); [3] Manjrekar et al. (2014); [4] WHO 

(2008); [5] Adlakha et al. (2016); [6] Tripathy et al. (2016); [7] Mandelbaum (1988); [8] Chomitz et al. (2013). The direction of arrows indicates 

deeper causes, lines without arrows highlight relations between determinants, and shaded boxes indicate common determinants across figures. 
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In a case study of the impact of urbanization on three Indian cities, Vishwanath et al. (2013) 

found that extant public transportation is unsustainable for several reasons. First, it is 

unaffordable: the cost of public transportation in Mumbai is twice that of London and five 

times that of New York. Second, it is inefficient, as “Delhi’s Metro can accommodate 6,520 

rider per system km while Mexico’s 19,200, Moscow’s 21,400 and Sao Paulo’s 27,800” 

(Vishwanath et al., 2013, p. 64). Third, public transportation is often poorly integrated and out-

of-date: the lack of feeder services minimises the scope for high ridership. Thus, transportation 

in urban settings shows how the arrangement of cities can influences the health and life of slum 

dwellers. Poor urban planning can aggravate slum conditions as it fails to account for the 

constraints imposed upon slum residents in their mobility. An overview of the relationship 

between transportation and NCD risk is visualised in Figure 4.5. 

 

4.5. Discussion 
 

The interplay of risk factor pathways in slums and slum dwellers’ contextual responses creates 

dynamic and complex interactions, which highlight the difficulty of establishing simple causal 

relations between separate determinants and NCDs. Male slum dwellers move in an open 

system, whilst women and girls are confined to a closed system within the unique conditions 

of the slums. The individual behaviours of slum residents in their environment which ‘open 

up’ causal pathways of NCDs cannot be tackled by policy recommendations based on lumped 

quantitative data, as this ignores the crucial interplay of the SDH in slum conditions, as well 

culture, politics, poverty, economics and actions. 
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Figure 4.5. Logic tree structured around transportation in slums. [1] Mullen et al. (2016); [2] Giles-Corti et al. (2016); [3] Adlakha et al. (2017); 

[4] Adlakha et al. (2016); [5] Vishwanath et al. (2013); [6] WHO (2014). The direction of arrows indicates deeper causes, lines without arrows 

highlight relations between determinants, and shaded boxes indicate common determinants across figures. 
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In analysing and reconstructing the existing literature on the SDH in Indian slums, the causal 

relations of NCD risk experienced by slum residents could be delineated. For example, by 

analysing the connection between the low education of women and NCDs, the RCA could infer 

how low education becomes an indirect determinant for a wider network of consequences that 

have an impact on health. More significantly, low education, is in itself not a sufficient 

condition to develop NCDs and their risk factors. However, if it is combined with other 

elements that are present in slums, e.g. seclusion of women, the abusive attitude of teachers, 

low walkability, high costs of public transport, lack of clean water, it becomes a strong 

confounding factor increasing the risk of developing NCDs, particularly CVD. In this regard, 

the research extends many quantitative studies that have sought to characterise risk factor 

associations. For example, Menon and colleagues’ (2015) quantitative survey on the prevalence 

of NCDs in poor, rural settings of Kerala found that living below the poverty line (BPL) is 

associated with a heightened odds of stroke (OR = 1.33; 95% CI = 1.04-1.69; p = 0.02) and 

COPD (OR = 1.23; 95% CI = 1.15-1.32; p < 0.0001). Figures 4.2. and 4.3. of the RCA show 

that in slum settings, poverty interacts with many other contextually-bound factors, such as the 

low education status of parents or the assignment of women to water tasks, which combine to 

produce a higher risk of developing NCDs. 

 

Several conclusions can be drawn from this. First, a reframing of NCDs in slum settings is 

required. By considering slums as living spaces and communities, it dispels the assumption 

that slums refer to both the people and their condition as almost synonymous, without the need 

for clarification. Slums as living spaces highlights the conditions of citizens in slums, and their 

experiences in their specific lived slum contexts. Second, by highlighting the embedded 

relation between slums and slum dwellers, the connection between various SDH elements 

could be delineated, and how these connections might lead (in)directly and/or together to the 

development of NCDs and their risk factors in slums. The RCA highlights the non-linear and 

multivariate causal links amongst identified NCD risk factors in slum communities. Making 

these pathways explicit may inspire researchers or policy makers to formulate interventions 

that assess the deduced causal relations experimentally, with the concomitant aim of tackling 

NCDs. 

 

As the analysis took into account the complex reality of slum conditions, it allows for the 

possibility of developing policies and programmes that are more aligned to slum dwellers’ real 
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health risks. For example, whilst empirical research has established that a poorly educated 

woman in the slums is more likely to develop CVD (Yusuf et al., 2011), it can miss that her 

low level of education further limits her decision-making power, which is solely tied to 

fulfilling household chores such as securing water for the family, cooking, cleaning and caring 

for the children. The interplay of these factors leaves her with a small window of opportunity 

for growth (Nussbaum, 2000). Thus, in targeting her health risks, the greater empowerment of 

women must be central to any health or education policy. Noteworthy examples include the 

alternative learning system (ALS) developed in the Philippines that caters for girls from slums 

who have dropped out of school (Arzadon & Nato, 2015), or the use of education coupons 

which encourage parents to send their daughters to school (Tsujita, 2009). NCDs in slums are 

thus not solely about physiological and individual propensities, but also about social structures 

(e.g. seclusion of women, the abusive attitude of teachers, low walkability, high costs of public 

transport) and how society, as a whole, manages the issues of people living in slums. Figure 

4.3. indicates that policies stimulating economic production or educational output are not 

sufficient to address NCDs amongst slum residents, whilst Figure 4.4. shows that whilst poorly 

educated Indian men in slums are highly mobile, they are also more vulnerable to CVD due to 

their higher exposure to air and noise pollutants. 

 

Based on the RCA, the following actions are recommended. First, the lack of clean water in 

slums is a broad issue requiring significant amounts of investment from national and local 

governments and private companies which may take a long time to address. In the short term 

however, relevant providers and municipalities should collaborate on a policy that ensures 

regular water deliveries of sufficient volume to slum communities with no plumbed water. This 

will eradicate the vast lengths of time spent in long lines for obtaining water and minimise 

water access irregularities. Second, as education is the ‘ticket to freedom’, the education of 

slum children, especially girls, is critical. Aside from an ALS for school drop-outs or education 

coupons for female students’ parents, a reward system for teachers of slum children could be 

implemented to raise the quality of teaching. The aim of the reward system is to instil greater 

self-esteem amongst educators of slum children, which could be realized through increased 

monetary benefits or chances for faster promotion or scholarship (Vegas & Umansky, 2005). 

Third, for physical activity, activity spaces or hubs could be created in slums which would be 

used for yoga and meditation by slum dwellers. Alongside this, sports events could be 

organised with various non-governmental organisations, churches, local government and 
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schools to encourage more vigorous forms of recreational physical activities. Finally, regarding 

public transportation, discount schemes that reduce the costs of transportation should be 

enhanced whilst both local and national governments look for ways to establish a walkable and 

bike-friendly environment. The analysis shows however, that gender considerations must be 

integrated into the planning of transportation projects. 

 

The strength of the research is based on its review of both quantitative and qualitative data, 

which shows the experience of slum dwellers and their responses to their conditions. By 

triangulating these publications, it provides a more robust view of the issues surrounding NCDs 

from slum residents’ perspective. This did lead to the omission of some quantitative literature 

reporting well-established NCD risk factors, such as alcohol or tobacco use, which weren’t 

substantiated with qualitative data to determine their relation to other risk factors. Further 

corroboration of the findings is necessary to facilitate a better understanding of NCDs and their 

risk factors in slums. 

 

4.6. Conclusion 
 

This study contributes to analysing the literature on NCDs in slums for policy. The study used 

the SDH model, combining quantitative associations of slum populations with qualitative data, 

to identify the dynamics of NCD risk in slums. Making the relations between NCD social 

determinants explicit is useful for identifying the most promising options for policy makers 

and local governments. This contributes to a greater understanding of the interactions between 

slums, their residents and their health, which could lead to more integrated approaches in 

tackling NCDs. 
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Chapter 5 

The burden of treatment among Delhi’s 

homeless: an analysis of Street Medicine 

consultations 
 

5.1. Abstract 
 

The health challenges faced by the homeless are widely unaccounted in the global South. In 

India, the lack of a primary healthcare sector in urban areas has led informal healthcare 

providers, such as Street Medicine, to step in. By compiling data collected by the Centre for 

Equity Studies’ Street Medicine teams from June 2016 to October 2018 (n =16,635), this study 

provides the first empirical assessment of homeless disease burden in a global South country, 

quantifying the burden of treatment among those who seek care from Street Medicine teams 

and identifying variations in this burden’s distribution across demography and time. The 

majority (n = 13,557; 81.5%) of Street Medicine cases can be attributed to 19 diagnoses, which 

are mostly therapeutically-simple conditions. The distribution of disease seems to be affected 

by different configurations of three characteristics: demographics (age and sex), urban 

geography (where homeless reside) and season. The Street Medicine teams must reflect on the 

balance they wish to achieve by addressing the relatively common and mild conditions 

documented in the dataset, and more severe and established diseases within homeless 

communities. Rapid diagnostic tests for resource-constrained settings could be integrated into 

Street Medicine practice in order to strengthen the data on which resource allocation decisions 

are made and improve assessments of homeless disease burden. 
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5.2. Introduction 
 

While a grim picture is emerging of the health effects of homelessness in global North countries 

(Aldridge et al., 2018; Fazel et al., 2014), the health outcomes of homeless populations in the 

global South remain virtually unaccounted. Across both global North and South Countries, 

homeless groups face barriers to using the healthcare system (Crisis, 2002; Mander, 2008; Rae 

& Rees, 2015), which has led many informal providers of healthcare to step in (Desai et al., 

2003; Howe et al., 2009; Indo-Global Social Service Society, 2012; O’Connell et al., 2010). 

Alleviating the burden of disease of the homeless requires an understanding of this burden’s 

composition. 

 

In India, the costs associated with healthcare service use can close off the option of seeking 

help for the housed as well as the homeless population. Out-of-pocket spending makes up 60-

80% of the total health expenditure in India (Duran et al., 2015), and 39 million people each 

year are pushed below the poverty line due to catastrophic illness (Selvaraj & Karan, 2009). 

The country also faces shortfalls in health personnel and resources to meet current demand 

(Government of India, 2012; World Health Organization, 2013). Given the last Indian census 

in 2011 estimated there were a million people living on the streets in urban areas (ORGI, 2011), 

and the population appears to be growing faster over time (Ghosh, 2020), the limited supply of 

healthcare and barriers to access for homeless people suggest their health burdens largely go 

unmet. 

 

In Delhi, the Centre for Equity Studies (CES) manages Street Medicine teams serving the 

healthcare needs of the city’s homeless individuals. Street Medicine is a form of social and 

preventive medicine for the homeless that takes walking teams of healthcare professionals onto 

the streets, and is a term uniting affiliated programmes around the world (Street Medicine 

Institute, 2018a). Street Medicine has been in operation in India since 2012, first in Delhi and 

then Jaipur, Hyderabad and Patna. In Delhi, CES deploys two Street Medicine teams that, per 

week, each cover eight different routes or locations where homeless groups congregate. To 

account for their work and prioritise resources, these teams have been collecting data on the 

treatments they perform since 2016. 
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While measures of unmet health needs among India’s homeless are absent, research in India 

has shown that the reported barriers to accessing treatment are similar to research conducted in 

the global North (Hwang & Bugeja, 2000; Rae & Rees, 2015; Vuillermoz et al., 2017; Wise & 

Phillips, 2013). Prasad, in one of the few studies analysing the health-related challenges of the 

homeless in India, highlighted in 2012 the need for research into the burden of disease among 

homeless people (Prasad, 2012). This study aims to fill this gap by analysing the data collected 

on the diseases treated by CES’ Street Medicine teams from June 2016 to October 2018 (n 

=16,679). The primary aim of this article is to quantify the burden of treatment among those 

who seek care from Street Medicine teams, while second, is to identify any variations in the 

distribution of this burden across demography and time. This study represents, to the authors’ 

knowledge, the first systematic assessment of homeless disease burden in a global South 

country.  

 

5.3. Methods 
 

5.3.1. Sample and data collection 
 

Street Medicine teams in Delhi have been recording demographic and diagnostic information 

about the homeless patients they treat since January 2016. Each team consists of one doctor, 

one nurse or auxiliary-nurse-midwife, one social worker and one driver-cum-social worker. 

Across the period of data collection, the team repeatedly visited 21 locations, which reflects 

their two-weekly schedule. Two to three locations are usually visited per day, with some 

locations visited more than once over a two-week period. These 21 locations are shown in 

Figure 5.1. 

 

When a Street Medicine professional treats a homeless individual, a new entry is made in a 

register of the individual’s indicated condition, symptom or disease, as well as their name, date 

of consultation, age, sex, religion, location of consultation, and place of origin. The primary 

function of this register is the team’s case file inventory, facilitating follow up with patients 

across outreach visits and some longer-term monitoring of conditions e.g. a patient with fever 

would be referred to hospital if still present after subsequent visits. These data are unique in 

two ways: i) they were derived from Street Medicine diagnoses and thus directly relate to their 

diagnostic capacity; ii) they include repeated treatments of the same individual. 
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The team’s registers are periodically converted to an Excel spreadsheet, and while these 

spreadsheets are available to members of CES and the Street Medicine team, for the duration 

of this analysis, spreadsheets and attending files were stored on the secure, online storage 

platform SURFdrive (version 2.3.3; SURF, 2018), which complies with Dutch and European 

privacy legislation.  

 

 
Figure 5.1. Street Medicine locations and the administrative districts to which they belong. 

*Two locations—IIT gate and IIT flyover—were grouped within New Delhi district in the 

analysis to avoid a group of too few individuals 

 

5.3.2. Data analysis 
 

The data analysed span the time period January 2016 to May 2018, however data on certain 

variables weren’t collected for the entire duration. Data were cleaned, recoded and analysed 
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using Stata 13 (StataCorp, 2013). The analysis was directed in two ways: a descriptive 

overview of the population using available variables, and a disease-wise analysis across 

demographic characteristics. The variables used for each analysis are shown in Appendix 1. 

Generally, variables were re-coded for the disease-wise analysis based on previously reported 

associations between characteristics and disease. 

 

For the disease-wise analysis, the main outcome variable data—diagnoses—were categorised 

using the International Classification of Diseases and Health Related Problems (ICD-10; fifth 

edition 2016) across the first two levels of groupings: “chapters” and “blocks” (World Health 

Organization, 2011). The terminology of recorded diagnoses was harmonised before using the 

WHO’s ICD-10 online browser to group diagnoses across these two levels (World Health 

Organization, n.d.). An overview of the outcome variables used in the analysis is shown in 

Appendix 2. In one case, three chapters—musculoskeletal and connective tissue disorders 

(DMC), external causes of morbidity (E) and injuries, poisoning and certain other 

consequences of external causes (IP)—were combined to form a single group (Accidents, 

Injuries and Musculoskeletal Disorders [AIM]), given that each was predominantly made up 

of single diagnoses and these diagnoses are therapeutically similar. The recorded date of entries 

was grouped into the four Indian seasons as stipulated by the Indian Meteorological 

Department (Arora & Jha, 2016). The one recorded entry for a transgender individual was 

excluded to avoid bias, leaving a binary gender variable. Ages were grouped based on pre-

existing systems of age classification and the age distribution of the sample (Department of 

International Economic and Social Affairs, 1982). The locations in which homeless individuals 

were diagnosed, which corresponds to sites of Street Medicine outreach (Figure 5.1.), were 

grouped by the administrative revenue districts into which they reside: Central Delhi, New 

Delhi and South East Delhi (Revenue Department Government of NCT of Delhi, 2013). Data 

on individuals’ place of origin was recoded into a binary variable (0 = Not Delhi; 1 = Delhi) as 

this distinguishes an indigenous versus migrating population; previous research suggests the 

latter characterises the majority of Delhi’s homeless population (Dupont, 2000; Indo-Global 

Social Service Society, 2012).  

 

Descriptive statistics of sample demographics were calculated for both the entire sample and 

per district, as well as a descriptive overview of the most frequent diagnoses recorded by Street 

Medicine teams. Second, for the disease-wise analysis, the five most commonly treated ICD 
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chapters were disaggregated into their constituent ICD blocks and diagnoses across 

demographic characteristics, in order to identify groups with distinct burdens. Chi-squared tests 

were used to identify associations between demographic characteristics and the incidence of 

conditions (i.e., does the frequency of accidents among men and women differ significantly 

from the frequency in the sample?). Separate disease-wise analyses were performed for religion 

and place of origin characteristics given that these variables were not collected over the entire 

duration.  

 

5.4. Results 
 

5.4.1. Demographics 
 

Across the data collection period (Jan 2016–May 2018), Street Medicine teams performed 

16,679 consultations with homeless individuals in Delhi and, after data cleaning, 16,635 of 

these were used in the analysis. The cleaning eliminated missing values, unclear or unspecific 

diagnostic coding, and very small groups. The analysed sample was predominantly male 

(73.3%) and of working age: 55% were between 25 and 54 years of age. From the respective 

samples during which religion (Jan 2017–May 2018; n = 11,112) and place of origin (Jan 2016–

Jan 2017; n = 5,371) data were collected, 80.2% of consultations took place with Hindus, and 

87.9% with individuals born outside of Delhi (Figure 5.2.). 
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Figure 5.2. Demographic characteristics of the Delhi homeless population. a: Sex ratio. b: Age 

distribution. c: Place of origin of homeless individuals treated (UP = Uttar Pradesh). d: Religion 

of homeless individuals treated. 

 

Multiple logistic regression identified significant differences in demographic indicators across 

the Central Delhi, New Delhi and South East Delhi districts (Table 5.1.). Males make up the 

majority of districts, particularly Central Delhi, while the normally distributed age profile 

across Central Delhi and New Delhi contrasts with the more evenly distributed age profile in 

South East Delhi. Further, though the majority of individuals treated by Street Medicine teams 

are Hindu regardless of location, Muslims comprise a larger share of the treated individuals in 

South East Delhi: 23.8% compared with 15.9% and 16.0% in New and Central Delhi, 

respectively. Finally, Delhi natives were more likely treated in New Delhi (1.66 higher odds), 

while migrants were at 1.64 higher odds of being treated in South East Delhi. 
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Table 5.1. Demographic characteristics per district. Odds ratios for age and sex were calculated 

from logistic regressions omitting religion and place of origin data, due to small cell sizes. 

 Central Delhi New Delhi South East Delhi  Total 

 (n = 7,699) (n = 2,491) (n = 6,133)  

 n (%) OR n (%) OR n (%) OR  

Sex (n = 16,323) 

Male 
6,698 

(87.0%) 
3.60** 

1,669 

(67.0%) 
0.64** 

3,667 

(59.8%) 
0.38** 12,034 

Female 
1,001 

(13.0%) 
0.28** 

822 

(33.0%) 
1.57** 

2,466 

(40.2%) 
2.63** 4,289 

Age (n = 16,323) 

<5 259 (3.4%) -0.88** 126 (5.1%) -0.47** 
719 

(11.7%) 
1.01*** 1,104 

5-14 510 (6.6%) 1.19 247 (9.9%) 1.21 
1,105 

(18.0%) 
0.80** 1,862 

15-24 
1,138 

(14.8%) 
2.15** 

310 

(12.4%) 
1.28* 

1,004 

(16.4%) 
0.47** 2,452 

25-34 
1,993 

(25.9%) 
3.40** 

441 

(17.7%) 
1.31* 

1,014 

(16.5%) 
0.28** 3,448 

35-44 
1,777 

(23.1%) 
2.87** 

498 

(20.0%) 
1.59** 

1,024 

(16.7%) 
0.30** 3,299 

45-54 
1,166 

(15.1%) 
2.56** 

388 

(15.6%) 
1.92** 

680 

(11.1%) 
0.31** 2,234 

55-64 637 (8.3%) 2.50** 
307 

(12.3%) 
2.61** 378 (6.2%) 0.25** 1,322 

65+ 219 (2.8%) 1.42** 174 (7.0%) 3.59** 209 (3.4%) 0.35** 602 

Religion (n = 10,537) 

Hindu 
4,486 

(83.8%) 
1.03 

1,133 

(79.8%) 
2.76** 

2,828 

(75.1%) 
0.62** 8,447 

Muslim 
854 

(16.0%) 
1.06 

226 

(15.9%) 
0.15** 

896 

(23.8%) 
1.76** 1,976 

Sikh 12 (0.2%) 0.22** 61 (4.3%) 14.4** 41 (1.1%) 0.10** 114 

Origin (n = 5,371) 

Outside 
1,860 

(88.2%) 
0.88 

780 

(82.7%) 
0.60** 

2,080 

(89.7%) 
1.64** 4,720 

Delhi 
249 

(11.8%) 
1.14 

163 

(17.3%) 
1.66** 

239 

(10.3%) 
0.61** 651 

Legend: *p<0.05; **p<0.01 
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5.4.2. Descriptive overview of treatment burden 
 

Table 5.2. shows the ten most frequent diagnoses made by Street Medicine teams, and the 

same after re-categorisation across the first two levels of the ICD-10. The prevalent diagnoses 

are relatively common and treatable conditions, which is reflected by the large proportion of 

treatment burden accounted for by symptoms (SA = 25.4%). Similarly, the prevalent diseases 

grouped by organ systems (e.g. respiratory, circulatory) disaggregate to common conditions 

such as respiratory infections, gastritis and cold. 

 

Figure 5.3. breaks down the top five ICD chapter disease groups, which together account for 

89.3% of total treatment burden, into their constituent blocks and diagnoses, showing that the 

majority of disease group burden can be attributed to one or two conditions. Ninety-three 

percent of infectious and parasitic diseases (IPD) are tinea, scabies and worm; eighty-three 

percent of treated symptoms (SA) are cough, shortness of breath and fever; eighty percent of 

digestive diseases (DD) are gastritis, diarrhoea and constipation; seventy-eight percent of 

respiratory diseases (DR) are cold and acute upper respiratory infections, and; sixty-six percent 

of accidents, injuries and musculoskeletal complaints (AIM) are due to musculoskeletal pain 

and road traffic accidents (RTAs). 

 

Following this, differences in the order of most frequently treated conditions were identified 

by stratifying diagnoses across sex and season. Table 5.3. shows the top ten diagnoses for 

homeless men and women treated by Street Medicine teams. A chi-squared test of 

independence found that sex was associated with the frequency of these top ten diagnoses (p < 

0.01). The largest differences within these ten diagnoses are the decreased frequency of RTAs 

and tinea among women, while anaemia, accounting for just 0.3% of men’s treatment burden, 

is more frequent in women tenfold. 
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Table 5.2. Top ten most frequent diagnoses and diseases by ICD-10 chapters and blocks 

ICD chapter† ICD block‡ Diagnosis* 

 n % Cum.  n % Cum.  n % Cum. 

AIM 4,521 27.18 27.18 SA.A 2,461 15.1 15.1 Cough 1,967 11.82 11.82 
SA 4,223 25.39 52.56 AIM.J 2,043 12.54 27.64 Musculoskeletal pain 1,857 11.16 22.99 
DD 2,214 13.31 65.87 DR.A 1,589 9.75 37.39 Road traffic accident 1,177 7.08 30.06 
DR 2,031 12.21 78.08 SA.H 1,563 9.59 46.98 Tinea 1,172 7.05 37.11 
IPD 1,858 11.17 89.25 AIM.A 1,200 7.36 54.35 Cold 1,144 6.88 43.99 
DSS 577 3.47 92.72 IPD.O 1,174 7.2 61.55 Fever 1,068 6.42 50.41 
DEA 344 2.07 94.79 DD.B 1,025 6.29 67.84 Gastritis 1,013 6.09 56.5 
DEM 293 1.76 96.55 AIM.E 885 5.43 73.27 Diarrhoea 613 3.69 60.18 
DB 162 0.97 97.52 DD.F 773 4.74 78.02 Shortness of breath 487 2.93 63.11 
DC 125 0.75 99.15 DSS.A 432 2.65 80.67 URTI 438 2.63 65.74 
Legend: †AIM: Accidents, injuries and musculoskeletal disorders; SA: Symptoms, signs and abnormal clinical and laboratory findings, not 

elsewhere classified; DMC: Diseases of the musculoskeletal system and connective tissue; DD: Diseases of the digestive system; DR: Diseases of 

the respiratory system; IPD: Infectious and Parasitic Diseases; DSS: Diseases of the skin and subcutaneous tissue; DEA: Diseases of the eye and 

adnexa; DEM: Diseases of the ear and mastoid process; DB: Diseases of the blood and blood-forming organs and certain disorders involving the 

immune mechanism; DC: Diseases of the circulatory system. ‡SA.A: Symptoms and signs involving the circulatory and respiratory systems; 

AIM.J: Soft tissue disorders; DR.A: Acute upper respiratory infections; SA.H: General symptoms and signs; AIM.A: Accidents; IPD.O: Mycoses; 

DD.B: Diseases of the oesophagus, stomach and duodenum; AIM.E: Injuries to unspecified part of trunk, limb or body region; DD.F: Other 

diseases of intestines ; DSS.A: Infections of the skin and subcutaneous tissue.*URTI: Upper Respiratory Tract Infection.
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Figure 5.3. The diagnoses and blocks comprising the top five ICD-10 chapters, in decreasing order of frequency. Each chapter’s legend indicates 

the predominant disease blocks. Rectangles are labelled with constituent diagnoses and percentages indicate the proportion they comprise in each 

chapter. URTI: Upper respiratory tract infection. 
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Table 5.3. Top ten diagnoses for men and women, and relative rank position changes between 

(p<0.01) 

Male n % Cum.  Female n % Cum. 

Cough 1,477 12.1 12.1 +1 
Musculoskeletal 

pain 
530 12.1 12.1 

Musculoskeletal 

pain 
1,327 10.8 22.9 -2 Cough 490 11.2 23.3 

RTA 1,023 8.4 31.2 +2 Cold 349 8.0 31.3 

Tinea 981 8.0 39.2 +2 Fever 322 7.4 38.6 

Cold 795 6.5 45.7 +2 Gastritis 279 6.4 45.0 

Fever 746 6.1 51.8 -2 Tinea 191 4.4 49.4 

Gastritis 734 6.0 57.8 +1 Diarrhoea 171 3.9 53.3 

Diarrhoea 442 3.6 61.4 -5 RTA 154 3.5 56.8 

Shortness of breath 426 3.5 64.9 -10 / +3 General weakness 134 3.1 59.8 

URTI 335 2.7 67.6 -2 / +26 Anaemia 130 3.0 62.8 

 

Figure 5.4. shows the distribution of treatment across seasons, as a proportion of total treatment 

burden. Adjusted for season length and the sampling period, 25.7% of treatments occur in 

winter and 20.1% during pre-monsoon, before rising again to 22.7% and 31.5% for the 

southwest and post-Monsoon seasons, respectively. While the season affects the quantity of 

treatments, it was also significantly associated (p < 0.01) with variations in the frequency of 

the ten most frequent diagnoses (Table 5.4.). Cough, musculoskeletal pain, cold, RTAs, 

gastritis, tinea, fever and diarrhoea remain relatively frequent diagnoses across seasons. Upper 

respiratory tract infections and shortness of breath diagnoses both increase in frequency during 

post-monsoon and winter seasons, but the largest changes may be the respective peak and low 

that occur for fever and cold during the southwest monsoon season. 
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Figure 5.4. Distribution of treatment across seasons, as a proportion of the total treatment 

burden. The adjusted distribution accounts for differences between seasons in their length (i.e., 

Winter spans two months from January to February while Southwest Monsoon spans June to 

September) and the number of times that season has been sampled in the dataset across the 

two-year period. 

 

5.4.3. Disease-wise analysis 
 

Table 5.5. shows a descriptive analysis, stratified across demographic characteristics and 

season, of the five most frequently treated disease chapters: i) accidents, injuries and 

musculoskeletal disorders; ii) symptoms and signs; iii) diseases of the digestive system; iv) 

respiratory diseases, and; v) infectious and parasitic diseases. Together these chapters account 

for 14,847 (89.3%) of the 16,635 consultations in the dataset. Each chapter has been 

disaggregated into its disease blocks that, alone, account for at least one percent of the total 

treatment burden. 
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Table 5.4. Top ten diagnoses across seasons. Chi-squared test of independence found season was significantly associated (p<0.01) with variation 

in the frequency of the top ten diagnoses. 

Winter (Jan-Feb) Pre-Monsoon (Mar-May) Southwest Monsoon (Jun-Sep) Post-Monsoon (Oct-Dec) 
 n % Cum.  n % Cum.  n % Cum.  n % Cum. 

Cough (=) 358 12.8 12.8 Cough (=) 397 11.6 11.6 Musculoskeletal pain 
(+1) 569 11.3 11.3 Cough (+3) 795 14.8 14.8 

Musculoskeletal pain 
(=) 350 12.5 25.2 Musculoskeletal pain 

(=) 342 10.0 21.5 Fever (+4) 435 8.7 20.0 Musculoskeletal pain 
(-1) 596 11.1 25.9 

Cold (=) 314 11.2 36.4 RTA (+1) 249 7.3 28.8 Cough (-3) 417 8.3 28.3 Cold (+6) 474 8.8 34.7 

RTA (+1) 175 6.2 42.6 Tinea (+2) 209 6.1 34.9 Tinea (=) 415 8.3 36.6 Tinea (=) 388 7.2 42.0 

Gastritis (+2) 171 6.1 48.7 Gastritis (=) 193 5.6 40.5 RTA (-2) 368 7.3 43.9 RTA (=) 385 7.2 49.1 

Tinea (-1) 160 5.7 54.4 Fever (+1) 191 5.6 46.0 Gastritis (-1) 330 6.6 50.5 Fever (-3) 325 6.1 55.2 

Fever (-1) 117 4.2 58.6 Cold (-4) 164 4.8 50.8 Diarrhoea (+2) 223 4.4 55.0 Gastritis (-1) 319 5.9 61.1 

Diarrhoea (+2) 111 4.0 62.6 Myalgia (+39) 163 4.8 55.6 Closed wound (+10) 213 4.2 59.1 Shortness of breath 
(+4) 160 3.0 64.1 

URTI (=) 92 3.3 65.8 Diarrhoea (-1) 130 3.8 59.3 Cold (-2) 192 3.8 63.0 URTI (+4) 153 2.9 66.9 

Shortness of breath 
(-2) 91 3.2 69.1 General weakness (+3) 122 3.6 62.9 Cutaneous abscess 

(+30) 149 3.0 65.9 Diarrhoea (-3) 149 2.8 69.7 

Legend: URTI = Upper respiratory tract infection; RTA = Road traffic accident. Numbers in brackets indicate position changes relative to 

preceding season. 
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Accidents, injuries and musculoskeletal disorders 
 

Accidents, injuries and musculoskeletal disorders account for the largest share (27.2%) of total 

treatment burden (n = 4,521). Soft tissue disorders make up the majority (53.2%) of this group, 

being treated in 2,403 (12.3%) Street Medicine consultations. Musculoskeletal pain (1,857; 

41.1%) and myalgia (183; 4.0%) are the two main and clinically similar, diagnoses that 

comprise the soft tissue disorder ICD block. Table 5.5. shows that soft tissue disorders increase 

in frequency alongside age, with an average 2.4% increase along age groups, and are slightly 

more common during the pre-monsoon season. Accidents accounted for 26.5% (n = 1,200) of 

treatments under this group, and were more common among men, individuals aged between 15 

and 54, among Hindus, and those located in Central Delhi. Unspecific injuries to the trunk, 

limb or body region were responsible for 19.6% (n = 885) of consultations categorised within 

this ICD chapter, and were similarly more common in men, those aged between 5 and 24, those 

located in Central Delhi, among Delhi natives and during the Pre- and Southwest Monsoon 

seasons. Within accidents, 1,177 of these (98.1%) were road traffic accidents. Closed wounds 

(403; 45.5%), cut and lacerated wounds (288; 32.5%), and open wounds (113; 12.8%) make 

up the majority of the unspecific injuries ICD block. 
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Table 5.5. Most common complaints and diseases treated by Street Medicine teams within the top six disease groups of the ICD. Sample size for 

each variable equal to 16,635 unless otherwise stated. 

 Soft tissuea   

Circulatory 
and 
respiratory 
symptomsb   

Oesophagus, 
stomach and 
duodenumc   

Acute upper 
respiratory 
infectionsd   

Mycosese   

                

  
Accidentsa   

General 
symptoms 
and signsb  

 
Other 
diseases of 
intestinesc  

 
Other upper 
respiratory 
tractd  

 
Pediculosis, 
acariasis, 
infestationse 

 

                

  

 Injuriesa   

Digestive and 
abdominal 
symptomsb   

Oral, salivary 
and jawc 

 

 

Other 
respiratory 

system 
diseasesd 

  Helminth-
iasese 

Total (n = 16,635) 
2,043 

(12.3%) 
1,200 (7.2%) 885 (5.3%) 

2,461 

(14.8%) 
1,563 (9.4%) 177 (1.1%) 1,025 (6.2%) 773 (4.7%) 377 (2.3%) 1,589 (9.6%) 227 (1.4%) 176 (1.1%) 1,174 (7.1%) 349 (2.1%) 229 (1.4%) 

Sex                

Male (n = 12,256) 
1,470 

(12.0%) 

1,041 

(8.5%)** 
721 (5.9%)** 

1,909 

(15.6%)** 

1,062 

(8.7%)** 
131 (1.1%) 744 (6.1%) 578 (4.7%) 286 (2.3%) 

1,135 

(9.3%)* 
152 (1.2%)* 145 (1.2%)** 982 (8.0%)** 244 (2.0%) 118 (1.0%)** 

Female (n = 4,379) 573 (13.1%) 159 (3.6%)** 164 (3.8%)** 
552 

(12.6%)** 

501 

(11.4%)** 
46 (1.1%) 281 (6.4%) 195 (4.5%) 91 (2.1%) 454 (10.4%)* 75 (1.7%)* 31 (07%)** 192 (4.4%)** 105 (2.4%) 111 (2.5%)** 

Age                

<5 (n = 1,120) 9 (0.8%)** 13 (1.2%)** 52 (4.6%)** 
190 

(17.0%)** 

129 

(11.5%)** 
12 (1.1%) 2 (0.2%)** 

170 

(15.2%)** 
9 (0.8%)** 

184 

(16.4%)** 
11 (1.0%) 0 (0.0%)** 35 (3.1%)** 14 (1.3%)** 68 (6.1%)** 

5-14 (n = 1,882) 93 (4.9%)** 73 (3.9%)** 
191 

(10.2%)** 

330 

(17.5%)** 

197 

(10.5%)** 
19 (1.0%) 27 (1.4%)** 76 (4.0%)** 49 (2.6%)** 

203 

(10.8%)** 
26 (1.4%) 2 (0.1%)** 131 (7.0%)** 56 (3.0%)** 103 (5.5%)** 

15-24 (n = 2,491) 
254 

(10.2%)** 
195 (7.8%)** 166 (6.7%)** 

286 

(11.5%)** 

257 

(10.3%)** 
24 (1.0%) 102 (4.1%)** 85 (3.4%)** 57 (2.3%)** 

283 

(11.4%)** 
48 (1.9%) 32 (1.3%)** 

292 

(11.7%)** 
81 (3.3%)** 18 (0.7%)** 

25-34 (n = 3,513) 
474 

(13.5%)** 
341 (9.7%)** 184 (5.2%)** 

433 

(12.3%)** 
336 (9.6%)** 39 (1.1%) 259 (7.4%)** 143 (4.1%)** 71 (2.0%)** 314 (8.9%)** 48 (1.4%) 46 (1.3%)** 293 (8.3%)** 80 (2.3%)** 22 (0.6%)** 

35-44 (n = 3,364) 
511 

(15.2%)** 
294 (8.7%)** 159 (4.7%)** 

470 

(14.0%)** 
302 (9.0%)** 29 (0.9%) 268 (8.0%)** 122 (3.6%)** 93 (2.8%)** 267 (7.9%)** 46 (1.4%) 40 (1.2%)** 242 (7.2%)** 59 (1.8%)** 10 (0.3%)** 

45-54 (n = 2,283) 
382 

(16.7%)** 
185 (8.1%)** 85 (3.7%)** 

349 

(15.3%)** 
176 (7.7%)** 34 (1.5%) 186 (8.2%)** 80 (3.5%)** 70 (3.1%)** 184 (8.1%)** 29 (1.3%) 33 (1.5%)** 105 (4.6%)** 31 (1.4%)** 5 (0.2%)** 

55-64 (n = 1,350) 
209 

(15.5%)** 
67 (5.0%)** 41 (3.0%)** 

278 

(20.6%)** 
115 (8.5%)** 16 (1.2%) 125 (9.3%)** 71 (5.3%)** 23 (1.7%)** 108 (8.0%)** 14 (1.0%) 15 (1.1%)** 52 (3.9%)** 22 (1.6%)** 2 (0.2%)** 

65+ (n = 632) 
111 

(17.6%)** 
32 (5.1%)** 7 (1.1%)** 

125 

(19.8%)** 
51 (8.1%)** 4 (0.6%) 56 (8.9%)** 26 (4.1%)** 5 (0.8%)** 46 (7.3%)** 5 (0.8%) 8 (1.3%)** 24 (3.8%)** 6 (1.0%)** 1 (0.2%)** 

Legend: aAccidents, injuries and musculoskeletal disorders (n = 4,521; 27.2%); bSymptoms and signs (n = 4,201; 25.3%);; cDiseases of the 

digestive system (n = 2,175; 13.1%); dDiseases of the respiratory system (n = 1,992; 12.0%); eInfectious and parasitic diseases (n = 1,752; 10.5%); 

*p<0.05; **p<0.0  
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Table 5.5. (Continued from previous page). 

 Soft tissuea   

Circulatory 
and 
respiratory 
symptomsb   

Oesophagus, 
stomach and 
duodenumc   

Acute upper 
respiratory 
infectionsd   

Mycosese   

                

 
 Accidentsa   

General 
symptoms 
and signsb  

 
Other 
diseases of 
intestinesc  

 
Other upper 
respiratory 
tractd  

 
Pediculosis, 
acariasis, 
infestationse 

 

                

  

 Injuriesa   

Digestive and 
abdominal 
symptomsb   

Oral, salivary 
and jawc 

 

 

Other 
respiratory 

system 
diseasesd 

  Helminth-
iasese 

Religion (n = 10,865)                

Hindu (n = 8,706) 
1,103 

(12.7%) 
722 (8.3%)** 449 (5.2%) 

1,390 

(16.0%)** 
716 (8.2%)** 98 (1.1%) 536 (6.2%)** 441 (5.1%) 215 (2.5%)* 766 (8.8%)** 110 (1.3%) 87 (1.0%) 656 (7.5%) 192 (2.2%) 90 (1.0%)** 

Muslim (n = 2,034) 231 (11.4%) 135 (6.6%)** 111 (5.5%) 
290 

(14.3%)** 

216 

(10.6%)** 
18 (0.9%) 98 (4.8%)** 97 (4.8%) 31 (1.5%)* 

218 

(10.7%)** 
21 (1.0%) 16 (0.8%) 123 (6.1%) 50 (2.5%) 59 (2.9%)** 

Sikh (n = 125) 21 (16.8%) 6 (4.8%)** 2 (1.6%) 10 (8.0%)** 11 (8.8%)** 1 (0.8%) 13 (10.4%)** 8 (6.4%) 2 (1.6%)* 21 (16.8%)** 1 (0.8%) 2 (1.6%) 8 (6.4%) 0 (0.0%) 1 (0.8%)** 

District (n = 16,323)                

Central Delhi  

(n = 7,699) 
932 (12.1%) 694 (9.0%)** 456 (5.9%)** 

1,270 

(16.5%)** 
698 (9.1%)* 84 (1.1%) 482 (6.3%) 370 (4.8%) 188 (2.4%) 661 (8.6%)** 67 (0.9%)** 66 (0.9%)** 580 (7.5%)* 148 (1.9%) 43 (0.6%)** 

New Delhi (n = 2,491) 310 (12.4%) 158 (6.3%)** 107 (4.3%)** 
325 

(13.1%)** 
272 (10.9%)* 29 (1.2%) 166 (6.7%) 96 (3.9%) 61 (2.5%) 

287 

(11.5%)** 
65 (2.6%)** 48 (1.9%)** 143 (5.7%)* 49 (2.0%) 16 (0.6%)** 

South East Delhi  

(n = 1,494) 
769 (12.5%) 325 (5.3%)** 317 (5.2%)** 

802 

(13.1%)** 
579 (9.4%)* 58 (1.0%) 362 (5.9%) 297 (4.8%) 116 (1.9%) 587 (9.6%)** 86 (1.4%)** 55 (0.9%)** 430 (7.0%)* 144 (2.4%) 170 (2.8%)** 

Origin (n = 5,371)                

Outside (n = 4,720) 564 (12.0%) 260 (5.5%)** 262 (5.6%)* 
628 

(13.3%)** 

508 

(10.8%)** 
34 (0.7%)* 327 (6.9%) 184 (3.9)* 107 (2.3%) 469 (9.9%)* 85 (1.8%) 53 (1.1%)** 338 (7.2%) 87 (1.8%) 64 (1.4%) 

Delhi (n = 651) 64 (9.8%) 36 (5.5%)** 48 (7.4%)* 74 (11.4%)** 71 (10.9%)** 7 (1.1%)* 43 (6.6%) 30 (4.6%)* 10 (1.6%) 84 (12.9%)* 9 (1.4%) 16 (2.5%)** 38 (5.8%) 10 (1.5%) 14 (2.2%) 

Season                

Winter (n = 5,371) 
354 

(12.6%)** 
179 (6.4%) 94 (3.4%)** 

449 

(16.0%)** 
179 (6.4%)** 21 (0.8%)** 173 (6.2%) 146 (5.2%)** 74 (2.6%) 

407 

(14.5%)** 
25 (0.9%)** 34 (1.2%) 161 (5.7%)** 94 (3.4%)** 52 (1.0%)** 

Pre-Monsoon  

(n = 3,435) 

506 

(14.7%)** 
253 (7.4%) 189 (5.5%)** 

512 

(14.9%)** 

355 

(10.3%)** 
64 (1.9%)** 198 (5.8%) 163 (4.8%)** 78 (2.3%) 248 (7.2%)** 37 (1.1%)** 28 (0.8%) 210 (6.1%)** 82 (2.4%)** 55 (1.6%)** 

Southwest Monsoon  

(n = 5,022) 

580 

(11.6%)** 
378 (7.5%) 313 (6.2%)** 

544 

(10.8%)** 

603 

(12.0%)** 
40 (0.8%)** 331 (6.6%) 266 (5.3%)** 114 (2.3%) 304 (6.1%)** 94 (1.9%)** 56 (1.1%) 415 (8.3%)** 53 (1.1%)** 70 (1.4%)** 

Post-Monsoon  

(n = 2,807) 

603 

(11.2%)** 
390 (7.3%) 289 (5.4%)** 

956 

(17.8%)** 
426 (7.9%)** 52 (1.0%)** 323 (6.0%) 198 (3.7%)** 111 (2.1%) 

630 

(11.7%)** 
71 (1.3%)** 58 (1.1%) 388 (7.2%)** 120 (2.2%)** 52 (1.9%)** 

Legend: aAccidents, injuries and musculoskeletal disorders (n = 4,521; 27.2%); bSymptoms and signs (n = 4,201; 25.3%);; cDiseases of the 

digestive system (n = 2,175; 13.1%); dDiseases of the respiratory system (n = 1,992; 12.0%); eInfectious and parasitic diseases (n = 1,752; 10.5%); 

*p<0.05; **p<0.0
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Symptoms and signs 
 

The treatment of symptoms comprises 25.3% of Street Medicine team’s consultations, with 

circulatory and respiratory symptoms, general symptoms and signs, and digestive and 

abdominal symptoms making up 99.5% of this fraction. Table 5.5. shows that circulatory and 

respiratory symptoms occur at higher rates in males, at young (<15) and old (>55) ages, among 

Hindus, those located in Central Delhi and in the winter and post-monsoon seasons. The lower 

average rate of circulatory and respiratory symptoms in both those originating from Delhi and 

outside the city reflects a difference between the smaller sub-sample for which place of origin 

data were collected (n = 5,371) and the total sample. The underlying diagnoses that make up 

almost all of this symptom group are cough (1,967; 79.9%) and shortness of breath (487, 

19.8%). General symptoms and signs, predominantly comprised of fever (1,068; 68.3%) and 

general weakness (379; 24.2%) diagnoses, are more frequent in women, at younger ages (<25), 

Muslims, those located in New Delhi and in pre-Monsoon and southwest monsoon seasons. 

Finally, digestive and abdominal symptoms, that abdominal pain (72; 40.7%) and flatulence 

(51; 28.8%) diagnoses form part, are slightly less frequent in individuals from outside Delhi 

and more frequent during the pre-monsoon season. 

 

Diseases of the digestive system 
 

Digestive diseases and complaints accounted for 2,214 (13.3%) of Street Medicine 

consultations, and this is made up of three disease sub-groups: i) diseases of the oesophagus, 

stomach and duodenum (46.3%); ii) other diseases of the intestines (34.9%), and; iii) diseases 

of the oral cavity, salivary glands and jaws (17.0%). Virtually all the oesophageal, stomach and 

duodenal complaints were gastritis (1,013; 98.8%), and these complaints were more common 

in individuals aged over 25 years old and the Sikh population. Diarrhoea and constipation made 

up 613 (79.3%) and 127 (16.4%) of other intestinal diseases treated, respectively. This group 

of complaints was largely concentrated among children under five years of age, with weaker 

associations in the winter and southwest monsoon seasons. Finally, caries (214; 56.8%) and 

oral ulcers (130; 34.5%) comprise the majority of the third disease group, which was slightly 

more frequent between the ages of 35 and 54, and among Hindus compared to Muslim and 

Sikh populations. 
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Diseases of the respiratory system 
 

Respiratory diseases made up 12.2% (n = 2,031) of Street Medicine’s consultations. Together, 

the three most common disease blocks shown in Table 5.5. accounted for 98.1% of respiratory 

disease. The acute upper respiratory infection block, which is made up of the cold (n = 1,144; 

72.0%) and upper respiratory tract infection (n = 438, 27.6%) diagnoses, was treated more 

frequently in younger homeless individuals (<25), in those located in New Delhi, and in the 

winter and post-monsoon seasons. The treatment of this disease block was also more common 

in the Sikh population, and from those originating outside Delhi, although both these 

estimations are based on relatively smaller samples. Allergy diagnoses (227; 100%) entirely 

make up the second respiratory disease block (other diseases of the upper respiratory tract) and 

these were more common in New Delhi consultations and during monsoon season. Finally, 

other diseases of the respiratory system, also entirely comprised by a single diagnosis—

pharyngitis (176; 100%)—were slightly more frequent in individuals aged between 15 and 54, 

and in those treated in New Delhi as well as originating from outside Delhi. 

 

Infectious and Parasitic Diseases 
 

There were 1,858 Street Medicine consultations for infectious and parasitic diseases across the 

sample, which accounts for 11.2% of the total treatment burden. Within this, the three most 

common disease blocks, which accounted for 94.3% of infectious and parasitic diseases, were: 

i) mycoses; ii) pediculosis, acariasis and other infestations, and; iii) helminthiases. The 

mycoses block, of which 99.8% (n = 1,172) were tinea diagnoses, was more common in the 

male population, those aged between 15 and 44 and during the southwest and post-monsoon 

seasons. Scabies made up virtually all of the second disease block (n = 335; 96.0%), which was 

treated more frequently in individuals between five and 24 years of age, and during the winter 

and pre-monsoon season. Helminthiases, all of which were an unspecified worm diagnosis (n 

= 229; 100%), were more common in females and in those aged under 14 years of age, among 

Muslims, those located in South East Delhi, and during the pre- and post-monsoon seasons. 

Figure 5.5. summarises the preceding information on disease-wise treatment burden, showing 

the ICD blocks and constituent diagnoses that occur at higher rates in certain demographic 

groups or seasons. For example, respiratory symptoms (cough and shortness of breath), RTAs, 

wounds and tinea were treated at a significantly higher rate in men compared to women. Across 
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variables, there are peaks at young age (15-24) and during pre-monsoon, when multiple 

conditions appear at an increased risk compared to total sample. 

 

 
Figure 5.5. ICD blocks and their constituent diagnoses which occur at higher rates in certain 

demographic groups or seasons than across the total sample. SOB = Shortness of breath; RTAs: 

Road traffic accidents; URTIs = Upper respiratory tract infections 

 

5.5. Discussion 
 

While this account of Street Medicine’s work differs from conventional disease burden 

measurements, given it lacks the data to quantify health gaps, this study serves as the first 

comprehensive, empirical assessment into the health of India’s homeless groups; both 

characterising the demographics of Delhi’s homeless population and quantifying the burden 

facing Street Medicine teams treating this population.  

 

Delhi’s homeless population is demographically distinct from its census population, given the 

homeless are predominantly male, Hindu and of working age (i.e., between 25 and 54). Men 
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comprised 73.7% of the homeless population in this study and 53.5% in the 2011 census 

(ORGI, 2011), while children (defined as between the ages of 0-6 in the census and between 

0-5 here) made up 12% of the population in the Delhi census compared to just 6.8% among the 

homeless. Hindus comprise relatively similar proportions of both samples as 81.7% of the 

census population and 80.2% of the homeless sampled, while Muslims make up 12.9% and 

18.7%, and Sikhs 3.4% and 1.1%, respectively.  

 

Disaggregating data on the burden of Street Medicine treatments shows the majority (n = 

13,557; 81.5%) of Street Medicine cases can be attributed to 19 diagnoses, which are mostly 

therapeutically simple and short-lived conditions (Box 5.1.). The multiple regression and 

bivariate disease-wise analysis suggest that the distribution of treatments is affected by 

different configurations of three characteristics: demographics (age and sex), urban geography 

(where homeless reside) and season. The demographic composition of Delhi’s homeless 

communities, and thus the districts sampled, likely underpins certain variations in their 

treatment burden. For example, the higher incidence of RTAs in both the male population and 

those located in Central Delhi is most likely due to the large overlap of these populations: i.e., 

the majority of males in the sample come from Central Delhi, given that it this is also the largest 

district sampled, comprising 47.2%. However, the skewed geographical sex distribution is also 

a historical artefact related to the concentration of labour chowks—informal locations where 

daily wage labour can be solicited—in central and north Delhi (Bhatt & Jamil, 2012), where 

groups of male economic migrants have chosen to sleep due to the proximity of these locations 

to work (Dupont, 2000). Street Medicine teams themselves link the increased frequency of 

RTAs (and injuries in general) in Central Delhi to the higher number of large roads, such as 

National Highway 44, that permeate this district (such as, Yamuna Pushta and Loha Pul). This 

example illustrates the distinct quality of urban living that modifies the determinants of 

homeless health burdens (Vlahov et al., 2007). 
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Box 5.1. Nineteen diagnoses, across the five most frequently treated disease groups, comprise 

81.5% of Street Medicine’s treatment burden. 

1. Accidents, injuries and 

musculoskeletal disorders 

Musculoskeletal pain, RTAs, wounds 

2. Symptoms and signs Cough, shortness of breath, fever, weakness 

3. Diseases of the digestive system Gastritis, diarrhoea, constipation, caries, oral ulcers 

4. Diseases of the respiratory system Cold, URTIs, allergy, pharyngitis 

5. Infectious and parasitic diseases Tinea, scabies, worm 

 

The sole previous attempt at collating data on disease burden in India belongs to a collaboration 

between the Indian Council of Medical Research, the Public Health Foundation of India, 

Institute for Health Metrics and Evaluation (IHME), and stakeholders from approximately 100 

institutions across the subcontinent. The resulting literature and tools (ICMR et al., 2017, 2019; 

India State-Level Disease Burden Initiative Collaborators, 2017) are invaluable public health 

tools for benchmarking health outcomes between India’s states and for country comparisons, 

yet homeless populations will remain unrepresented where household surveys continue to 

comprise the primary data source (Elsey et al., 2016). This study sought to provide a first 

indication of the health needs gap for homeless groups in Delhi, offering local decision makers 

an empirical base from which to address urban health inequities. Street Medicine teams must 

now reflect on the balance they wish to achieve by addressing the relatively common and mild 

conditions documented in the data, and more severe and established diseases within homeless 

communities. There are many rapid diagnostic tools and treatments developed for resource-

constrained settings that could improve diagnostic capacity (Drain et al., 2014; Luchenski et 

al., 2018), including for tuberculosis (Paquette et al., 2014; Story et al., 2012), non-

communicable diseases (James et al., 2015), diabetes (Ritchie et al., 2011), and common mental 

disorders (Ali et al., 2016). 

 

This study was limited as data represent homeless individuals using Street Medicine services, 

thus being a group who have self-selected, and whose characteristics may differ from the total 

homeless population. The study also lacked the data to quantify the health gaps suffered by 

Delhi’s homeless groups, and to assign disability weights to assess disease severity. Some 

diagnoses, such as anaemia or ‘eye problem’, could not be categorised across both ICD chapter 
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and block due to lack of specificity, and thus absolute counts of both were not equal. The data 

also rely on members of the Street Medicine team, many of whom are not doctors or have 

experience with medical coding, to consistently record the same indicated conditions with the 

same codes. Finally, as data on religion and place of origin were not collected for the entire 

sampling period, some significant differences in the average rate of diagnoses across these sub-

samples suggest differences in the underlying samples, rather than due to the effect of the 

variable. Future empirical assessments of homeless health burdens could benefit from 

innovative sampling methods for urban poor populations, such as gridded population sampling, 

open-source mapping applications, such as OpenStreetMap, and participatory methods of 

assessment for district-level data (Elsey et al., 2016). 
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Chapter 6 

At the intersections of vulnerability: predictors 

of exclusions within Delhi’s homeless 

population 
 

6.1. Abstract 
 

Vulnerable populations such as the homeless are not homogenously disadvantaged. The forms 

of exclusion they experience can be overlapping, intersectional, and their effects on health can 

be synergistic. Formal and informal providers of healthcare to the homeless require detailed 

knowledge of this group’s characteristics in order to address the upstream determinants of their 

health burdens. One programme seeking to address homeless health burdens is Street Medicine, 

a form of social and preventive medicine for homeless groups that takes walking teams of 

healthcare professionals onto the streets. This study seeks to identify the homeless sub-groups 

at the intersections of vulnerability by analysing data from a survey of homeless groups in 

Delhi (n = 500) to inform the Street Medicine programme in India. The survey, administered 

across four locations in Delhi, defined three types of exclusions¾social, financial and public 

goods exclusion¾using information on demographics, socioeconomic characteristics, access 

to entitlements, assets and livelihood. Multiple regression models were used to identify the sub-

groups and characteristics which predict multiple exclusions. The analyses reveal the sub-

groups confronting more than one exclusion include men, those residing in Yamuna Pushta, 

larger families over four persons, those with lower educational attainment and those possessing 

no assets. The measures of exclusion we defined were often associated with a higher likelihood 

of one another, suggesting the risk of homeless individuals suffering multiple exclusions 

heightens after suffering one. We suggest targeted interventions, integrating both health and 

non-health services, to address the exclusions faced by Delhi’s distinct homeless sub-groups. 

  



HARRY L. S. COLEMAN 

 112 

6.2. Introduction 
 

Homeless populations suffer an excess burden of disease and mortality associated with the 

complex nature of their reality (Aldridge et al., 2018). Due to the barriers which confront 

homeless groups when trying to access healthcare and address this burden (Hwang & Bugeja, 

2000; Prasad, 2012; Rae & Rees, 2015), many informal healthcare providers have stepped in. 

These targeted health programmes for the homeless require detailed knowledge of this group’s 

characteristics in order to address the upstream determinants of their health burden (Gwatkin, 

2000). 

 

Homelessness research in global North countries has broadly characterised the causes of 

homeless vulnerability as the result of individual (Rae & Rees, 2015) or structural determinants 

(Lowe et al., 2017); with a shift from the former to latter as explanations of individual 

culpability broadened to implicate the state (Fitzpatrick, 2006). More recently, the concepts of 

social exclusion and intersectionality have been applied to homeless disadvantage (Clinks et 

al., 2009; Fitzpatrick et al., 2011; Luchenski et al., 2018), shifting the emphasis from 

homelessness as a singular deprivation of housing to comprehensive marginalisation from 

social resources, such as education, political participation, community life, and economic 

activities (Peace, 2001). In global South countries, such as India however, there is both a 

paucity of comprehensive assessments of the health outcomes suffered by homeless individuals 

(Prasad, 2012), and few profiles of homeless populations that can contextualise those health 

burdens within the networks of social determinants and outcomes that give rise to their 

disadvantage (Mander, 2008; Tripathi et al., 2013). This study seeks to expand on the latter by 

investigating the different forms of exclusions suffered by a sample of the homeless population 

in Delhi, India. 

 

An NGO in Delhi, the Centre for Equity Studies (CES), provides a healthcare outreach service 

to the homeless, under the name of Street Medicine; a form of social and preventive medicine 

that takes walking teams of healthcare professionals onto the streets. A survey of Delhi’s 

homeless individual (n = 500) conducted in 2016 by CES’ partner organisation, collected data 

on socioeconomic characteristics, and these individuals’ access to benefits, education and 

healthcare. Based on the variables surveyed, this study defines three types of exclusions that 

the homeless face: financial exclusion, measured through monthly income and expenditure 
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data; public goods exclusion, measured through education level, healthcare treatment source 

and entitlement access, and; social exclusion, measured through the presence of social ties. 

While empirical research has linked each of these to direct or indirect measures of health status 

(Fazel et al., 2014), we seek to identify both those who are severely excluded, and those for 

whom multiple vulnerabilities intersect. An understanding of the sub-groups and 

characteristics which are associated with multiple exclusions can guide priority setting and 

resource allocation decisions for an informal care provider, such as Street Medicine. The study 

also contributes in filling out the picture of homeless populations in the global South and its 

comparison to more abundant characterisations in the global North. The following research 

questions guide this inquiry: 

 

1. What are the homeless’ demographic, socioeconomic and welfare characteristics? 

2. How do these characteristics affect their financial, public good and social exclusion? 

 

6.3. Methods 
 

6.3.1. Sample and data collection 
 

The survey was developed as a baseline assessment, between the Association of Rural and 

Urban Needy (ARUN)¾a partner organisation of CES¾and Islamic Relief India (IRI), for a 

programme aiming to provide ~5,000 homeless families, over three years, with access to 

entitlements of identity, shelter, healthcare, social protection, education and financial security. 

The baseline assessment included quantitative surveys with ten percent of the 5,000 intended 

beneficiaries. In total, a stratified random sample of 125 beneficiaries were surveyed in each 

of four areas (n = 500) across Delhi. These areas—Yamuna Pushta, Jama Masjid, Connaught 

Place, and Nizammudin (Figure 6.1.)—were chosen to match the services provided by the 

partnership programme and, as sites of large homeless communities, derive from CES’ 

experience of working with homeless groups across eight years. Profiles of each survey area, 

including sampling strata, are available in Appendix 3. 
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Figure 6.1. Survey locations across the four areas: Yamuna Pushta (Gheeta Ghat and Prayas 

shelter); Jama Masjid (Meena Bazaar and Urdu Park); Connaught Place (Hanuman Mandir and 

Bangla Sahib), and; Nizamuddin (Lodhi Road and Modi Mill). 

 

The survey questionnaire was custom-made for the needs of ARUN and IRI’s baseline 

assessment, and looked to profile the following characteristics: demographic and 

socioeconomic information, access to below-poverty line (BPL) entitlements and forms of 
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identity, sources of and access to healthcare, and livelihoods and asset holding. A team of eight 

interviewers administered the survey in June 2016 across the four sample areas. The hard 

copies of the survey were converted to an Excel spreadsheet and while these spreadsheets are 

available to members of ARUN and the Street Medicine team, for the duration of this analysis, 

spreadsheets and attending files were stored on the secure, online storage platform SURFdrive 

(version 2.3.3; SURF, 2018), which complies with Dutch and European privacy legislation.  

 

6.3.2. Data analysis 
 

Data were cleaned, recoded and analysed using Stata 13 (StataCorp, 2013). Three forms of 

exclusion were defined based on the variables surveyed in the questionnaire. Financial 

exclusion was defined through monthly income and expenditure as proxies for economic 

activity. Exclusion from public goods, such as education, healthcare and welfare were based 

on educational attainment, main healthcare treatment source and access to BPL entitlements. 

Socially excluded homeless individuals were defined as those living alone, unmarried and 

without family. Following the descriptive analysis, multiple regression models were built based 

on hypothesised associations between surveyed characteristics and outcomes of interest. Tests 

for the normality of residuals, heteroscedasticity, specification error, goodness-of-fit and 

multicollinearity were performed. In two cases, interaction terms were added, and variables 

were transformed (square-root) to improve model specification.  

 

6.4. Results 
 

6.4.1. Descriptive statistics 
 

Of the 500 homeless families surveyed, 126 resided in Connaught Place, 125 in Jama Masjid, 

124 in Nizamuddin and 125 in Yamuna Pushta. The demographic characteristics of this 

population are shown in Table 6.1. The average age of the sample was 38 and consistent across 

locations, while the average family size was 2.63 in Connaught Place, 3.53 in Jama Masjid, 

4.52 in Nizamuddin and 1.01 in Yamuna Pushta. Ninety-eight percent of the sample from 

Yamuna Pushta were the head of the family, compared to 79% in Connaught Place, 77% in 

Jama Masjid and 60% in Nizamuddin, where a larger proportion of the sample were married 

to the head. The majority of the sample from Jama Masjid and Nizamuddin were married (51% 
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and 77%, respectively), while unmarried respondents were the largest group in Yamuna Pushta 

(51%). Respondents from Connaught Place were more evenly distributed across being married 

(37%), unmarried (20%), a single father (15%) or single mother (14%). 

 

6.4.2. Financial exclusion 
 

Using the data on demographic and socioeconomic characteristics collected by the survey, we 

looked to identify the predictors of monthly per capita income and expenditure as measures of 

the degree of financial exclusion. These outcome measures were used as both ‘raw’ continuous 

variables in multiple linear regressions and as categorical variables in logistic regressions: 

income was categorised into low, medium and high groups using 33rd percentiles, and; 

expenditure was categorised into the groups below and above poverty line (BPL; APL) using 

the nationally determined level (BPL = per capita expenditure < INR ₹1,407). The models 

indicate that income and expenditure are tightly correlated, with family size, education and 

certain locations and occupations being consistent predictors of both outcome measures. 

 

Linear regression established several predictors of income per capita (R2 = 0.65), and logistic 

regression, for being from low- (< INR₹ 1,250) or high-income (³ INR₹ 3,000) groups (Table 

6.2.). A one rupee increase in per capita expenditure and residing in Connaught Place and 

Yamuna Pushta were significantly associated with 1.09 (95% CI: 0.99, 1.19), 228.31 (95% CI: 

57.95, 398.65), and 1437.97 (95% CI: 1060.29, 1815.63) mean increases in income per capita, 

respectively. A trend of increasing income alongside increasing educational attainment was 

also indicated, as individuals with primary, middle and intermediate schooling had an elevated 

mean income of 631.58 (95% CI: 151.73, 1111.43), 633.08 (95% CI: 137.18, 1128.97), and 

1237.31 (95% CI: 330.84, 2143.77) rupees. Manual labour as a primary source of income, and 

being from female-headed households were linked to respective decreases of -385.90 (95% CI: 

-704.46, -67.34) and 402.94 (95% CI: -734.33, -71.55). Possessing one form of entitlement and 

residing in Yamuna Pushta were linked with 3.59 (95% CI: 1.74, 7.40) and 3.07 (95% CI: 1.41, 

6.68) higher odds of being high income. Unit increases in age and family size, alongside being 

BPL and from female-headed households were associated with 0.96 (95% CI: 0.94, 0.98), 0.21 

(95% CI: 0.13, 0.35), 0.10 (95% CI: 0.04, 0.24) and 0.19 (95% CI: 0.08, 0.46) lower odds of 

being high income. Increases in family size, being BPL, and possessing at least one form of 

entitlement also had associations, of opposite effect, on the likelihood of being low income, 
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while possessing at least one asset and rag picking for a primary source of income were linked 

to 1.72 (95% CI: 0.34, 8.73) and 6.90 (95% CI: 2.05, 23.26) higher odds of being low income. 

The relationship between being BPL (i.e., per capita expenditure < INR ₹1,407) and low 

income was also modified by the possession of assets. When you are BPL and possess at least 

one asset, you are approximately a tenth as likely to be low income than when you possess no 

assets and are BPL.  

 

As with income, multiple linear and logistic regression were used to model the relationship 

between expenditure, or being BPL, and predictors (Table 6.3.). Residing in Jama Masjid and 

using private formal healthcare providers as a primary treatment source were associated with 

211.34 and 258.41 increases in expenditure per capita, while individuals whose main 

expenditures were on basic needs were linked to a -1,214.20 mean decrease. Additionally, the 

association between income and expenditure was modified by family size; at larger family sizes 

(>4), the previous positive correlation between income and expenditure (INR ₹1 increase in 

income per capita associated with INR₹ 0.59 increase in expenditure per capita) inverts, and 

unit increases in income start to cause decreases in expenditure. Family size increases (OR = 

2.87; 95% CI: 2.00, 4.13), residing in Connaught Place (OR = 3.72; 95% CI: 1.43, 9.65), being 

illiterate (OR = 3.43; 95% CI: 1.36, 8.61) and having an institutional birth (OR = 6.75; 95% 

CI: 2.09, 21.79), compared to a home birth, were associated with higher odds of being BPL, 

while using private formal healthcare providers as a primary treatment source, certain primary 

occupations and higher income groups predicted lower odds of being BPL.
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Table 6.1. Sociodemographic characteristics of the sample (n = 500). 

  Connaught Place Jama Masjid Nizamuddin Yamuna Pushta 
  n % n % n % n % 
Sex         
Male (n = 265) 50 18.87 48 18.11 42 15.85 125 47.17 
Female (n = 233) 75 32.19 76 32.62 82 35.19 - - 
Caste                 
General (n = 97) 40 41.24 12 12.37 14 14.43 31 31.96 
OBC (n = 153) 51 33.33 18 11.76 20 13.07 64 41.83 
SC (n = 43) 16 37.21 - - 14 32.56 13 30.23 
ST (n = 3) 1 33.33 - - - - 2 66.67 
Muslim (n = 189) 7 3.70 94 49.74 76 40.21 12 6.35 
Christian (n = 1) 1 100.00 - - - - - - 
Sikh (n = 12) 9 75.00 - - - - 3 25 
Dwelling                 
LIA (n = 60) - - - - 54 90.00 6 10.00 
(N)GO Shelter (n = 231) 65 28.14 74 32.03 15 6.49 77 33.33 
Footpath (n = 209) 61 29.19 51 24.4 55 26.31 42 20.10 
Family head                 
Patriarch (n = 349) 65 18.63 74 21.2 89 25.50 121 34.67 
Matriarch (n = 138) 54 39.13 47 34.06 35 25.36 2 1.45 
Education                 
Illiterate (n = 265) 57 21.51 83 31.32 88 33.21 37 13.96 
Literate (n = 100) 28 28.00 23 23.00 17 17.00 32 32.00 
Primary (n = 45) 14 31.11 8 17.78 5 11.11 18 40.00 
Middle (n = 41) 8 19.51 5 12.2 11 26.83 17 41.46 
High school (n = 27) 10 37.04 4 14.81 - - 13 48.15 
Intermediate (n = 12) 5 41.67 1 8.33 1 8.33 5 41.67 
Graduate (n = 6) 2 33.33 - - 1 16.67 3 50 

Legend: OBC = other backward caste; SC = scheduled caste; ST = scheduled tribe; LIA = Living in identified area. 



THE HOMELESS ARE NOT A CONSTITUENCY 

119 
 

Table 6.2. Predictors of per capita income (INR₹; adjusted R2 = 0.65) and being low- (pseudo-R2 = 0.52) or high-income (pseudo-R2 = 0.61). 

 Income per capita (n = 476) High-income (n = 476) Low-income (n = 484) 
 B (95% CI) b OR (95% CI) OR (95% CI) 
Age - - 0.96 (0.94, 0.98)** - 
Family size - - 0.21 (0.13, 0.35)** 1.72 (1.45, 2.05)** 
Female headed-household -402.94 (-734.33, -71.55) -0.07* 0.19 (0.08, 0.46)** - 
Location     
Connaught Place 228.31 (57.97, 398.65) 0.07** - - 
Yamuna Pushta 1437.96 (1060.29, 1815.63) 0.23** 3.07 (1.41, 6.68)** - 
Education     
Primary school 631.58 (151.73, 1111.43) 0.07* - - 
Middle school 633.08 (137.18, 1128.97) 0.07* - - 
Intermediate 1237.31 (330.84, 2143.77) 0.07** - - 
Possess ³ one entitlement - - 3.59 (1.74, 7.40)** 0.34 (0.18, 0.65)** 
Possess ³ one asset - - - 1.72 (0.34, 8.73) 
Primary occupation     
Labour -385.90 (-704.46, -67.34) -0.07* - - 
Rag picker - - - 6.90 (2.05, 23.26)** 
Expenditure per capita 1.09 (0.99, 1.19) 0.67** - - 
BPL - - 0.10 (0.04, 0.24)** 97.30 (29.23, 323.87)** 
BPL#possess ³ one asset - - - 0.01 (0.02, 0.56)** 

Legend: *p < 0.05; **p < 0.01 
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Table 6.3. Predictors of expenditure per capita (adjusted R2 = 0.71) and BPL (pseudo-R2 = 0.56). 

 Expenditure per capita (n = 483) BPL (n = 284) 
 B (95% CI) b OR (95% CI) 
Family size -15.08 (-64.49, 34.33) -0.02 2.87 (2.00, 4.13)** 
Location    
Jama Masjid 211.34 (26.82, 395.86) 0.06* - 
Connaught Place - - 3.72 (1.43, 9.65)** 
Illiterate - - 3.43 (1.36, 8.61)* 
Institutional delivery - - 6.75 (2.09, 21.79)** 
Primary treatment source    
Private formal 255.82 (84.99, 426.64) 0.08** 0.28 (0.12, 0.67)** 
Primary occupation    
Rag picking - - 0.16 (0.03, 0.81)* 
Petty trading - - 0.23 (0.06, 0.85)* 
Other - - 0.27 (0.08, 0.85)* 
Primary expenditure    
Basic needs -1161.61 (-1626.37, -696.84) -0.12** - 
Income per capita 0.59 (0.53, 0.64) 0.96** - 
Income group    
Low - - ref 
Medium - - 0.04 (0.01, 0.15)** 
High - - 0.02 (4.57e-3, 0.12)** 
Income per capita#family size -0.13 (-0.15, -0.10) -0.33** - 

Legend: *p < 0.05; **p < 0.01 
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To look at the types of expenditures incurred by homeless individuals, a multiple linear 

regression was conducted with the proportion of expenditure to food as the outcome variable 

(Table 6.4.). Owning at least one asset and using public healthcare providers as a primary 

treatment source were associated with five and four percent increases in the proportion of 

expenditure to food, while being general caste, living in Connaught Place, and from a female-

headed household were associated with four to five percent decreases. Unit increases in income 

and expenditure were associated with very small increases in the proportion of expenditure to 

food, which is also shown in Figure 6.2. The mean proportion of expenditure to food increases 

from 0.65, to 0.67 and 0.72 across the low (INR₹ < 1,250), medium (1,250 ≥ INR₹ ≤ 3,000) 

and high (INR₹ > 3,000) income groups, respectively. The mean proportion of expenditure to 

food for BPL individuals was 0.64 and 0.71 for above poverty line-individuals. 

 

 
Figure 6.2. Change in proportion of expenditure to food across low (mean = 772.53), medium 

(mean = 1,821.98) and high (mean = 5,541.77) income groups. 
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Table 6.4. Association between predictors and proportion of expenditure to food (n = 454; 

adjusted R2 = 0.11). 
 B (95% CI) b 
General caste -0.04 (-0.08, -4.31e-4)** -0.10* 
Female-headed household -0.04 (-0.08, -0.01)* -0.12* 
Location   
Connaught Place -0.05 (-0.09, -0.02) -0.14** 
Possess ³ one asset 0.05 (0.02, 0.08)** 0.15** 
Primary treatment source   
Public formal 0.04 (0.02, 0.07)** 0.14** 
Income per capita 1.01e-05 (4.16e-6, 1.60e-5)** 0.14** 

Legend: *p < 0.05; **p < 0.01 

 

6.4.3. Public goods exclusion 
 

Data on educational attainment and individuals’ access to entitlements and healthcare providers 

were used to approximate the exclusion of homeless individuals from public goods. An 

education index was created to specify families with more educated than uneducated members. 

Compared to illiterate individuals, those with some form of education were predicted much 

higher odds of also having an educated family (Table 6.5.). Living in Yamuna Pushta (OR = 

2.06; 95% CI: 1.13, 3.74) and possessing at least one form of entitlement (OR = 2.98; 95% CI: 

1.82, 4.89) were was associated with higher odds of a positive education index, while being 

married (OR = 0.35; 95% CI: 0.21, 0.59) and begging as a primary occupation (OR = 0.33; 

95% CI: 0.18, 0.61) were associated with reduced odds. 

 

Being female, a positive education index, and owning at least one asset were associated with a 

1.96 (95% CI: 1.22, 3.15), 2.60 (95% CI: 1.67, 4.07), and 2.18 (95% CI: 1.36, 3.49) higher 

odds of availing at least one entitlement, respectively (Table 6.6.). Living on a footpath (OR = 

0.47; 95% CI: 0.31, 0.71), in Yamuna Pushta (OR = 0.49; 95% CI: 0.28, 0.86), and being 

educated to middle school level (OR = 0.30; 95% CI: 0.14, 0.65) decreased the likelihood of 

possessing one form of entitlement. 
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Table 6.5. Predictors of having more educated than uneducated family members (n = 491; 

pseudo-R2 = 0.28). 
 OR (95% CI) 
Married 0.35 (0.21, 0.59)** 
Location  
Yamuna Pushta 2.06 (1.13, 3.74)* 
Education  
Illiterate ref 
Literate 9.00 (5.04, 16.08)** 
Primary 9.42 (4.14, 21.46)** 
Middle 14.68 (5.54, 38.88)** 
Possess ³one entitlement 2.98 (1.82, 4.89)** 
Primary occupation  
Begging 0.33 (0.18, 0.61)** 

Legend: *p < 0.05; **p < 0.01 

 

Table 6.6. Predictors of benefits access (n = 486; pseudo-R2 = 0.12). 
 OR (95% CI) 
Sex 1.96 (1.22, 3.15)** 
Dwelling  
Footpath 0.47 (0.31, 0.71)** 
Location  
Yamuna Pushta 0.49 (0.28, 0.86)* 
Education  
Middle school 0.30 (0.14, 0.65)** 
Positive education index 2.60 (1.67, 4.07)** 
Possess ³ one asset 2.18 (1.36, 3.49)** 

Legend: *p < 0.05; **p < 0.01 

 

Being other backward caste (OR = 1.82; 95%CI: 1.12, 2.91), residing in Connaught Place (OR 

= 1.82; 95% CI: 1.07, 3.09) and Yamuna Pushta (OR = 1.95; 95% CI: 1.01, 3.74), and being 

BPL (OR = 2.07; 95% CI: 1.18, 3.63) were associated with higher odds of using public sources 

of formal healthcare provision, as opposed to private formal (hospitals, doctors) or informal 

(witch doctors, quacks, traditional healers) sources. Substituting Nizamuddin into the model 

also identified a significant association of reduced odds (OR = 0.48; 95% CI: 0.29, 0.79) of 

primarily using public treatment sources (Table 6.7.). While the choice of primary treatment 

source was almost evenly split across public formal and private formal providers for individuals 

from Jama Masjid, those in Connaught Place and Yamuna Pushta predominantly used public 
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sources (64% and 80%, respectively) and those in Nizamuddin predominantly used private 

(63%). Finally, unit increase in the number of entitlements used (OR = 0.77; 95% CI: 0.65, 

0.91) or family size (OR = 0.86; 95% CI: 0.76, 0.98), alongside being married (OR = 0.43; 

95% CI: 0.25, 0.75) and in a female-headed household (OR = 0.57; 95% CI: 0.34, 0.94) were 

associated with reduced odds of using public formal providers. 

 

Table 6.7. Predictors of using public treatment sources (n = 475; pseudo r squared = 0.16). 
 OR (95% CI) 
Married 0.43 (0.25, 0.75)** 
Female-headed household 0.57 (0.34, 0.94)* 
Family size 0.86 (0.76, 0.98)* 
Other backward caste 1.82 (1.12, 2.97)* 
Location  
Connaught Place 1.82 (1.07, 3.09)* 
Yamuna Pushta 1.95 (1.01, 3.74)* 
Number of entitlements 0.77 (0.65, 0.91)** 
BPL 2.07 (1.18, 3.63)* 

Legend: * p<0.05; ** p<0.01 

 

6.4.4. Social exclusion 
 

The analysis of social exclusion looked to identify characteristics that predicted individuals 

being unmarried and having no family. Table 6.8. shows the final model of a multiple logistic 

regression (n = 488; R2 = 0.56) which found that location, the education of family members, 

being female, possessing an asset or entitlement, and the type of healthcare provider were 

associated with being socially excluded. 

 

Residing in Yamuna Pushta and having a positive education index (having more educated than 

uneducated family members) were associated with a 3.63 (95% CI: 1.51, 8.72) and 2.55 (95% 

CI: 1.37, 4.74) higher odds of having few social ties. Being female (OR = 0.27; 95% CI: 0.14, 

0.53), BPL (OR = 0.13; 95% CI: 0.07, 0.24), possessing at least one form of entitlement (OR 

= 0.54; 95% CI: 0.29, 1.01) or asset (OR = 0.09; 95% CI: 0.04, 0.20), and using private formal 

healthcare providers as your primary source of treatment (OR = 0.44; 0.23, 0.82) were 

associated with reduced odds of few social ties. 
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Figure 6.3. summarises the associations, identified by the regression models above, between 

outcome measures of exclusion and characteristics of the sample studied. Only associations 

which predicted greater exclusion are shown, such as reduced access to education or lower 

incomes and expenditures, rather than characteristics which ‘protect’ from exclusions. 

Characteristics which are associated with more than one form of exclusion are positioned at 

the intersections of the circles. 

 

Table 6.8. Predictors of having few social ties (n = 488; pseudo-R2 = 0.56). 

 OR (95% CI) 
Sex 0.27 (0.14, 0.53)** 
Location  
Yamuna Pushta 3.63 (1.51, 8.72)** 
Positive education index 2.55 (1.37, 4.74)** 
Possess ³ one entitlement 0.54 (0.29, 1.01)a 
Possess ³ one asset 0.09 (0.03, 0.20)** 
Primary treatment source  
Private formal 0.44 (0.23, 0.82)* 
BPL 0.13 (0.07, 0.24)** 

Legend: *p < 0.05; **p < 0.01; ap = 0.053. 

 

6.5. Discussion 
 

This study sought to identify the sub-groups within Delhi’s homeless population that face 

particular financial, public goods and social exclusion. The analyses reveal a complex group 

of factors which seem to influence certain exclusion outcomes for the homeless groups (Figure 

6.3). The sub-groups who confront more than one exclusion include men, those residing in 

Yamuna Pushta, larger families over four persons, those with lower educational attainment and 

those possessing no assets. The outcome measures of exclusion we defined were also 

frequently associated with each other, showing those with few marital and social ties (i.e., 

socially excluded) also have poorer access to benefits, education and public healthcare. Those 

failing to access benefits were also more likely to have lower incomes and poorer access to 

education. The following section interprets the main findings within the literature before 

formulating recommendations based on the exclusions of homeless sub-groups. 
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Figure 6.3. Characteristics and locations associated with financial, public goods and social 

exclusions. Lines indicate an association between characteristics and a reduction or reduced 

likelihood of the outcome variable shown, such as expenditure or access to education, 

respectively. 

 

The associations between exclusions and characteristics shown in Figure 6.3. support previous 

findings in identifying demographically distinct homeless groups across Delhi; specifically, the 

single, male economic migrants of Yamuna Pushta (Dupont, 2000), compared with the families 

particularly common to Nizamuddin, but also Jama Masjid and Connaught Place, where the 

presence of religious institutions has been a pull factor (Prasad, 2011). All 125 of the 

individuals sampled from Yamuna Pushta were male, 124 were without family, and only nine 

(seven percent) were married, while the average family sizes across Nizamuddin, Jama Masjid 

and Connaught Place were 4.5, 3,5 and 2.6, respectively. The size of the family unit appears to 

affect per capita incomes and expenditures, alongside other distinct vulnerabilities these groups 

face in line with their characteristics; both of which are discussed below. 
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There was a strong predictive relationship between homeless’ income and expenditure, which, 

aside from being intuitive, may speak to the subsistence nature of homeless people’s lives. As 

no income is disposable, this entirely restricts homeless individuals’ financial agency and any 

forms of savings behaviour to immediate needs, which are, overwhelmingly, food. Meeting 

these subsistence needs has been advanced as the intervention with the single biggest impact 

on health for the homeless, following an analysis of social determinants of health among a 

cohort of 288 homeless, HIV-positive men (Riley et al., 2012). Notably, the association 

between income and expenditure relationship is modified by family size, and it appears that 

family sizes over four persons experience greater constrictions to expenditure. While their 

smaller per capita expenditures could indicate that larger families reap economies of scale in 

their purchases, an analysis from the Philippines suggests that increasing household sizes cause 

decreases to per capita income, expenditure, and savings (Orbeta, 2005). The constrained per 

capita incomes of larger families thus has an impact, first, on their financial access to public 

goods such as education and healthcare, and second, on outcomes, as evidenced by the poorer 

nutrition, education and a higher number of medical conditions in children (Glick et al., 2007; 

Weinreb et al., 1998).  

 

Men were at much higher odds of having few social ties, and this was also borne out in the 

odds of the same for Yamuna Pushta. Further, 100% of the homeless men in Yamuna Pushta 

possessed no assets and were half as likely to access benefits. For owning assets, which is most 

commonly in the form of a rice cooker, the absence of family may preclude consumption 

decisions which are linked to sustaining more than one person. Previous research has linked 

the presence of social support to better health outcomes, higher levels of social services use 

(Lam & Rosenheck, 1999), and reduced rates of victimisation among homeless persons 

(Hwang et al., 2009). Yet, rather than formal service provider relations, it is the informal 

networks of social support that convey the biggest health benefits (Hwang et al., 2009; Meeks 

& Murrell, 1994). Given homeless women tend to engage with informal social support 

networks more than men (Lam & Rosenheck, 1999), homeless men may experience an excess 

vulnerability in terms of social asset exclusion and the access to material and health resources 

these can convey. Indeed, 58% of the individuals sampled in Nizamuddin, where families are 

more common, possessed at least one asset. 
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Compared to other areas, men in Yamuna Pushta have higher average incomes, which may be 

caused by the fewer social ties with which they need to share their incomes or as the survey 

was conducted at the beginning of Shaadi wedding season, when these men are more likely to 

pick up higher paid work. Connaught Place has the distinct characteristic of being associated 

with higher average incomes but below-poverty line expenditure (INR < 1,407), which may 

represent the opposite effect of larger families. Individuals from Yamuna Pushta also seem to 

have higher education, given their positive education index, which may highlight a key 

difference between the Delhi-born homeless groups and economic migrants from neighbouring 

states. On the basis of these differences, informal providers of healthcare to the homeless, like 

Street Medicine in Delhi, could adapt practices that aim to address the drivers of these 

exclusions, particularly for groups which experience multiple. 

 

While in reality, the distribution of individuals vs families is unlikely to be divided squarely 

across the locations surveyed in this study, the findings suggest differing priorities in 

approaches for these groups. For the single men, concentrated in areas of daily wage labour 

such as Yamuna Pushta, their vulnerability appears in their isolation, without forms of social 

support and the greater access to other material resources it conveys, such as assets (e.g. rice 

cooker) or entitlements. These entitlements facilitate access to participate politically (voter 

cards), public subsidies (ration card), financial assets (bank account) and forms of identity 

(Aadhar cards). As such, mobile entitlement drives would be key, particularly for forms of 

identity on which access to other entitlements depend. In addition, healthcare outreach should 

be looking to counter the social isolation experienced by homeless men and ensuring the 

relevant capacities are in place to provide mental health treatment for the harmful effects of 

such isolation. Previous research in the city of Lucknow found single males comprised the 

largest homeless group and experienced multiple morbidities in both their mental and physical 

health (Tripathi et al., 2013). Social support interventions that enhance the ability of individuals 

to identify themselves within a group, such as therapy or community groups, have been found 

to reduce social isolation ‘schemas’ in vulnerable people, which induce distrustful views on 

the world and affect the ability to experience positive social interactions (Cruwys et al., 2014; 

Jones et al., 2012). The concern for larger families is their constraints to finances that may 

inhibit the spending on basic and non-basic needs. The provision of basic needs, in the form of 

housing, food, clothing and security has been linked to improved health outcomes, medication 

adherence and reduced care utilisation among vulnerable populations (Paudyal et al., 2017; 
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Riley et al., 2012; Wolitski et al., 2010). Which needs are pertinent for families will differ, both 

immediately and in the future, thus supporting approaches that hand these decisions back to 

homeless families. Finally, the predictive relationship between certain exclusions also suggests 

the vulnerabilities faced by the homeless can condemn them to a spiral of exclusion that is 

inescapable (Prasad, 2012). In general, designing targeted approaches should consider that 

multicomponent interventions integrating both health and non-health services, and coordinated 

around the needs of homeless groups, have been deemed more effective than individual, piece-

meal efforts (Luchenski et al., 2018). 

 

This study was limited by the scope of exclusion it could examine, determined by the variables 

collected during survey, and thus how holistically it can determine the link between 

vulnerability and those at greatest risk to its forms. Further, the sensitivity and specificity of 

some measures could be improved, particularly the exclusion from health service access, given 

this was measured through spending patterns on public, private and informal care providers. 

The analysis would have greatly benefited from a qualitative, explanatory component that 

could characterise the relationships between certain characteristics, e.g. being a single 

homeless male, and exclusions, such as the decreased likelihood of owning assets and availing 

entitlements. A valuable next step would be in-depth qualitative inquiry that examines the 

differences in lived realities between Delhi’s homeless sub-groups¾such as the single, 

economic migrant male, against the larger homeless families, female-headed households and 

women living alone¾and their connections to the exclusions they are at heightened risk of.  

 



HARRY L. S. COLEMAN 

 130 

Coleman, H. L. S., Levy-Philipp, L., Balt, E., Zuiderent-Jerak, T., Mander, H., Bunders, J. & 

Syurina, E. (submitted). Addressing health needs of the homeless in Delhi: standardising on 

the issues of Street Medicine practice. International Journal of Health Services.



THE HOMELESS ARE NOT A CONSTITUENCY 

131 
 

Chapter 7 

Addressing health needs of the homeless in 

Delhi: standardising on the issues of Street 

Medicine practice 
 

7.1. Abstract 
 

Due to barriers in accessing and using healthcare services, a large proportion of the care 

homeless populations receive comes from informal providers. In Delhi, one such informal 

programme, called Street Medicine, performs healthcare outreach to homeless communities. 

Clinical practice guidelines are set to be developed for Street Medicine teams in India, and 

form the object of this research. This study uses a social ecological model to understand the 

barriers facing Street Medicine teams and the homeless as they attempt to address the latter’s 

healthcare needs, and marries it with an analytical approach which situates these barriers as the 

issues within practice through which standardisation can take place. A qualitative inquiry, 

comprising three months of observations of Street Medicine outreach and interviews with over 

30 key informants, was conducted between April and July 2018. The analysis identified novel 

barriers to addressing the needs of homeless individuals, which bely a deficit between the 

systems of care design and the agency homeless individuals possess within this system to 

influence their health outcomes. These barriers¾which include user-dependent technological 

inscriptions, collaborating with untargeted providers and the distinct health needs of homeless 

individuals¾are the locations for standardising, or opening up, Street Medicine practices.  
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7.2. Introduction 
 

Accessing and receiving joined-up healthcare services is a major challenge for homeless 

populations. While measurements of homeless persons’ unmet healthcare needs in countries of 

the global North are missing for the global South (Argintaru et al., 2013; Baggett et al., 2010; 

Canavan et al., 2012; Fazel et al., 2014), research in India evidences that barriers to accessing 

healthcare are similar across both regions (Desai et al., 2003; Mander, 2008; Prasad, 2011). 

Homeless individuals’ lower engagement in services compromises treatment efficacy, 

increasing the likelihood of premature mortality (Beijer et al., 2011; Morrison, 2009), while 

also being more likely to use higher cost, acute and emergency care services, with longer 

duration of stays (Hwang et al., 2011, 2013). There are, as yet, few treatment and care models 

for the homeless which establish a true continuum of care, within and across formal and 

informal providers. 

 

The approaches to understanding homelessness and the issues they face in addressing health 

needs vary. Schools of research and practice can be categorised by either their focus on 

individual (Calsyn & Roades, 1994; Rae & Rees, 2015), or structural determinants of 

homelessness (Burt, 2001; Lowe et al., 2017), with a shift from former to latter as explanations 

of individual culpability broadened to implicate the state (Kennett & Marsh, 1999; Neale, 1997; 

Speak, 2013). A third group of integrative models for homelessness has attempted to bridge 

the divide created by positioning the causes of homelessness as dichotomous (Haber & Toro, 

2004; Levy, 1998; Nooe & Patterson, 2010; Speak, 2013). These models share an ecological 

focus on the interactions between individuals and their social context, which is often split 

across levels or domains, ranging from an individual’s immediate environment to the wider 

policy context. This perspective seeks to avoid the reductionism of earlier explanations given 

it “does not advance an etiological understanding of homelessness reflective of the 

phenomenon’s actual complexity nor does it foster robust, multi-systemic response options 

from communities, agencies, organizations, and practitioners” (Nooe & Patterson, 2010, p. 

106). The influence of context on one’s behaviour or needs is no more apparent than for 

homeless individuals; the aforementioned impact of shelter, or lack thereof, on health serves 

as a centre point from which a network of numerous health determinants branch off 

(Commission on Social Determinants of Health, 2008). The criticism of social ecological 

models however, is that while giving an exhaustive description of the relationship between 
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individuals and their environment, they do not help discern which relationships are most 

important for intervening. 

 

Aside from housing homeless individuals, which has been associated with an improved ability 

to seek non-urgent care (Kushel, 2001; O’Toole et al., 1999), there are few comprehensive, 

national strategies for their healthcare provision. One group of affiliated programmes seeking 

to fill this gap is united under the name Street Medicine, which now has researchers and health 

practitioners working on homeless outreach and service provision in 85 cities and across 15 

countries (Street Medicine Institute, 2018a; Van Laere & Withers, 2008). These informal 

providers now work towards developing a model of care which accounts for the broad and 

complex social determinants of health for the homeless. The task is thus translating theoretical 

understandings of homelessness into actionable programmes and policies. 

 

Medical protocols are set to be developed for Street Medicine teams in India and form the 

object of this research. The adoption of a universal guideline appears at odds with approaches 

informed by social ecological understandings of homelessness, which are particularly sensitive 

to the influence of contexts on behaviour. This study uses the social ecological model to 

understand the barriers facing Street Medicine teams and the homeless as they attempt to 

address the latter’s healthcare needs, yet marries it with an analytical approach which situates 

these barriers as the issues within practice through which standardisation can take place 

(Zuiderent-Jerak, 2015c). This situated standardisation reconfigures the numerous influences 

elucidated by the social ecological model to local problems in Street Medicine practice, 

identifying points of entry for adapting and standardising practices. The research aim thus 

becomes to unpack these barriers to addressing homeless health needs as sites of contestation 

for the standardisation of Street Medicine practice. The application of this approach to the 

current case is discussed in more detail in the following section. 

 

7.3. Methods 
 

7.3.1. Approach and theory 
 

The study was conducted in collaboration with the Centre of Equity Studies (CES) in Delhi 

and began as two separate inquiries on understanding barriers to: i) the utilisation of formal 
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healthcare services by homeless individuals, and; ii) the provision of Street Medicine to 

homeless groups. These inquiries form the basis of this analysis into these barriers as entry 

points for standardisation. 

 

Academic and institutional research conducted in the UK has established that homeless 

vulnerability is the product of both individual factors, and synergistic effects of intersecting 

factors at multiple levels (Bramley et al., 2015; Clinks et al., 2009; Fitzpatrick et al., 2011). 

Street Medicine teams wish to design guidelines that avoid singular perspectives of homeless 

vulnerability: designing solutions with the health system view in mind leads to solutions that 

aim to overcome the ‘personal deficiencies’ of homeless individuals, such as lack of 

citizenship, knowledge or resources. Conversely, designing solutions as the result of health 

system failures denies the intervention the crucial ingredient in addressing the health need i.e., 

the individual. This study adopts a social ecological understanding of homelessness to 

incorporate both the proximal and distal effects in the construction of barriers to addressing 

homeless health needs (Figure 7.1.). The framework characterises levels of influence, or 

barriers, that are grouped as: the intrapersonal, i.e., characteristics of homeless individuals 

affecting behaviour, such as demographics or personal choice; the interpersonal, i.e., features 

of the relations between homeless individuals, or homeless individuals and healthcare 

providers, such as patient-provider trust or peer pressure; the institutional, i.e., the practices 

and policies of the healthcare provider (formal providers or Street Medicine teams), such as 

resourcing problems or institutional norms, and; the structural, i.e., the societal structures and 

government policy that affect behaviour, such as structural discrimination or political priorities. 

  



THE HOMELESS ARE NOT A CONSTITUENCY 

135 
 

 
Figure 7.1. The ecological levels of influence on the construction of barriers to addressing 

homeless healthcare needs. 

 

In Street Medicine, the ‘best’, evidence-based practices recommended in clinical guidelines 

can quickly become unworkable in the ever-changing, ‘on-the-street’ process of care delivery 

and its organisation, which is limited by time and resources. Even common features of clinical 

practice, such as follow-up or medicine dispensation, can be undone by a lack of a fixed address 

and storage. This problem ties to common pitfalls in standardisation debates: i) the ‘gap’ of 

adherence by clinicians to clinical practice guidelines (Ament et al., 2015), and; ii) the implied 

trade-off between a universal guideline applied to all patients and the growing agenda for 

personalised medicine (Epstein, 2007). Foregrounding the influence of disparate factors on 

behaviour, as social ecological models are used, can see their holistic and nuanced 

understandings as inconsistent with the aim of developing universalised interventions in 

guidelines. The approach of this study is informed by sociological interventionist research into 

standardisation of healthcare practices, and aims to overcome these pitfalls by, rather than 

standardising on the level of categorical group, standardising on the “specific issues patient 

groups face because they have to make use of the same resource” (Zuiderent-Jerak, 2015c, p. 

80). In addition, this study does not seek to identify barriers with the health system design in 

mind or those that assume some health agency on the part of the patient, but those grounded in 

Street Medicine practice. The barrier is no longer understood as what must be overcome for 

‘better’ Street Medicine practice, but the tool through which to examine competing ideas about 

the best way of standardising Street Medicine practice and addressing homeless healthcare 

needs. This situated standardisation “tries to empirically elucidate specific issues in care 
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delivery so that an assessment can be made of which aspects of the organization of care should 

be given space and which aspects should be standardized” (Zuiderent-Jerak, 2015c, p. 72). The 

analysis describes barriers as these issues in care delivery that obstruct meeting homeless 

healthcare needs for the actors implicated in the problem; i.e., Street Medicine teams, the 

homeless and formal healthcare providers. 

 

7.3.2. Research activities 
 

Both inquiries comprised of observations and semi-structured, key informant interviews that 

took place between April and July 2018. The study design was part of a proposal to the external 

ethics committee of the Banyan Academic of Leadership in Mental Health (BALM), Chennai, 

India, which was approved in July 2018. Over these months, two researchers conducted field 

observations with Street Medicine teams during their schedule of outreach visits to 20 locations 

that repeats every two weeks; visiting each location at least once. Field notes documenting 

these observations were made later the same evening.  

 

Each researcher was responsible for a single inquiry, either focusing on barriers to healthcare 

utilisation for the homeless, or the barriers to providing Street Medicine for the homeless. Each 

researcher conducted a series of interviews, using their observations to inform a purposive 

selection of stakeholders. The former inquiry comprised: six interviews with formal healthcare 

providers and researchers, five interviews with Street Medicine personnel, and six shortened 

and less structured interviews with homeless individuals; using Andersen, Davidson and 

Baumeister’s behaviour model of healthcare utilisation to operationalise the barriers concept 

(Andersen et al., 2013). The latter inquiry included interviews with fourteen members of the 

Street Medicine team, adapting Mrazek and Haggerty’s (1994) intervention spectrum, to 

identify barriers at each stage of a standard Street Medicine consultation and care pathway. 

Both sets of interviews were conducted with a Hindi translator when necessary. 

 

Field notes and interviews were transcribed and analysed by each researcher. The coding 

strategy was first inductive, iterating towards concepts related to utilisation or provision 

barriers. Although identified separately, the barriers to using healthcare for the homeless were 

then matched to barriers in the provision of Street Medicine where the phenomenon described 

was the same or related. In this way, the phenomenon was repositioned as a barrier to 
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addressing the healthcare needs of the homeless, and these barriers were finally categorised 

across the social ecological levels. During this final stage, three members of the research team 

worked to integrate the separate analyses. 

 

7.4. Results 
 

The barriers described are not seen as obstructions to improving Street Medicine practice, but 

defined areas of contestation where the adaptation of practices (either standardised or not) can 

be discussed. In identifying these barriers, respondents also characterised what comprises 

‘desired’ utilisation behaviour and Street Medicine practices, by virtue of what was occluded 

by the barrier they described. Based on this, the barriers prohibiting the use of healthcare 

services for homeless individuals could be classified by whether they imply i) timely health 

need identification, ii) access and treatment based on need, or iii) both. On the other side, the 

Street Medicine practices obstructed by identified barriers could be categorised as: i) 

prioritising the right areas and patients to target; ii) balancing their mobility and 

diagnostic/therapeutic capacity; iii) providing timely healthcare services to all those in need; 

iv) coordinated case management including referrals, emergencies, social care and outreach, 

and; v) facilitating long-term change for homeless groups. These ‘desired’ behaviours are 

reflected upon further in the discussion as they reveal what aims must be reconciled in the 

design of interventions and their standardisation. The barriers described here are split across 

the ecological levels of influence specified above. 

 

7.4.1. Intrapersonal barriers 
 

Homeless individuals’ devalued need for care was mentioned by both homeless respondents 

and health professionals, affecting the timely identification of health needs and healthcare 

provision. This devalued need derives from the self-assessment of health status, functioning 

and symptoms, which in turn is a product of health beliefs and personal characteristics. A 17-

year-old homeless female described discovering she was pregnant after visiting a hospital for 

the first time, five months into her term:  
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“Yes, I have been [to a hospital]. I had pain in my stomach. And I was pregnant. Maybe 

something was wrong with the child, so I went. Now I know the child's head is not 

growing properly.” 

 

This devalued need causes future barriers for providing care by delaying the identification of 

health needs to advanced stages of disease, which shifts the type of care provided to more acute 

services. Late diagnoses were frequently observed in individuals using alcohol or drugs—

linked by one counsellor to their despondency—but could also stem from poor past experiences 

with healthcare providers as well as competing priorities. 

 

The identification of health needs was also delayed by homeless individuals’ competing 

priorities, where food and shelter were the first concern before acting on health needs. The 

health counsellor at the homeless shelter highlighted their precarious income streams, most 

evidently for daily wage labourers, where a single day of work missed precludes buying food 

or other purchases. For Street Medicine, identifying the people and places to work is made 

complex by the homeless’ subsistence reality, and the stringent prioritisation of needs based on 

survival. As employment outweighs health needs, reliably finding the same groups or 

individuals to treat across multiple visits can be impossible. Similarly, the treatment regimens 

can be discontinued once initial benefits in health status are observed, as described by one of 

the Street Medicine doctors:  

 

“So after two or three months, things start improving. And then once again he starts to 

think that now he is okay and stops taking the medicine or leaves [the shelter].” 

 

This case described by one Street Medicine doctor illustrates how health needs are quickly 

downgraded in priority, particularly when the ability to work is regained.  

 

Finally, health professionals raised homeless’ limited health agency that affects their 

identification of care needs, access to treatment and Street Medicine’s case management. The 

contrasting conceptions of this agency, which could be seen as a hindrance or distinct quality, 

were considered by a public health researcher at the George Institute: 
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“I don’t think you need to be highly literate to seek care. […] I think the way in which 

the homeless people operate through their networks, it’s an exercise of their own agency 

to increase their own literacy. […] I think that more than the system itself reaching out 

it’s very much the formal and informal networks that homeless have themselves that 

guide these decisions”. 

 

From one side, this agency is intertwined with homeless individuals’ limited literacy, both their 

health literacy and familiarity with bureaucratic standards, that hinders meeting health needs 

in formal care settings. Conversely, this agency could be seen as part of homeless’ distinct 

health needs¾i.e., which differs from needs for ‘normal’ care that assumes a level of personal 

agency and means¾and the distinct ways the homeless seek to meet those needs. The former 

conception of agency, impaired by poor literacy, would be linked to homeless individuals’ non-

compliance to treatment regimens. The latter conception also played out during observations 

however, as the ability to comply to treatment regimens was constrained by the situational 

contexts in which they lived. For example, a 103-year-old homeless and hypertensive male had 

little scope to incorporate dietary advice from the team when he received his meals from the 

local Mandir. To combat this, one of the coordinators suggested tailoring this advice: 

 

“For me advice is not enough. You need to tell them where the safe water is, where the 

tap water is and if they can get to it. Where is the toilet, [where] there is no toilet!” 

 

Tailoring advice in this way shows an effort to accommodate homeless groups’ distinct health 

needs, which is borne of the subsistence contexts in which they live, as opposed to prescribing 

changes in the individuals or health system. 

 

7.4.2 Interpersonal 
 

The interpersonal relationships between homeless individuals and with the Street Medicine 

teams affected their utilisation in the form of timely health seeking and treatment access, and 

Street Medicine’s healthcare provision in their attempts at case management. At the behest of 

hospitals, access to treatment can be denied or complicated without a next of kin or guardian, 

entangling the many homeless individuals living alone in a bureaucratic mess when trying to 

address their health needs. For Street Medicine, their patients’ deep-rooted distrust towards 
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authority, and the public health system, often caused them to refuse hospital referrals from the 

team, even in emergency situations. This lack of trust could also make sharing patient 

information difficult or unreliable, and feed into healthcare seeking delays which cause Street 

Medicine teams to diagnose at later stages of morbidity. Finally, the effect of homeless’ 

interpersonal relationships could manifest as a limiting health-seeking environment in the 

norms and practices of their social relations. For example, entire communities of substance 

users resided in specific areas, and thus individuals’ balance of risk taking to health seeking 

could be influenced by others’ in their environment. 

 

7.4.3. Institutional 
 

A number of barriers to addressing the health needs of the homeless stem from the institutional 

conflict that arises between Street Medicine and formal healthcare providers. The attempted 

management of cases by Street Medicine teams leads them to collaborate with other healthcare 

providers and authorities, who are all untargeted to homeless individuals unlike themselves. 

Referral can be delayed as police and ambulance staff were described to take a long time to 

arrive in emergency situations, with teams having to bargain with, beg and bribe police to take 

patients to the hospital. Even when patients are transferred to the police, interviewees explained 

they may likely be dropped off around the corner. This behaviour, in part, derives from a fear 

of becoming the responsible party for that homeless individual, in the absence of their own 

family ties or identification. Further, the extensive and time-consuming bureaucracy of the 

Indian health system requires the Street Medicine referral manager on hand to help the 

homeless navigate their treatment.  

 

For the homeless seeking care, they confront a system that is poorly targeted towards their 

needs. Both homeless individuals and Street Medicine professionals described inscriptions of 

healthcare technologies on users of the formal healthcare system. These inscriptions are parts 

of a technology¾broadly defined, such as a care pathway¾that are contingent on the 

involvement or some capacity of the end user (the patient). For example, a 17-year-old 

homeless female described being denied care due to not having her medical history on her 

person. As the hospitals in Delhi require patients to manage their own medical records, the 

technology fails to work for homeless individuals with little or no storage. Combined with this, 

and perhaps as a result of this misalignment, are negative perceptions toward the homeless, 
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described by Street Medicine team members and other respondents, at both the institutional 

and structural level. This lack of respect from formal healthcare givers was suggested¾by the 

public health researcher at the George Institute¾to drive homeless groups to rely on their 

network for health needs or choice of providers: 

 

“Where they are getting care [doesn’t matter], as long as it is with respect [...] What 

ends up happening, because of the lack of connect [with healthcare providers], they rely 

very much on their own network.” 

 

This response suggests the attitude of providing care is more important than how closely it 

aligns to the needs of the homeless. Maintaining dignity during health seeking can be seen as 

consistent with the actions, described earlier, taken by homeless individuals to preserve their 

agency. 

 

The barriers to Street Medicine’s care when collaborating with formal providers, of which the 

user-based technological inscriptions form a part, stem from the lack of standardised care 

practices and pathways for homeless individuals in their own practice and the health system at 

large. Street Medicine confronts this for recording patient information, triage and prioritising 

cases, diagnosis, managing long-term care patients and follow-up, which makes the care 

received vary depending on the team member. While on the health system side, a physician at 

Safdarjung Hospital described the lack of institutional norms and standards for homeless 

patients who die at hospital, leaving the health system fearing the responsibility of coordinating 

their end-of-life arrangements. Similarly, this barrier is also impacted by the broader curative 

orientation of the health system, determined by policy, which makes the narrow scope of the 

Indian health system insufficient for the more holistic needs of homeless individuals. 

 

Contributing to Street Medicine’s coordination problems is the lack of digital and remote-

access system for managing patient information, which would harmonise terminology and 

facilitate follow-up. Means to verify and incentivise adherence, as well as other systems for 

effective follow-up or tracking would greatly assist Street Medicine’s case management and 

their scope for effecting long-term change in homeless communities. The inability to facilitate 

longer term changes, by joining up care for the homeless, was a source of grief and frustration 

for many Street Medicine team members. 
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Finally, one of the barriers most frequently mentioned by Street Medicine members was their 

mobility/resource constraints which can limit their diagnostic and therapeutic capacity. A key 

constraint is the lack of female care givers, which makes some examinations impossible and 

could deter health seeking from homeless females. Yet, for both men and women, certain 

examinations, particularly genital, are virtually impossible given diagnoses happen on the 

street. The limited capacity to specify the aetiology of symptoms was described the Street 

Medicine nurse: 

 

“It’s like a temporary diagnosis. Most of them are temporary. But there are also cases 

where I also don’t know what the real cause is. For example, fungal infections. You 

also have ringworms. When you have both it’s hard to know which is the cause and if 

we are treating the right thing.” 

 

These constraints can extend to treatment, where the necessary medication or requisite 

knowledge may not be available, and the management and coordination of cases, such as 

emergencies. 

 

7.4.4. Structural 
 

There was a clear connection between the barriers described at the institutional level and their 

antecedents at the structural level and barriers linked to policy. The aforementioned difficulties 

of collaborating with authorities also have connections to wider societal perceptions of 

homeless individuals—Street Medicine teams described having to ‘clean up’ patients before 

taking them to hospital—and the lack of trust this engenders within homeless communities. 

Negative societal perceptions of the homeless were described, which feed into the healthcare 

they receive, while the wider design of the health system assumes user capacities and 

involvement. This assumption of health agency on the part of the patient creates difficulties for 

homeless individuals when required to keep medical records, store medications or attend 

outpatient services on multiple occasions. Given the health system’s design is centred on 

curative healthcare, it acts as its own barrier to health seeking for the homeless. This barrier 

combines with Street Medicine’s general lack of health promotion or preventive therapies for 

a distinct population like the homeless, i.e., one that can account for their lack of health agency.  
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The limits of the health system’s design for homeless individuals is also derivative of broader 

policy norms and prescriptions, evidenced in the lack of bureaucratic standards for those 

without citizenship or address. As with homeless individuals who die in hospital, access to 

healthcare is more difficult for those without proof of citizenship. The ability to target therapies 

for the homeless, within and outside Street Medicine, also derives from deeper issues in the 

supply of relevant healthcare services, particularly primary care within urban areas. Without 

accessible primary care, or addiction clinics and mental healthcare services, the continuum of 

care Street Medicine attempt to provide can be rendered inadequate. Finally, the culturally-

bound understandings of medicine can affect health seeking and treatment compliance. Team 

members described the difficulty of diagnosing STDs given its stigma and the scepticism 

shown towards certain therapies, increasing non-adherence. 

 

The aforementioned social isolation of homeless individuals was also attributed by health 

professionals to the geographic isolation of some homeless communities to society’s margins, 

where spatial access to health and other public facilities is harder. Street Medicine teams have 

to contend with the internal displacement of homeless communities enforced by local 

government authorities, alongside ongoing ‘beautification’ that seals off increasing amounts of 

public space, such as large traffic islands or under motorways, and pushes them onto roads or 

other exposed areas. These marginalised communities can become harsh social environments, 

which, in some cases, are associated with high rates of drug use, theft and abuse, constraining 

the health-seeking agency of its members.  

 

Aside from mirroring barriers at other levels, there were also barriers discretely situated at the 

structural level. A physician at AIIMS described the cultural norms surrounding gender and 

their effect on homeless individuals’ access to treatment: 

 

“A patient: a female child, but you have brothers at home who are normal, healthy. So, 

they will not bring you to the hospital. Because that’s like investing their time. Until 

she becomes the age of marriage, then they’ll panic and go.” 

 

Finally, both the political exclusion of homeless groups and the government’s competing 

priorities were linked to poorer healthcare access among the homeless. During the development 
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of the National Urban Health Mission, described by the public health expert at the George 

Institute, there was little support among its developers for prioritising homeless groups against 

the needs of the housed, and voting, majority.  

 

7.5. Discussion 
 

The aim of this research was to unpack barriers as the sites of contestation for adapting Street 

Medicine practices. First, the majority of barriers described here, primarily to healthcare 

utilisation, are repeated in earlier research. Although mostly conducted in global North 

countries, these barriers include their exclusion from citizenship and forms of identification for 

receipt of public entitlements (Crisis, 2002; Mander, 2008; Rae & Rees, 2015), the bureaucracy 

of healthcare access (Wise & Phillips, 2013), the deterring attitudes of providers and public 

officials (Rae & Rees, 2015), the homeless’ competing priorities (Gelberg et al., 1997; Kushel 

et al., 2006), and their limited spatial access to providers (Gelberg et al., 2004; Vuillermoz et 

al., 2017). 

 

By grounding the problems in Street Medicine practice however, a number of novel barriers 

were described which are points of entry for standardisation, given that they are conceptualised 

from the vantage of Street Medicine’s practice. For example, late-stage health need 

identification can also be traced back to poor past healthcare experiences, yet, conceptualising 

the barrier as the latter would be impossible for Street Medicine teams to change. These barriers 

include user-dependent technological inscriptions, collaborating with untargeted providers and 

the distinct health needs of homeless individuals. Each of these barriers highlights a gap which 

could be filled by an informal healthcare provider, contrary to attributing the barrier to a 

personal deficiency. The application of this approach within the practice of an informal care 

provider to the homeless reveals issues that bely a deficit between the systems of care design 

and the agency homeless individuals possess within this system to influence their health 

outcomes. The interventions taken by Street Medicine to replenish this agency or bridge these 

capacity gaps are instructive for other informal providers acting as intermediaries between 

healthcare providers and vulnerable populations marginalised from these services. 

 

As they attempt to address their health needs, the issues the homeless face can be viewed as 

endeavours to maintain agency while doing so, and this yields potential opportunities for 
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changing standard care practices in Street Medicine. An example of an agency-based care 

standard comes from current Street Medicine practice in Delhi, where they have developed 

‘referral managers’: on-call personnel for the Street Medicine teams, who accompany homeless 

individuals to hospitals if they need more specialised care. These referral managers assist in 

navigating both the physical layout and bureaucracy of the hospital. In this case, health agency 

is conferred ‘by proxy’ from the referral manager to the homeless individual, and bridges the 

gap between the misaligned needs of homeless individuals and the health system’s design. 

While this would be an example of a “procedural standard”, as defined by Timmermans and 

Berg (2003), which “delineate a number of steps to be taken when specified conditions are 

met” (p. 25), other standards—such as design standards, performance standards and 

terminological standards—are possible. Equally. the practices to be standardised are not just 

those in the business of ‘providing healthcare’ but also the administrative, bureaucratic or 

political organisation of those services. The remainder of this section outlines other issues in 

Street Medicine which are locations for standardising, or opening up, practices. 

 

A key issue in the delivering the most effective care to homeless individuals was the confusion 

surrounding certain roles’ responsibilities. There needs to be a clear delineation in how 

responsibilities are divided or shared across Street Medicine’s healthcare professionals, 

coordinators, and auxiliary staff to reduce ‘task uncertainty’. Research into medical problem-

solving suggests categorising tasks as high vs low task uncertainty (i.e., based on the 

knowledge required to perform a task), as they require different organisational structures to 

execute them (Holmberg, 2006). High task uncertainty decisions lend themselves to the 

thematic groupings of activities around the decision-making process, the greater distribution of 

tasks (i.e., referrals) through the organisation, the decreased formalisation of activities (i.e., in 

standards) and more nuanced forms of evaluation that consider norms and values. Thus, for 

Street Medicine, this starts with cataloguing all tasks performed by members of the team and 

ends with design standards, which would be detailed job descriptions in this case. Without a 

clear assignment of tasks to individuals, many individuals end up performing the same task and 

doing so differently; their execution being influenced by the information available to them. 

One example of this is in the prioritisation of cases: is this decision made on a discretionary 

basis by healthcare professionals when conducting outreach or on the basis of directions from 

coordinators? This is a case where task uncertainty could be reduced by standardisation, both 

in the assignment of the task (i.e., in a design standard) and in its execution (i.e., in a procedural 
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standard). In seeking to strike the ‘right’ balance between addressing a high number of 

(coverage), and high needs (severity), cases, prioritisation lends to a deliberative process that 

is compatible with Street Medicine’s coordinator role, rather than an ad-hoc decision for care 

givers. For these coordinators, standardising the process of prioritisation entails using the 

information available to them, on high needs cases and areas of high numbers of homeless 

individuals, to create criteria that reconcile Street Medicine’s aims for coverage vs severity. 

 

Another set of problems confront Street Medicine teams as, in the process of giving care, they 

are attempting to reconcile the delivery of their medical therapies with homeless individual’s 

contextual reality. Given the limited agency the homeless possess to make decisions about and 

affect their own health¾in finances, time, dietary choice, citizenship, spatial access¾all 

therapies provided must be cognisant of this contextual reality, which starts by understanding 

the communities in which they reside. This issue defines standardising Street Medicine 

practice, as mapping capacities of homeless communities provides the ‘inputs’ to begin 

targeting interventions and practices toward the causes of ill health among the homeless. 

Additionally, part of this mapping would be to understand homeless communities’ capacity to 

contribute to the care and other services they receive through Street Medicine. CES already 

does this, for example in the identification of individuals for Aadhar registration, yet this could 

be expanded based on the primacy of the homeless’ networks in guiding care decisions, as 

suggested by this research and previous (Hwang et al., 2009; Meeks & Murrell, 1994; Reitzes 

et al., 2011). Understanding these networks, and the advice and help they distribute, could be 

key to shifting the health seeking and decision making of an aggregate population, rather than 

individuals. This engagement can become a standard part of Street Medicine practice, yet must 

necessarily remain flexible to the different levels of buy in from homeless communities. Thus, 

homeless communities could be mapped using a standardised assessment (e.g. questionnaire), 

but certain actions, such as enlisting community members in Street Medicine activities, could 

remain on a case-by-case basis. 

 

Finally, the design of prospective interventions for the homeless, and their standardisation, 

should be informed by the central issues elucidated here in Street Medicine practice: the 

disconnect between the distinct needs of homeless individuals and the user-based technological 

inscriptions of the health system, the limited health agency the homeless possess to manage 

their health and act on advice, and Street Medicine’s collaboration with the untargeted health 
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system. Street Medicine has already surpassed some barriers in being an outreach provider, and 

dedicating human resources (referral manger) to supporting the usually difficult transition 

between multiple care providers across institutions for homeless individuals. More treatments 

are required which endow agency, provide it ‘by proxy’ such as the referral manager, or remove 

conditions on which subsequent health agency is contingent. This could, for example, include 

the transfer of medical record management from homeless individuals to Street Medicine 

teams, or the facilitation of treatment regimens or measures to improve compliance behaviours. 

 

This study positioned the barriers to addressing healthcare needs for the homeless within the 

specific issues facing Street Medicine practices. The standardisation of such practice is changed 

from the implementation of ‘gold standard’ medical knowledge towards adapting practices in 

the face of locally-defined issues. For Street Medicine, applying the same practice across 

different homeless communities requires a clear definition of institutional roles, an 

understanding of the resources and capacities of communities being served, and therapies 

grounded in community’s contextual realities. The findings also indicate that there are different 

demands to practice based on the homeless sub-group seeking care. Rather than developing a 

guideline or pathway from the characteristics of a sub-group, documenting the current standard 

pathways for these groups is a first step in identifying common issues these groups face. 
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Chapter 8 

Advocacy in Action: The Transformation of 

Delhi’s Shelter Provision to the Homeless 
 

8.1. Abstract 
 

Vulnerable groups, such as the homeless, are often disempowered to advocate for their own 

rights, leaving advocacy groups to step in. There are few rich descriptions of ‘doing’ advocacy 

however, that unpick the mechanisms through which campaigns have been successful. 

Departing from theories of change as the dominant evaluation method, this study evaluates the 

‘practices of change’ that, over a twenty-year period, transformed the city of Delhi, India, in 

its provision of shelter to homeless people. The study draws on methods of realist evaluation, 

combining documentary analysis with key informant interviews to identify configurations of 

context, resources, reasoning, and outcomes, that describe advocacy’s role in the 

transformation of Delhi for sheltering homeless persons. These practices of change include: i) 

filing timely public interest litigation; ii) building a body of knowledge on homeless and shelter 

numbers; iii) broadening the coalition of advocacy campaigners and their resources; iv) 

strengthening government-NGO ties; v) gaining domestic media and international attention, 

and; vi) making the link between government actions and homeless outcomes apparent to the 

public. This empirical turn on advocacy evaluation can better arm advocates for the ‘recursive 

strategizing’ necessary to react to the changing contextual circumstances and resources that 

characterise advocacy work. 
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8.2. Introduction 
 

The vulnerability of certain groups in society is often heightened by their lack of means to 

participate in exercises of national democracy, and thus advocate for their own rights. For 

example, the lack of identification and voter cards for homeless individuals in India leaves 

them unrepresented, which has led advocacy groups to step in (Mander, 2008). The ‘rational 

choice’ theory of policy making assumes that when governments identify societal problems, 

they immediately engage in reparative actions to resolve them (McCaughey & Bruning, 2010). 

In reality however, widely recognised inequalities and problems of exclusion have not been 

followed by targeted policies or the broadening of entitlements (Mackenbach, 2012; Ruger & 

Kim, 2006). A 2017 review of domestic campaigns across various countries to push the social 

determinants of health onto the policy agenda emphasised the potential of advocacy, and civil 

society mobilisation for shaping public policy (Baker et al., 2017). Yet, there are few rich 

descriptions of ‘doing’ advocacy that unpick the mechanisms through which campaigns have 

been successful. 

 

Advocacy is an unrealised part of the work of public health professionals: it is publicly 

supported and even incorporated in some professional practice standards, yet is not widely 

occurring (Cohen & Marshall, 2017). A survey of UN development workers found that, while 

advocacy was seen as an essential part of development work, these workers lacked key 

capacities for its undertaking, such as strategic thinking, networking and problem solving skills, 

as well as strong communication and mobilisation skills (Fayoyin, 2013). One reason for such 

a lack of skills can be that advocacy is often seen as value-laden, in contrast to public health 

professions or research which tends to emphasise the need to carry out responsibilities 

dispassionately. Pittore and colleagues (2016) have argued that such a split between neutrality 

in public policy and research versus support for a cause in advocacy introduces a false 

dichotomy, and one which hinders effective engagement among policy advocates when actors 

who take up different roles are working on the same issues of redressing health inequities. Such 

a dichotomous understanding of policy making and advocacy can however be perpetuated by 

evaluation research that centres the analysis on ‘theories of change’. Theories of change are the 

dominant method for evaluating international development programmes, spilling over into the 

burgeoning evaluation of advocacy (Jones, 2011; Stachowiak, 2013). The emergent nature of 

advocacy however, and the mechanisms through which it produces outcomes¾often 
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unintended, or the result of adapting to changing circumstances¾make its description by 

theories of change incongruous (Mason & Barnes, 2007; Valter, 2014). Moreover, the very act 

of requiring stakeholders to model desired outcomes from their perspective introduces the risk 

of reproducing an axis running from ‘engaged’ to ‘neutral’ actors (Zuiderent-Jerak, 2015b), 

hindering a deeper, more empirical understanding of what we call advocacy in action. If there 

is a deficit in knowing how advocacy can be done, Arensmen and colleagues (2018) suggest 

that, rather than evaluating theories of change, evaluating the advocates themselves, their 

actions, interactions and ‘practices of change’ would be more instructive for public health 

professionals and closer to the recursive nature of advocacy itself. Such an empirical turn 

towards the practices of advocacy can help bridge the gap between research and practice that 

stops the learnings of successful advocacy campaigns being abstracted to theory, and in the 

opposite direction, stops theories of advocacy informing the activities of activists, public health 

professionals, and researchers. In an attempt to help bridge this divide, and in line with 

Arensman and colleagues (2018), this paper analyses, rather than the programme theories of 

advocacy, the ‘practices of change’ that, over a twenty-year period, transformed the city of 

Delhi, India in its provision of shelter to homeless people. 

 

Following a ten-year period, between 2000 and 2010, when Delhi had a relatively consistent 

number of between ten and 50 shelters (Shahri Adhikar Manch: Begharon Ke Saath, 2014), 

there has been a dramatic increase to the present number of 238 (Delhi Urban Shelter 

Improvement Board, 2020b). Estimates of Delhi’s homeless population vary, from 150,000 

(Indo-Global Social Service Society, 2012) to 324,375 (Supreme Court Commissioner’s 

Office, 2011), yet the increase in shelters means over 18,500 homeless individuals can be 

housed compared to around 3,000 in 2009. There is an unfortunate paucity of comparable 

shelter data in global South countries, but as a rough comparison, the city of New York lists 

469 buildings with shelter units that it keeps track of (Department of Homeless Services, 2019), 

which accommodated 62,391 in September 2019 (Coalition for the Homeless, 2020). Although 

Delhi’s and New York’s shelters are not directly comparable, the advocacy campaign that 

precipitated Delhi’s transformation has made the city a significant provider of shelter for urban 

homeless people. 

 

This research seeks to understand what has happened during this twenty-year period in Delhi, 

and what mechanisms generated these changes. The first ten years of this period are well 
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recounted by Dupont (2013), yet the current study provides an updated account, which includes 

the period after 2010, when the starkest increases in shelter have taken place. We believe the 

approach of focussing on practices rather than the theories of change fits the current case, 

departing from Dupont’s previous description (2013) that highlights how outcomes were 

produced through a recursive and patchwork strategy of many civil society organisations, often 

switching between a confrontational and collaborative dynamic with the state. The research 

question guiding this inquiry was: how did practices of change lead to increases in the number 

of shelters housing homeless people in Delhi over a twenty-year period? 

 

8.3. Methods 
 

The study draws on methods of realist evaluation to identify and describe the practices of 

change that made advocacy for urban homeless shelters persuasive. Realist evaluation is 

“concerned with the identification of causal mechanisms and how they work under what 

conditions” (Rycroft-Malone et al., 2010, p. 2). The method helps to study advocacy in an 

empirically detailed manner, by disaggregating causal mechanisms (or, ‘programme theories’) 

into the resources introduced by an action or intervention (in this case, advocacy), and the 

change in reasoning that occurs due to the relationship between those resources and their 

context of implementation (Dalkin et al., 2015). The active description of context helps the 

application of learnings about the case, and the practices of change identified, beyond its native 

setting; as context changes from being a passive backdrop of the intervention, to an active 

contributor that qualifies the object of analysis. Thus, realist evaluation aids our empirical turn 

on advocacy while still generating learnings applicable for other contexts.  

 

Programme theories are the units of analysis of realist evaluation, being “the ideas and 

assumptions underlying how, why, and in what circumstances complex social interventions 

work.” (Dalkin et al., 2015, p. 3). Programme theories can be operationalised into CMO 

configurations of context (C), mechanisms (M) and their outcomes (O); and mechanisms can 

be broken down further into the resources of an intervention, and the change in reasoning they 

induce. This study identifies configurations of context, resources, reasoning, and outcomes, 

that make up a programme theory about advocacy’s role in the transformation of Delhi for 

sheltering homeless persons.  
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We combined documentary analysis with interviews of purposively selected key informants to 

build and refine a programme theory of persuasive practices of change (Table 8.1.). Collection 

of both data types mutually informed one another: sources of documentation were suggested 

by informants, and key participants in the advocacy campaign were revealed by the written 

records. The Delhi High Court and Indian Supreme Court websites were combed for daily 

orders, office reports, and judgements pertaining the relevant cases. Institutional reports, from 

civil society organisations that participated in the advocacy campaign, and media articles, were 

collected through web searches. Background information on relevant social schemes was 

obtained through government websites and institutional reports. For each of the court cases, a 

process narrative was written, first using court documents, followed by media and institutional 

reports. These process narratives were combined into a draft programme theory of the 

overlapping court cases and advocacy actions featured in reviewed documents. 

 

Alongside this, five key informant interviews (Table 8.1.) were held with members of the 

petitioner group or legal cases in July 2018; recorded with participants’ consent, and the 

recordings transcribed verbatim. Interviews were coded using realist evaluation 

questions¾what works, for whom, in what respects, to what extent, in what contexts, and 

how¾posed towards the outcome of Delhi’s transformation through advocacy; from 

possessing between ten and 50 shelters, to now holding 238 shelters for homeless persons. The 

draft programme theory, constructed through our document review, was then interrogated using 

these coded segments, and used to refine and organise the theory into a series of configurations 

of context, resources, reasoning, and outcomes.  
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Table 8.1. Sources of data 

Court case materials Description 

Daily orders, office reports and 

judgements of the Supreme Court of 

India 

Includes CWP 196 of 2001; CWP 55 and 572 of 

2003; CWP 143 of 2001 

Daily orders, office reports and 

judgements of the High Court of 

Delhi 

Includes CWP 6138 of 2001; CWP 29 of 2010; 

CWP 5913 of 2010; CWP 641 of 2013 

Institutional and media reports  

Press releases, technical reports, 

position papers and newspaper 

articles 

From organisations including Aashray Adhikhar 

Abhiyan (AAA); Indo-global social service 

society (IGSSS); Shahri Adhikar Manch: 

Begharon Ke Saath (SAM: BKS), and; Indian or 

international news outlets. 

Key informants  

R1 
Legal advisor to the Supreme Court 

Commissioners 

R2 Petitioner in CWP 572/2003 and lawyer 

R3 
Petitioner in CWP 196/2001, 572/2003 and 

Commissioner of the Supreme Court 

R4 
Petitioner in 572/2003, ex-Director of AAA and 

ActionAid 

R5 Legal counsel in CWP 572/2003 

 

8.4. Results 
 

8.4.1. The court cases examining shelter rights for the homeless 
 

From 2001 to present day, a series of cases, primarily public interest litigations (PILs) in both 

the Supreme Court and High Court of Delhi have examined the issue of shelter for urban 

homeless persons, in Delhi and India at large (Table 8.2.). This period of court activity is the 

backdrop for the practices of change executed by advocacy campaigners. These cases were 

driven by a (largely) common group of individuals working across the fields of research, law, 
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civil society and advocacy. These petitioners, referred to as the advocacy campaign in question, 

evolved from a loosely knit group of individuals into a united forum for homeless rights, while 

some members were elevated to petitions of authority. The following section describes the 

main events and cases of this period. The subsequent section goes into greater empirical detail 

of how practices of change were enacted, how they combined in different configurations, and 

were situated within certain contexts. The first relevant PIL, identified by key informants, was 

what came to be known as the Right to Food case; tabled in the Supreme Court in 2001 and 

deposed in 2013 after the passage of the National Food Security Act. While not immediately 

concerned with shelter, the Court made a number of interim orders in this case that would 

influence future examinations of the issue of shelter in and outside the courts.  

 

The Right to Food case 
 

In 2001, a civil writ petition (CWP 196/2001) was filed against the Government of India 

seeking legal enforcement of the right to food. The legal basis of the petitioners’ argument lay 

in previous Supreme Court judgements that recognised the right to food as part of an 

individual’s right to life, enshrined in Article 21 of India’s constitution as a ‘fundamental right’. 

Further, the Government of India had set up multiple (subsidised) food provision programmes, 

and thus the petitioners sought to understand the effectiveness of these programmes in the 

fulfilment of the right to food. While not immediately concerned with shelter, the Court made 

a number of interim orders that would influence future examinations of the issue of shelter in 

and outside the courts. The Supreme Court’s first instrumental act was creating the office of 

the Commissioners of the Supreme Court; a body comprising two former Secretaries of the 

Planning Commission and Ministry of Rural Development, respectively, which would be 

funded by the central government. The Commissioners were first designated as an arbiter of 

grievance redressal in the implementation of food provision schemes, but later expanded into 

a monitoring body of the schemes themselves.  
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Table 8.2. Overview of cases that considered the provision of shelter for urban homeless persons or elements of rights for homeless persons 

Court 

Case typea and 

number (informal 

name) 

Petitioner(s) and 

associated CSOsb 
Remit 

Supreme Court 

of India 

CWP 196 of 2001 

(Right to Food case) 
PUCL 

Primarily concerned with the Government’s programmes for subsidised food provision, but later considered the issue of 

shelter after deaths of homeless people in Winter 2010. 

Supreme Court 

of India 
CWP 143 of 2001 AAA 

Court impleaded on the right to a decent burial for homeless persons, but the Court finds in favour of the Union of India, who 

argue they are acting in compliance. 

High Court of 

Delhi 
CWP 6138 of 2001 AAA 

Filed following the closure of one Delhi’s largest shelters at Meena Bazar, which could house over 1000 residents. The 

responsible government body for shelters in Delhi submitted they would offer voluntary organisations the opportunity to run 

shelters in the wake of their own shortcomings. 

Supreme Court 

of India 

CWP 55 and 572 of 

2003 (Bora and Kumar 

case) 

ER Kumar; Deepan 

Bora and a group of 

six homeless 

individuals; 

SAM:BKS; NFHR 

Ongoing case comprised of two petitions on the issue of shelter for urban homeless persons, which first came up for hearing in 

2013. Now concerned with monitoring state-level implementation of the National Urban Livelihoods Mission, and its shelter 

component. 

High Court of 

Delhi 
CWP 29 of 2010 

Court on its own 

motion 

Case initiated by Chief Justice AP Shah on its own motion (suo moto), in response to the demolition of the Rachna Golchakar 

shelter at Pusa Roundabout, which led to deaths of homeless persons in Winter 2010, and publicised in the Times of India and 

a press conference by SAM:BKS. The Court ordered immediate reconstruction of the shelter. 

High Court of 

Delhi 
CWP 5913 of 2010 

Court on its own 

motion 

Another suo moto case initiated following the death of a homeless woman, Laxmi, who died four days after giving birth on the 

street, due to septicaemia. The Court ordered the construction of two dedicated shelters for destitute and lactating women. 

High Court of 

Delhi 
CWP 641 of 2013 

Priya Kale; HRLN; 

SAM:BKS 

Case initiated by a shelter resident, Priya Kale, following the death of her two-month old daughter, Priti, citing the poor 

conditions of night shelters for pregnant and lactating women and their families. The Court ordered immediate improvements 

to the shelter, the provision of breakfast, lunch and dinner to residents, as well as heaters, geysers and health coverage. 

Legend: aCWP: Civil writ petition; bPUCL: People’s Union for Civil Liberties; AAA: Aashray Adhikar Abhiyan; SAM:BKS: Shahri Adhikar 

Manch: Begharon Ke Saath; NFHR: National Forum for Housing Rights; HRLN: Human Rights Law Network. 
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Connecting the Right to Food with the Right to Shelter 
 

The Court came to use the Commissioner’s reports to hold state governments to account on 

their implementation of the schemes and interim orders, often incorporating the 

Commissioner’s recommendations in their own directions. It was in this context that the first 

direct consideration of shelter in the case came in 2010. Having replaced Mr. SR Sankaran in 

2005 due to personal reasons, Mr. H Mander, the new Commissioner of the Supreme Court, 

wrote a letter to the Bench that focused on a spate of recent deaths of homeless individuals 

during winter. The letter cited information from the WHO on the body’s heightened nutritional 

needs during cold weather, and linked this to recent reductions in the number of shelters for 

the urban homeless in Delhi. The Court demanded immediate action from the Government of 

Delhi, asking their counsel, the Additional Solicitor General, to sit with the Commissioners 

during the lunch hour to receive instructions, and then ordering that 100 temporary and 140 

permanent shelters be constructed within a week and year, respectively. Concomitantly, due to 

the coverage in print and on television of the deaths of homeless individuals in winter, a Chief 

Justice of the Delhi High Court, Justice AP Shah, takes the matter suo moto (on its own motion) 

on 6th January 2010, focusing on shelters for the urban homeless, specifically. Another suo 

moto case is initiated in the Delhi High Court a few months later following similar coverage of 

a homeless woman’s death; days after giving birth on the streets. In Delhi, this precipitates 

action as the Chief Secretary for the Government of Delhi convenes a high-level meeting 

involving the Delhi Development Authority, the Municipal Corporation of Delhi and civil 

society organisations. Following another letter from the Commissioner, the Court orders that 

similar shelter provisions be made across India. Aside from the issue of food provision, the 

case also becomes regularly punctuated by reviewing progress on the construction of night 

shelters for urban homeless persons. In December of the same year, the Delhi Urban Shelter 

Improvement Board (DUSIB), a body set up in 2010 under an act of state legislation, initiates 

a scheme called ‘Construction, Management and Maintenance of Shelters in Delhi’ with a 

budget of INR ₹28,000,000 (USD $367,567). 

 

Continued momentum through the Bora and Kumar case 
 

A year later in September 2012 however, the Right to Food case changes direction after a new 

Supreme Court Justice takes the matter, with orders to wrap up reporting on the progress of 
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both shelter and food provision matters. After the passage of the National Food Security Act 

in 2013, the Court judges that the matter is resolved and the case is deposed. Rather than 

signalling the end of consideration towards shelters for the urban homeless in India however, 

another petition comes up on the Supreme Court’s matter list, ten years after it was first filed. 

In fact, these were two petitions filed in 2003 and then combined: one by Mr. ER Kumar, a 

lawyer, and the second, filed by a group comprising homeless individuals and stakeholders 

working on urban homelessness, under the name Deepan Bora. In 2013, the Court makes its 

first interim orders of the case, directing the state governments to submit reports on the number 

of homeless individuals in their regions and the number of shelters they provide for the same. 

As the Court takes up the matter with the states, the Government of India takes substantive 

action in the form of developing a national policy. This policy, informed by previous studies 

and manuals prepared by the Commissioners’ Office in the Right to Food case, is the “Scheme 

of Shelters for Urban Homeless”, which is incorporated into the National Urban Livelihoods 

Mission (NULM) of 2013; a spiritual companion to the large-scale poverty alleviation 

programme, the National Rural Livelihoods Mission, implemented in 2011. As the case 

proceeds with the Court monitoring implementation of the NULM across states, by 2015, 440 

shelters have been proposed across states, yet only 70 are operational, causing the Court to 

summon each state’s Chief Secretary to answer for the shortfalls. Due to discrepancies between 

the number of shelters reported in states’ affidavits and the ‘on-the-ground’ reality presented 

by petitioners, the Court makes a judgement in 2016, constituting a monitoring committee 

headed by retired Chief Justice, Kailash Gambhir. Following reports of poor or non-existent 

implementation of the NULM in some states by Justice Kailash Gambhir’s Committee, the 

Union of India moves to establish state-level monitoring committees, comprised of a retired 

high-ranking officer, the Principal Secretary for Urban Development in the state, and a member 

of a local civil society organisation. It is here the case is currently held, constituting these state-

level committees on the basis of nominations from the petitioners and states. A timeline of the 

events described is shown in Figure 8.1. 
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Figure 8.1. Timeline of court cases and actions implicated in the transformation of Delhi’s shelter provision for the homeless. 
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8.4.2. What drove the changes? 
 

The events so far described focus on the actions of a collection of individuals whose work was 

driven by pleading both the Supreme Court in India and the Delhi High Court in PIL. The 

following section describes the specific practices of change in advocacy, in greater empirical 

detail, that led to the transformation of Delhi from having 17 night shelters in 2010 to 238 in 

2020. If the preceding section was concerned with ‘what happened’, the current section answers 

the questions of ‘what worked’ and ‘why did it work the way it did’. These practices of change 

include: i) filing timely PIL; ii) building a body of knowledge on homeless and shelter numbers; 

iii) broadening the coalition of advocacy campaigners and their resources; iv) strengthening 

government-NGO ties; v) gaining domestic media and international attention, and; vi) making 

the link between government actions and homeless outcomes apparent to the public. These 

practices of change were not performed in isolation, or in sequence, but rather happened in 

different combinations and parallel time periods. The following section clusters these practices 

of change into three configurations; describing the context, mechanism (comprised of resources 

and reasoning) and outcomes, that reveal why these practices worked the way they did. 

 

The Supreme Court Commissioners and making knowledge ‘authoritative’ 
 

Although they would only be first heard by the court ten years later, the two petitions filed in 

the Supreme Court in 2003 on the issue of shelter for the urban homeless (the Bora and Kumar 

case) were within a conflicting context. The central government had in place at least seven 

schemes16 with some sort of provision for the urban homeless (Planning Commission, 2002), 

yet the tranche of funds for night shelters went typically unspent (R2). In the courts, contesting 

public images of the homeless led to both punitive and protective orders. For example, 

following a PIL filed in September 2002, the Delhi High Court ordered the Delhi government 

to remove beggars from the capital, given they disrupted the flow of traffic (Gopalakrishnan, 

2002). Yet, conversely, after a PIL was filed following the closure of one of Delhi’s largest 

shelters (CWP 6138/2001), the Delhi High Court demanded reparative actions. 

 
 
16 National Slum Development Programme (NSDP), Swarna Jayanti Shahri Rozgar Yojana (SJSRY), Valmiki 
Ambedkar Awas Yojana (VAMBAY), Night Shelters, Two Million Housing Scheme, Accelerated Urban Water 
Supply Programme (AUWSP), Low-Cost Sanitation (Planning Commission, 2002). 
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The Court’s pursuit of reparations expanded after a survey of Delhi’s shelters by AAA shed 

light on their poor state, which caused the municipal government to concede they were 

struggling to effectively run the shelters. Rather than protecting the government’s authority, 

the Slum and Jhuggi Jhopri [Slum Hut] Wing of the Municipal Corporation of Delhi (MCD) 

were ordered by the Court to transfer the responsibility for managing two of Delhi’s shelters to 

ActionAid India (Shahri Adhikar Manch: Begharon Ke Saath, 2014). This delegation of shelter 

management to an NGO would subsequently lead to a strengthening of NGO-governmental 

ties: two years later in 2003, a consultation from the Delhi government on ‘spaces for the 

homeless in Delhi’ was held in preparation of their Master Plan 2021. In this consultation, 

members of AAA, ActionAid India and various government and municipal bodies were present 

under the aegis of the Joint Apex Committee: a body set up to structure government-NGO 

collaboration in the management of shelters. This experience in running shelters, and with an 

established alliance with the Delhi government, would inform the petitioners’ future demands 

and policy regarding urban shelter management. 

 

The advocacy campaign, as an organised entity, turned a loosely connected group of 

individuals working on the same topic into a ‘cause’ or ‘movement’. At the centre of the court 

cases was a group comprising former bureaucrats, researchers, lawyers, and human rights 

advocates, working across a number of agencies—initially ActionAid India and Aashray 

Adhikhar Abhiyan (AAA), and later Indo-Global Service Society (IGSSS), Business and 

Community Foundation (BCF), Centre for Equity Studies (CES), Butterflies, Housing and 

Land Rights Network (HLRN) and others—which united under the name Shahri Adhikar 

Manch: Begharon Ke Saath [Urban Rights Forum: With the Homeless] in 2008. At the disposal 

of this group were significant legal resources that could be tapped for filing multiple public 

interest litigations; both the pro bono expertise of its own members, and their connections to 

prominent human rights lawyers, including Colin Gonsalves and Prashant Bhushan, who each 

fronted the legal counsel of one Supreme Court case. These exercises in legal action were not 

detached from one another; when a ‘tool for action’ was identified in one case, such as the 

emergence of interim orders in the Right to Food case as means for inducing government 

action, these learnings were recorded and carried over to other cases (Shahri Adhikar Manch: 

Begharon Ke Saath, 2014).  
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Connected to this network were the Supreme Court Commissioners. These 

Commissioners¾initially Dr NC Saxena and NR Sankaran, before the latter was replaced by 

H Mander¾had experience in poverty issues: it was H Mander and others, who first reached 

out to NC Saxena in 1999, then Secretary at the Planning Commission, to ask about estimates 

of people living on the street. Continuing from this initial appeal, the petitioners consistently 

problematised the issue as the homeless ‘not being counted’ or being invisible to state. Through 

conducting the first survey counts of the homeless population, they realised that the widespread 

abuses of the homeless, such as police brutality, were due to not being recognised as part of 

the citizenry; their situation being entirely incompatible with having means of representation, 

in the forms of voter cards or identification. This group thus became the author and custodian 

of the first data on the homeless in Delhi. When H Mander and NC Saxena, as Supreme Court 

Commissioners, could draw on the knowledge of this broad coalition of stakeholders working 

on homelessness issues in Delhi, the authority of their office now lent new legitimacy to the 

issue of homelessness, as well as to the body of knowledge the petitioners were building on it. 

 

In summary, the advocacy campaign focused the attention of those involved on the insufficient 

number of shelters in Delhi, while simultaneously building their expertise in surveying and 

enumerating the homeless (resources). Combined with the government’s own admission of 

poor shelter management, the advocacy campaign’s expertise gained in significance after the 

Delhi government could only satisfy the Delhi High Court’s demand for better shelter 

management by involving ActionAid India to run them. When the Commissioners (context), 

allied to the cause, drew heavily on the campaign’s expertise for both the legal exploration of 

shelter rights and the practical management of shelters in Delhi (reasoning), the knowledge 

developed by the campaign gained authority status, and started to impact the course of policy 

action. Figure 8.2. illustrates the configuration of resources, context and reasoning that led to 

the empowerment of the advocacy campaign’s knowledge in defining the issue.  
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Figure 8.2. Configuration of resources, context and reasoning that led to the empowerment of 

the advocacy campaign’s expertise on homelessness. 

 

Having the right judges to making the judges right 
 

The actions so far described preceded a period of concentrated progress for the advocacy 

campaign in the construction of shelters in Delhi. This progress extends from early 2010, 

following a letter submitted to the Supreme Court from its Commissioners in the Right to Food 

case, turning the courts attention to the issue of shelter and a spate of recent deaths of homeless 

individuals occurring during Delhi’s winter. The following section explores the drivers of this 

progress in greater detail. 

 

While initially created to monitor the implementation of the Supreme Court’s interim orders in 

the Right to Food case, the remit of the Supreme Court Commissioner’s was soon to expanded 

to include monitoring of implementation of any food-related “welfare measures and schemes” 

(SCI, 2002). The reports submitted by the Commissioners to the Supreme Court were a “rich 

source of information on the food situation” to the Justices (Jaishankar & Drèze, 2005, p. 8) 

for which “compliments and appreciation for the enormous work done” was placed on record 

(SCI, 2004, p. 3). It was within this alliance with the Court that the Commissioners wrote to 

the Justices in January 2010, making a case that the deaths occurring amongst homeless people 

were due to a combination of both their heightened nutritional needs during colder 
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temperatures, which they backed up with WHO data, and the lack of shelter, which had been 

exacerbated by shelter demolitions by Delhi government; reducing the number of shelters in 

Delhi from 46 to 33 (Saxena & Mander, 2010). 

 

The Commissioner’s letter was received on the crest of a wave of media attention on the deaths 

and demolitions of shelters. The petitioners, now united as Shahri Adhikar Manch, had also 

focused on carving the issue of homelessness into something for the public interest, and their 

work had, from the beginning in 2000, been helped by alliances with the media covering 

homelessness issues (R4). After the shelter demolitions in December 2009, some of which were 

making way for construction related to the Commonwealth Games, the Times of India ran a 

cover story on Christmas Eve on the homeless now stranded in the cold (Pandit, 2009). When 

two homeless people died due to this displacement, the petitioners called a press conference on 

the 5th January 2010 with an appeal to the United Nations on humanitarian grounds, which 

received a response from the Special Rapporteur on the right to adequate housing (“UN Rights 

Expert Sounds Alarm on Dire Situation of New Delhi’s Homeless,” 2010). 

 

Amid the media attention, the Commissioner’s letter sought a limited set of directions for both 

the food security of the homeless, in the form of community kitchens and greater distribution 

of ration cards, and housing security, in asking for more shelters to be built. Expectations of 

the Commissioners were low based on previous rulings, such as their ban from the capital due 

to being a traffic disturbance, alongside the ongoing developments of the Commonwealth 

Games. To the surprise of the petitioners and Commissioners, the Justices took the letter 

extremely seriously and the matter was heard immediately at the next court date. When the 

Additional Solicitor General (ASG), representing the Delhi government, prayed for time to 

prepare a response to the letter, one Justice was noted to reply “my patrons have no time to 

wait for your consultations”, referring to the homeless (R1; R3). The pertinence of the issue 

was further proven when Chief Justice AP Shah of the Delhi High Court took the issue suo 

moto against the MCD’s demolition of a shelter. Having the issue considered in both the Delhi 

High Court and Supreme Court evidenced that it was litigable and that there was a role for the 

courts in arbitrating on the issue of shelter for the urban homeless. 

 

There is an evident contrast in the language and actions of the courts between homeless 

individuals as a traffic disturbance in 2000, and “patrons” of the court ten years later. The 
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petitioners had made a link between government acts (e.g. shelter demolitions) and the issue 

of homelessness and homeless deaths, through media reports and the Supreme Court 

Commissioners’ letter, emphasizing that the solution to the issue (shelter) involved the 

government. As the Commissioners’ message combined with media attention surrounding the 

deaths, the Supreme Court shifted its position on the homeless as obstructions to patrons. 

Having the interests of the homeless explicitly represented by the Court was an important part 

of the changes brought forth during this time. Alongside paving the first step for expanding the 

right to shelter and provisions contained within, it also led to the construction within a week of 

an extra seven temporary and 37 permanent night shelters by the Delhi government (88 in 

total), increasing capacity from 4,165 to 8,575 persons. 

 

To summarise (Figure 8.3.), the Commissioner’s letter to the Supreme Court and advocacy 

campaign’s press conferences (resources) dovetailed with the domestic and international media 

attention on the homeless deaths occurring as India prepared for the Commonwealth games 

(context). As the link between the government’s actions and homeless deaths became clearer 

to the public, the Supreme Court and Delhi High Court were motivated to act quickly to curb 

any further deaths during winter (reasoning). This led them to order for not just the re-

construction of demolished shelters, as had taken place previously, but also for the provision 

of substantive new shelter capacity in Delhi. 
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Figure 8.3. Configuration of resources, context and reasoning leading to the Supreme Court’s 

orders for a vast increase in shelter construction in Delhi. 

 

Translating shelter rights into shelter realities 
 

While 2010 had led to the rapid construction of shelters in Delhi as a reparative measure for 

the demolitions and ensuing deaths, there was a consequent reconsideration of India’s homeless 

shelter policy in both Supreme Court and Delhi High Court cases. The pre-existing national 

policy on homeless shelters included a state-level financial allocation for shelter construction 

which typically remained unspent. This section looks at how shelter policy and rights were 

operationalised into an on-the-ground reality. 

 

As described previously, advocacy campaigners became the authors and custodians of the first 

data on the homeless in Delhi. Through their research, they were able to offer estimations on 

the amount of homeless people and the scale of the problem. Given their arguments centred on 

a shortfall of shelter for the numbers of homeless in Delhi, they also devised a criterion against 

which shelter could be distributed, saying one shelter was needed per 100,000 people in every 

urban centre over 500,000 people. The petitioners’ partnership with the Delhi government, 

forged when ActionAid were given the responsibility of managing certain shelters, paved the 

way for the inclusion of this criteria into the Delhi Master Plan 2021, which was instituted in 

2007. The Supreme Court similarly deferred to this criterion when making their orders on the 
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re-construction of shelters in Delhi following the Commissioners’ letter (SCI, 2010). This 

criterion was integral for benchmarking progress in the construction of shelters in both the 

Right to Food case and Bora and Kumar Case. 

 

Since media coverage and Supreme Court rulings on the homeless deaths during winter had 

transferred the provision of homeless shelters from a fringe issue to one of ensuring 

fundamental rights, the Court no longer looked at corrective measures for isolated abuses of 

those rights, but focused instead on the provisions as structural in nature. The case essentially 

became a bureaucratic exercise, where the petitioners’ counsel distilled the various progress 

reports from state governments into summary charts and tables, displaying the number of 

shelters created, the intended number of shelters based on population size, and the shortfall 

between the two. With an established criterion on which to distribute shelter, incorporated in 

authoritative documents and court judgements, there were no political or legal grounds for 

states to defend a shortfall in the number of shelters indicated by the petitioners’ summary 

charts. This work was also aided by alliances with local state-level NGOs to keep an eye on 

the construction of shelters. 

 

The network of people working on, and awareness of, the issue of urban shelter continued to 

increase following 2010, through both direct and indirect means. From August 2010 to January 

2011, IGSSS organised the National City Makers Caravan to travel the country, holding 

meetings with public officials, arranging rallies and press conferences; through which, alliances 

were made with local NGOs and state administrations (R4). The Commissioners in the Right 

to Food case and petitioners in the Bora and Kumar case, drew information from this network 

about the state-level progress on shelters, often providing the ‘on-the-ground’ picture of 

implementation in their respective cases, and countering the shelter statistics reported by state 

governments. This network of NGOs was also invaluable during the 2011 Census, finding that 

homeless individuals across the country weren’t being enumerated, a focal point of the 

petitioners’ arguments, which subsequently informed a memorandum to the Census 

Commissioner in Delhi. The final milestone in the advocacy campaign’s progress, aside from 

benchmarking the construction of shelter in Delhi and states, was influencing the drafting of 

national policy that considered shelters for urban homeless persons. 
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Due to the Supreme Court’s orders mandating shelter, and its growing recognition as a problem 

in the collective imagination, the Indian Government was pushed towards looking for solutions. 

In this respect, there was an existing blueprint in the form of Delhi’s Master Plan 2021, as well 

as another policy in development. Having transitioned from members of a loosely connected 

civil society network working on issues of poverty to Supreme Court Commissioners, the 

accepted expertise of H Mander and NC Saxena and their stewardship of the Right to Food 

case led them to be invited in 2009 onto the National Advisory Council (NAC), an influential 

advisory body to the Prime Minister. As part of this body, their initial remit was to begin 

drafting a Right to Food Bill, before being given the opportunity to convene a working group 

to draft a national scheme for the homeless. In this sense, these individuals were answering the 

questions they had set before the state ten years earlier. The campaign’s experiential knowledge 

of running shelters could inform the development of the NAC’s national policy for urban 

homeless persons, as well as their criterion guide the distribution of shelter. The NAC’s drafts 

became the “Scheme of Shelter for Urban Homeless (SUH)” under the National Urban 

Livelihoods Mission (NULM) in late 2013 (Government of India, 2013). By 2015, while 440 

shelters had been proposed by the NULM across states, only 70 were operational, causing the 

Court to summon the offending state’s Chief Secretary to answer for their inaction in the Bora 

and Kumar case. Where previously the courts had ordered the Government into action, the 

issue now had greater political currency. Starting in Delhi, Arvind Kejriwal, another ally of the 

petitioners since 2000 who was elected as Chief Minister of Delhi in 2014, put his support 

behind shelter for the urban homeless (R4; Press Trust of India, 2014). The latest example is 

the rebranding of a national scheme in 2015, Pradhan Mantri Awaas Yojana, which aims to 

house all urban poor through the building of 20 million homes. 

 

In summary (Figure 8.4.), alliances with local NGOs helped the petitioners and Commissioners 

to exert legal pressure on states to build shelters, as well as recruiting the latter into drafting 

national policy (resources). With the legal impetus of the courts orders, and the technical 

guidance of an established criterion to construct shelter (context), the political scales had 

shifted for Delhi and state governments, in favour of building homeless shelters and away from 

inaction (reasoning). A map of Delhi’s shelters for urban homeless persons is shown in Figure 

8.5. 
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Figure 8.4. The configuration of resources, context, and reasoning that led to the 

operationalisation of shelter rights into shelter construction. 

 

Having analysed this chain of events, including the interplay of contexts and mechanisms that 

produced outcomes—which, in turn, became contexts and mechanisms for future outcomes—

we now return to the question of what such empirically detailed analyses of advocacy in action 

can contribute to its study and practice, exceeding the limited assumptions of engaged activists 

working in spite of dispassionate institutional actors. 
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Figure 8.5. Delhi’s 238 shelters, as of 13th April 2020 (Delhi Urban Shelter Improvement 

Board, 2020a). 

 

8.5. Discussion 
 

Delhi’s transformation in its use of urban space for homeless shelters has taken place over a 

twenty-year period. This period is characterised by a similar transformation as the issue of 

urban homelessness moved from the focus of a small network of individuals into the interests 

of the public, and the remit of Supreme Court judges, politicians and bureaucrats. The issue 

itself was formalised into a human rights claim, and this rights claim was subsequently 

operationalised into financial allocations, resources and cooperation in the building of shelters. 

We identified and clustered different practices of change that underpinned these developments, 

including the timing of PILs, the role of NGOs in building a body of knowledge on homeless 

and shelter numbers, broadening the coalition of advocacy campaigners to pool resources and 
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expertise, strengthening ties with governmental agencies, and taking up positions of authority, 

gaining domestic media and international attention in relation to a prestigious international 

sports event, and carving the issue of homelessness—and the government’s role in it—into the 

public imagination. These findings are now discussed within research of other social 

movements, its theory-driven evaluation and this studies’ empirical turn on advocacy 

evaluation. 

 

The profound changes achieved by social movements in public policy, for the rights of 

vulnerable groups, and in health and social systems have been well documented. Keefe, Lane 

and Swart’s review of four health-based social movements describes activists’ ability to “wrest 

control of authoritative knowledge” (Keefe et al., 2006, p. 58), which echoes the command of 

the issue the petitioners in this case took, by demonstrating their greater expertise on 

homelessness to the courts and government. Their review also hails the ‘bottom-up’ and 

participatory nature of social movements, as does other public policy and governance literature, 

seeing it as a normative goal (Hayward et al., 2004). This discourse sees bottom-up 

participation as a means to democratise decision making, develop and advance human rights 

claims, keep state actors accountable, and generate equitable outcomes and processes (Forman, 

2008; London & Schneider, 2012; Potts, 2008; Yamin, 2009). Yet the trajectory of certain 

actors in this study adds to this narrative. Certainly, the movement has formed bottom up: many 

of the petitioners were homeless themselves and they continue to play active roles in the urban 

shelter movement, thus their values and beliefs have always been part of defining the issue and 

any prospective policy, as has been advised for effective social justice advocacy movements 

(Klugman, 2011; Pastor & Ortiz, 2009). Yet, there have also been substantial roles for high-

level, establishment actors—most notably the judiciary—in the development of policy. 

Further, the transition from petitioners to commissioners for H Mander and NC Saxena also 

differs from many social movements where, if authority has been gained, it is usually in self-

made, parallel institutions to the state; while this case saw their promotion within the 

establishment. Thus, both dynamics at lower and higher levels of the policy making 

architecture were engaged: by the petitioners at the grassroots level, and the commissioners 

and judiciary at the establishment level. For the petitioners, this included researching the issue 

and defining its scope, broadening support among interest groups (homeless individuals, 

NGOs), and mobilising it through democratic participation (media engagement, petitions, 

public rallies, meetings with local public officials); in some sense, creating the ‘democratic 
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demand’ for change. For the commissioners, this included the translation of research into legal 

or policy documents, arguing the rights claim for homeless individuals in forums of decision 

making, forming cooperative relationships with politicians, administrators and judges, and 

discussing the financial implications of a programme.  

 

This study departed from a supposed discrepancy between the emergent nature of advocacy 

and its theory-driven study. Although theories of policy development and social justice 

advocacy can capture some of the key roles and arbiters of democratic shifts, they struggle to 

describe the dynamics of advocacy that often lead to unintended outcomes. Kingdon’s 

‘streams’ model (1984) would draw a link between the expanding recognition of urban 

homelessness as a problem during its media reporting, the presence of a credible policy solution 

in existing shelter models, and the compulsion of politicians, if not their interest, in addressing 

the issue, in creating a ‘policy window’ through which quick progress could be made towards 

a policy on urban homelessness in 2010. Kingdon’s model has been expanded by Klugman 

(2011), who adds two further streams: the ‘public sphere’ stream, and their norms and values, 

and; the ‘bureaucracy/administration’ stream. For the present case, Klugman’s model can 

describe the social justice advocacy undertaken by petitioners and allies in influencing the 

policy environment to turn towards urban homelessness, and their empowerment of homeless 

groups themselves in demanding fundamental rights through the courts. Although Klugman’s 

model has an implicit role for the courts as one of the chief arbiters on social justice issues, the 

network of individuals in the present case built their methods for shaping the policy 

environment around public interest litigations. Thus, this study evidences the role of another 

stream—the judiciary—and its scope for pushing the bureaucratic, political and public factions 

into scrutiny of policy issues. 

 

What is missed by these actor-led conceptions however, is what Arensmen and colleagues 

(Arensman et al., 2018, p. 4) called the “recursive strategizing” undertaken by actors as they 

react to changing contextual circumstances and resources. These recursive changes in strategy 

explain how the judiciary’s position on homeless persons quickly shifted from being 

disturbances to constituents deserving of rights, as a poignancy to the deaths of homeless 

persons during winter was added by the government’s actions for the upcoming 

Commonwealth Games. A similar shift occurred among the national government when the 

conditions for meaningfully pursuing a shelter solution to urban homeless’ plight became 
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favourable, as the legal and public demand for a solution combined with the technical know-

how for shelter distribution and management. While these outcomes have been explicitly 

pursued by the petitioners, an ex post theory of change evaluation—working on a cause-effect 

logic—would try to link these outcomes to inputs that can be replicated by other advocacy 

movements. This logic is undermined by the many unintended outcomes that were not planned 

ex ante, such as the Bora and Kumar petitions first being heard by the Supreme Court ten years 

after being filed, just as the scrutiny of homeless shelters in the Right to Food case was winding 

down, or; the petitioners taking up the management of homeless shelters after pointing out the 

government’s failures.  

 

8.6. Conclusion 
 

This study combined methods of realist evaluation with practices of change as its unit of 

analysis, in order to take an empirical turn on advocacy that could do justice to the emergence 

of intended and unintended outcomes. In this combination, practices of change are not 

predefined, but a mixture of resources, contextual conditions and reasoning, at a given time, 

that give rise to outcomes. While these practices are inherently local, they offer some learnings 

on the nature of the advocates themselves; namely that advocates must ‘wear many hats’ and 

pursue change on multiple fronts, in order to take advantage when shifts in context or other 

parties’ mood occur, and this corresponds with becoming increasingly indispensable to any 

prospective policy solution. The petitioners in this case took up positions as legal claimants, 

homelessness researchers, shelter managers, awareness campaigners, Supreme Court 

Commissioners, policy makers, bureaucrats, political allies and story tellers. As the authority 

of some of these positions hardened, and became indispensable to other parties, they have led 

to the emergence of new functions and organisations, such as the expansion into healthcare 

provision for the homeless taken up by the Centre for Equity Studies, a New Delhi-based NGO 

led by H Mander. Theorising advocacy as linear and deterministic processes may severely limit 

our scholarly understanding of activism in action and thereby equally fail to arm advocates 

(either in planning or evaluation) with the resources that induce shifts in reasoning in given 

contexts. 
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Chapter 9 

Discussion and conclusion 
  

The preceding chapters gave an account of three cases (Box 9.1.) studying the relationship 

between conditions of housing insecurity—namely slum residence and homelessness—and ill 

health. These chapters also studied interventions in service provision, local policy and 

advocacy that can address the disadvantage in health and social outcomes deriving from these 

housing conditions. These cases were directed towards answering our main research question: 

 

How can the health of inadequately housed groups in India be understood and addressed 

through intervention, service provision and advocacy? 

 

Our attention first turned to slums in India, in Chapter Four, and reviewing literature that had 

identified social determinants of non-communicable diseases in slums. The identified 

determinants were mapped into networks through root cause analysis, and this mapping helped 

understand the dynamics of ill health production in slums. It also helped identify possible 

targets for intervention for local policy, by separating out the more intractable causes of ill 

health, such as poverty, from more proximal causes that differentiate individuals. Chapters Five 

to Seven looked at the health of homeless persons in Delhi, first from the diseases they suffer 

from in Chapter Five, to the exclusions they face in Chapter Six, and the barriers to addressing 

the healthcare needs of homeless persons in Chapter Seven. Finally, Chapter Eight chronicled 

the growth of homeless shelter provision in Delhi, and the specific practices in advocacy that 

wrought these changes. This chapter will attempt to draw across these cases to form 

conclusions to our main research question. This chapter summarises the main findings of these 

studies, and looks at how they answer each of the research sub-questions, before drawing across 

these to answer the main research question and form general conclusions. The chapter ends 

with discussion of validity and directions for future research and action. 
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Box 9.1. Overview of cases and their constituting studies 

Case One 

Chapter Four reviews extant literature on the social determinants of non-communicable 

diseases (NCDs) in Indian slums and organises these into a network using root cause analysis 

(RCA). 

 

Case Two 

Chapter Five analyses Street Medicine’s medical records to quantify the diseases and 

conditions most frequently treated by the teams across two years. 

Chapter Six uses survey data from a socioeconomic profile of homeless individuals in Delhi 

to identify potential relationships between independent characteristics and specific exclusion 

variables, such as social ties, or access to public healthcare services. 

Chapter Seven is a qualitative inquiry that aims to unpack the barriers facing Street 

Medicine teams and homeless individuals as they attempt to address the latter’s healthcare 

needs. 

 

Case Three 

Chapter Eight follows a network of advocates, researchers and legal professionals in Delhi 

who have pursued the construction of shelter for homeless individuals, across a range of 

court cases in the Supreme Court and Delhi High Court, spanning a twenty-year period. 

 

9.1. Summary of study findings  
 

9.1.1. The link between housing security and health in India 
 

Our first chapter began by summarising the extant literature on the link between housing 

insecurity and health, which opened up directions for this thesis in two ways. First, the research 

into this link has primarily been conducted in or focused on countries within the global North, 

and second, it mainly describes the effects of one direction in this relationship: that of the 

effects to health of inadequate housing or homelessness. Although this thesis is engaged in 

finding ways to alleviate these health effects for homeless groups, we posited that this 

relationship has reciprocal directions of influence and is mediated by numerous factors, beyond 

the biological. Reciprocity, in this case, meaning to recognise that an individual’s housing 
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condition can be affected by their health status, and that this direction of influence can still be 

meaningful for understanding the health of homeless persons. Further, these mediating factors, 

and the character they exert on the housing-health relationship, are inherently local and a 

product of context, thus we have sought to describe this relationship in the context of India, 

and to a lesser extent the global South. The research sub-question guiding this strand of inquiry 

was: 

 

How can we understand the relationship between health and housing security in India? 

 

The studies comprising this thesis incorporated a number of different framings for examining 

this relationship, namely, the social determinants of health, the social ecological model and 

social exclusion. These framings enabled us to expand the unit of observation beyond health 

and housing influences, to other features of the social environment, and to consider the 

interaction of these indirect and varied influences on the production of ill health in the 

inadequately housed or homeless population. Our answer to this question proceeds first by 

expanding our conceptualisation of slums as living spaces to an environment of shared space 

and social relations; a character that shapes the way non-communicable diseases are produced 

in slums, accounted in Chapter Four. Next, we review the insights of Chapters Five, Six and 

Seven on the link between homelessness and health, before re-interpreting this link in a critical 

realist conception. Finally, we reflect on the models of ill health production in slums and for 

homeless people—the minimally social dynamic and self-sufficiency dynamic, respectively—

in order to suggest how differences in these two conditions may lead to differences in health 

outcomes. 

 

The first case (Chapter Four) looked at tracing the pathways that drive non-communicable 

disease (NCD) burdens in India’s slum populations, using a root cause analysis (RCA) of social 

determinants of health (SDH) identified by literature. By configuring these pathways in space, 

we were able to link NCD risk to its direct determinants; and then link these direct determinants 

to their symptomatic and deeper structural causes. The pathways we elaborated could link the 

infections which predispose slum residents to future autoimmune diseases and other NCDs, to 

water contaminations or constraints to hygiene practices that are linked to poor clean water 

access. A second pathway linked cardiovascular disease (CVD) risk to poor health literacy and 

awareness, produced by financial, spatial and cultural obstacles for slum children seeking 



HARRY L. S. COLEMAN 

 178 

education. The third pathway linked forms of NCDs due to physical inactivity, to the features 

of the slum’s built environment, such as its poor security and walkability. A final pathway 

linked physical activity in slums, its portents for CVD, obesity and other NCDs, to the 

transportation practices and infrastructure which suffuse slums. Each pathway of heightened 

NCD risk is an aggregate of multiple, diffuse determinants that span the immediate features of 

slum resident’s lives within their control, to norms with Indian society, policy and other factors 

outside this control.  

 

Many features of the slum’s built environment are foregrounded as health determinants in this 

study, such as poor walkability, security, and lack of plumbed water, which resembles the 

Institute of Global Homelessness’ criteria of differing housing security states (Table 2.1.), 

defined along the physical, security and social domains. Yet, in a fashion closer to Speak’s 

alternative understandings of homelessness, the study does also consider the role of intangible 

social structures, such as gender norms, which have a role in the assigned responsibilities for 

water carrying tasks and homemaking, for example, and also impact health. Recent research 

into slum health has marked out the socially contingent aspects of health in these areas, as a 

product of sharing the same environment. Ezeh and colleagues (2017) conducted a series of 

systematic reviews into the health problems of slum residents, and distinguished the 

relationship between slums and health (as opposed to, for example, urban areas and health) on 

the basis of “neighbourhood effects”, meaning factors that affect the health of entire 

communities independently of the individual or household. The shared space forms a niche for 

causes of ill health that can be classified along different lines, such as factors derived of the 

shared physical (e.g., contaminated water), social (e.g., support structures), geographical (e.g., 

quality of land) or institutional (e.g., adversarial relationship to local government) 

environments. Das and colleagues (2018) surveyed over 200 individuals from four Indian 

slums who had experienced ill health in the past year, to understand their patterns of illness 

disclosure, departing from previous research that pointed to slum residents’ low rates of 

healthcare service utilisation. Their study provides one explanatory perspective on the link 

between health and housing. This perspective constructs health through the prism of 

individuals’ predisposition and willingness to communicate their health problems or engage in 

health seeking behaviour; a predisposition that is modified based on social relations within a 

shared environment. This emphasis on locality and social ties, or ‘being in the same place with 

the same people’, in the link between slum housing and health also emerges in the studies of 
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health interventions within slum communities, which we will explore further in a subsequent 

section. The concentration of individuals in slums, a factor of urban density and the gradual 

progression of informal settlements, now sets up our consideration of the link between health 

and housing for the homeless population in Delhi. 

 

Case Two of this investigation was comprised of three studies engaged with the Street 

Medicine programme of the Centre for Equity Studies in Delhi. The first two studies, Chapter 

Five and Six, studied aspects of the relationship between ill health and homelessness, first in 

quantifying what diseases and conditions homeless groups served by the Street Medicine teams 

were suffering from, and second, in analysing the associations between demographic sub-

groups within the homeless population and forms of exclusion; from inaccessible healthcare 

services, to financial difficulties, to social isolation. A key distinction in interpreting the 

findings of the studies in Case Two is their use of primary data compared to the above 

discussion of slum health based on literature review. A demographic description of the 

homeless population surveyed by these studies is thus relevant to contextualising our 

interpretation of the relationship between the health effects reported and its link to features of 

homeless experience. 

 

The homeless individuals receiving healthcare from Street Medicine teams are 

demographically similar to samples of the homeless population in Delhi surveyed previously. 

These surveys and our studies testify to a predominantly male, Hindu population, living alone, 

and of working age (Dupont, 2000; Indo-Global Social Service Society, 2012; Mander, 2008). 

Through the analysis of Street Medicine’s patient records in Chapter Five, we found that the 

vast majority of their treatment burden (81.5%)¾as a proxy indication of health burdens in the 

homeless¾could be attributed to 19 diagnoses, which were mostly therapeutically simple and 

short-lived conditions. These numbers only capture what Street Medicine teams are able to 

treat, yet accounts for over 16,000 consultations across 2.5 years. If we assumed health seeking 

and demand for Street Medicine and the formal healthcare system were the same across 

provider, we could say each consultation performed by Street Medicine is one consultation 

saved for the formal healthcare system, yet the ambulatory nature of Street Medicine’s outreach 

already surmounts spatial obstacles for homeless individuals seeking care. We also found that 

this treatment burden changed based on the age, sex, location and season of the individual being 

treated. These differences are the metaphorical ‘tip of the iceberg’ in terms of achieving a 
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contextually-sensitised understanding of health burdens in Delhi’s homeless population. 

Chapter Five provides one illustration of this in the construction of the high road traffic accident 

burdens for single males living in Central Delhi. This statistic belies the historical formation of 

the homeless population in Delhi, given the Central Delhi area has long served as the site for 

picking up daily wage labour, which has hence attracted male economic migrants from 

neighbouring states and who send remittances home, and which is on the edge of Delhi’s ring 

road17 and larger regional motorways (Bhatt & Jamil, 2012; Dupont, 2000). This type of 

understanding is non-medical and difficult to model, yet would be instructive in order to go 

beyond a simple curative model of addressing health burdens in the homeless population, and 

seek to intervene ‘upstream’ before ill health manifests, such as in prevention and health 

promotion. Chapter Six extends this understanding even further, going beyond health to look 

at other social outcomes and their derivation in the lived experience of homeless individuals in 

Delhi. This study suggested there are clinically meaningful sub-groups within the homeless 

population on the basis of social outcomes. Certain sub-groups were associated with more than 

one form of exclusion, such as individuals in the Yamuna Pushta area of Delhi, whose social 

exclusion (measured by number of social and marital ties) was also linked to poorer access to 

benefits, public healthcare and education. This suggests exclusion from one resource may also 

constrain your access to other social resources. Such reciprocal, negative effects of one 

exclusion on another would mimic the dynamics of a ‘poverty spiral’ (Prasad, 2012). In the 

case of homeless individuals in Delhi, the reality our studies have illuminated is one of 

heterogenous individuals living in varying degrees of constraint: constraints to agency, access, 

and the reciprocal pressures created by multiple, competing needs. These competing needs also 

illuminate the other direction of the relationship between health and homelessness: in many 

situations, health seeking would exert too great a cost on the ability to satisfy other needs, 

which can underpin decisions against addressing healthcare needs. A way of interpreting these 

dynamics is offered by Fitzpatrick’s (2006) critical realist perspective on homelessness. Her 

conceptual construction of homelessness departs from a criticism of interpretations that operate 

along an axis of individual and structural causes of homelessness. These interpretations, she 

argues, assume structural causes to be “logically prior” to individual causes (i.e., the starting 

points for pathways that produce disadvantage), which cannot account for “those cases of 

homelessness arising from acute personal crises where structural factors can seem virtually 

 
 
17 Known as a beltline, beltway or loop road in the United States. 
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absent” (Fitzpatrick, 2006, p. 5). She adapts Allen’s critical realist analysis of housing and 

illness (2000) to substitute the individual-structural model of homelessness, for a conception 

of causation based on ontologically stratified structures. These strata are groups of 

determinants, that can span different ecological levels, which together produce homelessness 

disadvantage. Fitzpatrick implicates four strata in the production of homelessness: economic 

structures, housing structures, patriarchal and interpersonal structures, and individual 

attributes. Each of these strata interact and these “internal relations” produce the dynamics of 

co-dependency. The “external relations” between these strata, on the other hand, can produce 

health effects of homelessness. We can trial this critical realist conception, which removes the 

logical priority of causes, to the findings so far discussed, and apply it to the specific 

comparison of socially isolated groups of homelessness individuals, such as those in Yamuna 

Pushta experiencing multiple exclusions, and the socially contingent conception of health we 

discussed for people living in slums.  

 

Rather than suggesting that the production of ill health is comparable between homeless and 

slum populations, and conflating a position of greater housing security afforded by living in 

slums compared to homelessness with a greater security to health, we want to describe common 

or contrasting structures that provide greater clarification of the link between housing security 

and health. In a previous study of Delhi’s homeless groups served by Street Medicine teams, 

Padgett and Priyam (2017) described the effects of homeless individuals’ pursuit of self-

sufficiency on the formation of formal and informal relationships. They suggest that the 

primacy of attending to immediate and personal needs can often make the basis of relationships 

transactional, impermanent, and impact unsettled relationships. We can describe this dynamic 

using the example of homeless individuals in the Yamuna Pushta in Delhi, who are 

predominantly single male economic migrants. Chapter Six found this group were at a higher 

odds of both social exclusion (measured through the presence of social ties) and exclusion from 

other public goods, such as education or benefit entitlements, which may form the objects of 

pursuits of self-sufficiency. With regards to this dynamic’s effect on health, CES and the Street 

Medicine teams hypothesise that this group lacks the direct therapeutic effects of human social 

bonds, yet further, their social isolation may also play a part in the manifestation of personal 

feelings of despondency, which lends to greater self-denial of healthcare needs. If Padgett and 

Priyam’s link between self-sufficiency and bond forming is accurate, the ability to form new 
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relationships for groups who are already socially isolated may be difficult without concomitant 

improvements in addressing other stringent needs, such as income, food or shelter.  

 

If we now compare this to the intermediary social structures we described that permeate slums 

and modify the effects to health in this population, the limiting role of social ties in the 

dynamics of ill health production may itself be limited by pursuits, or in contexts, of self-

sufficiency. Said differently, social relations change the dynamics of health determinants and 

how ill health is produced, and this dynamic is closed off from individuals in a survival mode. 

We can hypothesise that this sufficiency may be a level of means or capabilities that affords 

the expense to social resources i.e., the benefits of seeking out social ties only outweighs the 

costs once other resource needs have been met. The structures (in Fitzpatrick’s critical realist 

sense) which produce ill health in slum and homeless groups may be similar, yet the dynamics 

between those structures in each place are skewed in different ways. In the examples we have 

described, the structures that produce ill health in slums could be described to exhibit a 

minimally social dynamic; i.e., these structures contain a quality, such as ‘being in the same 

place with the same people’, that affords the construction of health through social ties, and the 

patterns in health outcomes, illness disclosure and health-seeking behaviour this brings. The 

structures producing ill health for socially-isolated homeless groups are, however, ‘locked in’ 

a dynamic of self-sufficiency, where each needs pursuit¾be it forming social ties, health 

seeking, or looking for work¾has an opportunity cost to other needs pursuits (zero-sum 

property), yet each pursuit would also benefit if those other needs were satisfied. Thus, a 

clinically meaningful categorisation of homeless individuals would be those with and without 

social bonds, as the intended outcomes of any health intervention for the homeless would be 

influenced by the distinct dynamics of each group’s ill health production structures.  

 

We have sought to characterise the link between conditions of housing security and health in 

India, and cast aspects of this link into relief by describing two specific dynamics, that of self-

sufficiency and a minimally social dynamic, which in different combinations exert force of the 

production of ill health in these groups. The character of homelessness in India as a systematic 

exclusion is frequently cited in literature (Mangal et al., 2018; Padgett & Priyam, 2017; Roy & 

Chaman, 2017), yet these studies also make recommendations founded on structural changes 

(i.e., at the level of policy and society). In the next section, we will consider what our studies 

of Street Medicine have elucidated for service provision, and how, in the absence of logical 
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priority for structural changes, this service can engage with homeless groups in addressing 

healthcare needs. 

 

9.1.2. Service provision, engagement and health needs of homeless 

groups 
 

With the continued spread of Housing First initiatives into new contexts (Greenwood et al., 

2013), housing¾namely, rapid rehousing or permanent supported housing¾is often at the 

front of interventions trying to address the health needs of homeless groups (Donley & Wright, 

2018). Fitzpatrick’s (2006) review of literature on the causes of homelessness contends that, 

over time, theories have moved towards a priority for structural causes (such as, national policy, 

cultural norms etc.), in contravention of earlier theories that focused on local causes or personal 

characteristics. This movement towards structural explanations of homeless disadvantage may 

underpin the growth in popularity in Housing First and other supported housing initiatives. 

Rather than assigning priority, we have characterised the relationship between health and 

homelessness within the idea of a constraint to self-actualise needs, which implicates the 

connection between individual and structural determinants in the production of disadvantage. 

This section reflects on our study findings for interventions in homeless healthcare provision, 

by: i) recapping the findings of Chapters Five, Six and Seven, and discussing the role of 

engagement in Street Medicine practice; ii) reviewing extant guidance on engagement for 

healthcare teams treating homeless populations across the world, and; iii) explicating potential 

aims, outcomes and means of ‘doing’ engagement that emerge from the study of Street 

Medicine practice. The research question guiding this strand of the inquiry was: 

 

How can healthcare services engage with the homeless in addressing their health needs? 

 

Chapters Five to Seven recount studies to inform the standardisation of CES’ Street Medicine 

programme, beginning from, first, understanding the link between health needs and 

homelessness, and then moving to identify the problems faced in addressing these health 

problems. What both of these research strands have confronted as they have sought a greater 

sensitisation to the needs of homeless groups, is some judgement of ‘for whom’ clinical 

practice is being standardised. Two examples of this come from Chapter Five and Seven. 

Following the measurement of health burdens in the homeless population, Chapter Five ended 
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by posing the question of how to prioritise the health needs of the homeless to guide Street 

Medicine targeting; they could opt for prioritising health need severity (serving high-needs 

cases) or health need coverage (serving the broadest proportion of needs), or some balance 

between the two. This question entangles Street Medicine practice even further, as in the event 

they sought to prioritise high-needs homeless patients, their current diagnostic capacity may 

not extend that far, such as in the identification and treatment of tuberculosis (TB), which is 

prevalent in homeless groups in India. Chapter Seven then attempts to unpack meanings of 

health for the homeless groups Street Medicine serves, by looking at the issues facing both 

homeless individuals and Street Medicine teams as they attempt to address the former’s 

healthcare needs. Satisfying those healthcare needs is entirely enmeshed within homeless 

individual’s subsistence reality, and the “stringent prioritisation of needs based on survival” 

which follows (p. 200). Here, healthcare needs sit alongside income needs and shelter needs, 

as two examples, which populate an existence of daily choices, trade-offs and balances 

(Dupont, 2000; Prasad, 2012), and due to which, forgoing housing or healthcare can ‘make 

sense’ at one time. As both studies have sought to characterise the needs of homeless 

individuals further, and the concept of need has become more dynamic, the process of 

engagement with homeless individuals themselves has become entangled in potential solutions 

Street Medicine can deliver. We will explore the notion of engagement in the example of 

standardising Street Medicine practice, before discussing how it features in the wider literature, 

and the means of ‘doing’ engagement that CES adopts. 

 

The study of Chapter Seven adopted an approach informed by situated standardisation 

(Zuiderent-Jerak, 2015c) as a means to navigate the conflict between a richly described 

problem and a generalised solution (i.e., a clinical practice guideline). By unpacking the issues 

that Street Medicine teams and homeless individuals face from both sides, we were able to 

identify common problems, around which services could be organised or adapted. For example, 

when the competing needs of homeless individuals affect Street Medicine teams, such as in 

trying to follow up with patients with ongoing healthcare problems, there are opportunities to 

accommodate this by designing a system which can map the locations of homeless 

communities and enable patients and patient files to be distinguished using bespoke criteria18. 

 
 
18 For example, the use of family names or parents’ names, which are commonly used as identification criteria, 
wouldn’t work in many homeless individuals’ case. 
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What many of these opportunities for standardisation share is that, first, they rebalance the 

responsibility for healthcare tasks across the provider-patient relationship. For example, 

transferring the management of medical records from homeless patients to the Street Medicine 

teams limits the chance of clinical histories becoming fragmented and facilitates follow up. 

Second, is that these opportunities bely assumptions that the formal healthcare system makes 

about its patients, such as having the storage capacity for personal medical records. 

Engagement therefore, forms the basis of an approach that diverges from interventions 

attempting to incentivise homeless individuals into a health-seeking behaviour that matches 

their housed counterparts. As we described in the previous section, due to the opportunity costs 

to other needs, undertaking a trip to a healthcare facility can be impractical, until such time that 

the ability to fulfil other needs (e.g., the ability to work) is affected. Street Medicine therefore, 

as an outreach healthcare service, engages with homeless communities to eliminate the expense 

of healthcare seeking. Although engagement is widely recognised as a key part of overcoming 

the healthcare utilisation barriers for homeless populations (Lilford et al., 2017), its potential 

uses to understand homeless communities’ capacity to contribute to the care and services they 

receive is less considered. 

 

Large-scale providers of healthcare to the homeless in global North countries have also 

attempted to devise standards for the tailored services they provide, many of which also endorse 

engagement as a cornerstone of service delivery. The Health Care for the Homeless (HCH) 

programme in the United States, which began as a series of independent pilot schemes in the 

1980s and has since become a federal programme serving over a million people each year 

(National Health Care for the Homeless Council, 2020), links together its different service 

models across the country on five features: outreach and engagement, community 

collaborations, case management, medical respite care and consumer advisory boards (Zlotnick 

et al., 2013). In HCH’s guidelines for adapting CPGs for homeless groups nationally, the 

section on outreach and engagement stipulates the types of outreach sites (streets, shelters, soup 

kitchens), the team members involved, tips for the conduct of the relationship (supportive and 

non-judgemental), and suggests the use of incentives, such as food, hygiene products or 

transport tokens, to motivate engagement (Bonin et al., 2010). A similar guideline developed 

in Canada, under the aegis of the Cochrane Equity Methods group, while not citing engagement 

as one of its cornerstone interventions, marketed itself for introducing a “new clinical lens with 

upstream interventions that provide a social and health foundation for community integration” 
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(Pottie et al., 2020, p. E249). Perhaps cognisant of the limited attention to engagement in their 

guidance, a study commissioned under the same group in Canada reviewed qualitative research 

tools for engaging with vulnerable populations (Pinto, 2019). What this review misses 

however, is the forms of engagement research that take place through the delivery of clinical 

practice. Only two types of tools were identified from 28 included studies, of which 20 were 

questionnaires and the remainder were interview-based tools. The most commonly reported 

method of participant recruitment was in a healthcare context (n = 22), followed by community 

outreach, such as snowball sampling and speaking to key informants (n = 5), and finally, 

advertisements or posters (n = 2). The perceptions evaluated by the tools were categorised 

according to FACE criteria (feasibility, acceptance, cost, equity), with the most common being 

acceptability (n =23), followed by feasibility (n = 13) equity (n = 11) and cost (n = 5). Finally, 

the review highlights a number of strategies the studies used for mitigating power imbalances, 

such as: the use of behaviour models in research design; aligning study locations, interviewers, 

delivery formats, and other features of the design to the needs of vulnerable individuals; the 

co-development of tools with experts (including people with lived experience), and; 

considering the negative effects to participation. As a reflection of the state of knowledge on 

engaging with vulnerable groups in global North countries, the review places an emphasis on 

research as a point-in-time endeavour, using standardised tools, with an objective to understand 

whether something produced elsewhere is acceptable to the target group. 

 

In these examples, engagement has either centred on the idea of a trusting relationship that 

facilitates continued service provision, or as a research endeavour separated from service 

provision that aims to solicit input. The potential aims, outcomes and means of ‘doing’ 

engagement however, are thinly described, and these approaches also miss the engagement 

research that takes place during the delivery of clinical practice. One contrasting example 

however, comes from Luchenski and colleagues (2018), who reviewed effective health 

interventions for marginalised and excluded populations, and following this, discussed and 

ranked these during a workshop with people with lived experience of homelessness, addiction 

or incarceration. At the forefront of their recommendations for service providers was the 

importance of partnership and user involvement in the design of services. This echoes our 

earlier recommendation regarding the opportunities for standardising CES’ Street Medicine 

practice, where the engagement with homeless individuals and communities is the basis of 
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understanding the (health or non-health) needs of homeless individuals, and their scope for 

involvement in the patient-provider dynamic.  

 

The engagement activities of Street Medicine teams in Delhi have included: cataloguing 

communities’ access to public entitlements and performing entitlement drives (such as for 

Aadhar19 and voter identification cards); identifying the patients of highest need and specific 

variations in health burdens within communities; identifying other ‘hidden’ homeless 

communities or individuals locally; distributing health promotion advice and organising any 

forms of care that can take place within the communities themselves, among other things. Often 

these engagement activities are linked up to key individuals within those communities, who act 

as conduits of information both ways, from communities to the teams and vice versa. Many of 

these forms of engagement can be a standard part of clinical practice, and there are many other 

potential actions that could be incorporated, such as mapping the number and types of health-

related resources that are local to homeless communities, like sources of drinking or bathing 

water, shelters, or other relief providers. These actions, which can help rebalance the 

responsibility for healthcare tasks across the provider-patient relationship, also become the 

forum for extending beyond healthcare and addressing a broader range of social determinants 

of disadvantage. These explicit engagement activities, many of which are used to understand 

more about the communities being served, also combine with the daily delivery of clinical 

practice to yield a significant knowledge base from which to refine the service model.  

 

While CES conducts specific studies into the homeless population it serves, examples of which 

are recounted in this thesis, it is also continually engaged in a more action research-oriented 

approach that ties together its research and service provision in a cycle of action and reflection. 

To put it in the terminology of knowledge production, a tacit knowledge of the needs of 

homeless groups emerges through their service provision routines, which is subsequently 

reflected on and discussed in weekly team meetings, and from which adaptations to service are 

planned and trialled, before being evaluated and reflected on further. At the centre of this 

process is the question of ‘what are homeless individuals’ needs and what can be done’. Within 

this experimental arena, their ongoing research process has led to the development of novel 

 
 
19 An identity card connected to biometric markers (fingerprints and iris scans) that can be used to avail 
government services. 
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interventions and engagements that diverge from, or accommodate, the formal healthcare 

system’s design. Thus, as we have discussed, although engagement is widely recognised in 

homeless service provision literature, and may form part of an unspoken basket of actions that 

underpins ‘doing homelessness work’, we have tried to explicate potential aims, outcomes and 

means of engagement, given its primacy for addressing healthcare needs. As we have sought 

to connect the worlds of service provision and research under the aegis of engagement, the 

subsequent section looks at the actions to address the health needs of homeless individuals in 

the field of local policy and advocacy, which have similarly been divorced from service 

provision agendas. 

 

9.1.3. Addressing health needs through local policy and advocacy 
 

In our earlier section describing the link between health and housing security, we highlighted 

the implied pitfall of using holistic theories, such as the SDH and social exclusion, as a framing; 

that explicating a greater number of determinants of disadvantage, with more diffuse effects, 

makes potential directions for intervention harder to discern (Krumeich & Meershoek, 2014; 

Sallis et al., 2008). Alongside this, such framings advance the importance of multi-component 

interventions that span individual to structural levels of influence, which can require grand 

exercises of coordination and funding streams to implement. This supposed precondition of 

great expense and sophisticated architectures for implementation first appears to make it less 

useful for local level policy, but can also act as a general argument against such an approach 

in favour of more ‘quick win’ solutions. We have described, in the case of Street Medicine’s 

service provision, our means of translating the study of this link into clinically relevant 

pathways, by situating the standardisation of clinical practices on the issues faced in addressing 

health needs of homeless groups. Now, we reflect on our analyses that aim to inform local 

policy and advocacy for slum and homeless groups. We first compare the interventions 

suggested in Chapter Four targeting intermediate health determinants in slums against those in 

literature looking at “neighbourhood effects” and the shared social environment of slums, 

before discussing the pragmatist worldview of the advocacy campaign for homeless shelters in 

Delhi, recounted in Chapter Eight, among other accounts of homelessness advocacy. The 

research question guiding this strand of the inquiry was: 
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How can health needs of homeless groups be addressed through local policy and 

advocacy? 

 

The study of Chapter 4 extended its purview beyond features of the housing environment to 

identify other social domains with an influence on health, such as emphasising the importance 

of education, sanitation, gender norms and socially embedded practices in the manifestation of 

NCDs. We used the RCA methodology to configure these numerous determinants into 

networks so that, from a policy perspective, we could identify interventions lying between the 

proximal causes that may be inconsequential if changed, and the deeper, structural causes that 

require large, coordinated efforts to open up. For example, the obstacles to receiving education 

in slums can play a part in heightened CVD risk in later life, particularly for girls. Targeting 

structural determinants of this risk however, such as the gender norms that mean boys are 

preferentially educated over girls, would be a challenge for local policy and outside the scope 

of municipal departments’ remit. In place of this, we identified interventions at the intermediate 

level amenable to local policy that centre on improving the school attendance of girls through, 

for example, removing spatial obstacles that inhibit travel, incentivising parents with education 

coupons, or devising a reward system for teachers of slum girls. Or to take the example of poor 

access to clean water in slums, outside the potential infrastructural changes for plumbed water, 

there are mid-term solutions in organising regular deliveries of potable water. These 

interventions targeting the intermediate level of health determinants are within the means of 

local policy architects.  

 

As we recounted earlier, literature studying interventions in slums frequently mention the 

quality of ‘being in the same place with the same people’, or “neighbourhood effects” and “area 

effects” that can underpin the production of ill health in slums. This same quality, however, 

can also be the structure through which to deliver, or target, interventions. Lilford and 

colleagues (2017) suggest that interventions targeting determinants at the neighbourhood level 

offer “economies of scale” and “high returns on investment because beneficial effects are 

shared across many people in densely populated neighbourhoods” (p. 1). These authors also 

suggest a number of meso-level interventions that apply to the policy environment of the slums 

specifically, such as in-situ upgrading of slums (as opposed to resettlement), conferring tenure 

and slum notification, instituting local authorities, and the engagement of communities in 

intervention development. Corburn and Sverdlik (2018) also summarise a number of health 
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interventions for informal settlements, which starts by recognising that: “Available funding is 

often insufficient to support large-scale upgrading interventions” (p. 166). Thus, interventions 

with proven impact, they say, have been founded on “building citizenship” and the co-

production of solutions, such as community-led sanitation partnerships in Pakistan (Hasan, 

2010), Mumbai and Pune (SHARE, 2016). The networks of social ties in slums are seemingly 

non-trivial for health. Waters and Adger (2017) identify attachment to place, social networks 

and duration of residence as correlates of “adaptive capacity” within slums, meaning the ability 

of slum communities to withstand shocks. Hurlbert (2001), in an analysis of communities in 

“extreme environments”, including the marginalised poor, finds that informal social 

connections are more frequently used for finding work in poorer communities than richer ones. 

He posits that intervening is based on understanding the character of a network’s structure and 

the types of resources it supports. In light of this, our contention that the dynamics of ill health 

production in homeless groups differs to slums, may represent a dynamic shaped by a lack of 

communal resources and resilience that social networks in slums possess. 

 

Our third case, in Chapter Eight, chronicled how shelter for homeless persons, first in Delhi 

and then across India, came to be recognised under the fundamental right to life enshrined in 

the country’s constitution. The series of court and civil society actions that underpinned this 

change, were built on the effects to homeless persons of a material deprivation of shelter. While 

the other parts of our investigation have sought a conceptual holism in understanding the link 

between health and forms of housing insecurity, Chapter Eight contends that the cases and 

campaigns were persuasive due to consolidating the scope of the claim. Problematising the 

issue of homelessness as a lack of shelter was useful given, first, the state already had a 

financial allocation for homeless shelters that went unused, which was the basis of the original 

legal claim, and second, there was no authoritative knowledge on how shelters should be 

constructed, on what basis, or how governed, which allowed the petitioners to make themselves 

indispensable after conducting the first systematic counts of homeless people. There is a sense 

that arguing for the extension of rights to homeless citizens based on a holistic understanding 

of their disadvantage, even while this would have been at the petitioners’ disposal, may have 

been less litigable in the bounds of the constitution (or, said more simply, that arguing for 

everything may have got nothing). While we have sought to emphasise the value of translating 

these theories into different forms of intervention, this case shows that advocacy in action can 

be providing a shelter to stop homeless people dying during cold winter nights. Similarly, we 
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have centred much of our approach for intervening on engagement with homeless or 

inadequately housed groups. Yet, although there were many homeless persons involved in the 

court cases which precipitated the extension of the right to shelter, the third case also 

demonstrates the vast resources and coalitions, concerted efforts over long periods and shifts 

in power that were integral, at least in this case, to introducing a niche for homeless persons 

within the dominant regime. There was a critical mass needed to trigger an extension of rights, 

part of which was based on past establishment figures¾ex-bureaucrats now acting as 

petitioners¾being elevated to positions of authority, i.e., the Office of the Supreme Court 

Commissioners, and refocusing attention on the rights claim of homeless individuals. Thus, if 

we recast our exploration through these three cases in CES’ mode of ‘what are the needs of 

homeless groups and what can be done’, we find that there are many ways to intervene in the 

relationship between health and forms of insecure housing, and that attaching primacy to 

solutions can ignore approaches that are fitted to the conditions within which they intervene. 

The subsequent discussion brings in other studies of advocacy to contextualise our findings 

within the wider movements for homeless and inadequately housed groups across the world. 

 

Schwan’s study (2016) traces the life course of homelessness, as it has been perceived as a 

social problem in Canada, from its emergence in the 1980s to present day. The first persuasive 

wave of advocacy she describes, occurring in the early 2000s, problematised homelessness in 

the language of emergency or disaster relief, and successfully mobilised attention towards the 

issue, drawing on arguments of homelessness as a moral crisis. The natural repercussion 

however, was that the solutions became wedded to the inadequacy of emergency services and 

respite efforts, rather than scrutinising the policy environment in Canada that contributes to 

homeless exclusions. As it was recognised these efforts weren’t leading to decreases in the 

number of people living on the streets, a second wave of advocacy spawned alongside the 

development of ten-year plans to end homelessness and the emergence of Housing First 

programmes. This wave positioned homelessness as an economic, bureaucratic, scientific and 

identity-based problem, derived from greater attention to the structural determinants of 

disadvantage but also aligning with a worldview centred on reducing the economic costs of 

homelessness and improving the measurability of progress. She argues that this framework 

may be increasingly winning out due to its 'fit' with a neoliberal ideology, rather than arguments 

that pursue transformative social justice. In line with this latter framing, Clifford and colleagues 

(2019) reviewed studies of policy advocacy for the health of homeless individuals, finding the 
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health effects of homelessness were commonly positioned in managerial terms of an economic 

and technical problem, as an over-utilisation of high-cost healthcare services. Their review 

argues that, in this framing, housing interventions are justified on the basis of removing a 

burden on the healthcare system, rather than seeing them as intertwined in producing homeless 

disadvantage. Although Schwan contended that the shift towards arguing for homelessness 

policy in economic and bureaucratic terms was a reaction to previous relief efforts that failed 

to change structural drivers of disadvantage, Clifford and colleagues see this same reticence to 

engage in radical change when the prime interventions for homeless individuals are stopping 

health service over-utilisation through the ad-hoc removal of a housing deficit.  

 

The picture of advocacy described in these studies contrasts with our account of the campaign 

for right to shelter in Delhi. Although the health of homeless individuals was mobilised as an 

argument in claims for shelter support, this was not on premised on health service over-

utilisation or other forms of efficiency savings. Similarly, the legal claims for shelter were 

made on a footing of emergency relief, yet, in Delhi this led to the extension of rights to 

homeless persons and the creation of an essentially new housing system for homeless groups. 

The significance of the change lay in both enshrining shelter as a positive duty on the state, but 

also successfully demonstrating effective shelter models in Delhi that made operationalising 

shelter rights uncontentious. Even though the campaign successfully led to structural changes, 

it is notable that these changes were in the creation of a parallel housing system to the one 

already in place, given the housing resource which the housed population avails has not been 

distributed differently; and instead, a new form of housing (i.e., shelter), has been carved a 

place within the system. Given the gradual expansion of entitlements as the right to life within 

India’s constitution has been interpreted by the Supreme Court, it will be interesting to observe 

the outcomes of the right to shelter’s continued interpretation in the arenas of civil society and 

the courts, and as the boundaries between the two systems of social housing and shelter housing 

are contested. 

 

9.2. Answering the main research question 
 

We have looked at three cases that portend to solutions for local policy, service provision and 

advocacy, across the conditions of homelessness and inadequate housing. We draw across these 
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cases to propose some main conclusions from this investigation. The main research question 

guiding our investigation was: 

 

How can the health of inadequately housed groups in India be understood and addressed 

through intervention, service provision and advocacy? 

 

The health of people in slums, which we analysed for the specific case of NCDs, can be 

understood beyond the biological production of disease. The symptomatic causes of NCDs in 

slums, such as physical inactivity¾linked to the higher rates of cardiovascular disease in 

slums¾bely diffuse networks of determinants that span the social reality of slum residents’ 

lives. Physical activity or inactivity can be mediated by features of the built environment, the 

permeation of transport infrastructure, the forms of local employment, which in turn, can 

themselves be limited by cultural and gender norms tied to mobility. The quality of slums of 

‘being in the same place with the same people’ has a role in structuring the dynamics of these 

determinants into the pathways that produce ill health. By the same token, this quality also 

produces in slums the makings of a local policy environment, where the effects of interventions 

may be shared across the populations. For the homeless individuals in Delhi, we have analysed 

Street Medicine’s treatment burden to provide the first empirical characterisation of the types 

of disease they suffer from. While this burden is of great magnitude, we also found it was 

modified by characteristics of age, sex, location and season. Building on this, distinct sub-

groups within Delhi’s homeless population emerged as we looked further into the clustering of 

social characteristics across locations in the city. Our analysis suggests the unique patterns in 

health outcomes across these sub-groups and locations is intertwined with other forms of 

exclusion they may experience, including financial and social exclusion, and exclusion from 

public goods. The qualitative study of barriers faced in addressing health needs for homeless 

groups gave character to the multiple exclusions faced by homeless groups; seeing homeless 

existence enjoined within a stringent prioritisation of needs for survival. The constraints to 

agency, access and the reciprocal pressures created by multiple, competing needs shape the 

production of ill health in homeless individuals, and the ability to act on health needs. 

 

In translating our understanding of the health of homeless populations in Delhi to Street 

Medicine’s service provision, we situated the standardisation of their practice within the 

common issues and bottlenecks that the teams and homeless individuals face in addressing 
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their health needs. These bottlenecks appeared to lie in the alignment of responsibility for 

healthcare tasks across the provider-patient relationship. We thus founded the basis of 

intervening, through the act of service provision, on the engagement of homeless groups in 

their care; not just as a therapeutic relationship or means to solicit input, but as a redrawing of 

the patient-provider divide to bring homeless individuals to the face of care delivery. We 

suggested potential ways of engaging and outcomes of engagement that can inform the design 

of service provision. Engagement is first about moving healthcare closer to homeless 

communities and minimising the expense of health seeking on homeless individuals. Homeless 

persons can and should form part of healthcare delivery methods, as community liaisons and 

conduits for translating healthcare services into formats amenable to their lived experience. 

Engagement can help better targeting, whether towards high needs patients or the largest 

coverage; it can be used for mapping the health and non-health resources local to communities; 

it can help organise forms of community-owned care and social partnership, and; it can form 

the basis of understanding the dynamics of ill health in communities, and where health needs 

sit alongside other social needs.  

 

For local policy, we found that opening up the pathways of ill health production in slums helped 

reveal particular intermediate junctures in those pathways that were within the scope of local 

policy intervention. These interventions were not targeted towards personal attributes of slum 

individuals or structural drivers of disadvantage, but at a level where effects would permeate 

throughout the slum environment. Finally, in our analysis of the practice of advocacy for 

homeless groups in Delhi, we found our previous efforts to explicate the vast array of factors 

linking homelessness and health may not always be attuned to best solve the equation of ‘what 

are the needs of homeless groups and what can be done’. In different arenas of argumentation, 

whether political, legal or scientific, this equation may be resolved quicker by explaining that 

a shelter in winter represents the right to live another night. 

 

9.3. Conclusions 
 

India’s cities are a ledger to the country’s economic growth. As more people and capital have 

been drawn within their expanding mass, the cities have also borne the growth of the homeless 

population. Aside from the absolute increase in the number of homeless people in urban areas, 

the size of this growth has increased over time: from 725,000 in 1991, to 779,000 in 2001, and 
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then to 938,000 in 2011 (Ghosh, 2020; ORGI, 2001, 2011). The condition of homelessness in 

India has been marked out against the characterisations of homelessness in global North 

countries, where the majority of scientific study originates. In India, homelessness is fused 

together with notions of systematic exclusion, non-citizenship and wholesale disadvantage 

(Speak, 2013). While a grim picture is emerging of the effects to health of homelessness in 

global North countries (Aldridge et al., 2018), there is scant means of comparison in India. Nor 

is there extensive consideration of the connection between homelessness and health that 

unpicks its quality as a lived reality of exclusion. Rather, not just the effects to health of 

homelessness, but also the mediating determinants that lie between these two conditions, and 

even further, the linking up of these determinants into pathways, that together, exert a dynamic 

which produces outcomes to health and other social conditions. This investigation has sought 

to understand the pathways of disadvantage that enjoin homelessness and health, as a basis for 

intervening in this relationship. The following conclusions are given at the close of this 

investigation. 

 

1. The scholarly understanding of the health (and non-health) needs of inadequately housed 

individuals remains overly deterministic. Our study of the health needs of homeless individuals 

in India has led to new insights about the dynamics of ill health production for homeless persons 

and people living in slums, i.e., the way ill health manifests in these groups. These dynamics 

are distinct across slums and homeless communities; shaped by the sum effect of disparate 

constraining, enabling, or mediating determinants of health. While the dynamics of ill health 

production for homeless persons seem ‘locked-in’ to a pursuit of self-sufficiency, where health 

seeking would also benefit if other needs were satisfied, the dynamic in slums is minimally 

social, meaning the social ties of localised slum residents have a mediating effect on health, 

patterns in health outcomes, illness disclosure and health-seeking behaviour. This dynamic 

property to the manifestation of health needs of inadequately housed groups is understudied 

yet meaningful for the design of health and non-health related interventions. Such an 

understanding advocates against singular approaches and towards steering or changing the 

quality of this dynamic (i.e., affecting multiple determinants in different ways) to change the 

sum effects to health. 

 

2. A detailed study of the actual healthcare needs of homeless individuals has shown that, 

despite the complex manifestation of disease, there is a large burden of disease they experience 
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that is short-term, easily treatable and curable. This cannot outweigh the burden of, as yet, 

unsystematically quantified severe and chronic diseases—such as tuberculosis, HIV, 

diabetes—and large mental health burdens known to afflict homeless persons in India. Instead, 

it suggests that a relatively simple package of clinical and therapeutic services can alleviate a 

significant proportion of health burdens for homeless persons, when those services are 

ambulatory and engage homeless persons where they are. 

 

3. Further, despite the seemingly ad-hoc and improvised nature of providing care to the 

homeless, standardising healthcare services, such as those delivered by Street Medicine teams, 

can support clinical decision making, provided those standards are directly situated in the care 

needs and lived realities of the homeless themselves. This standardisation founded on 

engagement can rebalance the responsibility for healthcare tasks across the provider-patient 

relationship, which is necessary due to the opportunity costs of healthcare seeking on other 

needs. Engagement with rather than for the homeless can move beyond healthcare towards 

addressing a broader range of social determinants of disadvantage. 

 

4. In the pursuit of broadening shelter rights to homeless groups, our study of advocacy has 

shown it is crucial to not think about actors in terms of their separate domains and 

responsibilities, but rather to focus on the overlaps and ties between NGOs, governmental 

agencies, legal structures and all that make up advocacy in action. Advocates that ‘wear many 

hats’ can capitalise on these overlaps to pursue change on multiple fronts and take advantage 

when shifts in context or other parties’ mood occur. As the authority of advocates becomes 

more secure, their position becomes increasingly indispensable to prospective policy solutions 

and other parties (and vice versa). And, finally, the organisations that perform boundary-

spanning work—examples in this thesis include, researching health and shelter needs of the 

homeless, providing healthcare, and pursuing changes to policy and law—can make 

substantive contributions to both the immediate health needs of homeless individuals as well 

as effecting large-scale policy change at the government level. 

 

9.4. Research validity 
 

The internal validity of the findings of this investigation are premised on the minimisation of 

bias and misspecification. My engagement within Street Medicine’s endeavour to standardise 
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their service provision can leave me at risk for adopting an agenda that clouds my objectivity. 

Given the perceptions of Street Medicine team members and the lived reality of homeless 

individuals were both objects in my analyses however, this engagement has also been a way of 

approaching an understanding of the condition of homelessness to which the participants in the 

research can attest. During the design of research and interpretation of findings, I was able to 

discuss my work with both the Centre for Equity Studies, and my supervisors at the VU 

University Amsterdam, which conditioned a reflexive practice of switching from an emic to 

etic perspective alongside these two lines of accountability (Bernard, 2006). Alongside this, 

we employed means of triangulating the unit of observation and analysis to reduce the risks of 

personal biases. Multiple sources of data were used to study the same phenomena: primary data 

derived from observations and interviews with varied stakeholders across the sphere of the 

problem field, and; secondary data in the form of Street Medicine’s patient records, peer-

reviewed scientific literature, institutional reports, court case documents, newspaper articles, 

press releases and position papers. The collection of primary data was administered through a 

systematic process of documentation, in the daily writing of field notes, to the recording of 

interviews and their verbatim transcription. Summaries of interviews were sent back to 

respondents to check the fidelity of our interpretation to their meanings. Further, data collection 

and analysis activities were shared and cross-checked across a team of researchers. Findings 

were discussed within the research team, and also outside it, with supervisors and members of 

CES, to check the coherence of interpretations or to contrast these with anecdotal 

understandings.  

 

Case studies are founded on the description of phenomena within the contexts to which they 

are situated, often levelled as a limit to their wider generalisability. Although this research is 

firmly rooted in the plight of homeless individuals in India, the analyses of this problem 

through explicit theoretical lenses permits greater comparison where these same theories have 

been used to describe similar phenomena in different contexts or fields. Further, we cut across 

these different cases to derive insights on the relationship between different housing conditions 

and health, which suggests these insights can also illuminate the dynamics of different 

pathways that link ill health and inadequate housing, even when comprised of different 

determinants and qualities. The research was also founded on the dearth of studies of 

homelessness and ill health in global South countries, thus the insights we have generated 

should hope to serve these countries in a context of both discovery and justification. Social 
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protection and subsidised healthcare for the poor tends to be less coordinated in global South 

countries, and this research should lend some means of comparison of inadequate housing and 

health conditions, particularly where there are similar dynamics of urban migration and highly 

informal labour markets.  

 

Our investigation into the relationship between health and housing insecurity in India was also 

limited in several ways. First, the number of homeless individuals that could form part of the 

study population during collection of qualitative data was limited due to receiving ethical 

clearance for such activities towards the end of field research. This is unfortunate when their 

lived experience is at the forefront of what this investigation sought to understand. The 

recording of observations by the research team, made across a large number of Street Medicine 

outreach visits that we followed, sought to reconcile some of the insight lost by not speaking 

with homeless persons directly. Similarly, the purposeful selection of interview participants in 

Chapter Seven, many of whom were Street Medicine team members, also looked for a close 

representation of homeless lived experience. Individual studies also suffered common data 

limitations. The burden of treatment data in Chapter Five could have been strengthened with a 

‘true’ denominator, to allow some estimation of specific disease risk or prevalence in the 

homeless community. Further, certain diseases, such as tuberculosis, were not picked up in the 

data due to the diagnostic constraints of Street Medicine outreach. Chapter Six would have 

benefited from an assessment of healthcare access, as opposed to using a proxy measure based 

on expenditure on different healthcare providers. Chapter Eight relied on a relatively small 

number of interviewees compared to the volume of court case documentation used to build a 

chronology of events. The investigation also tried to draw across the conditions of 

homelessness and living in slums, yet is weighted towards the former in terms of the number 

of studies in this thesis focusing on each. This weighting makes it easier to make interpretations 

about the relationship between homelessness and ill health compared to slum residence and ill 

health. With regards to the theories used by this investigation, our framings of the housing-

health relationship (i.e., social exclusion, the social determinants of health and the social 

ecological model), which avoid a logical priority to individual or structural causes of 

disadvantage, have also been criticised for lacking “a clear conceptualisation of causation” 

(Fitzpatrick, 2006, p. 5). Indeed, the identification of micro-, meso- or macro-level factors in 

isolation yields little in understanding negative health outcomes associated with homelessness. 

This chapter has more explicitly tried to conceptualise these factors within networks possessing 



THE HOMELESS ARE NOT A CONSTITUENCY 

199 
 

competing dynamics, and this yielded a more fruitful basis of comparison for the production 

of ill health in slums versus homeless communities. Deriving from these limitations, the 

following section suggests directions for future inquiry into the housing-health relationship, 

and for understanding the ways intervention can leaven the disadvantage experienced by 

inadequately housed communities. 

 

9.5. Directions for future research and practice 
 

The actions this thesis sought to inform¾local policy, advocacy and service provision¾were 

legitimised by an absence of state actions to change the structural drivers of disadvantage for 

homeless populations. There may be a contention that states lack the agility for managing 

programmes which can be simultaneously responsive to the needs of multiple groups, and thus 

instead design programmes that assume the needs of those being served are identical. Yet, as 

with standardisation, research can play a role in identifying what aspects of these programmes 

should remain discretionary or flexible to multiple constituencies, and which aspects can be 

reduced to a standard practice for all. Alongside this, there is a duty on advocates for the 

homeless to recognise the ‘policy windows’ that precipitate large shifts in momentum for 

specific agendas. For example, in the midst of implementing a national lockdown against the 

COVID-19 pandemic, the Parliamentary Under Secretary for Local Government and 

Homelessness in the UK wrote to all local authorities asking them to immediately house all 

rough sleepers in their constituencies (Hall, 2020). While of course not guaranteed to be 

implemented by all local authorities, the profound shift in national commitment has crystallised 

the issue as a policy choice, rather than a supposed immutable reality. The implementation of 

a similar lockdown in India has been accompanied by images of thousands of homeless people 

on the streets of Delhi, many now stripped of a means of earning a livelihood and without the 

luxury of isolating themselves against the risks of infection (Siddiqui & Kataria, 2020). 

 

With regards to the study of the relationship between ill health and conditions of inadequate 

housing, there are more specific strands of this question that can be explored in relation to the 

most prevalent diseases within the homeless population. Understanding the specific pathways 

through which tuberculosis, accidents and injuries, gynaecological conditions, or skin diseases 

arise with distinct frequency in the homeless population would lay the foundation for 

intervening at an early stage. Similarly, more experimentation is required in developing low-
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burden and low-cost diagnostic regimens that can be administered on the streets of 

homelessness healthcare delivery. The construct of health in the minds of homeless individuals 

is an understudied component within the design of healthcare delivery, and potentially hugely 

consequential if such a construct can be strengthened for the—often disconsolate—homeless 

individuals denying themselves of healthcare. Building on the findings of this thesis, the 

particularities of how homeless individuals communicate their needs for healthcare require 

further elaboration, in order to meet homeless individuals at the points at which these needs 

arise. Breaking the cycles of ill health production for homeless individuals rests on a means of 

following up over the course of a disease or condition’s progression. Soliciting the voices of 

homeless individuals to report on and play an active part in their condition seems necessary to 

facilitate such a long-term change.
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Appendix 1 
Overview of variables collected by Street Medicine teams and their coding in descriptive and disease-wise analysis 

Variable Period Type Type recoded 

Date Jan 2016–May 2018  Categorical†‡  

    Winter 

    Pre-Monsoon 

    Southwest Monsoon 

    Post Monsoon 

Name Jan 2016–May 2018   

Sex Jan 2016–May 2018 Binary*†   

   0 = Male  

   1 = Female  

Age Jan 2016–May 2018 Continuous Categorical*†  

   <5 

   5–14 

   15–24 

   25–34 

   35–44 

   45–54 

   55-64 

   65+ 
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Continued from previous page 
Variable Period Type Type recoded 
Religion Jan 2017–May 2018 Categorical*†   

   Hindu  

   Sikh  

   Muslim  

   Christian  

   Buddhist  

Location Jan 2016–May 2018 Categorical  Categorical†  

   

21 locations 

 Central Delhi (8 locations) 

    New Delhi (6 locations) 

    South East Delhi (7 locations) 

Place of origin Jan 2016–Jan 2017 Categorical*  Binary†  

   

29 states, 7 union territories and 1 category for 
external origin (i.e., Nepal and Bangladesh) 

 0 = Not Delhi 

    1 = Delhi 

Diagnosis*† Jan 2016–May 2018 Categorical*†  Categorical*†  

   20 categories based on ICD-10 “chapters” and 1 
category for no recorded diagnosis§  79 categories based on ICD-10 “blocks”§ 

Legend:*Used in descriptive statistics †Used in disease-wise analysis ‡Indian seasons based on the India Meteorological Department(Arora & Jha, 2016) §The first 

level of classification within the ICD, so called “chapters”, follows principles of epidemiological grouping first proposed by William Farr, thus diseases are grouped 

within the following: i) epidemic diseases, ii) constitutional or general diseases, iii) local diseases arranged by site, iv) developmental diseases, v) injuries. In practice, 

diseases are predominantly grouped within ICD chapters on the basis of their location in the body or based on their convenience for epidemiological study (e.g., 

epidemic diseases). “Blocks” are a subdivision of chapters and follow a unique logic for grouping. For example, blocks within the first chapter (certain infectious and 

parasitic diseases) are grouped based on their mode of transmission and the broad group of organisms that cause infection (World Health Organization, 2011).



HARRY L. S. COLEMAN 

 228 

Appendix 2 
Outcome variables used in the analysis that correspond to diagnoses made by Street 

Medicine teams 
Variable Description 
Diagnosis Categorical: 

Raw record made by Street Medicine teams of 
homeless individuals indicated disease/condition 

ICD chapter Categorical: 
Broadest level of categorisation in the ICD-10 

ICD block Categorical: 
Next level of categorisation in ICD-10 
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Appendix 3 
Profiles of the four survey areas 

Area Profile 

Nizamuddin (inc. 

Lodhi Road and 

Modi Mill) 

A large section of the homeless community in Nizamuddin are based 

in Khusru park opposite Hazrat Nizamuddin Aulia Dargah, living in 

makeshift tents made of plastic sheets and sticks. Others live on 

pavements, central reservations, and a small number of homeless 

sleep in the government-run shelters in the area. The main sources of 

income are begging and rag picking, and the nature of homelessness 

within this community is largely permanent. Substance abuse among 

children and adults is high; most notably in the use of solvent 

inhalants, alcohol and marijuana. 

 

The homeless population around Modi Mill and nearby Nehru Place 

are predominantly migrants from nearby states. The homeless 

population in these areas estimates around 600-700, and most of 

these engage in begging or work in daily wage labour. While 

substance abuse is low, alcohol consumption is more common in this 

community. 

 

Male children: 20% 

Male adults: 30% 

Male elderly: 4% 

Female children: 22% 

Female adults: 20% 

Female elderly: 3% 
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Continued from previous page 

Area Profile 

Connaught Place 

(inc. Hanuman 

Mandir and Bangla 

Sahib) 

The homeless population around Hanuman Mandir, which roughly 

numbers 1,000, are largely families, living on either side of the road 

in makeshift settlements. This group engage in begging, selling items 

such as balloons or flags, cleaning cars or drug dealing. Drug 

addiction, particularly crude heroin, is a serious problem among this 

group, and observed across both genders and all age groups. Children 

as young as 14 have been seen using this substance. Solvent abuse is 

also common among both adults and children. 

 

The homeless population near Bangla Sahib Gurudwara are a 

heterogeneous mix from almost all corners of the country. They are 

involved in begging, selling petty items and as temple caretakers. A 

number of homeless shelters were built in this area in recent years. 

The population roughly numbers 1,800.  

 

The nature of homelessness in this area is largely permanent, but a 

small section of this population migrates once a year to their place of 

origin or other cities for work. 

 

Male children: 9% 

Male adults: 57% 

Male elderly: 10% 

Female children: 9%  

Female adults: 8% 

Female elderly: 5% 
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Continued from previous page 

Area Profile 

Yamuna Pushta (inc. 

Gheeta Ghat and 

Prayas shelter) 

Yamuna Pushta compromises a roughly 6km stretch, parallel to the 

ring road, and is dominated by single male adults. Roughly half of 

this population sleeps in three shelters in the area, and the rest are 

distributed on the pavement or in parks along the river. Almost all of 

the population is working, largely in the form casual labour. The two 

most common types of casual labour are dhaka (moving goods from 

the wholesale markets of Old Delhi) and shaadi (wedding party 

work). There is a substantial amount of drug use among this 

population. The nature of homelessness is divided roughly in half by 

a permanent population, and the other half a shifting, seasonal 

population which arrives for the wedding season and travels to other 

parts of the country in the interim.  

 

Male children: 4% 

Male adults: 81% 

Male elderly: 1% 

Female children: 4%  

Female adults: 10% 

Female elderly: 0% 
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Continued from previous page 

Area Profile 

Jama Masjid (inc. 

Meena Bazaar and 

Urdu Park) 

Jama Masjid is home to one of the highest concentrations of 

homeless people in the city, which roughly numbers 11,000. The 

population is primarily engaged in daily wage work, which can be 

both precarious and dangerous, while the majority of children beg. 

There is a very high concentration of drug addiction across all age 

groups, but especially prevalent among young males, with a variety 

of addictions ranging from heroin to ‘solution’ (a mixture of whitener 

and glue). The population is extremely heterogeneous and roughly 

half is made up of a permanent population and the other half by a 

shifting population. There are a number of shelters in this area but 

not enough to meet demand. With a very high population density, the 

homeless population is also very susceptible to outbreaks of 

infectious diseases.  

 

Male children: 7% 

Male adults: 54% 

Male elderly: 3% 

Female children: 6%  

Female adults: 27% 

Female elderly: 3% 
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