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Abstract

Homelessness and poverty are extreme forms of social exclusion which extend
beyond the lack of physical or material needs. Using Brunner and Marmot’s social
determinants of health model (1999, 2004), this secondary analysis explored the everyday
living conditions of a hidden homeless population. The purpose of this study was to
explore and expand the understanding of the physical, psychological and social health
impacts associated with material and social deprivation. The study aimed to expand the
concept of social exclusion within the social determinants of health perspective. Health
professionals who understand health behaviours as coping mechanisms for poor quality
social environments can provide more comprehensive and holistic care. The findings of
this study should be used to show that the need for a national housing policy is a key
factor in the health and well being of people who experience poverty, homelessness and

social exclusion.
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CHAPTER |

INTRODUCTION

“It would hardly seem necessary to argue the case that housing-- and homelessness in
particular-- are health issues, yet surprisingly few Canadian studies have considered it as
such” (Bryant, 2009, p. 238).

Problem Statement

Homelessness and poverty are extreme forms of social exclusion that extend
beyond the lack of material necessities (Baumeister & Leary, 1995; Galabuzi, 2006;
Hwang et al., 2010; Marmot & Wilkinson, 2006; Raphael, 2009). The processes that lead
to social exclusion within a society can have detrimental health outcomes for individuals
and populations (Galabuzi, 2012; Raphael, 2009; Shaw, Dorling & Davey Smith, 2006).
To understand Bryant’s (2009) framing of homelessness as a health issue, it is necessary
to explore the concept of health. Health, as defined by the World Health Organization, is
“a resource for everyday life, not the objective of living” (1986, p.1). This concept of
health as a resource, which followed from the Ottawa Charter (1986), posited health as
an empowering force which included social aspects inherent within the health promotion
movement.

Health promotion stresses the importance of building and creating health in
opposition to the biomedical view of disease prevention and treatment (Raeburn &
Rootman, 2009). The Ottawa Charter (1986) is credited for heralding in a new era of
health promotion which specified prerequisites for health. These prerequisites included
basic life requirements such as food and shelter, but also included the concepts of peace,
political stability and social justice (World Health Organization, 1986). This was a clear

recognition that health was not determined simply by the “absence of disease or
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infirmity” (World Health Organization, 1978, p.1) but rather was determined by
interconnecting physical, psychological, and social determinants (Brunner & Marmot,
1996, 2004; Marmot & Wilkinson, 2006; Raphael, 2009).

These determinants, and their negative impact on health, are reflected in low
levels of education and employment, lack of social and community supports, physical,
psychological and social health impairments. The accumulation of stress associated with
homelessness and poverty has a strong positive relationship with cardiovascular disease,
diabetes and chronic illness (Brunner, 1997; Hwang et al., 2010; Marmot & Wilkinson,
2006; McEwan, 2004; Mikkonen & Raphael, 2010). Hallerod and Larrson (2007)
describe the difficulty inherent in disentangling health and social problems from one
another. Health and social problems which involve social and material deprivation can
compound over time, contributing to negative health outcomes (Marmot & Wilkinson,
2006; McEwan, 1998; Mikkonen & Raphael, 2010).

The negative health impacts of material and social deprivation must be explored
in the everyday living conditions of those experiencing homelessness. When the
conditions of everyday life for those who are homeless are explored, a more meaningful
interpretation of health behaviours and personal coping mechanisms can be understood
(Fish, 2010). It is within these conditions of everyday life that poverty and social
exclusion determine health outcomes (Hallerod & Larrson, 2007). Therefore, it is the
quality of physical, psychological and social conditions and the individual health
behaviours in response to everyday life, which collectively determine our health (Juster,

McEwan, & Lupien, 2010; Marmot & Wilkinson, 1998, 2006; Raphael, 2009).
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The social determinants of health are the social and economic conditions which
shape lives and determine the health of individuals and societies in so far as they regulate
the availability, quality, and quantity of social and economic resources (Marmot &
Wilkinson, 2006; Mikkonen & Raphael, 2010; Raphael, 2009). The social determinants
of health model (Brunner & Marmot, 1999, 2004) conceptualizes health beyond the
physical state of individual functioning, to equally involve what people are capable of
achieving as human beings (World Health Organization, 1978). A necessary condition of
human survival is the satisfaction of basic life requirements. Satisfaction of basic life
requirements is a prerequisite to obtaining an education, employment, an income and
stable housing. Basic life requirements must be satisfied so that humans can develop the
capabilities needed to function in ways that are meaningful to humans and which are
valuable to other humans in society (Lewontin & Levins, 2007; Marmot & Wilkinson,
2006; McMurtry, 1998; Noonan, 2006, 2012; Raphael, 2009; Sen, 1992).

Few would argue that homelessness is the result of one single causative factor.
Many of the negative physical, psychological and social impacts of homelessness are a
direct result of social and material deprivation (Marmot & Wilkinson, 2006). While
currently there is no official Canadian definition for homelessness, generally two aspects
of homelessness are considered. The first is the specific type of shelter or housing state
that one is in, and the second is the frequency and duration of homelessness that one
experiences (Echenberg & Jensen, 2008). Homelessness is interpreted as being on a
continuum which includes absolute homelessness on one end of the continuum and
relative homelessness at the other end of the continuum. Absolute homelessness refers to

people living directly on the street, whereas relative homelessness refers to people
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residing in unsafe, inadequate housing and people who are at risk for homelessness
(Echenberg & Jensen, 2008).

In the middle of the continuum is hidden or concealed homelessness (Echenberg
& Jensen, 2008). A troubling trend has been developing in Canada during the past
decade as reported by Shapcott (2010) and The Homeless Hub (2008). This trend
indicates a growing number of younger people experiencing this phenomenon called
hidden or concealed homelessness (Echenberg & Jensen, 2008; Shapcott, 2010). People
who experience hidden homelessness tend to find or obtain shelter in cars, abandoned
buildings, under bridges, and on friends or family members’ couches or floors
(Echenberg & Jensen, 2008; The Homeless Hub, 2008). The state of homelessness,
whether relative, absolute or hidden stands in contradiction to the basic life requirement
for shelter (World Health Organization, 1948, 1978, 1986).
Significance for Nursing

Nursing confronts moral and ethical challenges on a daily basis (CNA, 2005;
Nathaniel, 2006). Nursing has a social and moral mandate to promote peace, dignity,
equality, and social justice (CNA, 2009; Falk-Rafael, 2005; Fish, 2010; Nathanial, 2006;
Pfettscher, 2002; RNAO, 2006). Raphael (2011) reported that despite the knowledge and
the evidence that health is determined in large part by daily living conditions, Canada’s
social and health policies do not reflect this holism of health. An individual’s daily living
conditions can influence, and can be influenced by, his or her lifestyle choices and
subsequent health behaviours. Therefore, individual lifestyles and health behaviours
must not be considered in isolation but rather should be considered within the context of

social and economic structures in which individuals live their daily lives.
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Nurses are challenged to provide holistic care to patients who experience
homelessness, poverty and social exclusion. Nurses practicing within the social
determinants of health framework have the responsibility to understand these impacts on
health which are created by daily stressors and threats, such as homelessness. As nurses,
we must understand that homelessness can result in social exclusion which then
contributes to diminished quality social support, increased risk health behaviours and
compromised physical and psychological health outcomes. This knowledge must be used
to promote changes within the current health care system and nursing practice. The
knowledge and application of the social determinants of health framework is essential in
physical, psychological, and social assessments to guide appropriate interventions and
future supports.

Research Purpose

The purpose of this study was to explore the everyday living conditions of a
hidden homeless population and was intended to expand the understanding of physical,
psychological and social health impacts associated with material and social deprivation.
As noted earlier, it is the physical, social, and psychological conditions of everyday life,
in conjunction with biological and individual coping behaviours, which collectively
determine health (Juster, McEwan, & Lupien, 2010; Marmot & Wilkinson, 1998, 2006;
Raphael, 2009).

The study hopes to expand the concept of social exclusion within the social
determinants of health perspective. Social exclusion is an inability to participate fully in
the economic, cultural, social and political aspects of a society (Galabuzi, 2006, 2012;

Raphael, 2009). Social exclusion is characterized by a “clustering of disadvantage”
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(Raphael, 2009, p.24). The disadvantage arises when resources within society are
unequally distributed. The processes and outcomes of social exclusion can result from
the complexities of poverty and homelessness. The experience of social exclusion can
contribute to diminished quality social supports, higher risk health behaviours and
compromised physical and psychological health. Social exclusion can occur for
marginalized groups who experience an inability to access basic life requirements.

Life requirements are basic necessities that human beings must satisfy if they are
to avoid objective forms of harm to both their organism and to their agency. Human life-
requirements form what John McMurtry calls the ‘life-ground of value’ (McMurtry,
1998). McMurtry defines the life-ground of value as “the connection of life to life’s
requirements as a felt bond of being” (p.23) to emphasize that the satisfaction of these
requirements is not simply a biological imperative, but a goal that people care about
because it is the real basis of human agency and the ability to make meaningful
contributions to one’s society. Making the life-values underlying the social determinants
of health approach explicit demonstrates that health is not simply a state of the biological
organism, but a value that embraces both our organism and agency (Brunner & Marmot,
1999, 2004; McMurtry, 1998; Noonan, 2006, 2012). It is through this deprivation of life

requirements that social exclusion exists for people experiencing hidden homelessness.
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CHAPTER II
LITERATURE REVIEW

The health of individuals and society is shaped by the social determinants of
health (Brunner & Marmot, 1996, 2004; Marmot & Wilkinson, 2006; Raphael, 2009,
2011). These social determinants of health are understood as the social and economic
conditions which have an impact upon and shape one’s health. A distribution of social
and economic resources sufficient to satisfy people’s life requirements is a fundamental
basis of health for all (World Health Organization, 1948, 1986). As previously stated,
according to the social determinants of health model, health is not simply a state of
functioning of the human organism, but equally involves what people are able to do and
achieve as human beings (Marmot & Wilkinson, 2006; Raphael, 2009; Sen, 1999; WHO,
1986).

In this sense, health can be understood as the degree to which individuals are
enabled to express and enjoy physical, psychological, social, and personal capabilities
(Sen, 1992, 1999). The degree to which people are able to express and enjoy their
capabilities depends on structural factors, namely, the degree to which economic and
social policies provide fair and equitable resources (Marmot & Wilkinson, 2006;
Raphael, 2009). A lack of equitable resources may lead people to experience challenges
with health and social exclusion. The social determinants of health model enables the
conceptualization of economic, social, and cultural factors and their impact upon social
and work environments, health behaviours and health outcomes. This study employed

the social determinants of health model developed by Brunner and Marmot (1999, 2004)
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to explore the social environments, health behaviours, and health outcomes of people
experiencing hidden homelessness.

Brunner and Marmot’s model (1999, 2004) depicts the social determinants of
health as influencing and shaping the material, work and social environments of a
society. It is important to reiterate that the quality of these determinants of health is a
reflection of how equitably the material and social resources are distributed within a
society (Marmot & Wilkinson, 2006; Raphael, 2006a, 2006b, 2008, 2011). While
Brunner and Marmot’s model recognizes that individual health is determined in part by
biological factors and individual characteristics, the model also stresses that health
outcomes are largely dependent on the material, social and work structures in which we
live our everyday lives (Brunner & Marmot, 1999, 2004; Marmot &Wilkinson, 2006;
Raphael, 2009).
Conceptual Model

Social Determinants of Health Model (Bruner & Marmot, 2004, p.9)

ERIC BRUNNER AND MICHAEL MARMOT | 9

Social Material
structure factors

Work

Social envir #  Psychological

.y

Health behaviours

Brain

™

Neuroendocrine and
immune response

v / / \ e

Early / ) Organ impairment
life \

. y
Genes / Well-being
Morbidity

Culture Mortality

#o

Fig. 2.2 Social determinants of health. The model links social structure to health and disease
via material, psychosocial, and behavioural pathways. Genetic, early life, and cultural factors
are further important influences on population health.
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Brunner and Marmot’s social determinants of health model was first developed in
1999 and revised in 2004. The model depicts how the organization of social structure
affects health outcomes. The social structure which is the organization and structure of
institutions within society, shape the determinants of health which in turn shape
individual and population health and illness via material, social, psychological and
behavioural pathways (Brunner & Marmot, 2004; Marmot & Wilkinson, 2006; Raphael,
2009).

The social determinants of health model (2004) maps three pathways. The first
pathway illustrates a direct link between social structure, material factors and health
status. The second pathway illustrates how the social and work environments act on
psychological and behavioural responses mediated by brain functions which affect health
status. The third pathway uses the same social and environmental factors as the second
pathway to depict health behaviours having a direct impact on physical bodily functions
(Brunner & Marmot, 1999, 2004, 2006; Raphael, 2009).

Social structures affect early life (pre/post natal and maternal health), genes, and
cultural factors through all the processes outlined in the model. Brunner and Marmot’s
(1999, 2004) framework was selected because it offers a general overview of the
interconnectedness of the concepts of social structure and health. Three health
determinants selected from this model and examined for their influence on health and
social exclusion included the following: 1) social environments, 2) health behaviours, and

3) health status.
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Modified Social Determinants of Health Model 2012

Social Material
structure factors
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Work
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The modified social determinants of health model (2012) uses Brunner and
Marmot’s (1999, 2004) model to situate some of the social determinants of health
identified by Mikkonen and Raphael (2010) in relation to social exclusion. The four
determinants of health added to the model are housing (homelessness), education,
employment and income and represent the broader aspects that contribute to the
processes and outcomes of social exclusion.

Situating Mikkonen and Raphael’s (2010) social determinants on the left side of
this model reinforces the complexity and interconnected nature of the determinants. It
also illustrates the mutability of these determinants in that if social structures impacting
social institutions are fair and equitable, brain and pathophysiological changes leading to
ill health might be avoidable. The three pathways in the modified version (2012) remain
the same as the original model. Homelessness, which is situated between social structure
and social environment in the modified version, remains a direct link to material factors

and ill health. The second pathway, social and work environments, and the third
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pathway, social and environmental pathways, remain the same in their impact upon
psychological and behavioural responses mediated by brain functions which ultimately
impact health outcomes.

Social Environments, Health Behaviours and Health Status

To understand the health impacts on people who experience homelessness, there
is a need to explore the everyday life of the individual person within their social
environment. It is within the social environmental context that the conditions of
everyday life are experienced and where poverty and social exclusion directly affect
health behaviour and health status (Brunner & Marmot, 1999, 2004).

Social Environments. According to Brunner and Marmot’s social determinants
of health model (1999, 2004), social environment is one of the three pathways
determined by social structure. The social environment describes the degree and quality
of social interactions and relationships which are directly and indirectly influenced by
social and material resources provided by the social structure. These interactions and
relationships are experienced in the conditions of everyday living. Supportive or positive
social interactions and relationships have a direct positive relationship with health.

Stansfeld (2006) describes the “buffering effect” (p.151) of supportive social
interactions and relationships that can help to ease the impact of negative stressors.
Positive quality social supportive relationships are both interactive and transactional.
Stansfeld refers to this interactive, transactional relationship as a reciprocal relationship
between two people where there is an equal amount of give and take. Geckova, Van
Dijik, Stewart, Groothoff and Post (2003) found that the buffering effect of social support

had a strong positive influence on health, especially for disadvantages groups
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experiencing social and material deprivation. Adolescents appear to be especially
vulnerable to lack of social supports. Cheever and Hardin (1999) reported that
adolescents who lacked social support following traumatic events had a decline in health
status.

While it is true that a positive relationship exists between strong individual social
supports and an individual’s health, it is also evident that this positive relationship
between strong social supports exists for the larger society as a whole. The society
whose social institutions do not mitigate higher degrees of inequality tends to have higher
rates of morbidity and mortality (Wilkinson & Pickett, 2007). As Noonan (2012) states,
“all major social institutions have a fundamental life-supportive function” (p.91). To this
extent, Canadians lacking in safe and secure shelter represent a crack in Canada’s social
institutions and social welfare systems (Gaetz, 2010; Hwang et al., 2010).

Health Behaviours. Brunner and Marmot’s model (2004) defines health
behaviours as a representation of coping measures which are directly associated with
material and social deprivation. In the broadest sense health behaviours are the physical,
psychological and social health decisions and actions of individuals and societies in
response to the quality of the social determinants of health (Glanz, Rimer, & Viswanath,
2008). Health Canada defines health behaviours as positive which are health promoting,
or negative which are risks to health promotion. Health Canada attributes health
behaviours to personal choice while clearly acknowledging that health behaviours are
influenced by material and social environments (Health Canada, 2010).

When the quality of the material and social determinants of health is poor, health

behaviours may be negatively affected. Unhealthy behaviours may contribute to poorer
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states of health and at the same time prevent one from obtaining material and social
resources (Raphael, 2009). The social determinants of health model, provides an
understanding that health behaviours such as smoking, diet or exercise, alone, do not
determine health. Health behaviours or coping mechanisms are to a large extent
determined by the social and economic resources available to individuals and
populations. When the economic and social resources are lacking such as in
homelessness, one might expect to see health behaviours or coping mechanisms that
might be deemed “unhealthy.” Yet, the social determinants of health model demands that
we look beyond the behaviour to better understand the causes and conditions that may
contribute to these behaviours.

Health Status. Brunner and Marmot’s model (2004) illustrates that the
availability of social and economic resources is associated with health status and health
outcomes. Socioeconomic status is thought to affect health status, whereby those who
are poorer tend to have higher rates of morbidity and mortality (Berkman & Kawachi,
2000). IlIness and disease can develop when the quality of social determinants of health
is poor. The daily living conditions that an individual experiences have a strong effect on
one’s health status (Raphael, 2009). Stressors associated with poverty and homelessness
have been correlated with the onset of cardiovascular disease, chronic illnesses, and
diabetes (Hwang et al., 2010; Marmot & Wilkinson, 2006; McEwan, 2004; Mikkonen &
Raphael, 2010). Again the social determinants of health model demands that we look
beyond the physical onset of disease to understand how the psychological and social

conditions contribute to health status.
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Health in a social determinants of health model. Health, as defined by the
World Health Organization (WHO), is “the state of physical, mental and social well-
being and not merely the absence of disease” (WHO, 1948, p.100). The concept of
health has evolved over time within the purview of the WHO through many initiatives to
promote health in both the developed and developing world (WHO, 1978, 1986, 2005).
The population quality of life and health have become important variables as mortality
rates decrease and morbidity rates increase.

Health promoting behaviours for most of society have increased, for those who
are poor however, there remains little improvement (Curry-Stevens, 2009; Rothman,
2006). This may be evidenced within Western society, as the gap between rich and poor
continues to grow (Coburn, 2004; Curry-Stevens, 2009; Raphael, Bryant, & Rioux, 2006;
Wilkinson & Pickett, 2007; WHO, 1986). The WHO is correct to view health as more
than just the absence of disease. Substantial evidence shows that factors which determine
health, such as one’s daily living conditions, are equally if not more important than
biology and lifestyle behaviours (CNA, 2009; Coburn, 2004; Marmot & Wilkinson,
2006; Mikkonen & Raphael, 2010; Raphael, Bryant, & Rioux, 2006; Raphael, 2009;
WHO, 1986; Wilkinson & Pickett, 2007). As Blane, Brunner and Wilkinson (1996)
stated, “A society which nurtures people’s skills and abilities throughout the population,
which provides economic opportunities for all and which fosters a cohesive and social
environment, would do more for health than curative medical services are able to” (p.12).

The Canadian Government’s awareness of this relationship among social,
economic and health factors was first published in 1974 and is considered to be a

landmark paper. Marc Lalonde, who was the Minister of National Health and Welfare in
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1974 authored this landmark paper which was entitled, A New Perspective on the Health
of Canadians (Lalonde, 1974). The Lalonde paper outlined indicators of health which
did not fall within the largely biomedical model of the health care system. The
publication of Achieving Health For All: A Framework for Health Promotion (Epp,
1984), noted income inequalities among different groups, and policies to reduce
inequalities were recommended for the Government. The Ottawa Charter (1986)
stressed health as a positive resource (WHO, 1986). In 1998, Health Canada’s Taking
Action on Population Health: A Position Paper for Health Promotion and Programs
Branch Staff reported strong evidence that there were determinants of health, such as
employment, physical and social environments, that were located outside of the health
care system, but which had strong influences on population health (Raphael, 2009).

In 2002, York University’s School of Health Policy and Management held a
conference called, “Social Determinants of Health Across the Lifespan: A Current
Accounting and Policy Implications” (Raphael, 2009). This conference identified
important determinants or indicators that overwhelmingly impact the health of
Canadians. The list included Aboriginal status, early life (pre/post natal and maternal
health), education, employment, working conditions, food and housing security, gender,
health care services, income distribution, social safety net, social exclusion, and
employment security (Raphael, 2009, p.7). Mikkonen and Raphael (2010) added race
and disability to this list of Canadian social determinants of health. These determinants or
indicators of living conditions are not intended to be restrictive and are understood as
interrelated concepts that have important impacts on the health of individuals and their

societies (Marmot & Wilkinson, 2006; Mikkonen & Raphael, 2010). In 2003, the World
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Health Organization published Social Determinants of Health: The Solid Facts,
signalling a growing global awareness of the interrelated social, economic, political and
cultural phenomena that affect individual and population health (Marmot & Wilkinson,
2006; Mikkonen & Raphael, 2010, Raphael, 2009).

To date there have been no studies using the social determinants of health
conceptual model with a hidden homeless population. Regidor (2006) has suggested that
identifying social and health inequalities to be both confusing and ambiguous. The
inherent confusion and ambiguity may contribute to the difficulty in clearly defining the
concepts within the social determinants of health model (Hallerod & Larrson, 2007;
Rigador, 2006). Recently, Marlier and Atkinson (2010) expressed an urgent need to
develop common indicators to measure social exclusion as an identified determinant of
health. One common indicator of social exclusion identified by Marlier and Atkinson,
was the involuntary aspect of social exclusion related to social and material deprivation
as evidenced in homelessness and poverty.

Homelessness and poverty are complex phenomena which affect individual,
psychological and social functions (Hwang, Frankish, & Quartz, 2005; Marmot &
Wilkinson, 2006; Raphael, 2009; Shapcott, 2010). Homelessness and poverty can
contribute to the process and outcome of social exclusion, affecting overall health by
denying the individual’s ability and right to fully participate in the everyday functioning
of their society (Galabuzi, 2009; 2012; Room, 1995). The experience of homelessness,
poverty and social exclusion has many implications for the development of human
capabilities for individuals, families and societies (Marmot & Wilkinson, 2006; Raphael,

2009; Sen, 1992, 1999). Lack of adequate housing and the experience of material and
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social deprivation contribute to increased stress affecting physical and psychological
health. Children are especially vulnerable to material and social deprivation (Galabuzi,
2004; Pascal, 2009; Rothman, 2006). Health complications are associated with long
periods of stress, especially when individuals have the perception that their ability to
control their situation is threatened and limited (Brunner, 1997; Brunner & Marmot,
2006).

Lewontin and Lewis (2007) described two types of threats (stressors) that people
can experience within the context of material and social deprivation. One type of threat
is described as “low frequency, high intensity threat” (p.308). For example, threats such
as being gunned down in one’s neighbourhood may not happen to everyone but the threat
alone that it could happen can cause high levels of stress. The other kind of threat is
described as “high frequency, low intensity threat” (p. 309). This type of threat describes
the everyday kinds of stressors, the struggles to meet basic life requirements such as food
and shelter. People who are homeless and experience social and material deprivation
must contend with one or both of these kinds of threats and stressors on a daily basis.

McEwan'’s allostatic load hypothesis (1998, 2004, 2008) links such threats and
stressors to the psychological, physical and social dimensions of disease. Allostasis is the
ability of the entire body to maintain the stability of internal and external environments,
via stress hormones and neurotransmitters, which respond and adapt to daily life stressors
(McEwan, 2004). Stress hormones and other mediators of allostasis operate during times
of internal and external stress to maintain stability as the body adapts to stressors or
threats (McEwan, 1996). The body’s ability to adapt to stressors is an important factor in

overall health and well-being. If, however, stress hormones and other mediators of
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allostasis are not functioning properly, it may lead to allostatic load and allostatic
overload (McEwan, 2004). Allostatic load is associated with stress and aging and is
thought to be a factor among many diseases, in particular heart disease, cancer and
chronic illness (McEwan, 1996, 2004, 2008).

Allostasis, as defined by McEwan (2004), is the normal “wear and tear” (p.2) of
everyday life. Allostatic load however has a cumulative effect. For example, the
struggle to satisfy basic life requirements on a daily basis has a cumulative effect on
physical, psychological and social functions. The allostatic load hypothesis suggests that
overuse of stress hormones and other neurotransmitters can lead to negative
psychological and physiological responses in the body. Stress hormones and
neurotransmitters in constant use manifest as physical symptoms in the body and can
cause higher rates of morbidity (heart disease, cancer, chronic illness) and mortality
(Green et al., 2010; McEwan, 1998, 2008). As noted earlier, stress is associated with
health complications which can affect one’s ability to work and to provide oneself with
the basic life requirements. This inability to provide for oneself can lead to social
exclusion within a society (Raphael, 2009).

Galabuzi (2006; 2009; 2012) defines social exclusion as the inability of certain
groups to participate fully in political, economic, social and cultural aspects of a society.
Baumeister and Leary (1995) in their review on the importance of belonging among
humans found that social exclusion in which people were isolated from others was a
strong indicator for anxiety. People who lack safe, adequate and affordable shelter are at
risk for marginalization and isolation because they are restricted from full participation

within their society. Marginalised people experience poorer health and are less likely to
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access health resources (Hwang et al., 2010). Particular attitudes and practices of
discrimination towards marginalized groups, including negative attitudes of health care
practitioners, may prevent groups experiencing social exclusion from accessing health
and social services, and can directly affect health status (Galabuzi, 2006; Pauly, 2008).

Homelessness in Canada. Canada is experiencing a homelessness crisis
(Frankish, Hwang, & Quantz, 2005; Gaetz, 2010; Layton, 2000; Shapcott, 2010). Canada
has lacked a national housing policy since 1993, and since this period, deplorable living
conditions have been reported for some marginalised populations (Gaetz, 2010; Hwang et
al., 2010; Kothari, 2007). Shapcott compares the numbers of people who are homeless
and sleeping on park benches and street corners as the tip of an iceberg. The greatest
numbers of people experiencing homelessness are hidden, much like the body of an
iceberg. Canada’s homeless population has been estimated to range between 150,000 -
300,000 people but it is known that millions of Canadians who migrate to urban areas
experience inadequate or unsafe shelter (Khandor & Mason, 2007; Laird, 2007; Shapcott,
2010).

There has been a trend toward increased numbers of people migrating to cities for
several decades (Laird, 2007; Layton, 2000; Murphy, 2000). Along with this migration to
urban areas has come an increase in the number of individuals, families, children, young
adolescents, disabled women, single mothers and new immigrants huddled on city streets
(Hwang et al., 2010; Laird, 2007). It is estimated that the numbers of visible homeless
people represent just one fifth or twenty percent of the actual numbers of people “living”
in this situation, indicating that four fifths or eighty percent of the population who are

homeless are not seen and are, effectively, invisible. This invisible population, that is,
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the body of the iceberg as Shapcott (2010) suggests, represents people who experience
hidden homelessness.

Available data exist on the measureable use of homeless shelters. Shapcott
(2010) reported that 80% of people requiring shelter did not use homeless shelters and
therefore would be excluded from homeless shelter use or census data (Girard, 2006).
Exclusion from these data reinforces hidden homelessness as invisible to the public and
the policy makers (Bryant, 2009; Girard, 2006; Whitzman, 2006). These exclusionary
processes, such as not being included in census or shelter data, lead to the lack of
representation within a society, and are processes of social exclusion (Galabuzi, 2006,
2009, 2012; Room, 1995).

The actual word homelessness was not used in Canada until the mid 1980s, to
define a growing social problem which included the absence of shelter and its associated
detrimental factors (Hulchinski et al., 2009). As will be discussed below, this growth
coincided with structural and economic reforms taking place in Canada at that time
(Bryant, 2009; Laird, 2007; Shapcott, 2010). Homelessness has been increasing in
Canada, as it has increased in all industrialized nations. Until the 1980s however, the
traditional and perhaps stigmatized street dweller was the visible vagabond, the beggar
who was identified as an older male, usually with alcohol or substance abuse issues
(Simons, Whitbeck & Bales, 1989). It was noted in 1989 that the characteristics of
people who were homeless were changing and no longer fit this stereotypical image.

Thus more than twenty years ago it was noted that people experiencing
homelessness constituted diverse populations which included young people, single

women, families, those with and without substance abuse histories, immigrants, women
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with disabilities and many others who were experiencing material deprivation and
marginalisation. People who are homeless are known to experience greater isolation and
exclusion with lesser degrees of social and supportive services (Hwang et al., 2010;
Khador & Mason, 2007; Simons et al., 1989).

Although the factors related to homelessness are multidimensional, two factors
are certain. The first is the restructuring of our national economy and the second is the
lack of affordable housing (Bryant, 2009; Gaetz, 2010; Layton, 2000). In the late 1980s
the trend towards privatisation and decentralisation of our federal government caused a
shift that led to a reliance on non-governmental agencies and informal networks to
provide social and economic support for both individuals and families. This shift of
support increased the numbers of people living in poverty (Layton, 2000). Also during
this period in the late 1980s and early 1990s Canada was experiencing a change in
housing policies. In 1993 the federal government ended the national housing policy
which led to a lack of affordable and adequate housing for low-income earners. Presently
in 2012, there is still no national housing policy that is linked to income (Layton, 2000;
Bryant, 2009).

The effects of the restructuring of policies led to the exclusion of some people
from full engagement and participation in the economic and social realms of their society.
Social exclusion reflects the degree of isolation, marginalization, stigma and
discrimination from social, economic, cultural and political aspects of a society. The
effects of social exclusion on the physical, psychological, and social aspects of life can

dramatically impact one’s self-esteem. This is especially true for adolescents (Galabuzi,
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2006, 2009; Hwang et al., 2010; Karabanow, 2006; Prilleltensky, 2010; Raphael, 2009;
Shaw, Dorling, & Smith, 2006; Wilkinson & Marmot, 2006).

Youth homelessness. Karabanow (2004, 2006) reports that the average age for
adolescents experiencing homelessness is fifteen. Young people are highly vulnerable to
social and material deprivation which limits their ability to fully develop the capabilities
whose expression constitutes a meaningful and valuable life (Haldenby, Berman &
Forchuk, 2007; Mc Murtry, 1998; Noonan, 2006). Adolescents experiencing
homelessness are at high risk for abuse, depression and substance abuse (Hwang, 2001;
Karabanow, 2006; O’Connell, 2004). Adolescents who are homeless are in no way a
homogeneous group, except for the one defining characteristic which is the lack of a safe
and secure home (Karabanow, 2004; Robinson, 2008).

Family stress and dysfunction where physical, sexual, and emotional abuse are
present appear to be the leading factors for adolescents leaving their homes (Karabanow,
2006). While early understandings of street youth focussed on individual characteristics
of youth as the primary causes, it is now widely accepted that the root causes of youth
homelessness are related to structural problems within families and societies (Robinson,
2008). A large percentage of males and females experiencing homelessness reported
home lives which included, “violence, mistrust and fear, with very little evidence of
feeling loved, cared for, and supported” (Karabanow, 2008, p. 28).

Karabanow (2006) undertook a qualitative study to explore identity construction
of youths experiencing homelessness. This study included 98 interviews with youths
who were homeless as well as interviews with 42 service providers working in homeless

shelters in Montreal, Toronto and Halifax. Karabanow’s goal was to understand and
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humanize the youth who identified as being homeless. This study was an effort to
illuminate how young people understood themselves, and it sought to present youths who
were homeless as “participants with substantial agency in defining their actions,
movements, travel, and decisions” (p.51). In Karabanow’s analysis, youth who were
homeless were not viewed as victims, but rather as individuals attempting to establish
their place within society. Karabanow’s study revealed that in labelling youths who are
homeless as runaways, delinquents, prostitutes, substance abusers, thrill seekers or
victims, we risk the consequence of losing a holistic understanding of the actual person,
and instead focus on the behaviours of the person.

An important finding in Karabanow’s 2006 study accounts for a population of
youths who are homeless in relation to their developmental period of adolescence. It was
found that subgroups have evolved within the larger category of youths who are
homeless. These subgroups were identified as (1) young people who were on the street
as a result of violence or abuse and (2) young people who were on the street for the
perceived independence it might provide. What is remarkable about this finding is that
youths who were homeless perceived themselves as adolescents (teenagers) with similar
characteristics and traits of all adolescents. Karabanow’s findings should be interpreted
with the recognition that the causes of youths experiencing homelessness are largely the
social structural conditions (Galabuzi, 2006; Marmot & Wilkinson, 2006; Mikkonen &
Raphael, 2010). The idea that one may choose a homeless lifestyle must be understood
within this context.

People who are homeless experience social exclusion, which is deeply embedded

into processes that prevent certain groups from participating and benefiting from
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Canada’s major social institutions (Pauly, 2008). Harter, Berquist, Titsworth, Novak &
Brokaw (2005) conducted an ethnographic study of service provision for youths
experiencing hidden homelessness. Over the course of one year, at two separate youth
homeless shelters, a total of 12 interviews were conducted with administrators or staff
and a total of five focus groups among 48 homeless youth. The purpose was to explore
the invisibility of youths who were homeless. As reported by the Homeless Hub (2008),
the number of youth experiencing hidden homelessness is on the rise. The invisibility of
youth who are homeless prevents opportunities for early intervention, thus reducing
opportunities for human development and achievement. Harter et al. (2005), report that it
is the invisible aspect of homelessness in hidden homelessness that contributes to the
marginalization of the youth. Although this study looked only at youth who were
homeless, the nature of the invisibility is common for all groups experiencing hidden
homelessness.

In 2010, Barnaby, Penn and Erickson surveyed 100 youths who were homeless
and who self-reported poly-substance drug use. The results of this survey were then
presented to focus groups comprised of 27 youths who were homeless, to discuss their
reactions to the survey results. Youths experiencing homelessness were asked to describe
the way they thought others viewed them. The youths used words such as “trash, scum,
and useless” (p.58) to describe the way they felt they were viewed by others. Negative
perceptions that become internalized directly affect self-image and ability to manage
activities of daily living (ADLSs) and may contribute to a lack of access to care (Pauley,

2008; Thorne et al., 1998). The youths in this study articulated feelings of shame and
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hopelessness that their situation could or would ever change from its current state
(Barnaby, et al., 2010).

Homelessness and health. People who are homeless experience a wide range of
health problems, both physical and emotional. In order to have physical, psychological
and social health, each individual must have access to basic life requirements (Malloy &
Leeseberg Stamler, 2007). Health can also be viewed as personal and social (Meleis,
1989). According to Meleis, if we view health as a personal matter, this implies that only
people who are able to realize aspirations and satisfy their needs can be healthy. In this
personal view, people unable to realize aspirations and satisfy their needs, those who are
constrained by economic and societal conditions such as homelessness and poverty,
cannot be healthy (Meleis, 1989; Thorne et al., 1998).

How one perceives oneself within society, as well as how one is perceived by
others can have a dramatic effect on one’s overall state of health and health outcomes. If
youth experiencing homelessness perceive that their society does not value them, as
Barnanby et al. (2010) reported, their health and social well-being can be negatively
impacted. One’s level of confidence and ability to advocate for oneself within the health
care system is extremely important for overall health and well-being (Thorne et al.,
1998). Feelings of social and health inequality can prevent people who are experiencing
homelessness from accessing social or health services (Bryant, 2009; Galabuzi, 2009;
Hwang et al., 2010; Pauly, 2008).

Homelessness and health service use. People who are homeless can have
increased susceptibility to many health problems but are less likely to access health care

services (Hwang et al., 2010; MacKinnon & Varcoe, 2009; Nichols, 2008; Pauly, 2008).
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Discrimination, lack of proper credentials (OHIP, birth certificate), lack of money for
prescriptions and the lack of transportation are significant barriers to accessing health and
social services (MacKinnon & Varcoe, 2009; Nichols, 2008; Pauly, 2008). Youth who
are homeless may fear recrimination or the real possibility of being sent back to a home
they have fled. Women with children may fear loss of custody or feel powerless in an
abusive relationship. Others want to avoid negative attitudes from care providers
(Haldenby, Berman, & Forchuk, 2007; Hwang et al., 2010; Khadar & Mason, 2007).

People who are homeless tend to use emergency departments when there are no
other choices and their health has become unmanageable. The point of entry to health
care is frustrating for both the health care practitioner and the person who is homeless
because it is generally understood that a quick fix is not adequate to address the homeless
person’s complexity of needs. Improving the social conditions that have contributed to
homelessness and poverty is time consuming, resource taxing and often beyond the
resources available during a quick trip to the emergency department (Pauly, 2008).

The negative attitudes of health care providers can be attributed in part to the
structuring of our current health care system which is based on the biomedical model, a
model which sees health as something that can be restored (Pauly, 2008). In the
biomedical model, the body is viewed much like a machine and the physical and
psychological issues can be diagnosed, treated, and ultimately cured. It is this ideology
of cure and biomedical engineering which provides the basis for diverting resources away
from community care and towards acute care hospitals in which the object is to fix the
broken part as efficiently as possible (Armstrong & Armstrong, 2002). Nurses

practicing in acute care centres may feel powerless when caring for people who are
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homeless and socially excluded, because solutions to the serious social concerns are
beyond the capacity of acute nursing interventions (CNA, 2010; Pauly, 2008).

Measures of Poverty. The social determinants of health model views poverty
beyond the measurement of low income (Hallerod & Larsson, 2007; Marlier & Atkinson,
2010). Poverty is both a cause and a consequence of poor health whereby poverty affects
health negatively when there is an inability to buy nutritious food, access affordable
housing or quality education (Hallerod & Larsson, 2007). Poverty, in the social
determinants of health framework, is a condition of human deprivation involving
physical, psychological, and social aspects related to unequal access to social and
economic resources in a society (Marmot & Wilkinson, 2006; Raphael, 2009).

There has been much debate about the meaning of poverty, its sources and causes.
While there is no consensus on the definition of poverty in Canada, it is generally
indicated by income levels which are often measured using low-income cut-off rates to
determine level and depth of poverty (Curry-Stevens, 2009). Low income cut off rates,
or spending greater than 60% of one’s total income on basic life requirements for food
and shelter are examples of this type of poverty measurement (Statistics Canada, 2009).
According to Statistics Canada in 2009, 3.4 million Canadians were living in poverty as
measured by low-income rates. Poverty affects numerous material, social, and
environmental factors such as nutrition, housing, education, employment, income and
health. A strong body of literature supports a positive association between poverty and
poorer health (Dunn, Hayes, Hulchanski, Hwang & Potvin, 2006; Marmot & Wilkinson,

2006; Raphael, 2009).
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Levels of income are often determined by stable employment opportunities and
thus determine one’s ability to provide the basic necessities for life where one’s
capabilities can develop. Poverty, while it may indicate low or no income, must also be
viewed as that which causes deprivation beyond material deprivation (Sen, 1992).
Material deprivation is an inability to satisfy basic life requirements which impacts on all
aspects of further human achievement and development (Sen, 1999).

Social and work environments are closely linked and are affected by material
deprivation. Poverty and social exclusion create barriers to equal access to resources
(Khadar & Mason, 2007). Being denied access to adequate housing, employment,
education and income prevents full engagement and participation within the social
environment and the entire social structure. In other words, it marginalizes particular
groups of people. People who are homeless are marginalized populations, excluded from
full participation within society (Bryant, 2009; Galabuzi, 2006; 2009; Room, 1995).

Theoretical concepts of poverty focus on the lack of material and economic
resources. Social exclusion extends beyond the lack of economic resources to encompass
the marginalization of individuals and groups from full participation in the communities
and societies in which they live (Marlier & Atkinson, 2010; Raphael, 2009). Several
studies suggest poverty, unemployment, homelessness and social exclusion manifest as
clusters of social problems (Bask, 2005; Hallerod & Larrson, 2007).

Fiedler, Schuurman, and Hyndman (2006) used Canada Mortgage and Housing
Corporation’s (CMHC) indicators for the core housing need model. This model
identifies core needs when half of one’s household income is spent on housing costs.

Using these census based indicators for housing, recent immigrants to Greater
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Vancouver, who rented rather than owned houses (N= 621, 825) were assessed for
housing core needs. Findings from this study demonstrate that if we use narrow
definitions of poverty and look only at ability to afford housing or economic
disadvantage, there is the potential to completely miss a growing population at risk for
homelessness. The current study highlights the invisible hidden homeless, a population
that typically lack information due to lack of access to transportation, phones and other
means of communication. Collected census information only reflects the needs of those
who participated in the formal self-report census information.

Canada has a publically funded health care system with universal health care as a
core value (Galabuzi, 2006; Hwang et al., 2010). According to Pauly (2008) the people
who need the greatest access to health care are the people who access it the least. As
Hwang et al. reported, it is not well understood why disadvantaged groups, such as
people who are homeless have less access. People who suffer from poverty and
deprivation tend to be weaker and in poorer health. As Hwang et al. (2010) caution,
unequal access to health care appears to be growing among stigmatized and marginalised
populations who are socially excluded from health and social institutions.

The current study used quantitative and qualitative findings from interviews with
21 hidden homeless participants to explore their everyday living conditions and how
these everyday living conditions were affected by social environments, and affected
health behaviours and health status. The social environment, health behaviours, and
health status exploration of the participants was guided by the social determinants of

health model (Brunner & Marmot, 1999; 2004). The social determinants of health model,
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guides the present study’s attempts to increase the understanding of homelessness and
poverty’s multidimensional social concerns which can lead to social exclusion.
Research Questions
The research questions were:
1. How do social environments impact everyday living conditions for a hidden
homeless population?
2. What are the health behaviours/coping mechanisms of a hidden homeless
population?
3. What is the health status of a hidden homeless population?
4. How is health affected for a hidden homeless population by the processes and

outcome of social exclusion?
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CHAPTER Il

METHODOLOGY

The current study used focused ethnography to explore the daily life experiences
of people who are hidden homeless, as described and reported in interviews with the
participants in a South Western Ontario city. Focused ethnography is an appropriate
research tool to because it has the capacity to discover unique cultural beliefs through
language and behaviours within a hidden population (Singer, 1999). Descriptions of the
research design, sampling, data collection, protection of participants’ rights, measures,
data analysis and trustworthiness are presented below.
Research Design

The current study is a secondary analysis of data collected for a research project,
project titled Hidden No More: Needs Assessment of Service Use by the Hidden Homeless
(Atkinson et al., 2011). Funding for this larger project was provided by the Housing
Partnership Strategies in Windsor, Ontario, Canada. The Principal Investigator (PI), Liz
Atkinson was the former Chair of the Health Committee/Homeless Coalition of Windsor-
Essex County. Co-investigators were professors at the Faculty of Nursing, University of
Windsor, Windsor, Ontario. Approval for this study was obtained from the University of
Windsor Research Ethics Board in June, 2010. The purpose of the original study was to
gather quantitative and qualitative data to complete a needs assessment to understand the
barriers experienced by the hidden homeless when accessing health and social services.
The questions asked in the current study were developed to determine the relationship
between the social determinants of health and hidden homelessness.

The current study is a partial concurrent mixed method design including both

qualitative and quantitative data (Traynor, 2011). Qualitative, focused ethnography
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(Speziale & Carpenter, 2003; Spradley, 1979) was used to explore the culture of a hidden
homeless population. A focused ethnography facilitates an interpretation of a group’s
language and behaviour which may be expressed in narrative components of the
interview tool. Ethnography allows for a holistic inquiry of the experiences of a
particular group (Creswell, 2007; Loiselle & Profetto-McGrath, 2004; Spradley, 1979).
The exploration of a hidden homeless population’s experiences of their social
environments, personal health behaviours and general health statuses identified unique
folk concepts, meanings, themes and categories within this particular culture (Spradley,
1979). Crosstabulation using Fisher’s exact test was used to compare two categorical
variables (Munro, 2005).
Sampling

The survey sample in the original study included males and females older than 15
years of age who were identified as being hidden homeless with a pre-screening question,
“Do you have a permanent residence/a home that you can return to whenever you
choose?” Respondents answering “no” to this pre-screening question were included in
the original study. Targeted sampling (Burns & Grove, 2005), which is selecting a
particular population for a study, was used with the help of recruitment from participating
agencies from the local urban area. Potential participants were referred from local
community agencies and peer mentors. Peer mentors were individuals from the local
urban area and the surrounding rural environment who had personal experience with
being homeless and who had access to the hidden homeless population. A total of 122
participants were pre-screened, with 34 respondents meeting eligibility requirements.

The completed interviews of 21 participants were examined for this study. Persons
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identified as homeless but who were sleeping on the streets, or accessing homeless
shelters were excluded from this analysis.

Prior to data collection for the original study, training sessions were provided by
the PI for the three interviewers to help maintain uniformity and consistency of
interviewer behaviours when asking questions. Debriefing meetings were organized by
the interviewers when it was felt the information garnered from the survey was
particularly troubling, such as hearing participants describe their experiences of abuse.
Data Collection

Two participating agencies, one from the local urban area and one from the
surrounding rural area, agreed to be the sites for recruitment of participants and data
collection. Prior to administering the survey, informed consent was obtained from each
participant. The letter of consent was read aloud to each participant by the researcher.
This ensured that each participant received consistent information about the study. The
letter of consent outlined the purpose, procedures, and potential risks and benefits of the
survey. Questions about the study were answered during that time and at any time
throughout the interview. Participants were assured that all information would remain
confidential and that they could withdraw from the study at any time. Participants were
also told that if they felt overwhelmed at any point throughout the interview they would
be referred to appropriate counselling services. Informed consent included two
signatures, one to agree to participate in the study and the other to allow audio recording
of the interview. Interviews were recorded for later transcription. A $20.00 honorarium

and a referral booklet of community agencies were given to each participant upon
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completion of the interview. Participants were also invited to take part in a future
community meeting at which the survey results would be shared with the public.

To maintain consistency, only the trained interviewers conducted all research
interviews. Participant confidentiality and anonymity of were maintained by assigning
each participant an identification number used for referencing purposes. All data,
including audio recordings and questionnaires, were kept in a locked office at the Street
Health Homeless Initiative with only researchers involved with the study having access to
these files. Informed consent forms containing signatures of participants were kept in a
separate locked filing cabinet.

Measures

The interview tool was modified from an original survey tool developed by Dr.
Olivia Washington, Professor emeritus at Wayne State University (see Appendix A). The
original interview tool was used in research studies involving homeless women living in
a homeless shelter in a larger, urban centre. The survey questions focused on obtaining
information from the participants about their current living arrangements, housing
resources, use or non-use of community and health resources, health status and
suggestions to improve resources for hidden homeless populations. The modified
interview tool consisted of 108 questions.

Data Analysis

Ethnographic research adopts a holistic understanding of a particular group or
culture. This holistic understanding can be achieved through exploration and
examination of language, behaviours and relationships (Tappen, 2011). Domain analysis

is a strategy that was used in the current study to explore the meaning of language,
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behaviours and relationships among a hidden homeless population (Spradley, 1979;
Tappen, 2011). Responses by participants to the interview questions, which address the
everyday living conditions of poverty, homelessness, and social exclusion, were analyzed
for themes and patterns. Three analytic domains based on the social determinants of
health model were identified by the researcher and include: (1) social environment (2)
personal health behaviour and (3) health status.

One cross tabulation using SPSS statistical software version 19.0 was used to
perform statistical analysis. Two nominal variables: (1) reason for no permanent housing
and (2) source of income were categorized into categorical variables. Fisher’s exact test
for categorical variables was then performed because cell counts were less than five.
Trustworthiness

Trustworthiness is a term used to describe the evaluative criterion of qualitative
data (Loiselle & Profetto-McGrath, 2004; Tappen, 2011). Trustworthiness or rigor in
qualitative studies is denoted by credibility, transferability, dependability, and
confirmability (Lincoln & Guba, 1985). Credibility is similar to the internal validity of
quantitative research whereby it can be inferred that the independent variable is having an
observable effect on the dependent variable. Credibility is achieved through prolonged
observation and engagement, member checking, peer debriefing, negative case analysis,
and triangulation (Lincoln & Guba; Tappen). Credibility was maintained in the current
study through secondary analysis of the original data. The original data were gathered
from each participant using an interview tool that included 108 questions. The average
time for collecting these data ranged between one to one and a half hours. The self-

reports from the participants were treated as truthful credible data.
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Transferability is equivalent to the external validity of quantitative research and
refers to the degree to which the results of a study have generalizability (Lincoln & Guba,
1985; Tappen, 2011). Triangulation of the qualitative, quantitative and literature review
increased the transferability of the data and generalizability of the findings.

Dependability is equivalent to the reliability of the instrument used to measure an
attribute in quantitative research (Lincoln & Guba; Tappen). Dependability or reliability
was maintained in this study by using all of the raw data that was collected and tape
recorded at the time of collection. Transcriptions of the voice recordings were used to
maintain dependability (Tappen).

Confirmability is equivalent to the effort to maintain neutrality and objectivity of
quantitative data (Lincoln & Guba; Tappen). Confirmability was maintained through

objectivity with regards to the data and analyses and any conclusions that were drawn.



SOCIAL DETERMINANTS OF HEALTH

from Brunner and Marmot’s social determinants of health model. Table 1 displays
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The descriptive tables address each of the analytic domains chosen for this study

indicators related to social environment, Table 2 displays indicators related to health

behaviours, and Table 3 displays indicators related to health status. Each of the

descriptive tables is introduced and followed by narrative quotations from the participants

addressing each analytic domain: social environment, health behaviour and health status.

Table 4 displays broad aspects of social exclusion in relation to housing, education,

employment and income to show how these broad aspects are interconnected with the

processes and outcomes of social exclusion. Table 5 is a crosstabulation which considers

two categorical variables: (1) reason for no permanent housing and (2) source of income.

Table 1: Social Environment

Male Age Sexual Feel Assaulted
Partici- | (Years) | Orient- | Marital | Children Social Safer/Sec- Hours of in Last 6
pants ation Status # (age) Support | ure Where Sleep Months
(N=13) Staying
3 18 Gay single 0 Friends | Sometimes Sporadic Y
3-4(sick),
6-8 (on
4 25 Hetero single 0 Family Y drugs) N
sleep
disorder
0-4 (sleep
5 26 Hetero single 2(57) Friends N disorder) N
6 29 Hetero partner 2 (3,5) GF N 6 N
4.5 (sleep
7 29 Bi single 3(6,9,12) | SWonly N disorder) Y (GF)
8 31 Hetero single 1 (10) Friends Y 6 N
8 (sleep Y (3x
12 33 Hetero | separated | 3(6,9,12) None N disorder) WPD)
13 34 Hetero single 0 Family N 5 N
17 46 Hetero single 0 None N 6 Y (Police)
18 49 Hetero single 0 Family Y 8 N
6-8 (sleep
19 52 Hetero single 0 Friends Y disorder) N
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3-4 (sleep
20 53 Hetero divorced | 2(14,16) None Sometimes disorder) N
21 69 Hetero | widowed 1(42) Family | Sometimes 4 N
Friends
Female
Partici-
pants
(N=8)
Friends
1 16 Bi single 0 SW Sometimes 55
Friends 10 (sleep
2 18 Bi partner 0 BF SW Y disorder) N
9 32 Bi single 2 (10,15) Friends Y 5 N
10 33 Hetero single 5(2,3,10,1 None Y 6-7 Y (Person
0,13) known)
5(6,9,12,1 4 (sleep Y
11 33 Hetero single 4,16) None Sometimes disorder) (Stranger)
14 36 Hetero | separated | 2 (12,15) Friends N 2 N
15 36 Bi separated | 2(9,21) Friends N 4.5 Y (Ex-BF)
3
16 38 Hetero single (6,17,20) Friends N 6 N

As indicated in Table 1, 13 of the 21 participants were male, and eight were
female. Male participants ranged in age from 18 to 69, and female participants ranged in
age from 16 to 38. Eleven of the 13 male participants (85%) and four of the eight
females (50%), or 15 of the total sample of 21 (71%) reported their sexual orientation as
heterosexual. Of the six non-heterosexual participants, five reported being bisexual (one
male, four females) and one male reported being gay.

Social Environment. Brunner and Marmot’s model (1999, 2004), shows that social
environment is determined by the degree and quality of social supports. As previously
discussed, the degree and quality of social supports are influenced by lack of material
resources and the conditions that an individual experiences in their everyday life. As
indicated in Table 1, the 21 participants in this study showed evidence of poor quality
social environments.

The majority of participants (71%) were single. A total of 62% of the participants

had children ranging in age from two to 42, with a mean age of 11.39 years. All but three
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of the children were below the age of 20. Of the participants who did have children 92%
reported that their children were not currently in their care. While 76% of the
participants reported family or social worker supports and 16% of the participants
reported friend supports, 24% of the participants reported having no supports at all.
While 33% of the participants reported feeling safe and secure where they were staying,
43% of the participants did not feel safe and secure, while 24% of participants felt safe

and secure only sometimes.

Examination of Table 1 indicates that sleep disorders were reported by more than
a third of the participants. The amount and quality of sleep depends on many things, one
of them being social environment. When one does not feel safe and secure in their
environment disturbances in sleep would be an expected outcome. Recall that the total
number of participants who said they did not feel safe and secure as well as those who
stated that they felt safe and secure only sometimes totalled more than three quarters of
the participants. It is also important to note that more than a third of the participants
reported having been assaulted within the past six months.

The first domain, social environment focuses on the degree of social supports and
the quality of social interactions. The following themes emerged from the participants
narratives: (a) lack of quality social interactions and supports (b) housing: commodity or
basic life requirement (c) the daily struggles of street life (d) poor environmental/sanitary
conditions of homeless shelters and (e) the courage to hope for a better future. The
following section will describe the themes that emerged from the participants’ interviews.

Lack of Quality Social Interactions and Supports

“I have a family but I don’t talk to them much” (P-17)
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In general, the participants lacked quality social supports. The narratives were
analyzed for evidence of emotional and practical types of social support. Emotional
supports can include informational support, such as the support provided by agencies and
supports which helped the participant to problem solve or feel positive about their
situation. Practical or instrumental types of support were found in some of the services
accessed by the participants such as housing, disability and employment services. While
76% of participants reported social support from friends, families or social workers, 23%
of the participants reported no social supports suggesting almost one quarter of
participants experienced isolation and social exclusion.

The youngest participants (P-1, P-2, P-3) respectively 16, 18 and 18 years of age
all reported that friends were their main sources of social support. All three reported
unstable and or abusive relationships with their parents and stated that it was the main
reason why they were homeless. Homelessness resulted from them leaving or being
kicked out of their home. P-1 and P-2 reported that they were first homeless at age 14,
while P-3 reported age of first homelessness at 15 years of age. Of notable interest is that
P-1 and P-2 reported their sexual orientation as bisexual, and P-3 reported his sexual
orientation as gay. Participants may have experienced negative treatment due to their
sexual orientations.

Additional demographic information included that 71% of the participants were
single, 14% were separated, 10% reported having a partner and one participant (5%)
reported a divorce. As noted earlier, 62% of the participants reported having children and

of this 62% who had children, 92% reported that they did not have their children in their
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care at present. The survey did not follow up with the participants to inquire whose care
the children were in, as the majority of children were below the age of 20.

Although 76% of the participants reported family/social worker support there was
almost no evidence of any family support or interaction that was positive. One
participant (P-12) mentions his father saying “I try to stay with my Dad but I tend to
bounce around because of his temper...I’ve seen him snap solid steel cold.” The majority
of support experienced was practical or instrumental support, that is, the support provided
from support workers at various agencies such as the food bank and shelter systems. This
support, as reported by the participants, could be both positive and negative. Some
examples of negative practical support reported by the participants were, “Yeah the
workers could call you back” (P-5) was a response to the question of how Disability
Services might improve their overall services. This participant (P5) indicated that she
often did not have her phone calls returned by support services. “Yeah. Um, you know it
sounds kinda stupid but probably more compassionate workers there” (P-3) was a
response to how one agency could improve services. “And most of the majority of the
people that work there are just paycheck workers...some makes...make your stay there,
like really miserable and | can’t, it’s...Yeah. I can go on and on about that” (P-7). This
statement was in response to a question about homeless shelters in the community.

There were examples of positive practical support reported by the participants.
The following quotation from P-11 expressed a desire for direction, “And she’s given me
a lot of wisdom, she’s helped me out...that’s important for me to hear that, right, yah
know, | need encouragement too just as the other one does...somebody who’s going to

listen, you know and possibly send me, you know direct me. Not just listen and that’s
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that. | need direction, y’know. Other options.” Further evidence of positive practical
support included, “They provide lunch every day” (P-10) and “I use them for uh to see a
nurse practitioner there or if I need some supplies like soap or shampoo, anything on that
line...they’re great over there” (P-16). One participant reported a friendship with
someone working at an agency stating, “ Um...because a good friend works here and has
helped me throughout my recovery that way” (P-15).

While several participants reported that they had friends who supported them, the
following quotes are examples of poor quality supports. “Yeah. They’re just, they’re
friends, you know. If they wanna throw me out in the middle of the night they can. It’s
their house” (P-21), and, “I dunno, I wouldn’t consider them as friends um they’re just
user acquaintances um bunch of junkies that uh just uh have the door open um as long as
you got something to uh fork up that uh will put me up for the night then I am good” (P-
11).

In general there did seem to be a lack of social support and quality social
interactions among the participants which contributed to a weakened social environment.
The struggles of everyday living, in which there is material, social and psychological
deprivation are exacerbated by poor quality social supports and interactions. These
processes contribute to social exclusion.

Housing: Commodity or Basic Life Requirement

“] cannot find a place affordable enough” (P-8)
The lack of a national housing policy and the lack of affordable housing has had
devastating consequences for people with little or no income. A major theme among the

participants was the awareness that they lacked permanent housing because they could
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not access safe and secure housing due to lack of financial means and lack of quality
social supports.

One participant described feeling responsible for his homelessness due to poor
money management stating, “l had a hard time managing my money” (P-5). The
following quotation addresses the lack of financial resources and also highlights the
tenuous social supports available to this participant, “Well it’s tough. Like I don’t have
any money, | have no finances. And it’s hard to get on social assistance cause my friends
are on assistance so they don’t want you to interfere with their collecting a cheque at their
place...If they are on assistance and you say you’re living with them then your income
becomes their income. And then they lose money....This is the way the government
works. Its kind a like once you’re down you gotta stay down. They don’t really help you
much” (P-9).

The reality of money as an obstacle to accessing housing can be heard in these
two quotes, “Because I don’t make enough money to have a permanent house....$200 is
not enough to live off. It’s enough to get a week or two of groceries if you buy groceries
(P-12), and “I currently got laid off from my job and | was getting unemployment
insurance benefits for a while and they don’t give you very much money...applied for
Social Services, which Social Services gives you shit money” (P-16).

The Daily Struggles of Street Life

“ Panhandling or sitting wishing I was dead” (P-12)
Many of the participants described the daily struggles inherent in being homeless.
The daily struggle to find food and shelter was an undeniable stressor. The participants

described periods of idleness during the day which was spent moving from one public
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space or place to another which allowed them access to another. Most access to public
space ends at six p.m., and participants expressed worry and concern about this. Many
felt the stress of not being allowed to loiter in public areas. Obtaining food throughout the
day was an obvious struggle, and the sentiment that overwhelmingly seemed to be
expressed was the lack of dignity or social aspects related to satisfying one’s appetite.

For instance, as one participant stated, “Pretty much leave wherever I am, grab my
backpack, leave...Get a bite to eat somewhere along the way, find a place to stay for the
night” (P-4). The constant struggle to find food is expressed in this quotation, “T usually
go for a walk in the morning and see what food banks I can use for the day or whatever.
Like, a couple times a week I go to the food bank, I’ll go to the Mission and eat” (P-16).

Another challenge for participants was transportation. A large number of
participants describe walking around for hours on end. “A lot of walking around and
panhandling...a lot of walking around, like from one Win...end of Windsor to the other. |
got these shoes, not even a month ago and they already have holes in the soles” (P-9).

“Hanging out” was a term used by many to describe time spent in fast food
restaurants, public spaces, sitting by the river, spending time with friends and seeking out
alcohol/drugs. “I try to get drunk, drinking, um try to find drugs, usually” (P-6).

The daily struggles to find food and shelter could be characterized as the high
frequency, low intensity threats discussed by Lewontin and Levins (2007). The constant
threat of having nothing to eat, and nowhere to stay, increases levels of stress and
contributes to the allostatic overload. This allostatic overload in turn can cause an

increase in chronic disease processes.
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Poor Conditions of Homeless Shelters

“People doing drugs there and just a bad environment” (P-7)

More than half of the participants reported poor conditions in the sheltering
services which included poor sanitary conditions, infestations, concerns for safety,
overcrowded conditions, and the use of drugs and alcohol. Several participants reported
that they were not treated well by staff and two participants reported being “kicked out”
for using drugs and alcohol.

Many participants stated that the poor conditions of the shelter prevented them
from accessing the service. A participant who has been homelessness for 11 years
explained that he did not access shelters because of “bedbugs, infectious diseases, crabs,
lice. They’re filthy. IfI wanted to live in filth, I’d stay in a ditch” (P-12).

One participant stated she would not go to a shelter because of what she had heard
others say about them, specifically, “Things get stolen from you, you could get beat up,
there are people like throwing up on you, there’s tons of different people in there that are
mentally disabled” (P-2). Although the participant herself did not have this experience
this quote suggests that she might avoid seeking shelter based on what others
experiencing homelessness have told her. Another participant echoes a similar note
“Because people steal your stuff. You’re in a room with six complete strangers” (P-5).

A few participants stated that they could not access shelters because of their drug
or alcohol addiction. One participant stated that it was “pride” that prevented her from
going to a shelter. “I can live on the street and do it myself” (P-9). The poor conditions
of sheltering systems are a strong deterrent to seeking refuge at a shelter. While it is

understandable that infestations can result when people are in such close proximity, it
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simply is not healthy. Some of the participants’ observations expressed an inability to
tolerate these poor conditions.

The Courage to Hope for a Better Future

“Hopefully a place of my own and stuff, you know” (P-19)

Some of the participants did share a hope that their future might improve.
Participants responding to the question, “Where do you see yourself in three years?”
demonstrated a desire for a more hopeful future. In particular, the youngest participants,
that is P-1, P-2, and P-3 all said that they expected to have their high school diploma.
While several had no idea where they would be in three years, stating that they could
only envision making it through one day at a time, P-17 stated “Dead. | see myself
dead”. Some of the participants did have hope that the future would be brighter and they
would be successful. As one participant mused “Hopefully with a good job and a nice
house, hopefully” (P-10).

Social environment is the degree and quality of social supportive interactions and
relationships. The aforementioned themes demonstrate the link between lack of social
quality support systems and the disadvantages that follow. When an individual lacks
social support it can directly affect the everyday living conditions. Not having social
supports decreases the options one has available. The systems that are in place to help
and assist homeless people are lacking in quality and directly affect the resources
available to the homeless person. The lack of material and social resources impacts
physical and psychological well being. Health, understood as a positive resource, cannot

be achieved within this deprived social environment.
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Health Behaviours. In Brunner and Marmot’s model (1999; 2004) health behaviours
can be influenced by material and social deprivation. Health behaviours can also be
affected by a lack of supportive social networks and poor quality social environments.
The health behaviours chosen for analysis in the current study were those behaviours that
directly affected physical, psychological and social health.

Many health behaviours can affect one’s overall functioning and therefore are not
easily categorized. For example, the decision to go to a shelter or not, can impact upon
physical, psychological and social health. The choice to ingest one or two meals per day,
or the choice to use a condom, has more to do with the availability and accessibility of
healthy food choices and contraception than it does with simply making a personal
choice. The choice to use alcohol, drugs and tobacco may have more to do with finding a
means of coping with poor social environments, than simply a desire to abuse substances.

When choices are limited to poor choices, health is negatively impacted.



Table 2: Health Behaviours

Male Why go Why not OHIP Safe ? STI Meals | Where Food | Alcohol/Tob Drugs Age First $ for Drugs
(N=13) | toshelter goto Card/last | Sex/Condom | Testing | Per Day Comes acco Used Drugs or Self
shelter MD/NP Use From
Visit
$10/wk
3 No other No Y/x 1/12 Abstains/N Blood 1 Supermarket YIY Marijuana 15 mows lawns
options | transportat work
ion
4 No reason | Y/x1/12 YIY >1yr 2-3 Food bank, Opium, $30-40/day
small supermarket N/Y Benzo’s, 14 $210/wk
meals id Oxy’s,
Codeine
Theft Soup N/Y Oxy’s, 11 Don’t buy
5 No other Overcrow #no Sometimes/So >1/12 1 kitchen, food Heroin
options ding card/x metimes bank,
1/12 grocery store
6 Food & Drug Use N/x 6/12 Y/? >6/12 1 Friends Meth, Rob drug
Lodging YIY Oxy’s, 15 dealers
Sedatives, $1000/wk
Barb,
Valium,
Crack
Addiction Bad Food bank, Weed, Binges
7 (Gamblin Environ. Y/x 2/52 N/? >1yr 1 mission N/Y Cocaine, 11-12 $3-4000
9) Other’s Oxy’s,
Drug use Benzo’s,
Crack, Meth
Overcrow Fast food, Pan
8 Not used ding Y/x 3- YIY >3 yrs 1 pan handles YIY Cocaine, 17 handling
Dirty 4/12 Meth $80/wk
Bedbugs, Crack,
12 Would lice, crabs, Y/x 1/12 Y >3/12 1 Mission N/Y Oxy’s, 11 Pan
not infestation Perks, handling
diseases, Cocaine,
filthy Meth,

Heroin

HL1Tv3H 40 SINVNIWY313d 1VIO0S

3174



13 Toavoid | Noreason | Y/x4/12 N/N Never 1-2 Food bank YIY Marijuana 16 $50 smokes
street
17 Injured Y/x 1day YIY >7 yrs 3 Food bank Valium, Freely
N/Y Crack, 13 available
Meth,
IVDU-
Methadone
18 Toavoid | Noanswer | Y/x1lyear | N/Sometimes Don’t 1 Food bank YIY N Alcoholic ?
street know
Mission, YIY Crack, 28-30 $80/wk
19 Weather If Y/x 2/52 Y/N >3/12 2 food bank, Meth,
overcrowd soup kitchen Marijuana
ed
20 ? Health can be N/x 1 day Sometimes/ q6/12 2 Mission N/Y Oxy’s, Meth 16 Barter
very scary Sometimes
2- Oxy 40’s $4 for script
21 Weather Y/x 1/12 YIY Don’t 1- SA, Mission N/Y (prescribed) 54 (Oxy 40)
know
Female
(N=8)
Oxy’s,
1 No other | Infestation | Y/x1/12 YIY >1% yrs 1-2 Food bank, N/Y Perks, 14 $ or self
options supermarket Marijuana
YIY Marijuana, 14 $100/wk be
2 No other Theft Y/x 3/52 N/N >1% yrs 1 Supermarket Codeine, supplies
options Violence Valium
Pride, Food bank, N/Y Perks, 12 None
9 Would bugs, Y/x 1% Sometimes/Y >2 yrs 1-2 mission Marijuana
not disease/sic yrs
kness
Food bank, N/Y Valium, 18 $100-150
10 Domestic | Noreason | Y/x1/12 YIY Don’t 1-2 mission Meth, Oxy’s
Violence know
SM, Food Opium,
11 Don’t get Don’t get Y/x 6/12 YIY >1yr Don’t bank, N/Y Meth, 26 Hustle,
along along with really garbage cans Oxy’s, steal, rob
with women eat IVDU- $80/day
women Methadone
Because 34 Don’t buy,
14 Toavoid | shy - cold Y/x 6/12 YIY >6/12 1 Mission N/Y Crack, will not sell
street not go Cocaine soul for

HL1Tv3H 40 SINVNIWY313d 1VIO0S

5174



there drugs
15 Safety Noreason | Y/x1day | N/Sometimes >1/12 Food bank YIY Oxy’s, 13 Usually free
Perks,
Crack
Health $200
16 No other hazards, Y/x 2/12 YIY Don’t Food bank N/Y Coke 27 prostitution
option bedbugs, know
roaches

HL11Vv3H 40 SINVNINY313d TVIO0S

0§
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Health behaviours are the actions and habits that help to maintain, restore and
improve one’s health. According to the social determinants of health model health
behaviours can also be thought of as the coping mechanisms used to endure and tolerate
material and social deprivation. The following personal health behaviours were explored:
diet, drug, alcohol and tobacco use, and sexual behaviour. Themes that emerged were (a)
lack of quality and quantity of healthy food (b) the pain of addiction (c) lack of sexual
intimacy.

As indicated in Table 2, a large number of participants (81%) received their food
from food banks and soup kitchens. Ninety percent of the participants reported eating
only one to two meals per day. The quality of food was described by many as food that is
canned or boxed, with fresh fruits and vegetables being consumed on average once per
week. The following section describes the participants’ feelings about quality of food,
substance abuse and sexuality.

Lack of Quality and Quantity of Healthy Food

“Not healthy, that’s why I’m tired all the time” (P-11)

The following quotations from several participants describe the overall condition
of available food for this hidden homeless population which lacked nutritional value.
“Cheap food like...cans...boxes...Kraft dinner...if I’'m lucky, meat” (P-1). As reported by
the participants, 90% had one to two meals per day, “One [meal per day] if I’'m lucky”
(P-12). One participant reported rarely eating a meal, “I don’t really eat anything. I
maybe have a muffin and a coffee...There’s been times garbage cans, um I’ll grab my pop
just from the garbage and refills are free” (P-11). The following participant expresses a

belief that when homeless you must tolerate the worst conditions. “Anything. Food is
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food man. I’m not fussy. When you don’t have it you’re not fussy” (P-21). Finally the
monotony of the same food day after day is expressed by this participant, “Pasta, peanut
butter...um sandwiches. That’s basically it” (P-16).

Overall the participants did not enjoy the social and cultural meanings that food
can give. The food itself did not seem to bring pleasure, yet the participants understood
the necessity of eating if only to provide some sustenance. The following comment from
one participant about his use of a soup kitchen highlighted the social aspect of eating, “I
won’t eat at the [soup kitchen]...yeah but that’s a social thing that’s not for the food” (P-
12). Obtaining and seeking out food was not enjoyable for many of the participants but
rather becomes a necessary stress that a person who is homeless must contend with on a
daily basis.

The Pain of Addiction

“I’m sick of being a slave to this, to this dope” (P-12)

Participants described challenges with drugs and alcohol. A large number of
participants (71%) reported between 11 and 18 as the age of first time drug use. In the
current analysis, 18 of the 21 participants (86%) reported poly-substance use, 38% of
participants reported alcohol use and all of the participants reported tobacco use (see
Table 2). Ninety percent of participants reported having used drugs in the month prior to
the day of the interview. While some participants reported never having to buy drugs due
to availability on the street, many reported theft, hustling, prostitution and bartering as
resources for obtaining drugs.

The pain of addiction and the lifestyle it entails for the homeless person is evident

in their desire to be free of the addiction. A quarter of the participants verbalized a desire
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to stop using drugs, while many others alluded to the realization that drug addiction was
the source of their myriad problems. Many of the participants understood that it was their
addictions that were responsible for the loss of their families, friends, jobs and past life
styles. The following participant understands his physical and psychological addiction
“I’d ask for my central nervous system to be totally repaired, and off opiates yah know,
and like never tried them before” (P-4). In this quotation the participant expresses an
awareness that his injuries are responsible for his addiction “And just for everything to
go back to the way they were before the injuries and the doctor put me on the goddamn
pain pills” (P-5).

Many of the participants reported using drugs for the first time to feel a sense of
belonging and to fit in, as expressed here “I grew up in the rave scenes so I did do a lot of
uh pharmaceutical stuff...been getting into alcohol more...it takes the edge off my...1, |
craved to do cocaine...” (P-7). Several of the participants described having sought
treatment for addiction. The number of times that these participants sought treatment for
drug addiction ranged between one to fifteen times. Many indicated that they had failed
addiction treatment, “NA, NA, and AA both” (P-6). The participants were aware that
their addictions were a sickness, as in this quotation “I don’t know when I am high I get
probably, well not high but when I have opiates in my system, | get probably about 6-8
hours [of sleep] but if [ don’t have any then I probably get about like maybe 4 hours.
Like 6-8 hours when | am alright but when | am sick | probably get maybe 3 or 4 hours”
(P-4). This final quotation summed up what many participants wished for, either directly
or indirectly, “To be able to live on my own, to stop using drugs, to have a normal life”

(P-1).
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Lack of Sexual Intimacy

“I don’t practice sex...when I do its safe” (P-9)

As indicated in Table 2, twelve of the participants (57%) reported practicing safe
sex, five of the participants (24%) reported not practicing safe sex, three participants
(14%) reported sometimes practicing safe sex, while one participant (5%) reported
abstinence. It is known that unsafe sex can expose one to sexually transmitted illnesses.
Sexual relationships and intimacy appear to serve more as an instrumental need, for
example to purchase drugs, than as a means for an intimate connection with another
person. The female participants overall had little choice in deciding if a condom would
be used. The female participants may be at risk for sexual violence, abuse and
exploitation. Sexual health is part of overall health and well-being. The majority of
participants’ daily living conditions affected their capacity for stable intimate
relationships.

One female participant who shared that she sometimes sells her body for drugs
and stated “Condoms...it’s not necessarily safe all the time because I don’t have a
condom, you know, there’s times where I don’t have a condom” (P-11). Some
participants expressed that they did not practice safe sex “No. | didn’t have to [use
condoms]...cause she got checked every week” (P-19). One participant (5%) who
reported being gay stated “I don’t practice safe sex” (P-3). A female participant
expressed a complete powerlessness to make choices about her body when she stated,
“They buy them, the male” (P-1). For many of the participants sexual intimacy was

lacking in their relationships with others.
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Health Status. For Brunner and Marmot (1999: 2004) health status is directly impacted
by the social determinants of health. Social environments, the degree and quality of
social supports along with personal health behaviours are factors which affect health.
Other factors that impact upon the daily living conditions collectively determine health
status and health outcomes. The onset of disease and illness is shaped by material, social
and psychological disadvantage. Table 3 reports the self reported health status of the
participants as well as medical and psychological diagnoses. Dental (33%), cardiac
complications (29%) and respiratory conditions (24%) were among the most frequently
reported physical concerns. More than half of the participants reported depression (52%)
while 57% of participants reported anxiety.

Table 3: Health Status

Male Health Self Medical DX Psych DX
(N=13) Report
3 F Dental Major depressive disorder
Dental, Drug, Hep C (+),
4 F liver, sleep, disorder, skin Anxiety
5 P Previous Ml x2 Depression, anxiety
6 T e
Depression, anxiety, bipolar
7 G Severe asthma, 2BP tend, OCD, PTSD, ADD
(severe)
Foot problems, eye, ulcers, | Depression, bipolar, OCD,
8 G dental anxiety
Anemia, Dental, Gum, Personality disorder, ADHD,
12 P Acid reflux, ~BP, liver anxiety, depression
13 F Eye/Dental problems | -------—---

Dental, gerd, HIV (+), Hep

17 F C (+) ?
18 I e e
19 F Foot, eye problems Depression, anxiety
20 P Foot problems, pulemb Depression, anxiety
Asthma, bronchitis, | ========---
21 P arthritis
Female
(N=8)
1 F Dental Depression, anxiety

2 Respiratory Lung Depression, OCD, anxiety,
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ADHD, manic dep disorder,
anger mgmt
9 G Breathing problems | --------——-
10 G ABP ] e
11 P Dental, ABP, Liver, Sleep | Anxiety
14 F MBP Bipolar, depression, anxiety
Dental, resp/lung, heart,
15 F skin, liver, epilepsy, Hep C | Depression, anxiety
()
16 T Anxiety

Participants rated their own state of health based on what they perceived state of
health to mean. As indicated in Table 3, three-quarters of the participants self reported
their state of health to be fair or poor, and one-quarter reported their state of health as
good. No one rated their health as excellent which was the only other option. Therefore
from this finding it can be concluded that 76% of the participants fell below the 50%

percentile for state of health in this survey.

The medical diagnoses reported were: cardiac (29%), respiratory (24%), dental
problems (33%), Hepatitis C positive (24%), foot problems (3%), and HIV positive (5%).
Psychological diagnoses most prevalent were anxiety (57%), depression (52%). Forty-
eight percent of the participants reported both anxiety and depression. While it is easy to
calculate medical and psychological diagnoses through self report, it is not so easy to
calculate the health toll on an individual’s overall functioning where social and material
deprivation exist. Evidence in the three analytic domains would suggest that physically,
psychologically and socially, the majority of the participants experienced negative health
impacts. A major theme that emerged was that all participants were aware that their
health was compromised by lack of shelter. An overriding theme was a desire to better

the health of homeless people and the communities where they lived.
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Many of the participants were aware of their poor state of health. One very
powerful exemplar stated by P-2 demonstrated a strong desire to not be stereotyped based
on homelessness while expressing a real desire to improve conditions for the whole
community. This exemplar is summarized in one theme, (a) desire to better the health of
homeless people and the community.

Desire to Better the Health of Homeless People and the Community

“Homelessness sucks” (P-1)
“When it comes to dealing with homeless people, | want to broaden the perspectives of
people’s ideas when it comes to what a homeless person is, how they act, who they are as
a person, what they’ve been through, their future, all of those things. Because | really
want to get it through every single person’s head, that homeless people cannot be
stereotyped...Because every single one is different. I mean I’ve met so many different
people who have been through the exact same thing that I have been through. It’s just
because the circumstances are the same, doesn’t mean that the person is the same. I
mean, there’s bad homeless people out there and there’s good homeless people out
there...Just like there are good normal people and good bad people. I just...I want the
change to not be out of sympathy; | want it to be out of helping the community, to better
our own community” (P-2).

At the time P-2 made the above statement she was 18 years old. When she was
14 years old she experienced homelessness for the first time, having been thrown out of
the house by her father after being beaten by him. “My Dad beat me and then threw me
out of the house literally, like threw me off the porch...I was in crocs and boxer shorts
and a t-shirt....it was the middle of January” (P-2). She reported her health as fair. Her
diet consisted of “a lot of carbs” and fresh fruit “probably about once a month” and fresh
vegetables “maybe twice a month”. She stated she was diagnosed with anemia,

respiratory/lung conditions, ulcers, sleep disorders, depression, obsessive compulsive

disorder (OCD) and anxiety.
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P-2 stated she had experimented with drugs when she was 14 years old after a
friend/sexual partner introduced her to drugs. Like many adolescents her age she tried
drugs for the first time to experiment, but also stated she tried drugs because of her
nerves, low self-esteem and a desire to be accepted. She described her typical day as one
in which she would, “wake up next to my boyfriend...smoke marijuana...watch TV”...take
a shower...go downtown and hand out resumes...I hand out resumes close to a daily
basis” (P-2). She stated that she does not practice safe sex, does not use condoms, and
uses alcohol, drugs and tobacco.

This young woman is aware that her physical, psychological and social health
status is equally impacted by the condition of her everyday living conditions. When
asked the question, If you had a magic wand what three things would you ask for or
change? P-2 replied, “Unlimited amounts of money for myself, the chance to go to school
and chase dreams, and to help people.”

Social Exclusion. The complexity of social exclusion is associated with poverty and the
implications of poverty such as homelessness. The participants experienced social
exclusion as a result of homelessness which diminished quality social supports, increased
health risk behaviours and compromised physical and psychological health. Participants
described various forms of marginalization, for example being restricted from shelter use
due to substance abuse history. Table 4 identifies the broad aspects of social exclusion.

The broad aspects explored were those issues pertaining to housing: age when
first homeless, number of years homeless and reasons for not having permanent housing,
educational level, and employment history and income. These aspects are interrelated in

many ways. The earlier that one experiences homelessness and deprivation can
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determine the negative impacts on physical, psychological and social development. Not
having a supportive system that living in a house can provide, such as a safe place to
sleep and a quiet place to do homework, the ability to be successful in school and achieve
an education can be negatively impacted. In this highly technical society, the need for
higher education becomes a necessity to obtaining gainful employment. Without stable
employment it is difficult to earn an income. This continuing cycle of unaffordable
housing, lack of education, lack of employment and income, becomes a vicious cycle that
is very difficult to interrupt and intervene without looking to solve these root causes. For
this reason the social determinants of health model is useful in understanding these

interrelated root causes.
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Table 4: The Broad Aspects of Social Exclusion

60

Housing

Age First Homeless

# of Years Homeless

Why No Permanent Housing

11-18 9 43% WK-1yr 10 Unable to Afford 10 48%
19-29 7 33% (48%)
30-69 5 24% 1-5yrs 2 Drug Addiction 4 19%
(10%) Abusive Family 3 19%
5-11yrs 3 Other 4 19%
(14%)
Don’t know 4
(19%)
Couch Surf 2
(10%)
Education
Level of Education
Gr. 0-8 2 10%
Gr.9-11 9 43%
Gr. 12 Diploma 7 33%
Some College/Univ 3 14%
Employment (years ago)
Last Job Additional SKills
0-2 8 38% Yes 14 67%
3-10 9 43% No 7 33%
11-15 3 14%
Never 1 5%
Income
ow 9 43%
None 6 29%
ODSP 2 1%
Other 4 19%




Table 5: Crosstabulation

Source of Income * Reason Why No Permanent Housing Crosstabulation

HL11Vv3H 40 SINVNINY313a 1VI00S

Reason Why No Permanent Housing
Unable to afford | Drug addiction | Abusive family Other Total
Source of Income  OW Count 3 2 1 2 8
% within Source of Income 37.5% 25.0% 12.5% 25.0% 100.0%
None Count 2 1 2 1 6
% within Source of Income 33.3% 16.7% 33.3% 16.7% 100.0%
ODSP  Count 2 0 0 1 3
% within Source of Income 66.7% .0% .0% 33.3% 100.0%
Other Count 3 1 0 0 4
% within Source of Income 75.0% 25.0% .0% .0% 100.0%
Total Count 10 4 3 4 21
% within Source of Income 47.6% 19.0% 14.3% 19.0% 100.0%
Chi-Square Tests
Asymp. Sig. (2- | Exact Sig. (2- Exact Sig. (1-
Value df sided) sided) sided) Point Probability
Pearson Chi-Square 5.892% .751 .831
Likelihood Ratio 7.638 571 .874
Fisher's Exact Test 5.584 .944
Linear-by-Linear 1.724° .189 .204 111 .029
Association
N of Valid Cases 21

19
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Table 4 is a representation of the broad aspects of social exclusion: housing,
education, employment and income. Many of the participants expressed the desire to
have a stable home and to be reunited with their family. The age when one first becomes
homeless is an important consideration. In these findings, 43% of the participants first
experienced homelessness between the ages of 11 and 18 years. The length of the
homeless experience varied among the participants with 48% of participants experiencing
homelessness from one week to one year. Interestingly, 19% of the participants did not
know how long they had been homeless, and two participants (10%) reported couch
surfing as their means of obtaining shelter. Couch surfing is strongly indicated for
hidden homelessness and describes a situation where one is moving from one family
member or friends place, usually sleeping on the couch without any form of private
space. The reasons for not having permanent housing, ranged from inability to afford
(48%), drug addiction (19%), abusive family (19%) and other (19%) which included job
loss and incarceration.

Education levels varied among the participants. The majority of participants
(76%) had education levels between grade nine to twelve. Of this 76%, 43% had
obtained grade twelve. A few participants (10%) had grade eight or lower, and three
participants (14%) had some higher education. Education is a strong social determinant
of health and generally determines the kind of employment one can obtain. While some
participants had jobs in the past, many participants faced challenges trying to obtain
employment. While 38% of the participants had not been employed within the past two
years, 48% of the participants had not been unemployed for three to ten years and 14% of

participants had not been employed for 11-15 years. One participant (P-10) reported
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never being employed. The longer the period that one remains outside the work
environment, the greater are the challenges to finding work. More than half of the
participants (67%) reported having additional skills other than those skills employed at
their previous work. The provincial welfare program (OW) provided 43% of participants
with minimal income, 1% of participants received income from the provincial disability
program (ODSP), 29% reported no source of income while 19% reported other means of
income which included theft, hustling and prostitution. The following chapter will
discuss the findings and their implications.

Table 5 crosstabulation of the categorical variables: (1) reason for no permanent
housing and (2) source of income did not yield statistical significance. However it
highlighted an interesting finding. Of the nine participants receiving Ontario Works
(OW) three participants reported an inability to afford permanent housing, while two
participants receiving Ontario Disability Support Program (ODSP) both reported an

inability to afford permanent housing.
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CHAPTER V
DISCUSSION
All 21 participants shared details of their daily living conditions compounded by

material and social deprivation. The participants imagined what they would change
about their lives if they had a magic wand that could change three things about their
current life. The participants all wished and desired for their lives to improve, mainly for
their lives to be different from the lives they were currently living. The participants
envisioned a better life as a life with enough money to afford the basic life requirements,
to be reunited with family, children, and friends, and to be free of drug and alcohol
addiction. Relative poverty denies one the ability to access adequate and affordable
housing (Bryant, 2009). In the absence of adequate housing, many aspects of everyday
life are affected such as the ability to access education and employment, which in turn
affects ability to earn an income. These factors contribute to material and social
deprivation. While social and material deprivation is not synonymous with social
exclusion, social and material deprivation are contributing cumulative factors to the
processes and outcomes of social exclusion (Galabuzi, 2006; Hwang et al., 2010;

Rothman, 2006).

The social environments of the participants showed a generalized lack of quality
and quantity of social supportive interactions. As Stansfeld (2006) suggests, social
supports are not merely interactions or unidirectional relationships. Stansfeld talks about
the importance of transactions among social relationships so that they are reciprocal.
Stansfeld is referring to the importance of meaningful relationships where there is both

give and take. This necessary aspect of transpersonal relationships was wholly absent for
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the participants who relied primarily on instrumental or practical types of support from
agencies and services. As the social determinants of health model (1999, 2004)
illustrates, the lack of quality social supports affects ones immediate social environment
by weakening it and forming a clustering of disadvantages. This further marginalizes and
alienates people and thus contributes to the process of social exclusion.

The health behaviours or coping mechanisms were significant for the 21
participants. The clustering of disadvantage, weak social supports and social
environments contributed to risk behaviours or coping mechanisms. The social
determinants of health model implores that we look beyond the individual health
behaviour. Coping with the effects of material and social deprivation are all consuming
and can prevent those most in need from receiving much needed resources. When
society focuses on the health risk behaviour of an individual only, it fails to see a holistic
picture of the individual.

Positive health outcomes are unlikely when one faces material and social
deprivation. Health risk behaviours contribute to poor health status, just as lack of
material and social resources can contribute to poor health status. These contributing
factors to poor health statuses become like a vicious cycle. This cycle can be very
difficult to interrupt, increasing the likelihood of illness and disease. The social
determinants of health model links poor quality social supports and environments, poor
coping mechanisms, and negative health statuses. Together these are all aspects
associated with the processes of social exclusion, that which prevents one from fully

engaging and participating within their society.
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Social Exclusion. Social exclusion emerged as a political concept to situate
debates surrounding disadvantaged groups (Room, 1995). The term social exclusion has
been criticized for claims that it is being used to replace the term poverty (Levitas, 1996;
Rose, 1996). Levitas argues that social exclusion was constructed to describe the
outcomes of poverty and inequality arising out of the idea of an underclass of poverty and
that it has become part of the hegemonic discourse. Levitas sees this discourse as one
that promotes social exclusion as an inability to integrate into the labour force.

This inability to integrate into the labour force was evident among the 21
participants in the present study. While more than half of the participants reported that
they had additional skills other than those employed in their last job, they still lacked
employment. As Levitas sees it, the construction of social exclusion obscures the real
inequalities that create the conditions that lead to social exclusion. A social determinant
of health perspective draws attention to these inequalities inherent in our social system, a
system where currently the quality and quantity of resources are not equally distributed
among the members of a society (Brunner & Marmot, 2006; Raphael, 2009).

Labonte (2008, 2009) notes that having an emphasis on equality of opportunity
and outcomes may be idealistic. Equality of opportunity cannot exist for all people due
to differences in resources and capacities. At the same time equality of outcomes cannot
exist due to differences among people. These differences in resources and capacities can
disadvantage those less endowed and so one outcome for all is not desirable or realistic.
Labonte (2008) concludes that social exclusion is not merely a national concern but also a

global concern. While it is true that not all people have equal opportunities or equal
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capacities, it is also true that in order to achieve health for all, all people need to have
equal access to basic life requirements as a prerequisite for health (WHO, 1948, 1978).

Bask (2005) defines social exclusion as experiencing two of the following
welfare problems: “chronic unemployment, economic problems, health problems,
experiences of threat or violence, crowded housing and lack of interpersonal
relationships” (p.299). Without question, all of the 21 participants experienced at least
two, if not more of these social welfare problems and therefore would be considered to be
socially excluded as defined by Bask.

Social exclusion however, should not be considered as merely the opposite of
social inclusion, as Labonte (2009) cautions. When social inclusion is understood as the
“norm” in society, there is the risk of inferring that anyone not socially included is
someone that is socially excluded. Labonte, much like Levitas (1996) questions the idea
of including people in the societal structures that may have been partly, if not fully
responsible, for excluding them to begin with.

Many of the participants described a discomfort in accessing public space. In
2000, the Province of Ontario brought into law the Ontario Safe Streets Act (OSSA).
This law essentially prohibited aggressive panhandling in public spaces and was harshly
criticized by some for targeting homeless youth, especially those youth known then as
“squeegee kids” (p. 2) who engaged in washing windshields of motorists on urban streets
(O’Grady & Greene, 2003). Critics expressed concerns that this law, which was initiated
by business owners, prevented youths who were homeless from earning income outside

of ways considered the norm (O’Grady & Greene).
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Social exclusion according to Gaetz (2004) is a useful concept for understanding
the marginalization of homeless youth. Social exclusion situates homeless youth across
different aspects of deprivation. Deprivation of basic life requirements and restriction of
public access are both elements of social exclusion. The public nature of homelessness
implies that people who experience homelessness are constantly under the microscope.
Some participants reported being met with hostility in the public sphere. In response to
this perceived hostility it is common to develop a mistrust and resentment toward public,
social and health institutions (Gaetz, 2004; Levy & O’Connell, 2004). For the homeless
youth in particular, social exclusion is experienced on many levels related to shelter,
employment, health care and free movement within urban space. Social exclusion may
be one reason that homeless youth are choosing to obtain shelter that is hidden from the
gaze of society. Recall that adolescents and young people are among a growing
demographic of the hidden homeless population. As Shapcott (2011) reminds us, 80% of
people who are homeless are considered hidden homeless and not visible in the society.
Some participants expressed awareness that social and economic inequalities were
responsible for their state of homelessness.

As Labonte stated, people may choose to exclude themselves as a matter of
protest to resist the social, political, and economic inequalities which have created the
very conditions which perpetuate their inequalities. This is similar in thought to Levitas
(1996) who argues that social exclusion is a product of and can only exist within the
current money based value economic system. The emphasis on equality of opportunity
and the quality of outcomes are basic concepts to the idea of social justice. Social justice

as defined by The Ottawa Charter (1986) is a necessary prerequisite for health.
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The 21 participants experienced high levels of stress on a daily basis. The daily
need to satisfy basic life requirements consumed a large portion of the day. This included
having to eat at soup kitchens, obtain food from food banks, risk incarceration, “hustle”
to feed addictions and experience personal disrespect in many forms. The lack of
housing, education, employment and a stable income contributed to social exclusion
which impacted physical, psychological and social health status. As P-5 stated, the
reason he did not have permanent housing was due to “no finances...it’s hard to get on
social assistance...it’s kind a like once you’re down you gotta stay down.” P-5was a 26
year old male who had been couch surfing for 9 months, was the father of two children
and reported his health as poor. He reported he had two previous myocardial infarctions
and suffered with depression and anxiety. As reported earlier, according to McEwan
(2008) constant exposure to daily threats contributes to allostatic overload increasing
susceptibility to chronic illness and poor health status.

Health status is an important factor when considering homelessness. Young
people may often become homeless due to a sexual orientation that is not acceptable to
their family (Karabanow, 2006). Age when first homeless is important because
becoming homeless at a young age will further impact physical, social and psychological
maturation and development. It is known that males and females have specific
challenges being homeless for example, gender-based violence can be pronounced for
females (Haldenby, Berman, & Forchuk, 2007).

Shelter is identified as a prerequisite for health and a human right (WHO, 1948,
1986). Health as a positive resource for well-being cannot be achieved without a stable

living environment. Housing as a commodity must be addressed by the social
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institutional structures of that society. If shelter and housing are both rights and
prerequisites for positive health and well-being, ought there to be an obligation by that
society to provide that right? As Table 5 crosstabulation illustrated, five participants who
were receiving provincial government supplements (OW/ODSP) were still unable to

afford permanent housing.
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IMPLICATIONS

This secondary analysis showed clinically significant findings for nursing.
Nursing understands that the social determinants of health are key determinants for health
and well-being. Positive health statuses cannot be achieved when one is experiencing
material and social deprivation. Health behaviours cannot be measured in isolation from
one’s social environments and social supportive networks. Health behaviours must be
understood as coping mechanisms where there is material and social deprivation.

The participants experienced unhealthy conditions among the sheltering services
in their community. Stories of infestation, physical and psychological complications,
abuse and violence were expressed by the participants. While shelters and food banks can
serve as stop gap measures, they are not long term solutions for poverty and
homelessness. As a beginning, shelter services, health care professionals and people who
are homeless could work collaboratively to find solutions to poverty and homelessness.
Participants can be encouraged to join all health care professionals to help demand
political changes at the municipal, provincial and federal levels.

Many participants expressed a desire to change their lives as well as the lives of
others in their situation. Participants who have knowledge of the poor social
environments of shelter services could help initiate changes at a community level. The
need for shelters should be gradually eliminated and a national housing policy geared to
income should be reinstated. Housing and shelter must be understood as basic life
requirements that when not met will impact negatively on physical, social, and

psychological health status.
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One future concern is the effect that material and social deprivation will have on
the children of the participants. More than half of the participants (62%) had children.
Of the 62% of participants who reported having children, 92% of these participants
reported their children were not in their care. The total number of children among all
participants equalled 33, and all but three of the children were under the age of 20. The
present and future health status for these children is of primary importance. Since this
study did not follow up with participants longitudinally, it is not known if the children
were in the care of other family members or child care agencies, nor did the questionnaire
(Appendix A) used for the primary study provide a question requesting this information.

The findings from this study show that the longer one experiences material and
social deprivation, the more likely disease and illness will develop. Public health
professionals can support those who have experienced homelessness through the
provision of counselling services to support those trying to change and improve their
lives. Health care professionals working with homeless people can create screening
programs in schools to identify children at risk for social and material deprivation and for
social exclusion. Early recognition and early intervention may prove to be very
important for the long term health status of children experiencing deprivation.

Health care professionals, that is doctors and nurses must have the social
determinants of health model included in their curriculums. Medical and nursing
students must understand the complex needs and significant challenges facing people
who are homeless. Providing clinical experiences that include exposure to homeless
people for these students is critical to developing health care professionals who practice

in a non judgemental and caring manner.
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Brunner and Marmot’s model (1999, 2004) clearly depicts the linkages between
social environments, health behaviours and health status. Social environments were
negatively impacted because of a lack of quality social supports and interactions which
then affected their immediate social environments. A lack of quality social supports and
environments influences health behaviours. Individual health behaviours may be coping
mechanisms for poor quality support systems and social environments. One does not
always make the best choices when those choices are limited and of poor quality. The
choices one makes are determined by the quality of choices available to them. When we
understand health behaviours as coping mechanisms for poor social environments and
poor social support networks, we might not blame the victim for these circumstances.

Future research should focus on the psychological pathway in Brunner and
Marmot’s social determinants of health model (1999, 2004). The experience of stress
related to satisfying basic life requirements compounded by social exclusion can
influence and shape health behaviours and coping mechanisms. When societal resources
are not equitably distributed, negative and adverse experiences are increased. These
adverse experiences can influence health behaviours and in turn influence health status.

Social exclusion is exclusion from political, social, economic, and cultural
participation in a society. The concept of social exclusion draws our attention to the
complexity of poverty and its associated problems such as homelessness. The problems
of social exclusion are the complex problems of homelessness and poverty. These
complex problems of poverty and homelessness include individual and family hardships,

drug and alcohol addictions, physical and psychological ill-health exacerbated by periods
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of recurrent unemployment. In this way social exclusion is a cumulative process with
poor health outcomes.

This study explored health and social exclusion among a hidden homeless
population of 21 participants. Using Brunner and Marmot’s social determinants of health
model, social environment, health behaviours and health status were examined along with
social exclusion. It was shown that poor social environments can lead to poor health
behaviours which collectively can have a negative impact on health status. Social
exclusion occurs when these complex issues and problems affect the ability to participate
economically, socially, politically and culturally within a society. Health as a positive
resource cannot be realized where poverty and homelessness exist nor within the concept
of social exclusion.

LIMITATIONS

There were several limitations related to this secondary analysis. Although there
were 34 participants involved in the original study, only 21 transcriptions were recovered
and usable. The other 13 surveys may have added to the findings. Due to the small
sample size, statistical power was low and reliable predictions could not be made from
the data. The original study was limited to only two community agencies where the
researchers were able to recruit participants. Although the participants were not
supposed to be using drugs or alcohol during the survey, some of the participants
indicated that they had used substances just prior to their completion of the survey. This

may affect the validity of the information gathered.
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CONCLUSION

The findings of this study illuminated the daily living conditions of a hidden
homeless population, and the complex issues that arise from poverty, homelessness and
social exclusion. Using the social determinants of health model allows for a broader
view of health and its determinants. Health professionals who understand health
behaviours as coping mechanisms for poor quality social environments and supportive
systems can provide more comprehensive and holistic care. The findings of this study
should be used to show that the need for a national housing policy is a basic requirement
for health and is a key factor in the health and well being of those individuals who

experience poverty, homelessness and social exclusion.
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Appendix A
Interviewer ID # Participant ID #
1) Male [] Female [] Other
2) Do you consider yourself to be:
Heterosexual Gay Lesbian  Transgendered Bisexual Two-spirited
3) What is your date of birth? / mm/yyyy

4) What is your nationality/ethnic identity?

5) What is your current citizenship and current citizenship status?

6) Were you born in Windsor? YES NO

If NO, how long have you lived here?

7 How do you get around?

Bus pass Bustickets Walking Rides Other

8) What is the highest level of education you have completed?

9) Are you a war vet? YES NO

10)  What is your marital status?

SINGLE MARRIED SEPARATED DIVORCED COMMON LAW PARTNER
11) Do you have children? YES NO

If yes, how many?

12) Do your children currently live with you? YES NO

Ages of children? / / / /

13) Do you have a health card? YES NO

14)  What other forms of ID do you have?

Passport Driver’s License Social Security Card Birth Certificate
Proof of Citizenship/Residency Military 1D Proof of Aboriginal Status
Other:

15) Do you feel safe and secure where you are currently staying? YES NO
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16)

Have you ever been absolutely homeless, sleeping on the streets or on park

benches? YES NO

17)

18)

19)

20)

21)

22)

23)

24)

25)

26)

How old were you when you were first Homeless?

How long? Days Months Years
Where are you currently staying?
[ With family [] On the streets [] In a shelter

L] with friends L] other:

Where did you live before this location and for how long?

Where have you lived in the last 6 months?

What other supports do you have in your life?
Friends Social Worker Family Other:

Why would you say you are without permanent housing?

Why would you go to the shelter?

Why wouldn’t you go to a shelter?

What is your current source(s) of income?
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27) If you could choose, what do you see yourself doing as a job or career?
28) When were you last employed?
29)  What was your last job?
30) Do you have any additional skills?
31) How many meals per day do you eat?
32) Where do you get your food from?
[] Super market [] Food bank [] Soup kitchen [1 Other
33) What kinds of food do you eat?
34) How often do you eat fresh fruit and vegetables?
a) Fresh fruit?
[] Once perday [ 2-3 times per week [ 1 Once per week L]
Other
b) Fresh vegetables?
(] Once perday [ 2-3times per week ] Once perweek [
Other
35) If fresh fruit and vegetables were provided to you, would you eat it?
36) How would you rate your general health?

] Excellent ] Good ] Fair ] Poor
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37) Have you ever been diagnosed with any of the following problems?
Arthritis Ulcers Gum Disease HIV/AIDS
Anemia Dental problems GERD - Reflux Liver Disease
Cancer Diabetes High Blood Pressure Epilepsy
Foot Problems/Conditions Low Blood Pressure STI
Eye Problems/Conditions Heart Condition Sleep

Disorder
Respiratory/Lung Condition Thyroid or Endocrine Problem/Condition
Menopausal Problems Menstrual Problems HCV
Emotional/ Mental Issues Skin Problems
Other:

38) Do you take medication(s) for any of these problems?  YES NO

39) If no, are you supposed to? YES NO
What are the main side effects (if any) from these medications?

40) Why don’t you take your prescribed medication?
[] Don't like them [] Can’t afford them [] Don’t remember to take them
Other:

41) How many hours of sleep do you get in a 24-hour period?

42) Have you ever been assaulted in the last 6 months?
If so, was it by a: Stranger Person you know Police Other

43) Do you have any allergies? YES NO

44) Have you had any major medical procedures (ie. surgeries, etc.) (if yes, please
list)? YES NO

45) Have you had any significant accidents or injuries (if yes, please list)?

YES NO
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46)

47)

48)

49)

50)

51)

52)

53)

54)

55)

56)

Do you have a Family Doctor? YES NO
Where do you go for your medical care?

[] Doctor [] Hospital (emergency) [ Urgent Care

[ Other:

93

] Clinic

When is the last time you saw a Doctor or Nurse practitioner?

When is the last time you had a physical?

When is the last time you had an STI Test (blood or urine test)?

Do you practice safe sex?

Can you tell me more about what you do to practice safe sex?

Do you use a condom?

If so, where do you get your condoms?

What health services have you used in the last 12 months?

Why did you use these health service(s)?

Have you used any other health services?
Screening Immunizations Rehabilitation
Eye Care Foot Care

When is the last time you had an eye exam?

Physiotherapy
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57)

58)

What other services have you accessed?

Employment Services Disability Services Career Help  Housing Services

When did you access them?

What has stopped you from using medical or other social services?
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59)
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What organizations
have you used?

Do you still use their
services? Y/N

Why do you still use the
service?

Why do you not still use
the service?

How to improve the
service? Do you have
any recommendations?
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60) Are there any other barriers to accessing services, besides those given
previously?

Medication

61)  What types of prescription medication are you taking? (description if unsure of
name of drug or dosage)

Prescription Drug | Dose | Usage Prescription Dose Usage
Drug

62) If you are not taking prescription medication, are you supposed to? Yes NO

63)  Were all these medications obtained from a Doctor? YES NO
If yes, is it the same Doctor? YES NO

64) Do you take medication without a Doctor’s order? YES NO

If yes, do you consider this to be ‘self-medicating?’ Or so you do not feel hungry?

65) Do you have prescription coverage YES NO




SOCIAL DETERMINANTS OF HEALTH 97
66) Please list any over the counter medication taken in the last 6 months?
Over the counter | Dose | Usage Over the counter | Dose Usage
medication medication
67) Do you feel your drug use could cause you harm? YES NO
If yes, why?
68) Do you feel you are at risk of serious illness? YES NO
If yes, why?
69) Have you used in the past 6 months any of the following?
Alcohol Powder Cocaine Marijuana Heroin
Inhalants Benzos LSD
Amphetamines Opium Crack Phenobarbital
Codeine Sedatives Methamphetamine  Tranquilizers
Tobacco Barbiturates PCP Oxys
Perks Valium
Other:
70) Have you ever been addicted to any of the below? YES NO
If yes, which ones?
Alcohol Powder Cocaine Marijuana Heroin
Inhalants Benzos LSD
Amphetamines Opium Crack Phenobarbital
Codeine Sedatives Methamphetamine  Tranquilizers
Tobacco Barbiturates PCP Oxys
Perks Valium
Other:

71)

When is the last time you used drugs?
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72) Do you share drug paraphernalia/items with others (e.g. straws, pipes, etc...)?

73) Do you inject drugs?

74) Have you ever needed help injecting drugs?

75) Have you ever shared a needle? YES NO

If yes, when was the last time?

76) How do you dispose of your needle?

77)  Atwhat age did you start using drugs?

78) Who first introduced you to drugs?
Family member Medical professional Sexual Partner Friend

Other:

79)  Why did you try drugs for the first time?

Experimentation Peer Pressure Pain control
Nerves Low self-esteem To be accepted
Sense of belonging Medical Condition

Other:

80) How do you pay for your drugs?

81) How much do you spend in a typical week on drugs? $

82)  When did you last use alcohol?

83) Do you feel that using alcohol or drugs has affected your ability to live a normal
life? YES NO

84) Do you feel your drug or alcohol use affect your overall health? YES NO

85) Have you ever used any support groups (if yes, please list)? YES NO
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86)

87)

88)

89)

90)

91)

92)

93)

94)

95)

96)

97)

Have you ever been in a treatment program for addiction? YES NO

If yes, how many times?

If yes, when was the last time?

Have you ever been in prison or jail in the previous:
3 Months 6 Months Year

If yes, what were you incarcerated for?

Have you ever experienced chronic pain lasting longer than 3 months? YES NO

If yes, how long have you had chronic pain?

How do you treat your chronic pain? (What do you do or take to reduce the
pain?)

Would you be interested in classes on how to manage chronic pain? YES NO

Have you experienced any dental pain in the last month? YES  NO

When did you last have your teeth cleaned?

When you have tooth pain where do you go?

Hospital Dentist Walk in Clinic Other:

Are you happy with the appearance of your teeth? YES NO
Do you have dental coverage?  YES NO

If yes, what type of dental coverage do you have?

What prevents you from visiting a dentist?

Fear Money Other:

Have you ever been in treatment for emotional, mental or psychiatric problems
other than for an addiction? YES NO

If yes, was your treatment:  [] Inpatient [ Outpatient [ Both
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98)

99)

100)

101)

102)

103)

104)

105)

106)

107)

What were your diagnoses if any?

[] Schizophrenia [] Bipolar [] Personality disorder
[ ] Depression [] OCD L] Anxiety
Other:

Are you taking medication for this? YES NO

What are you taking?

If no, are you supposed to be taking medication? YES NO

If yes, what are you supposed to be taking?

Why don’t you take your prescribed medication?
] Don't like them [ ] Can't affordthem [] Don’t remember to take them
Other:

If you could afford your meds, would you take you meds? YES NO
Do you need any other medication you can’t afford? YES NO

What medications?

How do you spend a typical day? (i.e. what are some things you do with your
time)

Where do you see yourself in 3 years?

If you could wave a magic wand, what 3 things would you ask for or change?

Any additional comments:
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108) Would you like information or to learn more about:
Shelter  Housing Food Transportation Other

Interviewers’ evaluation:

109) Did a gap get bridged? YES NO

If yes, what gaps?

101

If no, why not?

110) Was areferral booklet given? YES  NO
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Appendix B

University 0

of Windsor

CONSENT FOR AUDIO TAPING

Research Subject Name:

Title of the Project: “Hidden No More: Needs Assessment of Service Use by the Hidden
Homeless”

I consent to the audio-taping of interviews of myself.

I understand these are voluntary procedures and that | am free to withdraw at any
time by requesting that the taping be stopped. I also understand that my name will not be
revealed to anyone and that taping will be kept confidential. Tapes are filed by number
only and stored in a locked cabinet.

I understand that confidentiality will be respected and that the audio tape will be for
professional use only.

(Date)



SOCIAL DETERMINANTS OF HEALTH 103

University 0

of Windsor
Appendix C
CONSENT TO PARTICIPATE IN RESEARCH

Title of Study: “Hidden No More: Needs Assessment of Service Use by the Hidden
Homeless”

| am being asked to take part in a research study that is a partnership between Liz
Atkinson, who is Chair of the Health Committee and Chair of the Homeless Coalition of
Windsor-Essex County and Jamie Crawley, a faculty member at the University of
Windsor. This research is looking at ‘Homelessness Knowledge Development — Data for
Better Health’, funded through the Homelessness Partnering Strategy — Human
Resources and Skills Development Canada.

If | have any questions or concerns about the research, | may contact Liz Atkinson (519)
252-3777 ext. 223 and/or Jamie Crawley (519) 253-3000 ext. 4816

Purpose of the Study/Why is this study taking place?

| am being asked to take part in a study looking at the experiences of being hidden
homeless, which may include temporarily living with family, strangers or friends, couch-
surfing or being doubled up. The researchers would like to look at possible long-term
housing solutions for those who are hidden homeless and/or at risk for becoming
homeless. The researchers would also like to look at ways to improve services offered
for the hidden homeless and learn more about my health and service needs. The
researchers would like to learn from me about what | find helpful about the current health
and community services and what | would suggest are solutions to improve care. This
study will help the researchers learn more about the importance of housing needs
towards the use of services and health. There will be about 60 people who will be part of
this study. | may ask any questions | have before agreeing to be in the study.

Procedures/What will | need to do?

If | agree to be part of this study, | will:

e Take part in an interview and will answer questions at this time or at another time
here in the clinic that is best for me. | will tell the researcher about my every day
world of living with hidden homelessness and will answer other questions about my
health, which may include talking about substance use and/or addiction, sexual
health, physical safety, incarceration, use of health and community services and
housing situation. | may only take part in this study one time. The interview may take
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1-2 hours to do.

o A tape recorder will be used in all interviews and the researcher will turn the tape
recorder off if | want at any time.

e | only need to answer the questions | want to talk about and at any time | may stop
the interview. The health care | get at the clinic will not change if | decide to not be in
the study. If during the interview | feel sad or nervous from telling the researcher
about my health or living conditions, the interview will be stopped. The researcher
will take me to see one of the healthcare providers in the clinic.

¢ My answers will remain private and no names will be used when the study is written
up in research reports.

o | will also need to sign a consent giving the researcher permission to tape record my
voice. My voice is being tape-recorded to be sure that the researcher correctly
understands the information | share during the interview.

Potential Risks and Discomforts/ Will this study hurt me in any way?

By taking part in this study, | may feel sad or nervous when | talk about my health or
living conditions. There may also be risks from taking part in this study that are not
known to researchers at this time. | may choose to not take part in the study.

Potential Benefits to Subjects and/or to Society/ How will this help me or other
people?

By taking part in this study, | will have a better understanding of my every day
experiences of living with hidden homelessness. Information from this study may help
other people now or in the future who live with hidden homelessness. This study may
assist with information that other communities may use to improve care provided in their
communities.

Payment for Participation/ How will | be thanked for my time?

For taking part in this study, | will receive $20 for my time. | will also be given a referral
booklet that lists local community resources and will be invited to attend a community
forum in December 2010. At this community forum, the Health Committee/Homeless
Coalition of Windsor-Essex County will describe preliminary findings from this study.

Confidentiality/ How will my name and information be kept safe?

All information collected about me during the study will be kept private.

The following information will be reported if during the study there is concern that:
e A child is being harmed

e | share that | am going to hurt myself or others

I will be identified in the study records by a code name or number. Information that
identifies me will not be given to anyone without my written permission. When the
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findings of this study are published or shared with others outside of this study, no
information will be included that will tell my identity.

Because the researcher is taping my voice, my identity will be protected or disguised. All
tape recordings and study interview questions will be kept in a locked filing cabinet within
a locked office at the Teen Health Centre- Street Health Program. The research team
will have access to these items. Pseudonyms or a made up name will be used to
describe my identity. Transcripts and tapes will be destroyed as soon as they are typed
and reviewed by the researchers. Information from this study will be used for educational
purposes and for the creation of policies linked to the Homeless Coalition of Windsor
Essex County, and will be shared with other agencies to improve services for those
experiencing hidden homelessness.

Participation and Withdrawal/ Can | leave this study at any time?

Taking part in this study is voluntary or up to me. | have the right to not take part
in this study. If I decide to take part in the study I can later change my mind and
leave the study. | may only answer the questions | want to answer. My decisions
will not change any present or future relationship with the University of Windsor or
its affiliates, the Teen Health Centre- Street Health Program or other services | am
allowed to receive.

The researcher may stop me from taking part in this study without my permission. The
researcher will let me know if it is not possible for me to continue. The decision that is
made is to protect my health and safety, or because | did not follow the instructions to
take part in the study. | have the right to decide if during the interview, there is
information | do not wish shared with others outside of this study.

Feedback of the Results of this Study

The researchers hope to have some findings about this study in December 2010. If | am
interested in learning more, some of the findings will be shared at a community forum in
December 2010. When it is available, information about this study will also be posted on
the website of the Homeless Coalition of Windsor-Essex County.
http://ww.homelesscoalitionwindsor-essex.com/

Subsequent use of Data

Findings from this study may be used in other studies.

Rights of Research Subjects/ What if | have questions?

I have the right to not take part in this study. If | decide to take part in the study | can
later change my mind and leave the study. If | have any questions about this study now
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or in the future, regarding my rights as a research subject, | may contact the Research
Ethics Coordinator, at the University of Windsor, Windsor, Ontario N9B 3P4; Telephone:
519-253-3000, ext. 3948; e-mail: ethics@uwindsor.ca

Signature of Research Subject/Legal Representative

To voluntarily agree to take part in this study, “Hidden No More: Needs Assessment of
Service Use by the Hidden Homeless” | must sign on the line below. If | choose to take
part in this study | may leave the study at any time. | am not giving up any of my legal
rights by signing this form. By signing below | am agreeing that | have read, or had read
to me, this entire consent form, including the risks and benefits, and have had all of my
guestions answered. | will be given a copy of this consent form.

Name of Subject

Signature of Subject Date

Signature of Investigator

These are the terms under which | will conduct research.

Signature of Investigator Date

Revised February 2008


mailto:ethics@uwindsor.ca
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