
OPEN
DOOR
CLINIC
ACCESS TO HEALTHCARE 
FOR PERSONS EXPERIENCING 
HOMELESSNESS IN MEXICO CITY 

Homelessness is a socio-structural 
problem that requires a comprehensive, 
inter-institutional intervention model 
with strict adherence to human rights, 
within which human dignity is of 
particular importance.

The purpose of the Open Door Clinic is to capitalize on 
the lessons learned from the COVID-19 pandemic, to reduce 
inequalities in healthcare access experienced by homeless 
persons in Mexico City. Health is understood from a wide 
perspective, which includes access to drinking water, sanitary 
conditions, nutrition, housing, employment, and education, 
through an intervention methodology based on the restoration 
of human rights on an equal opportunities basis, without any 
form of discrimination. The proposal states the need for leveling 
measures to ensure free and universal access to healthcare, 
by means of intersectoral affirmative action.

Affirmative actions are standardization or leveling measures 
focused on including the most excluded sectors, which suffer 
severe inequality. That is, these much needed actions are unique, 
specific, and temporary measures for homeless persons, aimed 
at reducing the inequalities so they can exercise their right to 
health. Furthermore, they are inter-sectoral, because a call is 
made from academia to civil society experts, corresponding 
government agencies, and even third sector entities, which 
practice social responsibility.

Universal public policies must be 
complemented with affirmative actions 
otherwise they leave the most vulnerable 
groups of the population unprotected, 
reinforcing exclusion. 

Bringing healthcare services to the 
public sphere, with academia as a 
strategic partner, helps strengthen 
governance, combat the lack of 
continuity of governmental programs 
from one administration to the next, 
and promotes the agency of society 
and responsibility in the fight 
against inequalities. 

Action-oriented research is a powerful 
tool to ensure the provision of primary 
healthcare services for homeless 
individuals is universal, free, equitable, 
and accessible; similarly, it generates 
evidence that constitutes a source of 
knowledge to fully understand the 
problem and identify timely solutions. 

Affirmative actions, such as the Open 
Door Clinic, do not only contribute to 
improving people’s health, but they 
also increase the chances of finding a 
better job, earning more money, renting 
a house, and ultimately not live on the 
street anymore, and thus, contribute to 
the goal of leaving no one behind.



1 

1 https: //sibiso.cdmx.gob.mx /conteo-anual-2019-2020
2 According the 2020, INEGI Population and Housing Census, illiteracy in Mexico City is 1.4%, https: //cuentame.inegi.org.mx /monografias /informacion /df /poblacion /educacion.
aspx?tema=me&e=09
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LEFT BEHIND AND AT 
THE BOTTOM: PERSONS 
EXPERIENCING 
HOMELESSNESS 
Homeless people are

those that systematically subsist in public space, temporarily or 
permanently, that is, they sleep, do their daily activities, and poorly 
meet their basic needs […] occupying non-conventional spaces for 
housing, for instance: public squares, bridges, gardens, campsites, 
public transportation facilities, abandoned buildings, cars, benches, 
medians, and others (IASIS, 2018: 5).

The point in time technique used by Mexico City’s government is a 
«counting measure at different points in the city at the same time […] 
in [previously] defined spaces»1; therefore, the number of recorded 
homeless persons is much lower than the actual figure, even so, 
the data shows that they have indeed been left behind in all areas.

The lack of housing is the 
most visible aspect of a 
set of deprivations and 

human rights violations that 
increase and become more 

severe in the streets.
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3 www.sdsnmexico.mx /opendoorclinic /referencias.
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HOMELESSNESS 
IS A PUBLIC 
HEALTH ISSUE
The best way of understanding the impact that 
homelessness has on health is to imagine experiencing 
it yourself. Picture yourself continuously exposed to cold 
temperatures, the heat, rain, pollution, or any other 
weather condition, while carrying all of one’s belongings. 
Additionally, there are severely limited hygiene and 
sanitation options, a lack of access to drinking water 
and nutritious food, having to wear someone else’s 
discarded rags, and not having a place to rest or get 
better when sick, nor a place to feel safe and be able to 
sleep at peace. Coupled with the above, you are forced 
to perform all intimate activities under the judging eye of 
everyone else, while being permanently discriminated 
against and often openly attacked, simply for being in a 
situation that one didn’t choose, essentially condemned 
to continual mobility. 

There is scientific evidence of the effects that the lack of 
deep sleep, not having a balanced and nutritious diet, 
and not being able to care for and cure wounds due to a 
lack of hygiene have on the health of the homeless. They 
also suffer from twice as many mental disorders compared 

Homelessness affects health 
and increases the likelihood of 
premature death; thus, a public 

policy for housing is also a public 
health policy.

to the rest of the population. On top of that, permanent 
exposure to weather conditions from living outdoors, results 
in an increased frequency of illnesses such as tuberculosis 
and asthma, which progress faster as a result of being 
undiagnosed or improperly treated. The problematic use of 
psychoactive substances and sexually transmitted illnesses 
are also prevalent in this population3.

Healthcare for this segment of the population is usually 
costly, ineffective, and inefficient, mainly because it 
is delayed. Needless to say, healthcare expenditure 
for the homeless is always from the public sector. The 
consequence of the lack of access to preventive and clinical 
services raises the demand for emergency services, since 
they are unable to get treatment for their conditions until 
they have become acute or incurable. The poor outcomes 
are not only associated to multiple comorbidities, but to 
discrimination as well. And if once discharged, a homeless 
person ends up back on the street, they will be at high 
risk of relapsing, or dying from complications.

Mortality rates are the most reliable indicator that 
homeless people have no guaranteed right to health, 
which is higher than social groups with similar conditions 
that are not homeless. Their deaths are mostly a result 
of avoidable causes (GCDMX, 2020: 13); such as traffic 
accidents, overdoses, hypothermia, dehydration, or curable 
respiratory and GI infections.

In summary, poor health is associated in many ways 
to homelessness, and, in many cases, may be one of 
its causes. Once a person is homeless, any preexisting 
condition is amplified and new ailments are acquired from 
the adverse conditions related to this way of life. Finally, 
homelessness itself prevents access to healthcare services, 
makes it impossible to comply with any treatment, and 
makes it difficult for homeless persons to escape their 
lives on the street.
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The World Health Organization defines health as «[…] a 
state of complete physical, mental and social well-being 
and not merely the absence of illnesses or diseases»4. 
Thus, from a human rights perspective, health is related 
to any aspect that compromises human dignity, and its 
comprehensive treatment includes all services that help 
people live a dignified life. Homelessness being the 
opposite of this.

Since homelessness puts life and 
dignity at risk, basic healthcare is 
an immediate duty of the State. 

While in some cases the State may progressively provide 
healthcare services, when it comes to populations as 
vulnerable as homeless persons, the minimum essential 
level imposes effective obligations immediately. These 
obligations require the State to guarantee an equitable, 
free, and universal right to health, by removing obstacles, 
and ensuring access to quality centers, goods, and services 
under the principle of non-discrimination in the preventive, 
clinical, emergency, and rehabilitation levels. It is also 
necessary to ensure that hospitals and clinics are physically 
and geographically accessible to all.

Accordingly, the Vienna Declaration and Program of Action 
states that «All human rights are universal, indivisible and 
interdependent and interrelated» (UN, 1993: 19). Indivisibility 
is concomitant to interdependency; it implies a holistic 
view in which rights are not only connected by an explicit, 

direct and causal dependency, but because they comprise 
a unit. The lack of housing makes it impossible to access 
social welfare, formal employment; which in turn decreases 
income, the opportunity to obtain a formal education, 
access to justice, access to legal identity; it also lowers 
physical and mental health, is an affront to dignity and… 
can be inherited by the next generation. Taking action 
for the health of homeless persons may positively 
impact the associated interrelated human rights.

Based on the definition of the Vienna Declaration and 
Program of Action, the Open Door Clinic helps guarantee 
the dignity of homeless persons in Mexico City, and even 
though it is specifically included in Goal 3 of the 2030 
Agenda for Sustainable Development —Ensure healthy 
lives and promote the well-being for all at all ages—, 
as an action that contributes to prevent their lagging 
behind regarding access to health and well-being 
since rights are interrelated and contribute to reaching 
the Goals: 1, end poverty; 2, end hunger; 4, quality 
education; 6, clean water and sanitation; 8, decent 
work and economic growth; 10, reduce inequality; and 
11, sustainable cities and communities.

INDIVISIBILITY AND 
INTERRELATION OF 
HUMAN RIGHTS

ACCESS TO HEALTH 
FOR PERSONS 
EXPERIENCING 
HOMELESS IN 
MEXICO CITY
Similarly, Mexico City recognizes that «Human dignity is the 
higher guiding principle and foundation of human rights» 
and that the City’s social role is to «guarantee the well- 
being of its inhabitants, in harmony with nature» (AL, 2017: 

18). Article 9, Paragraph D, of Mexico City’s Political 
Constitution states that «Every person has a right to the 
highest level of physical and mental health, along with 
the best medical practices, the most advanced scientific 
knowledge and active preventive policies, as well as access 
to quality healthcare services», also stating that «No one 
will be denied emergency medical attention» (AL, 2017: 34). 
Although it is clear that homelessness is the result of the 
failure to guarantee rights, Article 11, Paragraph K of the 
Constitution focuses on homeless persons:  



5

This Constitution protects people living and 
surviving on the streets. Authorities will adopt 
measures to guarantee their rights, preventing 
measures of detention, forced displacement, 
rehabilitation treatment, institutionalization, or 
others without their authorization. Measures will 
be implemented to overcome homelessness 
(AL, 2017:44).

Chapter 29 of the 2016–2021 Federal District Program 
of Human Rights addresses homeless populations, and 
mandates: «To respect, protect, promote, and guarantee, 
under the principle of equality and non-discrimination, 
the civil, political, economic, social, cultural, and 
environmental rights of homeless populations living 
and passing through Mexico City» (PDHCDMX, 2016). 
This document was the basis for the Public Servants 
Decalogue for Quality Services for the Homeless 
Populations5, stating, among others, the responsibility 
to guarantee their right to inclusion and equal treatment 
through quality, non-discriminatory service provision. 

The most tactical aspect of the implementation is detailed 
in the Inter-Institutional Protocol for Comprehensive 
Services for Homeless Persons in Mexico City (hereafter, 
the Protocol). Beyond direct medical care, the Protocol 
states that interventions must guarantee, both timely and 
appropriately, healthcare services, including access to 
clean drinking water, proper sanitary conditions, adequate 
nutrition and housing, safe working and environmental 
conditions, as well as access to education and information 
on health-related matters (GCDMX, 2020: 13). It dictates that 

all procedures must comply with Mexico City’s Health Act; 
it reiterates that it must be enforced within the framework 
of human rights and that it will «be developed considering 
standardization / leveling measures whenever possible 
[…]» (GCDMX, 2020: 21). It designates the Institute for 
the Attention of Priority Populations, IAPP, which is part 
of the Secretaría de Inclusión y Bienestar Social (Sibiso) 
(GCDMX, 2020: 13), as the lead entity, and the Mexico City 
Department of Health, Sedesa, as the co-leading entity in 
health matters (Secretaría de Salud) (GCDMX, 2020: 14).

The mission of IAPP is «To define and coordinate 
inter-institutional and inter-sectoral actions to provide 
comprehensive care to Mexico City’s homeless 
population, to ensure the enjoyment and full and 
effective exercise of their human rights» (GCDMX, 2020:12). 
There are two direct actions for providing healthcare to 
homeless people:

1 

5 http: //data.sds.cdmx.gob.mx /2016/Decalogo_Atencion_Poblacion_Callejera.pdf

 √Hygiene Campaigns. These are led by street brigades, in the spaces 
where homeless people live. These campaigns promote health through 
personal and physical space hygiene, to prevent disease and pests, 
decrease solid pollutants, and improve coexistence with neighbors.

 √Medical assessment. When people go to the Assessment and Referral 
Center, they are examined and, if deemed necessary, they are referred 
to a Primary Treatment Addiction Center (CAPA), which is part of the 
Institute for Addiction Treatment and Prevention (IAPA). If an STD, including 
HIV/AIDS is detected, they will be referred to the Mexico City Center for 
HIV/AIDS Prevention and Comprehensive Care, for free treatment and 
medication. In the event other ailments require attention, they will be 
referred to the corresponding Sedesa for treatment. Their unrestricted 
and informed consent must always be required.
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Mexico City guarantees the principles of zero-cost and universality 
directly through Sedesa and the Health Institute for Well-Being 

(Insabi), which offers national coverage to all persons with no medical 
insurance, or who are not social welfare institution beneficiaries, as is 

the case of homeless persons.
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In summary, regarding the health of homeless persons in 
Mexico City, official documents are inter-institutionally 
aligned, as well as with international agreements within 
the framework of human rights. All documents call for 
care on an equal opportunities and non-discriminatory 
basis, and state the need for standardization measures 
to ensure universal and free access to healthcare; 
even prevalent comorbidities are identified and a 
corresponding road map to address them is outlined.

With this in mind, the Protocol determines the direct 
leading and co-leading entities, based on specific actions 
undertaken at the preventive level, the primary and 
secondary clinical levels, and the emergency level. Another 
virtue herein, is that health is viewed comprehensively, in 
that it includes access to clean drinking water, sanitary 
conditions, nutrition, housing, employment, and education. 
It also considers the specific needs of certain subgroups, 
such as pregnant women, or children being born into or 
experiencing homelessness. 

In general, these 
documents are a good 

example of a public policy 
and describe what should 

be an ideal system of 
care. The issue is that 
these actions are not 
being executed, or are 

poorly put into practice, 
as demonstrated during 
the COVID-19 pandemic.

THE CRUEL 
LESSONS FROM 
THE PANDEMIC
The first COVID-19 patient in Mexico was registered on 
February 27th, 2020, in Mexico City. On March 24th, 
2020, the Official Gazette of Mexico published the 
«Agreement by which the preventive measures to be 
implemented for the mitigation and control of health 
risks from the SARS-COV-2 virus disease (COVID-19) are 
established»6. These measures established the National 
Safe Distance Campaign (Jornada Nacional de Sana 
Distancia), which included two essential actions: the 
temporary suspension of non-essential activities, and the 
encouragement of citizens to voluntarily stay at home.

Consequences of the Voluntary Staying 
at Home  

The call to stay at home, a recommendation to stop the 
spread of contagion, made it impossible to ignore that 
many people have no home; even for homeless persons, 
for whom this reality was the norm, «Every sign inviting 
you to “Stay at home” is a reminder that you have no 
home» (Jose, personal message, July 13 th , 2020). Also important 
to consider is the prevalence of depression and other 
psychiatric disorders among this population group; 
however, there are no specific programs aimed at 
addressing the mental health of homeless people.

There is a paradox: while not having a house is the 
most emphasized aspect of homelessness, there are no 
public policies that focus on housing. The Protocol 
does not include the Mexico City Institute for Housing 
(INVI) among the agencies sharing co-responsibility. In the 
document, the issue of housing is solved with palliative 
measures by offering temporary or permanent shelter in 
Social Integration and Welfare Centers or at the Espacio 
TECHO (Street to Home Transition) centers, where they are 
assisted in preparing for an independent life, which can 
hardly be attained without a standardization / leveling 
policy providing access to housing. 

Another recommendation to prevent the spread of the 
disease has been personal hygiene, frequent hand 
washing with soap and water, and ensuring cleanliness 
of the spaces where people live. Homeless people can 
hardly follow such recommendations since Mexico 
City has no public sinks, showers, or bathrooms, or 
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sources of water for cleaning public spaces. Also, 
the hygiene campaigns described in the Protocol are 
palliative, since they are conditioned to the IAPP providing 
cleaning supplies.

Mexico City does not have free drinking water 
fountains. And for this reason, homeless persons usually 
buy soft drinks from informal establishments in the street, 
where they also buy food that, needless to say, does not 
constitute a balanced and nutritious diet, but rather 
what’s available. The suspension of activities in public 
spaces included such establishments, as well as government 
establishments, such as the Social Soup Kitchens Program7, 
where many homeless persons go. Without these options, 
they were left with whatever NGOS would offer them. While 
government programs are volatile and subject to personal 
and administrative criteria, an organized civil society has 
historically addressed this problem, and has extensive 
experience and commitment with this population group.

The Mexico City Government’s response to homeless 
persons during the pandemic was to extend the quota 
of existing shelters and to open two emergency shelters, 
offering a total of 2325 spots, which were completely 
occupied by May 14th, 2020. That is, the shelters reached 
maximum saturation a month and a half after the pandemic 
was declared. Shortly before, during the 2019-2020 
Winter Season, the National Institute of Geographical 
and Computing Statistics (INEGI) made the Annual Count of 
Homeless Persons, concluding there were 932 homeless 
persons in Mexico City. Inaccurate information results 
in inadequate planning. The inconsistency between 
the figures and the reality on-the-ground is an indication 
that the point in time used for counting results in a lower 
number than the total figure, thus, it is necessary to 
implement a multimethod approach. 

A complementary method for counting could be the 
one stated in the Protocol: the creation of a Homeless 
Person Registry (RUP), through the systematization of 
the individual identification cards that the brigades have 
given this population group (GCDMX, 2020: 18). The other 
mechanism mentioned in the Protocol, directly related 
to health, is the clinical file that should be initiated when 
a homeless person accesses any Sedesa healthcare 
service (GCDMX, 2020: 20). And this effort should include 
the Institute of Forensic Science and Services, since 
mortality and morbidity data that can be obtained from 
post mortem examinations are very valuable and at 
present it is not possible to analyze these, since they 
are not disaggregated for this population group. The 
Protocol includes all of these mechanisms, but they 
have not been carried out.  

The lack of space in the shelters, the issues associated 
with withdrawal syndrome, and the lockdown enforced 
by the «closed door» policy implemented by shelters 
resulted in many people ending up on the street. Although 
homelessness is the result of omissions by the State, and 
proof of the inability to guarantee fundamental human 
rights, homeless persons are not only not recognized as 
victims, but are punished for surviving in the streets. This 
is called criminalization. During the pandemic, homeless 
persons were seen as potential sources of infection, and 
a collective panic led people to commit inhuman and 
degrading acts, such as throwing water with bleach at 
them, or setting their belongings on fire. In other cases, 
homeless persons were forcibly removed by police who 
did so with excessive use of force, taking advantage of 
the empty streets with no bystanders around. 

Physical, psychological, sexual, and 
symbolic violence suffered routinely 

by homeless people is a leading 
cause of disease and death, and an 
incentive for chronic drug abuse as 

a form of escaping their reality.

Consequences of the Hospital Reconversion 
Policy and the National SARS-CoV-2 
Vaccination Program 

During the COVID-19 pandemic, 71 hospitals in Mexico 
City made changes in their regular operations to ensure 
isolated care for patients with a suspected or confirmed 
positive diagnosis. Access to these hospitals required 
screenings which were available at 200 kiosk points 
throughout the city. At these, rapid antigen tests were 
conducted. If the person tested positive and their symptoms 
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were mild, they were sent to a primary care clinic. Severe 
or moderate cases with comorbidities were referred to a 
temporary COVID unit. To receive treatment, the person had 
to present an ID card with their Population Registration 
Code (CURP) and proof of address to show the person lived 
in the same borough as the selected treatment center. 

In Mexico City, the National Vaccination Campaign started in 
December 2020. Mexico City residents registered to receive 
the vaccine by accessing a specifically designated web page, 
or through the Locatel hotline. Again, requirements were 
an ID with the CURP and proof of address, since vaccination 
dates were assigned by age, borough, and first letter of one’s 
last name. Once registered, the person received a call or 
an SMS notifying them of the date, place, and time for their 
vaccination appointment. Upon arrival at the vaccination 
unit, the person would go in, confirm their appointment, go 
through a sanitary checkpoint and a respiratory triage; then 
the person went to the registration point to present their ID 
and proof of address, and receive their shot. The person 
would stay for 30 minutes under observation before leaving. 

This obvious and simple operation prevented 
homeless persons from accessing testing, screening, 
hospitalization, and vaccination services. They not 
only do not have an address, a computer, access to 
Internet, printers, email, telephone service, or CURP, but 
some are illiterate and some even can’t remember their 
names, dates or places of birth. Given the information was 
announced on mainstream media, many of the homeless 
have null or distorted information about COVID-19, the 
vaccines, and how to access vaccination. Even commuting 
to these vaccination sites is a challenge, due to sometimes 
having no money to pay for the ticket or prefer to not 
use public transportation to avoid mistreatment. Thus, 
the few homeless who received treatment for COVID-19 
arrived at the emergency centers via ambulance. 

If preventive, primary, and secondary levels were accessible, 
less people would arrive at the emergency rooms, experiencing 
less acute conditions. However, there are no preventive 
healthcare programs, and the requirements to access 
the primary and secondary levels through the traditional 
route are insurmountable obstacles. The UN Committee 
on Economic, Social and Cultural Rights’ General Comment 
No. 20 states that requirements are imposed that create 
disproportionate burdens, such as requiring identity or 
proof of address documents, becoming a form of indirect 
discrimination, in that it prevents access to a right based 
on their condition (AS qUOTED IN CDHDF, 2014: 175-176). 

Aside from indirect discrimination, they often have to face 
direct discrimination from healthcare professionals, who 
are usually distant or openly hostile. They frequently are 
reluctant to provide a service and are willing to use any 

excuse to deny or provide minimum service. There are even 
reports of coerced sterilization and it is also common for 
ambulance staff to refuse service. Social distancing between 
the healthcare personnel and homeless persons is so wide 
that it leads to prejudice rather than empathy. 

If the medical needs of homeless persons are not met, certain 
subgroups within this target population are in much worse 
conditions. The Protocol mentions the need to develop 
specific policies for those with drug abuse problems, pregnant 
women, and infants. Other important subgroups not being 
considered include the disabled, transgender persons, 
the elderly, sex workers, and others. Most of them are 
young adult men, who due to life on the streets along with 
masculinity mandates display bold and reckless behaviors 
with serious implications on their health. And it is important 
to observe there are few institutional solutions focused 
on young men.

Another obstacle that causes them to directly arrive at 
emergency rooms is that, while Social Integration and 

Welfare Centers have primary level medical, psychological, 
and dentistry staff offering social services to homeless 
people, an issue arises when homeless persons require 
access to secondary and tertiary level medical services 
since hospitals do not acknowledge the reference and 
cross-reference documents issued by the aforementioned 
centers. Unfortunately, knowledge of the Protocol is 
limited and it is not enforced by law; therefore, it is not 
mandatory. To conclude, even though access to healthcare 
is free and universal, and is stated in many documents, it is 
not enforced. When this right is severely violated, rules of 
universal programs only reinforce exclusion, and for this 
reason affirmative actions are needed.
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OPEN
DOOR
CLINIC
The Open Door Clinic is an inter-sectoral affirmative 
action that guarantees universal, no-cost, equitable, 
and accessible healthcare services to homeless 
persons. It is a space where concrete actions can 
be executed within specific programs, such as 
the program for HIV/AIDS and other STIS prevention 
and comprehensive care, the program for the 
prevention of teenage pregnancy, and the program 
for addiction prevention and treatment.

It is a communication channel for spreading 
relevant healthcare information, and to obtain 
significant information to understand homelessness 
and plan more efficient and effective interventions. 
This approach helps us learn about their experience, 
the mechanisms that prevent them from accessing 
healthcare services, and the strategies they 
implement to compensate for these shortcomings. 
Accompaniment through the Open Door Clinic is 
an affirmative action that helps identify and bypass 
the obstacles of the reference and cross-reference 
system between the primary and secondary level of 
attention, according to the problem-solving capacity 
of medical units. 

Before
1. Convene students and professors (as 
volunteers) from the School of Medicine. 

2. Selection of spaces and times, based on street-
level dynamics, while addressing suggestions 
from NGOS and homeless persons. 

3. Fieldwork: invitation, rapport, recording of 
needs, «detonating» a snowball effect. 

During
1. Healthcare fair installation. 

2. Providing relevant healthcare information. 

3. Signing informed consent forms. 

4. Providing primary level medical care. 

5. Offering rapid SARS-COV-2 antigen and antibodies, HIV 
and STI testing, and COVID-19 and influenza vaccinations. 

6. Recording weight, height, BMI, physical composition, grip 
strength, body temperature, blood glucose levels, blood 
pressure, heart rate, and oxygenation. 

7. Deliver and explain results. 

8. In-depth interview. 
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After
1. Accompany first and secondary-level hospital care, as 
well as emergency services. 

2. Interdisciplinary systematization and analysis of the 
database and interviews. 

Results
1. Evidence of prevalence of high blood pressure, diabetes, 
STIS, HIV, and frailty syndrome. 

2. Evidence of COVID-19 resilience. 

3. Anthropometric information database. 

4. Administer SARS-COV-2 and influenza vaccines. 

5. Qualitative detection of impediments to access healthcare 
services among the homeless persons in Mexico City. 

Challenges
1. Budget for supplies, to achieve the program’s stability and 

continuity. 

2. Participation of the required medical specialties: dentistry, 
ophthalmology, orthopedics, gynecology, among others.

3. Development of indicators to measure impact. 

4. Active participation of homeless persons in the design, 
implementation, and evaluation of the Open Door Clinic. 

5. Development of public policies based on recommendations.
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RECOMMENDATIONS

Putting words into 
practice. Develop a law for 

the Inter-Institutional Services 
for Homeless Persons, mandating 
a guarantee of their rights through 

comprehensive actions, taking 
into account the indivisibility of 

human rights.

Complement universal 
public policies with specific 

inter-sectoral affirmative actions for 
homeless persons, with an approach 

focused on the restoration of their rights. 
Such policies must include preventive 

and primary-level healthcare programs 
on the street, and a reference and 

cross-reference road map of primary 
and secondary-level hospitals, and 

emergency services.

Develop adequate 
communication 

strategies to transmit 
relevant healthcare 

information, taking into 
account educational level 

and lack of access to 
mass media.

Detect the 
specific needs of 

population subgroups 
and develop specific 

service-oriented 
actions. 

Develop targeted 
programs for mental 

healthcare for  
homeless persons.

1

2

4
5

3
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Create a public 
housing policy to 

address the needs of 
homeless persons. 

EEstablish a 
computer system that can 
store (inter-institutionally) 

key information of homeless 
persons, protecting their identity 

and including the Institute 
of Forensic Science and 

Services.

Healthcare 
professionals’ training 

should include community work 
and continual non-discrimination 

awareness training, as well as 
awareness of the Inter-Institutional 

Protocol for Comprehensive 
Services for Homeless Persons 

in Mexico City.

Sponsor action-oriented 
research to inform public 

policies on knowledge that 
brings together multi-method 
scientific research, civil society 
experience, and mutual care 
strategies developed by the 

target population.

Contribute to 
opening paths for 

homeless persons to 
actively participate in the 
design, implementation, 

and evaluation of 
public policies. 

Support 
and incentivize 

changes in Mexico 
City’s infrastructure to 

guarantee access to clean 
drinking water, public 

showers and restrooms, 
Internet and 
electricity.

6

7

8
9

10
11



14

REFERENCES
Asamblea Legislativa (AL) (2017). Constitución Política de la Ciudad de México. 
México: Asamblea Constituyente. 

Comisión de Derechos Humanos del Distrito Federal (CDHDF) (2014). Situación 
de los derechos humanos de las poblaciones callejeras en el Distrito Federal 2012-
2013. México: la Comisión.
Farha, Leilani (2014) «Report of the Special Rapporteur on adequate housing as a 
component of the right to an adequate standard of living, and on the right to non-
discrimination in this context». Promotion and protection of all human rights, civil, 
political, economic, social and cultural rights, including the right to development. A /
HRC /31/54. 30 December 2015. 
Gobierno de la Ciudad de México (GCDMX) (2016). «Protocolo Interinstitucional 
de Atención Integral a Personas en Riesgo de Vivir en Calle e Integrantes de las 
Poblaciones Callejeras en la Ciudad de México». Gaceta Oficial, 95, 16 de junio.
Gobierno de la Ciudad de México (GCDMX) (2020). «Programa de Atención 
Integral a Personas que Viven en Situación de Calle en la Ciudad de México». 
Gaceta Oficial de la Ciudad de México. 

Instituto de Asistencia e Integración Social (IASIS) (2018). Diagnóstico situacional 
de las poblaciones callejeras 2017-2018. México: Secretaría de Desarrollo Social 
(Sedeso).

Kothari, Miloon (2005). Report of the Special Rapporteur on adequate housing as a 
component of the right to an adequate standard of living. United Nations Commission 
on Human Rights, https: //www.refworld.org /docid /42d66e8a0.html 

Organización de las Naciones Unidas (ONU) (1993). Declaración y Programa 
de Acción de Viena, https: //www.ohchr.org /Documents /Events /OHCHR20 / VDPA_
booklet_Spanish.pdf
Programa de Derechos Humanos del Distrito Federal (PDHDF) (2016). «Capítulo 29. 
Derechos de las poblaciones callejeras», en Diagnóstico y Programa de Derechos 
Humanos de la Ciudad de México, tomo 5, «Grupos de población». México: 
Secretaría Ejecutiva del Mecanismo de Seguimiento y Evaluación del Programa de 
Derechos Humanos de la Ciudad de México. 

https://www.ohchr.org/Documents/Events/OHCHR20/VDPA_booklet_Spanish.pdf
https://www.ohchr.org/Documents/Events/OHCHR20/VDPA_booklet_Spanish.pdf


15

AUTHOR
Dra. Alí Ruiz Coronel
Institute of Social Research, UNAM

PARTICIPATING INSTITUTIONS

UNAM, México

Coordination of Scientific Research

Office of Research and Development through Sustainable 
Development Solutions Network (SDSN) Mexico

Coordination of Humanities

Institute for Social Research

Federal Ministry for Economic Cooperation and Development 
(BMZ), Germany

Deutsche Gesellschaft für Internationale Zusammenarbeit 
(GIZ) GmbH 

Sustainable Development Solutions Network (SDSN)

CONTACT
Requests, questions, or clarifications will be coordinated via the 
Department of Research and Development and Institute for Social 
Research.
sid@cic.unam.mx
ali@sociales.unam.mx

PLEASE CITE AS
Ruiz Coronel, A. (2022). Consultorio abierto. Una puerta de 
acceso a la salud para las personas en situación de calle en 
la Ciudad de México. México: Secretaría de Investigación y 
Desarrollo a través de la Red SDSN México, UNAM.

November 29th, 2022

Atribución-NoComercial-SinDerivadas 
CC BY-NC-ND



The four actions implemented by 
the Open Door Clinic are:

Bring information and an initial 
level of medical attention to 
persons experiencing homelessness 
in Mexico City through street-level 
healthcare campaigns.

Identify a path and accompany 
them to access a secondary level 
of medical attention, if needed.

Produce knowledge about health 
and systematize it in databases, to 
support public policies focused on 
this segment of the population. 

Offer university students 
the opportunity to carry out 
interdisciplinary fieldwork with a 
civic engagement component. 
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