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status quo: perspectives of a physician-activist
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ABSTRACT

Homelessness is among the most important problems in social medicine. While traditional
studies provide useful answers (albeit for increasingly narrow phenomena), unique
perspectives and first-person accounts hold potential to influence broader thinking about
the field. Here, we provide a first-person account from physician-activist David Buck, a
health policy expert and founder of Healthcare for the Homeless-Houston, on what it takes
to tackle the homelessness epidemic, fix the broken aid industry, and challenge the status quo.

Introduction

Homelessness is among the most important problems
in social medicine (Alowaimer, 2018; Mabhala et al.,
2017; Toro, 2007). While existing scholarship on con-
ditions of social distress is rich and multidisciplinary,
most studies using traditional methods provide
answers for increasingly narrow phenomena. In con-
trast, unique perspectives and first-person accounts —
enriched by deep personal experience - can influence
broader thinking about the field (Tsai, 2017). Combin-
ing scholarly discourse with narrative elements
anchors the facts and data to personal meaning and
motive (Reinsborough & Canning, 2017). These
approaches are especially useful for confronting the
unwritten assumptions and norms that may underpin
an entire field of action or inquiry.

In our view, efforts to address homelessness within
the existing “system” (e.g. identifying significant p
values for publication in a journal, winning grants to
fund a non-governmental organization) must be wed
with attempts to discern the fault lines that run
through that system’s foundation. Are our endeavors
truly aimed at ending homelessness, or merely provid-
ing us with a rewarding enterprise? What are the unin-
tended harms of the humanitarian aid industry - and
(how) can we repair them? When is the prevailing wis-
dom of medicine’s rarefied circles perhaps not all that
wise, and what should comprise our challenge to the
party line? We do not purport to have all the answers.
There is, however, a certain saliency to individual
experience. Drawing on that to formulate these ques-
tions in a meaningful way is a useful place to start.
Here, we' provide a first-person account from

ARTICLE HISTORY
Received 23 February 2022
Revised 23 April 2022
Accepted 17 May 2022

KEYWORDS

Health policy; homelessness;
medical education; health
disparities; leadership

physician and activist David Buck, a health policy
expert and founder of Healthcare for the Homeless-
Houston, on what it takes to tackle the homelessness
epidemic, repair a fragmented aid industry, and chal-
lenge the status quo in medicine.

Materials and methods

We conducted a live, semi-structured interview with
Dr. David Buck on January 21, 2022. The interview
guide was organized into four themes: (1) personal
motivations for serving the homeless, (2) clinical and
policy perspectives, (3) perspectives on the non-
profit sector, and (4) perspectives on how medicine
can change to better serve people experiencing home-
lessness. Dr. Buck did not know the questions or con-
tents of the interview guide beforehand. Some parts
have been omitted for relevance or lightly edited to
preserve the confidentiality of some individuals and/
or organizations named during this live conversation.

Results

Nicholas: We’re going to talk a lot about your

thoughts on homelessness, but let’s start
at the beginning. You worked with
Mother Theresa in Calcutta. What’s the
story there?

In 1984, I was teaching at the Regional College of Edu-
cation in Mysore, India. Long story short, that assign-
ment ended early. I then had the privilege of
volunteering within an orphanage and at the Center
for the Destitute and Dying.
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I had taken the MCAT? at that point and did not study
for it. So then had the wonderful pleasure of taking it
again [laughs]. I was interested in medicine, but also
interested in some of the social factors that cause
things like homelessness.

During orientation - it was just the Sisters and I -
Mother Theresa asked us: “Who among you wants to
change the world?” Internally I was screaming “Yeah!
Me! I do!” But then I quickly caught on that, hey, wait,
there’s a trick to this. So, I didn’t raise my hand. Then
she said: “For all of you who want to do that, there’s
the door. Our task is much greater. Our task is to
love one person at a time.”

It was very humbling. That time was difficult in that
I was assigned to carry the bodies from the Center to
the basement where the transitional morgue was.
That’s really ... that’s a physical experience.

We alternated between the Center and the Orpha-
nage. When we went to the orphanage, there were
youth beggar’s guilds where they would beat up the
kids. The worse they looked, the more money they
would take in, only to give it all back to the “pimp.”
There were many kids in the streets, profoundly neg-
lected and abused, pulling themselves by the cracks in
the sidewalk. They had not developed the body move-
ments to walk. It was brutal.

I had a meeting with the Minister of Tourism about
it. He said: “You’re not from around here boy. We
don’t like your kind.” And I realized I couldn’t do any-
thing. So I came back to the US and I knew I wanted to
make a difference here at home.

Nicholas: How did you follow through on that

desire to make a difference?

I started volunteering with the Houston Catholic
Worker House. I asked the Directors: “What is the
biggest problem you have here?” And they said:
“Healthcare access.”

So, I set up two free clinics and one dental clinic
while I was studying medicine and public health. I
found that the root problem was not merely limited
access to care. Rather, there was no integration.
Whether primary care to subspecialty care, or health-
care to housing to food to identification cards to trans-
portation. Each of those has their own silos and
barriers. Homelessness is like a prison of these cata-
strophic failures at every level. Education, employ-
ment, the judicial system. It goes on and on.

Nicholas: I'm going to ask you to elaborate on that.
You’re preaching to the choir here, but I think a lot of
people — medical professionals, even — would be sur-
prised to hear one say “lack of access” isn’t the funda-
mental issue.

Right. The root issue is there really is no “system” of
care. What makes it so difficult is that the very people
that need help in defragmenting all the different

service lines are the same people that experience sev-
eral layers of systemic failure.

Dr. A says, “You need to get your blood pressure
medicine. What are you thinking?” Dr. B says,
“You're using crack, are you an idiot?” And then
Housing says, “Oh no you have to apply to XYZ, not
ABC.” Tt becomes Sophie’s Choice.” You accomplish
the one thing you can, but eight other agencies say
youre noncompliant. So you feed your child, but
you don’t get your blood pressure meds for the month.

The sequelae of homelessness is brutal. After just 3-
4 months, people experience physical trauma. With-
out support, psychological trauma develops. Is it any
wonder people can’t trust after this experience? So
that’s what this is for the homeless. It’s a lose-lose
scenario. That’s why I set up Healthcare for the Home-
less-Houston in the 90’s,

Let’s talk about HHH. Was that when
you started to realize your mission of
building integrated services?

Nicholas:

Well, I at least realized that it’s a non-profit too. And
by that I mean it has a Board, and the Board is respon-
sible for the finances, and there are no financial incen-
tives to work together with other service industries like
housing, transportation, or employment.

Before I set up HHH, I spoke to [now deceased]
Sally Shipman, the founder of the Coalition for the
Homeless. I told her I didn’t want to set up something
with a separate board. It needed to fall under the
Coalition for the Homeless Board. I said: “Programs
with better outcomes have a one stop shop and inte-
grate the social and medical resources. Let’s do it
like that.” She agreed. But there was one board mem-
ber - a lawyer - and his role was to address risk. He
thought the risk was too great. I countered we had
that covered: we had a host organization (medical
school) and could subcontract services. The Coalition
was also a governmental entity so the liability was very
limited (in over two decades we have not had a single
lawsuit!).

Well, you can tell we're a separate 501c(3). It didn’t
work. Sally and I remained friends and we tried to
integrate services, but because there were different
boards, we really couldn’t align. And at the time,
there were, you know, 150 non-profits serving the
homeless.

Nicholas:  You're alluding to what I call “The
Republic of NGOs,” a rampant issue in
my field, which is global health. If you
go to Kathmandu, there’s 5000 NGOs
just in that city. If you go to Haiti it’s
over 9000. It’s what Mark Schuller has
called “Killing with Kindness.” You've
got all these places trying to do good,
but you end up with fragmented care.
People fall through the cracks.

So, tension is, on one hand you want



to expand these desperately needed ser-
vices, but on the other, does the world
really need yet another NGO? My ques-
tion is: when do we need a new organiz-
ation for a given problem versus when do
we need to unite existing efforts?

The answer is always the latter. We should strengthen
infrastructure to build a true safety net system.

For example, take the 0-6 year age group. UHCOM
is working on developing integrated population-based
approaches to underserved groups. There’s national
legislation looking at pre-school programs, school
lunch programs, all these evidence-based guidelines.
We've identified some 50 different agencies working
in the 0-6 age group, each of which provide just a
few of the many best practices. So, that’s a long answer
to say these collective approaches are really helpful. A
convener role in academia may be especially good for
the academic - community partnerships.

Nicholas:  Independent silos vs. integrating services

and working together is a big theme. So
what does it take, then, to bring all the
players to the table and get everyone to
work together?

Leadership. And I mean, where do you see that hap-
pening these days?

The real answer is, if you want real leadership, we
have to address campaign finance reform. Which is
not partisan. Why is it that basic medical costs are pro-
hibitive? Why is it that you have to go to Canada to get
the same medication at a lower cost? It all goes back to
campaign finance reform. Real leadership isn’t where a
vision is driven exclusively by giant and powerful
companies but a broader group of stakeholders and
communities — actual constituents. Why do we have
such ineffective accountability for our “public ser-
vants” who have better health and pension benefits
than their constituents? Can we expect NGOs to
think more broadly about community goals and out-
comes requiring collaboration when there are limited
incentives? So we need to incentivize and hold our lea-
ders accountable to and responsible for a public good.
But our leaders are incentivized to get payoffs (contri-
butions) from corporations because that’s what keeps
them in office.

We could pick on anyone. I've met with Mayors,
judges, the commissioners, sheriffs, and so on. We’ve
we reduced re-arrest rates, re-admission rates, and
so on. And at the end of the day they say the same
thing: “Those are fixed costs. Saving upstream costs
doesn’t impact me.” There’s been real quality
improvement, but it isn’t in their playbook. It isn’t
going to get them re-elected. It isn’t their fault either
- it’s ours for not building a sustainable system that
doesn’t get further eroded each month with legislation
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driven for large corporate profit. Profit isn’t the pro-
blem, it just isn’t enough of a driver for public good.

Nicholas:  So, what else have you done to pursue

that vision of service integration?

I founded the Patient Care Intervention Center,
PCIC,* and we have data from 1000 agencies to try
and drive integrated health records. We have a com-
munity information exchange - all the social factors
along with the medical risks. We have the public and
private hospitals and systems, community health cen-
ters, food bank and 250 food pantries, shelters, and
service centers — tons of data. And we integrate that
under one health record driven by client or patient’s
values. Because then we could drive the kind of inter-
ventions that are based on tracking community level
outcomes. The biggest risk for homelessness is prior
homelessness. So, if we can start measuring those fac-
tors — educational or employment trajectories, for
instance — we may really be able to impact health in
a broader way.

Mary:  So you just mentioned that the biggest risk

factor for homelessness is prior homeless-
ness. How do we close the gap between
someone becoming housed initially and
then staying housed into the long-term?

We need better, affordable housing. But we also need
livable wages. You’ve seen the transition in the job
market and it’s been much higher among the poor
than the wealthy. Just the volatility of that sector has
had a huge impact.

We also need safety. Take what Joe Benson said.
He’s a community health worker with Healthcare for
the Homeless — someone that the HOMES Clinic
initially helped as a double amputee. He came into
HHH through the student-managed HOMES Clinic,
became housed, and eventually became the national
consumer advisory board chair. He has told me
many times, “In jail, you have an 8 x9 cell. When
you get an SRO - single resident occupancy - you
get a 9x 10 room. How come the only difference
between the size of the room in jail and an SRO is
you're less safe in an SRO?” I know people killed by
gunshots in SROs. How do you stay housed or pull
your life together in a situation like that? So we need
jobs, livable wages, and we need safety.

Mary: I'm glad HOMES Clinic has come up. What

is the place of student-managed free clinics
among the continuum of efforts to end
homelessness?

Well, I think you pre-empted it in saying it’s a conti-
nuum. There is no right or wrong. It’s really about
each person, each individual. Patient A may say,
“Wow, its 10:51 and you said I would be out of here
by 11. 'm gonna miss my bus. I hate you. If I don’t
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get to my appointment for an Identification card I
can’t get a job...” I'm sure you've experienced this?

Mary and Nicholas:  Yes [laughs].

And then there are the others where you've objectively
done nothing for them. You just feel like an abject fail-
ure. And yet, they’re thanking you effusively for all
that you’ve done.

We have to be sensitive listening to who and what
matters to the client we’re serving. “Okay, you're in
a big hurry? All you're here for is the bandage? Got
it.” And that's what we do for them. Although, I
would ask them what it would take to return again.

Because it is a failure for people to remain home-
less. People say, “Oh I love this work because I keep
seeing the same people year after year.” No, that’s
failure.

Primary care is not built in a day. It’s not built on
one visit, or five. There’s a longitudinal nature to it.
That’s what HOMES is doing. It’s trying to build
trust in a system that isn’t trustworthy.

Nicholas:  So how do we build a primary care sys-

tem that is responsive to the needs of
people experiencing homelessness?

Care based on values rather than problems.

Imagine your typical doctor’s appointment: “Hi
Mr. Patient, nice to see you today for your hyperten-
sion, obesity, substance use, your mental illness, oh
and did I mention your obesity?” As I go on with
that statement, you become less and less motivated
for the behavior change that could improve your
health. Now compare that to a values-based approach.
Who and what is most important to you? And then
you derive goals from that. That’s based on cognitive
behavioral therapy. That’s where health behavior
changes can really emerge.

The vast impact in health emerges from changing
behaviors and medicine has not yet moved beyond
the Flexner® age. Acute care uses the biomedical
model, and, while it’s necessary, we need to implement
and reimburse models providing chronic and preven-
tive care. That’s where we have the opportunity to
encourage others to be their best self and return the
locus of control to the patient. That’s what sets apart
acute from chronic and preventive care. It requires a
different set of skills and technology, such as a
values-based record that tracks goals (medical and
social goals) and assists in a new process in healthcare.
This is what PCIC is implementing with social service
and healthcare entities.

Nicholas:  This kind of thing has been your message
for a long time. Do you feel the rest of

medicine has caught on?

I was once told: “You can be a real doctor and work
with people with insurance” (wealthier people). Or,

“you could be a real researcher and work with genes
and pharmaceuticals.” But research on underserved
care? Some would say: “that’s not academic research.”
I was so irritated by those stilted interactions where
some patients were seen as less worthy by physicians
and by association our work was somehow second-
class.

I said, “Really? This isn’t research?” I mean, Nick,
have you heard of Virchow?

Nicholas:  Certainly. “Physicians are the natural

attorneys of the poor.”

Exactly. “Where the dead lie thicker.” For Virchow, it’s
among the poor. So those kind of moments really cat-
alyzed that interest for me [in care of underserved].

Nicholas: Well, the value of that kind of work has

certainly been recognized now, seeing
as you’ve made it to UH College of Medi-
cine as the Associate Dean for Commu-
nity Health. What do you want to
accomplish here?

Well, it may sound backwards, but we should be “fail-
ing better.”® We should be trying to improve health-
care by using every visit to learn from our mistakes.
Perhaps related to my passion and familiarity, the
most regressive of all systems I know of is our health
“system,” and the most regressive within the health
system is academics. It’s the most entrenched. Devel-
oping a new medical school provides an opportunity
to develop the innovative practices that could drive
change.

The medical academic-industrial complex is often
all about saying the right things. But at the end of
the day we have to really ask ourselves: “are we devel-
oping new pathways of care besides the acute care
pathways from the Flexner era, or are we just promul-
gating the same standards from the people who look
like us rather than the people we serve?” So challen-
ging that status quo is what brought me into academic
administration. UHCOM is dedicated to training
people from underserved communities to be effective
leaders in underserved communities though a com-
munity engagement strategy.

Nicholas:  Right. A lot of times the things that move

your career forward are not the things
that are moving medicine or patient
care forward.

Precisely. I think what really moves us forward are the
reflective practices we take every day. “How could that
interview with Nick and Mary gone better? I should
have asked them more questions, gotten to know
them better.” Or, “Wow, that patient I just saw.
What could I have done better? They were really
close to change, they were going quit smoking, but
they left angry instead. What happened?”



Those reflective practices (individually and collec-
tively), admitting to ourselves we need to fail better.
And fail better in our personal lives. That’s where
real change happens. Not at the galactic level. I'm
honored to be a part of UHCOM. But you have to
go back to Mother Theresa’s statement. Our greatest
goal is to love one person at a time.

Discussion

Dr. Buck presented several perspectives of clinical,
research, and policy value, summarized in Table 1.
Some spotlight the ironic chasms that are created
when well-intentioned efforts to fill service gaps are
grossly uncoordinated. Others ask us to question the

Table 1. Summary of major perspectives.
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ethos of our own institutional cultures, interrogating
whether we are chiefly concerned with improved out-
comes or simply paying lip service to whatever is en
vogue. All, however, underscore clear avenues for
reflective action.

First, we must challenge funders at all levels (phi-
lanthropic institutions, the private sector, local,
national, and international public grant agencies) to
implement financing strategies that incentivize and
reward collaboration among service organizations.
Vertical programs have long been attractive to donors
(ever anxious to quantify the “impact” of their aid dol-
lars), but it is horizontal approaches focused on broad
service strengthening and integration that ultimately
produce the best outcomes (Basilico et al., 2013).

What is the biggest challenge in tackling homelessness?

When should we start a new organization vs. uniting existing efforts?

How do we bring all the stakeholders together to truly achieve
integration?

How do we build a primary care system that is responsive to the needs
of people experiencing homelessness?

How do we close the gap between someone becoming housed initially
and then staying housed into the long-term?

How do we challenge the status quo?

The things that move our careers forward are not always the things that
move patient care forward. How do we really improve medicine?

The root problem is that there is no integration of health and other services.
There are hundreds of non-profits but no financial incentives for one service
industry to work with others like housing, transportation, or employment.
A homeless person will accomplish the one thing they can, but eight other
agencies will say they are noncompliant. They feed their child, but they
don’t get their meds for the month.

Programs with best outcomes offer a one stop shop that integrates social
and medical resources.

The answer is always the latter. We should strengthen infrastructure to build
a true safety net system.

Example: PCIC is a community information exchange integrated under one
health record. By measuring factors like educational or employment
trajectories, we can impact health in a broader way.

Example: We've identified 50 different agencies working in the 0-6 age
group. Each can provide 1-2 of the many needed guidelines for best
practices, so collective approaches are critical.

Leadership. We need campaign finance reform because we need leaders
who are accountable to communities, not corporate and donor interests.
Profit isn't the problem, it just isn't enough of a driver for public good.
Can we expect NGOs to think more broadly about community goals and
outcomes requiring collaboration when there are limited incentives?

Care based on values rather than problems.

Ask the patient: “who and what is most important to you?” Then derive
goals from that. That's where the health behavior changes can really
emerge.

We need to implement and reimburse models providing chronic and
preventive care. That's where we have the opportunity to encourage others
to be their best self and return the locus of control to the patient.

We need better and affordable housing, livable wages, and safety.
People are safer in jail than SROs. They've been killed in SROs. How do you
stay housed or pull your life together in a situation like that?

The medical academic-industrial complex is often about saying the right
things. We must ask ourselves: are we developing new pathways of care
besides the acute care model from the Flexner era, or are we just
promulgating the same standard as the people who look like us rather than
the people we serve?

It is a failure for people to remain homeless. People say, “Oh | love this work
because | keep seeing the same people year after year.” No, that's failure.

We should keep failing better. We should be trying to improve healthcare
every day.
What really moves us forward are the reflective practices we take each day.
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Second, we must resist the temptation to continue
sprouting new organizations. Further proliferation of
non-profit organizations will only serve to further
fragment care. Instead, regardless of whether the
financial incentives are there or not, we must reach
across the aisle and build meaningful coalitions with
existing players. A convener role may be useful for
academic-community partnerships. Finally, change
has to start from within. We have to reform our
own professional culture to reward practices that are
proven to improve key outcomes. This perhaps best
starts with a high index of suspicion for any so-called
“humanitarian” effort (including our own), being
careful to critically appraise if one is merely develop-
ing their own enterprise without empowering the
population they purport to serve.

Notes

1. In an earlier draft of this work, an anonymous
reviewer suggested that, “researchers are inherently
part of the research itself... a bit more about all of
the people involved in the project would be in line
with qualitative forms of inquiry.” Therefore, sup-
plementary info on all authors can be found in
Notes on contributors.

2. Medical College Admissions Test.

3. Sophie’s Choice is a film set in the Holocaust. A
mother in a concentration camp is given an imposs-
ible choice: to decide which one of her daughters
will be executed and which will get to live.

4. www.PCICTX.org.

5. Houston Outreach for Medical, Education, and Social
Services (HOMES) Clinic is the only student-mana-
ged free clinic in Houston and serves people experien-
cing homelessness (Clark et al., 2003): www.homes-
clinic.org.

6. “The Flexner Report of 1910 transformed ... medical
education in America with ... the establishment of
the biomedical model as the gold standard of medical
training” (Duffy, 2009).

7. Rudolf Virchow was a renowned German physician,
anthropologist, and politician. While perhaps best
known as the namesake of Virchow’s Triad, his investi-
gation of the 1847 typhus epidemic is often credited as
the origin of public health in Germany. He once
famously said: “Medicine is a social science, and politics
is nothing but medicine on a large scale” (Silver, 1987).

8. Phrase borrowed from Samuel Beckett’s Worstword
Ho (Beckett, 2014).
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