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Abstract
Objectives: this paper presents findings from our collaborative research on the perceptions and preferences of people experiencing homelessness regarding outreach nursing services. Method: We conducted qualitative research using a critical ethnography approach. Sample: A total of 15 participants were interviewed individually (n=12 people experiencing homelessness) and in focus groups (n=3 care providers). We also conducted direct observation. Results: This paper focuses on one of the core categories that emerged from the data analysis “Perception of Health Care.” This category emerged from the following three subcategories, which we will present in this paper: 1) Conflicting Relationships with Institutional Health Services; 2) Perception of Outreach Services; 3) Recommendations from Mobile Clinic Users. Conclusion: There are a range of perceptions of health services among people experiencing homelessness. Some are satisfied with the care received in the public health system, while many have experienced dehumanizing practices. Overall, outreach services are a promising strategy to reach people who are not served by the traditional modes of care delivery. Based on our findings, we suggest several key practices to personalize and adapt healthcare services and foster inclusive environments to better serve people experiencing homelessness. 
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1. Background
Health care needs of people experiencing homelessness are diverse, complex and mostly unmet. According to the literature, the perceptions of homeless people regarding health care services diverge, with some reporting negative, and others, positive experiences. For example, certain studies revealed that many homeless people had had horrendous experiences with health care services, expressing feelings of exclusion, rejection and loss of confidence (Warren et al., 2021). In other studies, participants felt dehumanized (Biederman & Nichols, 2014), unwanted, and worthless (Warren et al., 2021) due to their negative interactions with clinicians. 
The phenomenological study conducted by Rae and Rees (2015) indicated that participants received inadequate care due to the hospitals’ poor discharge planning, underscoring the lack of communication between health care services. Warren et al. (2021) reported a lack of interest on the part of care providers in exploring social, emotional, and mental health illness and their links with homelessness. Other studies (McConalogue et al., 2021; Yu et al., 2020) revealed that homeless people face various challenges in accessing primary care services.
In contrast, some people experiencing homelessness reported being well treated by health care professionals (Darbyshire et al., 2006; Purkey & MacKenzie, 2019). They stated that health practitioners respected their dignity and decisions, and provided non-judgmental services (Purkey & MacKenzie, 2019). In this regard, the research stresses the importance of providing friendly and compassionate care, free of discrimination, to this marginalized population (Purkey & MacKenzie, 2019; Yu et al., 2020).
Promising interventions, including street outreach (Ungpakorn & Rae, 2020) and nurse-led clinics (Daiski, 2005; Weber, 2019), have been implemented to facilitate access to health care services. People experiencing homelessness regard these community nursing approaches favorably (Roche et al., 2017; Warren et al., 2021). To better comprehend service users’ experience of access to health care, we conducted a study in partnership with a community organization that provides outreach services through a mobile health clinic. This nursing clinic moves around to various parts of the city (province of Quebec, Canada) to reach out to patients directly in their living environment. The objectives of this collaborative research project were 1) to explore the needs of people experiencing homelessness regarding outreach services and 2) to describe the perceptions and preferences of people who benefit from this outreach intervention. As the overall results of this research have been submitted elsewhere, in this article, we present new qualitative data that specifically address the second research objective.
Theoretical Framework
To inform the process of data analysis and interpretation, we adopted the critical theory perspective of sociologist Robert Castel (2000), which highlights the social and political dimensions of the issue of homelessness. Castel proposed the Four Zones theoretical framework (Figure 1): zone of integration (stable job, social support, relationships), zone of vulnerability (insecure work, fragile social relations), zone of disaffiliation (social isolation, absence of work and support mechanisms such as health care and housing) and zone of assistance (access to public services, professional support).
[Figure 1 near here]


2. Methods 
Design
In light of our research objectives, we used the critical ethnography approach (Madison, 2019). This methodology is useful in that it gives a voice to marginalized participants, documents life stories and testimonies, and represents reported experiences with the aim of instituting social and institutional change. This method is informed by a social justice perspective aimed at deconstructing structures of exclusion.
Sample
To recruit participants we distributed a poster describing the project to organizations that provide services to people experiencing homelessness. The poster was also displayed inside the mobile clinic. A recruitment email was sent to mobile clinic staff and to community organizations where the clinic is active. Interested participants then contacted the research team to schedule an interview (individual or focus group). A total of 15 participants were met in a) individual interviews (n=12 people experiencing homelessness) and b) in a focus group (n=3 care providers). In respect of confidentiality, all first names used in the text are pseudonyms.
[Table 1 near here]
[Table 2 near here]
Data Collection
Data collection was conducted from May to October 2021. Prior to beginning data collection, ethics approval was obtained from the first author's affiliated university (certificate no. CERSES-20-138-D). Three strategies were used to collect the data:
Direct observation (75 hours) to gain knowledge and understanding of the environment being studied; observation notes were collected concerning the context of the field session, the situations observed and the social interactions.
Semi-structured interviews were conducted with individuals experiencing homelessness and using the mobile clinic’s outreach services. Participants were able to review and sign a consent form prior to the interview. Financial compensation was also provided for the time allocated to the interview, as recommended by Runnels et al. (2009) for research in the field of homelessness. The interview questions focused on three central themes (perceptions of outreach services and health care network; user experiences and needs; recommendations and suggestions for improvement).
A focus group was also held with mobile clinic care providers. The focus group was essential to obtaining a full understanding of the intervention context in which users are receiving care in the mobile clinic. Our aim with the focus group was to gain an understanding of the context to ensure an accurate interpretation of the data from the user participants. We held the focus group after the interviews with users to avoid bias and ensure that interviews focused solely on the users' perspectives. The focus group elicited care providers’ perspectives on the interventions they identify as promising or effective. 
[Table 3 near here]
Analytic Strategy
The data collected were analyzed according to the steps suggested by Madison (2019) (Table 4). Researchers conducted work sessions to discuss their progress with the analysis and the choice of emerging codes and categories.
[Table 4 near here]
3. Results
The participants’ accounts concerned both their perception of the outreach services (e.g., mobile health clinic services, street workers and community organization) and the health services offered in more conventional settings (e.g., hospitals, community health center and medical clinics). We named this conceptual category “Perception of Health Care.” This core category emerged from the inductive analysis of the three subcategories identified through the data, namely: “Conflicting Relationships with Institutional Health Services”; “Perception of Outreach Services”; “Recommendations from Mobile Clinic Users”.
3.1. Conflicting Relationships with Institutional Health Services
During the observation sessions and individual interviews, we found that people living on the street have complex relationships with hospitals. For example, a few participants reported positive experiences in health care settings. They felt they had been treated well and with consideration, despite their status as people experiencing homelessness. These participants had positive experiences while hospitalized for several days or weeks with significant health problems. The following testimonies support this finding. Tom stated: “Going back to the services at the hospitals, I was satisfied.” Scott added: “The health care was pretty good.”
Most of the participants we interviewed, however, reported having difficult and strained relationships with institutional services. They described hospitals as uninviting places, which they considered non-inclusive and stigmatizing.
My opinion is, going to the … the hospitals, they are garbage. They’re garbage. Yeah. They’re not really good. (Alex)
I say that it’s above average. It’s not as good … like for people that are homeless that they need more medical attention than other people. (Tim)
In this context, which is affected by negative perceptions of the health care system, the people we met indicated that they only consulted health care providers as a last resort. Other participants also expressed a preference for using health services provided directly in their environment, without the numerous constraints associated with hospitals. According to one care provider in the focus group:
The ones we usually see are the ones who don’t go to the health system. (Health navigator)
A nurse in the focus group stated that the outreach services offered at the mobile clinic include both primary health care and accompaniment and referral to other health services. The main mandate of the mobile clinic team is therefore to reconnect people to traditional health services.
We offer primary care. So, it’s really a lot of screening, STIs [sexually transmitted infections], teaching, dressings, minor pain, really the first line. Then, usually, we refer to the health network as much as we can for everything that is second and third line. So it’s still more specialized. (Nurse)
3.2. Perception of Outreach Services 
During data collection, we noted that people who use the mobile clinic’s outreach services are mostly well informed about the services provided. The usefulness of the approach for people experiencing homelessness —a population that presents various health problems due to the harsh street environment—was raised by several participants.
It is a very good thing. Because if there was no mobile clinic, people who are homeless, they would be in bad shape. Some people come in and […] they’ve had frostbite. Some of them got their toes cut off. Why? Because they sleep outside. (Robert)
We are lucky we have them, the homeless. (Tom)
Throughout the interviews, participants expressed their appreciation for the clinic staff’s non-judgmental, respectful approach. According to this participant, the clinic’s services emphasize “care above all.”
The people are super, they’re there to help, to care for people, really, there. There is no […] it’s the care above all. […] they don’t judge me. (Paul)
Based on participants’ perceptions, the homeless outreach approach is considered a positive strategy due to its unique attributes, namely a) flexible, b) anonymous, and c) acting in parallel with public services.
Flexibility
According to the participants, institutional practices are mostly rigid and not well adapted to the needs of people experiencing homelessness. Certain clinical practices suggest a lack of sensitivity to the reality of the street, as shown in the next excerpt.
It’s my broken toe, they looked at it. Then she gave me some […] I could do my own dressing. They gave me the materials, just clean it and do the dressing on it. […] It’s, like they say, “Well, stay home and lift your foot.” But, when you’re homeless, “stay home,” well, where is that, at home? (John)
The approach advocated at the mobile clinic is better suited to the realities and needs of the street. The ability of care providers to reach people where they are is a facilitating factor. As Tim stated:
The advantage of a mobile clinic is that it’s more beneficial than going to see a physician in the emergency. They are on the road. They are there to help and that’s a good thing.
During field work we observed nurses’ ability to adapt to the clinical situations they encounter. Staff were constantly adjusting their interventions to the needs and preferences of each patient.
The next patient wants to see the nurse for foot care. He doesn’t want to go inside the truck, so he receives care outside, sitting on the stairs. (Field notes)
Anonymity
Confidentiality of services is also perceived as an important attribute of the outreach approach. Not having to give one’s identity to receive care is appreciated. Steeve reported that: “They [the care providers] were very private with the tests because they were like for AIDS and shit, that’s why I wanted to go in there.”
The following observation notes describe a person who comes for a consultation but refuses to identify himself, and who nevertheless receives care.
A man came to meet the nurse, he had a bandage on his right hand. He was tense and irritable. He would not give his name and official date of birth. (Field notes)
Furthermore, some participants affirmed the need to remain anonymous and not be associated with the clinic’s services. Embarrassment, shyness, fear of being judged by peers, or the desire to not be identified as a person living on the street were all cited as reasons. This need for anonymity is even more pronounced for women, who are at much higher risk of violence and abuse. A participant mentioned reasons why people experiencing homelessness are reluctant to self-identify or provide information in hospital settings, and often prefer not to seek health care when they need them.
They don’t want to identify with the homeless. And they [the mobile clinic] don’t ask for identification. The only thing they ask for is your initials. And your date of birth, and your year of birth. That’s it. It doesn’t embarrass anyone. And it doesn’t stop anyone from consulting. Whereas the people who have to go to the hospital and register their full name… They want to be anonymous to everyone else. (Jean)
Acting in Parallel with Public Services
The mobile clinic is an outreach service that operates parallel to the health care system, from a perspective that is both independent and complementary. The clinic can be used to provide care outside of hospital structures, considered by many people experiencing homelessness as non-inclusive and not adapted to their realities.
The care providers we met indicated that they were used to working in complementarity with the health network, but in an informal approach, much more adapted to the realities of the street. The informal approach is appreciated because there is room to develop more trusting relationship with people living on the street. However, the COVID-19 pandemic forced them to modify their practices considerably. They had to formalize their practice and “rally around public health” more often.
We’ve had to rally around public health a lot. We’re actually used to being much more independent, having freedom of action, thinking things through, and then, adapting according to what’s in the plan within the organization. But there, you really had to connect to something common, and then have fairly clear guidelines and follow them. So, it’s still an important change in dynamics at that level, referring to public health and also to the health network. (Health navigator)
In relation to parallel practice, our analysis points to a certain contradiction across the data. In theory, it was suggested that this service would not be needed if health services were adequate and more accessible. For example, a participant mentioned that while there is a need on the street for such outreach clinics, ideally, they should not be necessary: “That’s the oxymoron, you know? It’s like, look, we shouldn’t need it here. But, the need is there anyway.” (John)
3.3. Recommendations from Mobile Clinic Users
The data interpretation highlighted recommendations and suggestions from people who visit the mobile health clinic.
Increasing awareness of the service offer. We observed that some participants are not aware of all the health services the clinic provides. To address this lack of awareness, it was suggested that the clinic’s services should be better publicized. Participants suggested the distribution of flyers and advertising in shelters. More generally, our findings also indicate that people experiencing homelessness may have limited awareness of available health and support services, including the role of street workers and health professionals (e.g., scope of practice of nurses) and community agencies.
Facilitating Access to a Prescriber. Many of the participants interviewed expressed a need for someone in the clinic who can prescribe medications and treatments. In this regard, throughout the data, we noted a certain discourse on medical expertise. For example, Alex mentioned:
If you had a doctor in there, it would be fantastic! A thing to be, right? The guys will be able to go there to get a new prescription. Or can a nurse write a prescription?
During the fieldwork, we noted that access to nurse practitioners in the clinic would be a useful option to facilitate access to pharmacological treatments, which is not currently the case. However, the nurses in the mobile clinic have access to volunteer doctors whom they can contact by phone at any time. They also have access to various collective prescriptions to treat pathologies (e.g., cystitis, sexually transmitted blood borne infections, pediculosis, lice and others).
Increasing service availability. Some respondents felt that the mobile clinic should come to the streets more regularly. More coverage of areas and neighborhoods of the city was also suggested. Ahnah stated: “I wish they can show up more often because lots of people need help too.” 
Regarding these proposals to increase the services offered, one participant highlighted the financial issue, being aware of the clinic’s limited resources.
I think, I don’t think that there’s too much more that you can do. Except for having them more sometimes but, you know you can’t … this is probably, you know […] probably a money issue, a problem. (Steeve)
Another participant questioned the idea of increasing the range of services, expressing a certain reservation regarding duplication of structures. From this standpoint, providing more outreach services would seem to run counter to the need to facilitate access to existing and universally accessible health care.
The ideal would be to be bigger. […] It’s just that what you’re giving as services, here, is already great. Well, to go further than that, I think that would be bad management of public funds. […] In a metropolis where there are already two super hospitals, not to mention all the other hospitals. (John)
As we can see, some participants stated that homelessness services should increase, while others argued that we already have enough hospitals and institutions to provide care for everyone. This observation was also reported during discussions in the field with various actors and stakeholders. 
Related to the respectful approach, one participant raised the issue of all people being treated the same in hospitals and with care providers, regardless of their cultural and ethnic origins.
They have to see people as the same … same. […] Equal everybody. Like, you are French, you are English, you are Spanish, I’m Inuk… Same as… Same treatment. Yes. You have to see people who have the same feeling, and problems. Yeah. (Elisapie)
Lastly, two participants proposed adapted training for health care providers (e.g., training on homelessness issues and street problems, and the approach for working with vulnerable populations). “Training on homelessness issues would certainly help. If it’s not already done, it should be in the curriculum.” (John)
4. Discussion 
Issues surrounding access to health and social services for people experiencing homelessness have been known for years. Yet, to date, people experiencing homelessness have had little opportunity to share their perspectives on how these services respond to their needs. In this study, participants were able to express their opinions about the services they receive.
With respect to perceptions of health care received in hospital settings, our findings report that people experiencing homelessness had both negative and positive experiences, supporting the findings of several other studies (Darbyshire et al., 2006; Purkey & MacKenzie, 2019; Yu et al., 2020). 
The results of Biederman and Nichols (2014) point to both humanizing (i.e., participants felt cared for, trusted and empowered by clinicians) and dehumanizing practices (i.e., discriminatory and negative interactions with care providers). According to our results, such negative perceptions of the health care environment influence the motivation to get treatment and take care of one’s own health. Consistent with our findings, the importance of a non-judgmental approach, respectful of people’s dignity, is mentioned by Daiski (2005) and Whelan et al. (2010) as being essential for developing trusting relationships. Our findings align with those of Purkey and MacKenzie (2019), indicating that the outreach approach is more flexible than services delivered in hospitals. 
During the interviews, participants made several recommendations, including increasing the number of mobile clinic hours and expanding the offer to other locations in the city. Such proposals are similar to those raised in Daiski’s study (2005), where participants requested more clinic hours and more frequent stops in different settings. Also, one of the recommendations many participants made was for access to a prescribing clinician, a request also raised in other studies (Roche et al., 2017; Whelan et al., 2010). This raises questions about the understanding of the nursing role, and the use of the full scope of nursing practice in the community. The use of advanced practice nursing (e.g., nurse practitioners) can also be proposed as a promising strategy to enhance treatment delivery.
Our results indicate that the participants appreciate the humane, individualized approach, which considers the person as a whole. They also appreciate the confidential and anonymous nature of the outreach intervention. Daiski’s (2005) results also highlight this attribute as a vital component: “Anonymity and confidentiality was another attractive feature of the bus, valued highly.” (p. 35) Paradoxically, it appears that the impersonal nature of the care offered at the clinic seems to reduce embarrassment and fear of stigma on the street. On the other hand, the impersonal and distant treatment received in hospitals is not well perceived.
Philosophically, Foucault addressed the concept of anonymity in the social sphere, particularly in the context of prisons and psychiatry. He believed that the need for anonymity can be seen as a choice, as a form of resistance to the individualization process and the pathologization of social problems (Bordeleau, 2012; Zurn, 2016). The demand for anonymity in care can thus be perceived both as a symptom of social isolation and disaffiliation (Castel, 2000), and as a political act, or social posture (Zurn, 2016). Safety is another reason behind the need for discretion and anonymity in health care. The need for anonymity appears to be particularly prevalent among women, who are much more vulnerable to violence and abuse in the street environment (Speirs et al., 2013). According to Whitzman (2009), women, as a protective measure, stay invisible on the street to avoid identifying themselves as homeless. Invisibility is in this case a necessary means of protection and survival.
The mobile clinic is intended to be a parallel and complementary service to the public health care network, a point also raised by Whelan et al. (2010), “In a system of universal health care, MHUs [mobile health unit] appear to complement traditional modes of health care delivery.” (p. 81) In some contexts, the assumption that “social disaffiliation” (Castel, 2000) involves a severance of connections with institutional services is not borne out. Outreach services such as the mobile clinic are established to operate interdependently of institutional services. In so doing, complementarity is achieved between the two approaches—those of the street and the more “traditional” approaches. Questions and contradictions remain, however, in relation to the parallel nature of the outreach nursing approach. In our interpretation of the data, underpinning the paradoxical position of the mobile clinic in the organization of public services is the issue of access to health care. While approaches such as the mobile clinic are valued for their flexible, holistic, and low-threshold nature, they should not be used to palliate or replace primary health care provision.
Indeed, for Castel (2000), a more global perspective of care and social services is required in response to the growing phenomenon of disaffiliation of populations: “Now, the zone of integration is breaking up, the zone of vulnerability is expanding and continually feeds the zone of disaffiliation. Is our only adequate response to strengthen the zone of assistance?” (p. 526) In this perspective, assistance interventions such as mobile clinics and nurse-led clinics are certainly needed, but they must also act in conjunction with a variety of social, political and economic measures to support vulnerable populations. 
4.1. Limitations of the Study
The main limitation of this study is participant recruitment. As we have seen, we encountered mostly white men, aged between 30 and 60 years. This was also true of the other studies reported (Campbell et al., 2015; Rae & Rees, 2015). In order to ensure greater diversification of perspectives, it might have been relevant to recruit more women and other gender identities. It should be mentioned that women experiencing homelessness are often not very visible in public spaces due to safety considerations (Whitzman, 2009).
4.2. Implications for Public Health Nursing
This research project sheds light on the most appropriate approaches for a clientele underserved by health and social services. The amplification of issues associated with homelessness in Canada, particularly due to the opioid crisis, has highlighted the crucial role of public health nurses in providing outreach care to this population. Our results are useful in terms of influencing clinicians and decision makers on the strategies to be implemented in terms of care and services for these vulnerable individuals, and on the approaches and methods to be prioritized in the context of homelessness.
5. Conclusion
The results of this critical ethnography are particularly interesting in defining the most appropriate approaches for providing quality care for a clientele that is poorly served by health services and highly stigmatized in health care settings. The approaches identified in our dataset and the users’ recommendations could be used to improve the services currently in place in order to better reach people for whom the traditional methods of health care delivery are an obstacle. The results of this research can therefore help make these services more accessible, inclusive, and responsive to user needs. Results also point to issues arising from the establishment of a parallel system to the public system. While approaches such as the mobile clinic have been shown to be valued for their flexible, holistic, and low-threshold nature, they should not be used to offset or replace the provision of primary health care. Our results indicate the importance of providing outreach services that are best suited to the complex needs of these vulnerable populations, while remaining complementary to the public health care network. To this end, we believe that more research is needed on the integration of the outreach approach with public health services.
Data availability statement: The data that support the findings of this study are available on request from the corresponding author. The data are not publicly available due to privacy or ethical restrictions.
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Figure 1. Castel’s Four Zones Model



Table 1. Service Users (n=12)
	Characteristics
	N

	Age
30-40
40-50
50-60
60-70

Gender
Male
Female

Ethnicity
White
Indigenous

Living environment
Shelter	
Apartment
	Unsheltered
	Housing room
	
1
5
2
4


10
2


10
2


8
2
1
1






Table 2. Staff Participants (n=3)
	Role
	Gender
	Ethnicity

	Nurse 
Health navigator 
Peer worker
	Female
Male 
Male
	White
Indigenous
White





Table 3. Focus Group Questions
1. Can you tell me about how the past year has gone, based on your experience of working in homelessness?
2. Can you describe your organization’s contribution to the care and services provided to the population served, including in the context of the pandemic?
3. What are the most significant differences between your current work and the pre-pandemic situation?
4. Finally, what should we take away from the experience of the last few months and years?



Table 4. Qualitative Analysis Steps
	1) Transcription of interviews and focus group
2) Coding of interview transcripts and observation notes (low-level analysis)
3) Categorization of codes: identification of more abstract categories and subcategories and aggregation of data (high-level analysis)
4) Relating the data: identifying similarities and differences among the emerging categories and subcategories.
5) Comparing categories with empirical and theoretical/critical literature and writing up the results.




Zone of vulnerability


Zone of desaffiliation


Zone of assistance


Zone of integration


2

1

