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These aspects of society are 
naturally interrelated and 
homeless people would benefit 
significantly if there were effective 
communication and collaboration 
between agencies.  This survey 
presents the prevalence of mental 
health and addiction in the 
homeless population of three BC 
cities. In addition, we present data 
on physical health, socioeconomic 
status, early childhood 
experiences, and housing. A 
thorough understanding of the 
details and distribution of key 
health indicators is a necessary 
precursor to an effective public 
health response. 

To date, we are unable to 
thoroughly describe the health 
and mental health of the homeless 
population in BC, and as a result, 
policies and programs have not 
been able to effectively meet 
the needs of the homeless.   The 
British Columbia Health of the 
Homeless Survey is able to fill 
many of the gaps that exist in our 
knowledge about the homeless 
in BC and provide evidence to 
support positive change for this 
important issue.  Mental illness 
is a major risk factor of living 
in substandard housing and 
recovery from these problems is a 
significant step and prerequisite 
to become reintegrated into 
housing and independent living. 
Treatment for mental illness and 
available housing are essential 
to effective care for the most 
vulnerable. 

Key Findings and 
Recommendations

Mental Health: We found 
extremely high rates of multiple 
mental disorders (comorbidities) 
in our participants; 93 percent 
had a current mental disorder.  
The most common disorders 
participants met the criteria 
for were alcohol and drug 
dependence, agoraphobia, 
major depressive episodes, 
posttraumatic stress disorder and 
general anxiety disorder.  The 
majority of participants had 
more than one disorder and 56 
percent met criteria for a current, 
non-substance related disorder 
and at least one concurrent 
substance dependence disorder.  
Furthermore, 60 percent of the 
participants were at some risk 
of suicide at the time of the 
assessment, and more than one 
third of the sample had tried to 
commit suicide. 

Substance use behaviour: 
Participants commonly and 
frequently reported using 
substances associated with severe 
negative health outcomes. Poly-
substance use was the norm; 
participants reported using a 
median of three psychotropic 
substances in the 30 days prior 
to the interview. Additionally, 
we found extremely high rates 
of tobacco use and nicotine 
dependence in our sample. 
We found a high prevalence of 

crack cocaine use in our sample. 
Injection drug use (IDU) was 
reported by about a third of our 
sample. 

Physical Health: The vast 
majority of participants reported 
problems with their physical 
health; one third reported 
having five or more chronic 
conditions.  Sixty-two percent of 
participants also reported a past 
head injury.  Other common 
conditions reported were chronic 
back pain, Hepatitis B or C, 
migraine headaches, arthritis, 
problems walking, and respiratory 
problems. 

Traumatic experiences:  
Many participants reported 
severe psychological traumatic 
histories. High rates of multiple-
traumatization were found in the 
amjority of our sample.  Over half 
of all participants had experienced 
physical, emotional, and sexual 
abuse and physical and emotional 
neglect in childhood and during 
their critical developmental 
years.  Participants also reported 
high rates of re-victimization and 
emotional, physical and sexual 
abuse in adulthood.  

Health care utilization: Sixty-
three percent of participants 
reported seeing a medical doctor, 
which is significantly lower than 
the general Canadian population.  
Over half of participants had been 
to the emergency department in 
the year prior to the survey, and 

Executive Summary
The number of homeless individuals in British Columbian 
has significantly increased over the past 30 years in urban 
and rural communities across the province.  The relationship 
between homelessness and health is crucial.  An effective 
response will require integrated programs and policies that 
result from collaborating agencies for health, social welfare, 
children and families, justice, and housing.  
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34 percent felt that there was a 
time in the 12 months prior to 
the survey that they needed care 
but did not receive it.  Barriers 
to care were both personal and 
system-related in nature and 
included poor connections to 
health care service, and negative 
past experiences with seeking care. 

Women:  Overall, women 
reported higher prevalence rates 
of mental disorders than men, 
in particular depression and 
posttraumatic stress disorder.  
Women also reported more 
severe substance use and suicidal 
behaviour.  They were more likely 
to report the use of hard drugs 
(e.g., heroin, crack cocaine) and 
reported more frequent use of 
alcohol. Female participants 
reported higher rates of Hepatitis 
B or C and asthma, while men 
reported higher rates of head 
injury and heart disease.  Women 
were more likely to have been in 
the emergency room in the year 
prior to the survey.  

Youth and early homelessness: 
The youth in our sample, aged 
19-25 years, met criteria for many 
of the same mental disorders as 

the adults, but were more likely to 
be of higher risk for suicide and 
to report a past suicide attempt.  
They also reported more prevalent 
use of cannabis and alcohol and 
less prevalent use of crack cocaine, 
and were less likely to report IDU 
than adult participants. Those 
who experience homelessness 
for the first time under the age 
of 25 experiences higher rates of 
childhood trauma than the rest of 
the sample. 

Aboriginal People: Aboriginal 
participants reported similar 
rates of mental disorder than 
non-Aboriginal participants but 
were more likely to meet the 
criteria for past suicide attempt 
and current alcohol dependence.  
Aboriginal participants were more 
likely to report recent alcohol use 
and less likely to report heroin 
or crystal meth use.  Aboriginal 
participants were also less likely 
to report IDU.  Compared to 
non-Aboriginal participants, more 
Aboriginal people reported foetal 
alcohol spectrum disorder and 
anaemia.  Aboriginal participants 
also reported more traumatic 
experiences, in both adult and 
childhood abuse. 

Child welfare: Almost half of 
all participants and 70 percent 
of Aboriginal participants had 
been in the child welfare system. 
For those who had a history 
of child welfare, they reported 
being transitioned between 
homes a median of 3 different 
times and 26percent reported 
10 or more placements.  The 
average age participants were first 
placed in care was 8.8 years old.  
Participants who had been in care 
were more likely to have been 
younger at the time of interview, 
to have been younger when they 
first were homelessness, and to 
have parents who had been in the 
child welfare system.

vii

Recommendations to consider:

Improvements at different levels of care – Make treatment for mental health and addiction a priority at the 1. 
provincial and federal level;
Improve health care delivery for homeless populations – improve access to primary care, access to care for 2. 
mental health and addiction, case management, and crisis intervention;
Early support for childhood trauma – family intervention to prevent trauma and re-traumatization;3. 
Incorporate trauma treatment into a variety of services – from primary care, long term supported housing, 4. 
to correction facilities; 
Support for poly-drug users among homeless and vulnerable populations - immediate access to 5. 
detoxification and substitution treatment, counselling and case management; 
Care for severe and persistent mental illness – supported community housing, intensive case management, 6. 
and crisis intervention;
Programs specific to the needs of women, youth and Aboriginal people. 7. 
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1. Background 
1.1 Introduction
Homelessness is a serious public health concern that has grown in urban and rural centres across British 
Columbia (1,2). Addiction and mental health are among the most persistent and prevalent health 
concerns affecting homeless individuals (3–5). The concurrent presence of trauma, severe mental disorder 
and problematic substance use is one of the greatest barriers to recovery, in addition to social stability, 
and housing.   Homelessness is a social and political challenge for the community at large, as well as for 
the individual. 

As homelessness continues to affect society’s most vulnerable, there needs to be a change in public 
policy and program development to help those in need. In order to affect and produce change, clear and 
detailed data on the needs of this population must be collected. Therefore the purpose of this survey is 
to provide a detailed and standardized description of the health of the homeless in three different BC 
cities: Vancouver, Victoria, and Prince George. We hope to support best practices in policy development 
through better evidence of health challenges in high need populations, and see systemic change in service 
delivery. 

1.2 The relationship between homelessness and health

Morbidity and mortality rates are much higher in the homeless population than in the non-homeless 
population and a clear relationship has been shown between homelessness and multiple health issues 
(4–8). Homeless people suffer from extreme rates of physical ailments (9–11), mental disorders (2,12), 
addiction (12–14), victimization (15), early childhood trauma (16–18) and incarceration (19,20).  
The homeless population is composed of many people who are socially marginalized for reasons that 
include socioeconomic status, cultural background, criminal history, and lack safe shelter because of 
failed support and domestic violence (21–24) . For these reasons homeless people have a difficult time 
advocating for support, accessing appropriate health care and benefiting from care they receive.  This 
is particularly the case for those with severe and persistent mental illness or substance use disorders 
and those with multiple co-occurring disorders (25). In 2005-2006, mental and behavioural disorders 
were the number one reason for both visits to the emergency department and inpatient hospitalization 
among homeless people in Canada (26).  Homeless individuals suffer from complex health issues, and 
this is a challenge for the current system of care which needs adequate planning and capacity in order to 
effectively treat concurrent disorders and reduce harm in this population (2,25,27). 

Despite the acknowledged need for a mental health plan to support and stabilize this highly 
vulnerable population, recent studies using standardized instruments for measuring mental health are 
virtually non-existent in Canada.  Most Canadian estimates are based on data from non-standardized 
survey questions, records of existing diagnoses or out-dated reviews from the United States (US) 
(9,12,26).  Unfortunately, non-standardized survey measures vary greatly and generally provide unreliable 
data.  In addition, pooled data on mental disorder in homeless population from other countries result in 
wide estimates that are not generalizable (28). Little is known about the differences in health care needs 
in the different provincial health authorities.
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Figure 1: Homeless Iceberg

1.3 The scope of care for the mentally ill and homeless in Canada
Despite a growing awareness of concerns relating to mental health and homelessness, Canada is still 

lacking an overall national mental health strategy. This has recently been addressed in the 2006 federal 
report presented by Senator Michael Kirby entitled “Out of the Shadows at Last: Transforming Mental 
Health, Mental Illness and Addiction Services in Canada” (29). This national report shed light on the 
lack of adequate mental health care for the thousands of Canadians who need it. This report brought 
attention to the heavy toll that stigmatizing mental health and addiction has taken on society as a whole. 

In 2010, the BC Ministry of Health presented a 10 year mental health plan to the public called 
“Healthy Minds, Healthy People: A Ten-Year Plan to Address Mental Health and Substance Use in 
British Columbia” (30). This plan identified many of the current gaps in mental health care, support 
and delivery. In addition, it outlined specific steps that the provincial government intends to take to 
improve the mental health care system for all British Columbians.  Particularly relevant to the homeless 
population, the BC Ministry of Health recognized in this report the need to: 

“Implement integrated evidence-based primary and community care practices for people with •	
severe and complex mental disorders and/or substance dependence”,

“Implement evidence-based medication treatments, forms of assertive community case •	
management, crisis intervention, and rehabilitation services”,

“Enhance housing and support services for homeless people with mental illness and/or substance •	
use problems”.

In order to achieve these goals, reliable evidence on the specific burden of mental illness in the population 
is required. 
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In 2007, the BC Ministry of Health, in collaboration with several community and research 
organizations, undertook a detailed assessment of the absolutely homeless and inadequately housed in BC 
with severe mental illness and addiction (2).  In this study they found:

Between 8,000-15,500 of British Columbians with severe mental illness and addiction were living •	
on the streets.

Between 17,500-35,500 British Columbians were inadequately housed.•	

Individuals with the most severe cases of mental illness and addiction are the least likely to receive •	
appropriate care.

Homeless individuals have a limited connection to the current health care system.  Individuals •	
with severe mental illness and addiction often receive health care in an ineffective and expensive 
way through emergency services rather than through ongoing care.

Homelessness individuals with severe mental illness and addiction are one of the largest public •	
health problems in BC and in Canada.

These findings demonstrate the scope of this public health issue, however, the estimates were based on 
secondary data; many of the specific health concerns of the homeless population in BC remain unknown.  
In their report, Patterson and colleagues highlighted the importance of planning services around specific 
sub-groups of the homeless population.  To effectively do this, the health needs of key subpopulations 
must be understood.  For this reason this report provides empirical data on the distribution of mental 
disorders, substance use behaviours and other key health indicators of key sub-population of homeless 
people in BC.

1.4 The relationship of concurrent disorders and trauma with homelessness 
One of the main challenges homeless individuals pose to the current health care system is the 

complexity of health related issues that they experience.  Multiple severe morbidities are the norm, and 
concurrent disorders (the presence of a mental disorder and substance disorder) are highly prevalent and 
present specific barriers to recovery and adequate care (25). Recognizing the distinct types of morbidities 
confronting this population is important; however it is in the relationship that exists between these 
different areas of health that the need for a truly integrated response becomes clear. To be effective, 
a public health response must address the combined influence of ‘not having a safe place go’, ‘no 
resources’, ‘untreated mental disorder’, ‘extensive trauma histories’, and ‘drug taking risks’. In this case, an 
appropriate response would involve not only strategies and programs to address housing issues and reduce 
harms among injection drug users but strategies to also address mental health, addiction and trauma.    

In community samples, the experience of childhood trauma early in life has been linked to 
victimization later in life, the development of poor coping skills, as well as alcohol and drug dependence 
(31,32).  High rates of childhood trauma and sexual abuse, particularly among women are common 
among homeless populations. Unstable, hostile and/or traumatic environments early in life play a critical 
role in the vulnerabilities that may lead to homelessness (16–18,32,33).  As a result, homeless people are 
also much more likely to experience abuse as adults than the general population (16).   The need for safe 
houses and trauma care for homeless individuals is an important issue that, if adequately addressed, will 
benefit the physical and mental health of the homeless and help reduce the suffering that results from 
unresolved trauma and ongoing victimization. 



1.5 A diverse population
Homeless populations are not homogenous. The diversity observed such as gender, ethinicity age 

and so on, within and between homeless populations has several important implications.  First, the 
diversity between homeless populations limits the generalizability of research from different settings and 
published reviews of amalgamated study results (28). Second, the diversity within homeless populations 
calls for more detailed knowledge on important subgroups in order to more effectively reach the entire 
population.  Research is clear that differences exist between key homeless sub-populations are important 
to understand in order to address the needs of the population as a whole.

1.6 Homelessness in British Columbia 
Poverty and homeless is high in British Columbia, particularly in Vancouver, where it is so visually 

prominent in the downtown east side of the city. The high rates illicit drug use, mental disorder, poverty, 
and homelessness is in need of attention and should be recognized as dynamic condition. Homelessness is 
not only an issue in large urban centres but in smaller communities as well.  The increase in homelessness 
by 137% in Vancouver between 2002 and 2008 and its related problems necessitate corresponding 
services, policies and resources(1). By surveying three distinct cities in BC, this report provides important 
data from different community contexts in the province that can help determine the need for different 
approaches to policy and programming in different settings.  

1.7 Contributions of this report
This report is based on data collected from 500 homeless people in three BC cities and offers the most 
recent, comprehensive data set of key health indicators and risk factors among such a diverse homeless 
sample in BC.  The survey’s use of standardized instruments strengthens the validity of mental disorder 
rates in the population, compared to previous data in Canada, which has primarily relied on non-
standardized indicators.  Furthermore, the survey describes the health rates of key sub-groups to inform 
the development of policies and programs that support the health and recovery of those groups. 

The results and derived recommendations of this report build on and expand on BC’s 10-year Mental 
Health Plan (30). The Ministry of Health hopes to further identify important considerations and 
improvements to the current health and social care system for vulnerable populations living with complex 
mental and physical health issues and addictions. The recommendations offer solutions to the issues 
presented by the data and are meant to strengthen the BC government’s ability to address mental health 
and substance use issues in British Columbia.
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The BC Health of  the Homeless 2. 
Survey

2.1 Survey methodology
500 homeless individuals attended a one-session, face-to-face, structured clinical interview between 

May and September 2009. This study took place in Vancouver where we surveyed 250 homeless 
individuals, in Victoria where we surveyed 150 homeless individuals, and in Prince George where we 
surveyed 100 homeless individuals.  The minimum age to participate in this study was 19 years old. 
For the purpose of this study we defined ‘homelessness’ as living on the street or in a shelter during the 
month prior to study participation.  

The objectives of the interview were: 

To gather a comprehensive range of demographic and health data;•	

To determine the prevalence rates of mental and substance use disorder and to characterize •	
substance use patterns and behaviours;

To examine trauma experiences among the participants;•	

To investigate key determinants of health and provide clear health-related details of this diverse •	
population. 

In order to achieve these objectives we assessed:

Socio-demographic information: such as education, income, age, gender etc.  ∆

Lifetime and current mental health and substance use disorder diagnoses; ∆

Current suicide risk:  ∆

Current substance use behaviour; ∆

Current tobacco use and nicotine dependence; ∆

Childhood maltreatment experiences; ∆

Adult abuse experiences:  ∆

Recent and chronic physical health conditions; ∆

Health care utilization and barriers to accessing health care. ∆

A detailed description of the study methodology and an overview of instruments used to capture 
this data are found in Appendix A.    
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2.2. The research sites
Vancouver (pop. 578,041 )

The coastal city of Vancouver is the largest city in British Columbia and the centre of business and 
commerce in the province. Regional strategies to address housing needs and homelessness have been 
developed over the last few decades and particularly in the past five years. Despite these strategies, 
the number of homeless people in Vancouver rose 137 percent between 2002 and 2008. The recent 
Vancouver homeless count in 2010 (34) estimated that 1,715 people were homeless in Vancouver, 
which is a nine percent increase compared to the previous count in 2008 (35). Vancouver is also home 
to the Downtown Eastside (DTES), which is known for its run-down buildings, open drug scene, and 
community of people who suffer from disproportionate rates of poverty, homelessness, mental illness, 
substance dependence, and trauma.  The DTES is also where many of the single occupancy hotels (SRO), 
homeless shelters and services are located.  The majority of the city’s visible homeless are residents of the 
DTES and a significant number of the Vancouver sample was derived there, however the survey did reach 
out to homeless people across the entire city.      

Victoria (pop. 78, 0571)

Victoria is the capital of BC and lies on the Southern tip of Vancouver Island.  The Greater Victoria area 
is home to 330,088 residents. Two main homeless shelters exist in the city; one that exclusively houses 
men. There is one co-ed facility, but used mostly by males. There is also one designated safe house for 
women. At this time, the need for beds and housing exceeds the current availability. A recent estimate of 
the Victoria homeless population conducted by the Cool-Aid Society enumerated 1099 homeless persons 
in the city (36).

Prince George (70, 9811)  

Known as BC’s northern capital, Prince George is located in the centre of the province amidst a vast 
natural landscape.  Substantial employment around an active forestry industry has contributed to Prince 
George’s population growth. Ten percent of residents are of Aboriginal ancestry, which is much higher 
than the four percent province-wide. Prince George also has lower than average education levels and 
higher than average crime rates, compared to the rest of the province. A report (37,50) by the Prince 
George Community Partners Addressing Homelessness in 2009, estimated a minimum of 375 homeless 
people (37).
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Demographic characteristics of  our 3. 
sample

The sample from our study represents a substantial proportion, between 14-27 percent, of the total 
estimated number of homeless people in Vancouver, Victoria and Prince George (Table 1). The average 
age of participants in this study was 38 years. Participants ranged in age from 18-66 years. Fifteen 
percent of participants were between the ages of 19-25 years.  Thirty nine percent of the participants 
were female and 40 percent identified as Aboriginal. Only 17 percent had a high school diploma, 11 
percent had attended university and seven percent had graduated from a college or university.  Half of 
the participants were living on the street at the time of the interview and the other half were staying 
in homeless shelters.  This number varied based on survey location, with more participants in Victoria 
sleeping on the street in the month previous to the interview, and more participants in Prince George 
staying in an emergency shelter (Figure 6). The most common places participants slept in the 12 
months prior to the survey were emergency shelters, outside/on the street, in their own homes, in a 
motel or SRO hotel.  The demographic characteristics of the participants are described in Figures 2-6. 
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Figure 2: Age distribution of participants (n=500)

Location Homeless Count 
Estimates1

Study Sample (% of 
homeless estimate)

Vancouver 1515 250 (16.5)
Victoria 1099 150 (13.6)
Prince George 375 100 (26.7)

1Vancouver: Social Planning and Research Council of BC, 2008. Included 104 individuals under 19 
years; Victoria: Cool Aid Society, 2006.  Included those 16 years and older; Prince Geroge: Kutzner 
D, Ameyaw S, Prince George Community Partners Addressing Homelessness, 2010.

Table 1: Local homeless count estimates and survey sample size by location site 
(n=500)
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* Other includes 11 Black/African (2.2%); 6 Asian (1.2%); 4 Hispanic/Latin American

56%40%

4%

White

Aboriginal 

Other*

(0.8%)

Figure 3: Ethnic distribution of participants (n=500)

Figure 4: Locations participants slept in the 12 months prior to the interview (n=500)*
 

 
 

 
* Participants could indicate more than one location 
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3.1 Income
Eighty percent of the participants were receiving government support at the time of the interview, 

and yet 76 percent of them felt they did not have enough income to afford basic necessities. As a result 
they sought income through other means, these included: panhandling (21%); sex work by women only 
(21%); sex work by all (10%); and other illegal activities (15%). Only 8 percent received income through 
employment.

3.2 Current and past family situation
The majority of participants (92%) were parents to 

at least one child. However, 40 percent of those who 
were parents did not have contact with at least one of 
their children.  Four percent of female participants 
reported being pregnant at the time of interview.  
Forty-six percent had been in government care as 
a child, either in foster care or a group home. The 
number of participants who have been in government 
care as a child was significantly higher among 
Aboriginal participants; 70 percent of Aboriginal 
participants reported being in the child welfare 
system compared to 29 percent of non-Aboriginal 
participants.   

3.3 Crime and incarceration
Sixty-six percent of the participants had been 
incarcerated at least once in their lifetime.  All crimes 
committed by participants in the 30 days prior to 
interview were committed by just under one third 
(32.9%) of participants.  These participants reported 
committing an average of 12 crimes in the 30 days 
prior to the survey. 
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*All differences statistically significant using Chi-square test or Fisher’s exact test at the 
p<0.05 level 
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4. Health Indicators in Homeless 
Populations

4.1 Mental health 
Good mental health is integral to living a balanced healthy life for all.  This is significant challenge 

for the homeless who report higher rates of all mental disorders when compared to the general 
population.  For some homeless individuals, severe mental health problems and addiction are the 
contributing causes of homelessness, for others the stresses and pressures of homelessness have 
exacerbated previous conditions or contributed to the development of new mental disorders like 
major depression. Once homeless, mental health and addiction have a large influence on the ability 
to achieve stability and effectively engage the system of care.  Without the appropriate support, severe 
mental disorders and addiction can be devastating, reducing the likelihood of finding safe shelter or 
affordable housing, while at the same time increasing the risk of further marginalization, personal 
harm, public disorder, incarceration, illness and death.  

According to current literature, housing with support can result in fewer homeless days and 
improved access and use of mental health and addiction treatment services (38,39).  In Toronto, a 
collaborative project by Seaton House, one of Canada’s largest shelters, and St. Michael’s Hospital 
found improved clinical and housing outcomes among homeless people engaged in a fusion of care 
model of service delivery (40). In British Columbia however, few treatment programs offer consistent, 
appropriate and accessible support to the thousands of homeless individuals suffering from severe 
and often co-occurring mental disorders (2). For this study we utilized the MINI-plus, a standardized 
psychiatric interview to determine the prevalence rates of ten mental disorders, two mental episodes 
and suicidality. The MINI-plus and all other measures are described in Appendix A.  

4.2 Concurrent disorders
Population based research has observed a strong relationship between substance use and mental 

illness. Adults who meet criteria for a mental illness are more than twice as likely to have a concurrent 
alcohol or substance use disorder as those without (41).  For the homeless, the relationship between 
mental health and addiction is even more apparent.  In a large-scale study of 900 homeless people in 
St. Louis, only a few psychiatric conditions were not complicated by substance abuse (15). Between 
10-50 percent of homeless people qualify for having a concurrent disorder (25,42) and several reports 
have shown that over 50 percent of homeless individuals who have a mental disorder also have 
concurrent substance use disorder (42–44). 

In 2007, the Centre for Applied Research in Mental Health and Addiction estimated that between 
5,250-7,250 absolutely homeless British Columbian’s had a concurrent disorder (2). Concurrent 
disorders are associated with negative outcomes such as relapse, hospitalization, incarceration, 
victimization and infectious disease (45).  In addition, homeless individuals with concurrent disorders 
face several barriers to appropriate care, such as exclusion of mental health care due to substance 
dependence and the stigma associated with substance dependence. Recent developments and efforts 
have been made in the treatment of concurrent disorders. However in BC, clinical pathways that 
incorporate both mental health and substance dependence are still uncommon and difficult to access. 



14 | BC Health of the Homeless Survey

4.3 Suicidality
The literature consistently reports high mortality rates among the homeless (6,46) and a recent review 

indicated that homeless individuals were 3-4 times more likely to die earlier than the general population 
(47).  Studies assessing cause-specific mortality found that suicide was among the leading causes of death 
(48). Longitudinal studies following homeless and marginally housed men and women over a decade 
found that their mortality ratios for death by suicide were 2.3 to 6.0 greater than those of the general 
population (6,49). Furthermore, high rates of suicide ideations and attempts were reported in homeless 
populations (50), especially among individuals with psychiatric disorders (51). In view of such findings, 
studies are needed which explore suicide behaviour among homeless individuals in order to inform 
the development of new assessment and treatment strategies that may account for such behaviour and 
improve health outcomes. Suicidality risk was assessed with the MINI-plus.

4.4 Substance use
Substance-use disorders are the most common type of mental disorders identified in homeless people 

and play a major role in the physical, mental and social wellbeing of this population (4,9,28).  Research 
shows that IDU and crack cocaine smoking have been associated with Human Immunodeficiency Virus 
(HIV), Hepatitis C infection and premature death in the homeless and street involved adults and youth 
(6,52–55).  Illicit substance use has also been associated with community harms including public drug 
use, criminal involvement and confrontations with the police and justice system. In addition, illicit 
substance use contributes to further marginalization and social exclusion (56,57).  Evidence shows 
that harm reduction strategies, such as needle exchanges and safe injection sites have been effective 
in attenuating some of the negative outcomes of illicit drug use (58).  However, the availability of 
comprehensive substance use treatment for this population is minimal.  Further, the illicit status of the 
substances commonly used in the homeless community creates barriers to adequate health care and places 
vulnerable individuals at further risk.     

 In order to plan for adequate services and effective programs for the homeless population, patterns of 
use must be understood.  The Maudsley Addiction Profile was used in this study to measure substance 
use type and frequency as well as some indicators of risky drug using practices. 
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4.4.1 Smoking

Cigarette smoking is often neglected in studies examining substance abuse among the homeless; 
however, the few existing studies reveal smoking prevalence rates between 69 percent and 78 percent (59–
61).  Smokers who are homeless tend to use more cigarettes per day, initiate tobacco use at a younger age, 
and have a longer smoking history than non-homeless smokers (62). Additionally, research suggests that 
homeless individuals engage in high-risk smoking practices such as smoking cigarettes remade from butts, 
which are collected from streets and public ashtrays, blocking filter vents, and even smoking littered 
filters (63). These factors and behaviours place them at an increased risk for tobacco-related diseases, 
and their excessive morbidity and mortality rates have at least partly been attributed to their tobacco use 
(6,64).  In the current study, we assessed prevalence rates of smoking and nicotine dependence using the 
Fagerstrom Test for Nicotine Dependence (FTND).        

   

4.5 Physical health
Homeless people experience more physical health problems and report poorer health than people 

sleeping in secure and stable housing (65).   Mental health issues, addiction, risky health behaviours 
and poor access to care are all associated with increased physical morbidity and mortality due to illness, 
accident, injury or disability (6).  According to the Canada Health Survey in Vancouver, 36 percent of 
SRO residents perceived their health to be in poor condition compared to only 10 percent of the general 
population (65). Homeless people face similar health problems than the general population, but at much 
higher rates (66).  One Canadian study found that 58 percent of homeless participants had suffered 
from a traumatic brain injury (67). The most severe physical conditions reported by homeless people 
include injuries caused by accidents or violence, HIV/AIDS, hepatitis B and C, tuberculosis, pneumonia, 
diabetes, arthritis, heart disease, and sexual transmitted infections (STIs) (65). 

Several factors negatively affect the health of homeless (65):

Homelessness increases a person’s exposure to infections and communicable diseases. Increased •	
rates of tuberculosis are found in homeless populations.

Homelessness is a stressful life experience.  Severe stress can trigger genetic predispositions to •	
diseases such as hypertension.

Long periods of malnutrition can cause chronic health conditions such as anemia and •	
degenerative bone diseases.

Difficult living conditions result in poor hygiene, inadequate nutrition, and physical injuries.•	

Little is reported about specific physical health conditions of homeless people in BC. This report 
collected data on a list of self-reported conditions using the National Survey of Homeless Assistance 
Providers and Clients (Appendix A).  
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4.6 Traumatic experiences
 Homeless populations report a significantly higher prevalence of traumatic experiences than to non-

homeless populations (16–18).  An early traumatic experience refers to a negative event that produces 
distress and the distress itself. Traumatic experiences can continue to impact the way an individual builds 
relationships and attachment throughout life. Therefore we felt it was key to discover the early life trauma 
experienced in our sample.

Homeless people sustain high rates of trauma and have little access to physical safety and adequate 
trauma support.  Often one reason individuals, in particular women and youth, end up homeless is 
physical violence and parental or spousal conflict. The fear and threat of violence can keep a homeless 
individual from seeking safety or proper support while increasing their susceptibility to drug use in order 
to cope with trauma associated stress.  

In a sample of runaway adolescents, over 50 percent had been physically abused and one third had been 
sexually abused (33).  Adults who have experienced childhood abuse or neglect are more likely to be 
homeless and to suffer from more severe mental disorders than those who have not (16–18).  Childhood 
abuse is a risk factor for mental disorder and for re-victimization later in life (31). Among 2,577 homeless 
and marginally housed people in San Francisco, one third reported either physical or sexual assault in the 
year prior to their interview for a research study (16).  For women, those who were homeless were over 
three times more likely to have been sexually assaulted than those who were marginally housed (16). Two 
instruments were used to identify trauma rates among the homeless in this study: the Childhood Trauma 
Questionnaire (CTQ) and the Abuse in Adulthood Questionnaire (AAQ).

4.7 Health care use and access 
According to the Canadian Health Act, all Canadians should receive universal care (68), but only few 

homeless people receive adequate medical care considering their health needs. Homeless individuals are 
hospitalized up to five times more often than the general public and stay in the hospital longer than 
other low-income patients (69,70). Many health services are not well suited for the living conditions 
that many homeless people find themselves in and specific barriers to care can prevent homeless people 
from engaging with the health care system in the first place (71).  Reliance on the charitable food sector 
for food security can make it impossible for homeless people to adhere to medical recommendations 
regarding dietary modifications (72). A lack of continuity of care is also common due to the transient 
nature of the homeless (5). General mistrust of health care providers, fear of being reported to authorities 
(e.g., victims of assault), stigma, and lack of access to primary care providers have been identified as 
additional barriers to health care services in Canada (9). 

Access to mental health care and substance abuse treatment can be difficult for homeless people because 
of the lack of publically funded mental health and addiction treatment programs that offer accessible, 
low barrier concurrent disorder care.  As a result, the majority of health care utilization of the homeless 
occurs in emergency departments, which is costly to the health care system and does not ensure any form 
of continuity of care (48).  To date, very little is known about health care access needs of the homeless 
population in BC. This study collected information about important factors that influence homeless 
people’s access to health care in BC.
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4.8 High risk populations 
4.8.1 Women

In recent decades the proportion of women living homeless has been steadily climbing.  The literature 
shows that the experience of homelessness and subsequent health care needs significantly differ between 
men and women (15). Although research on the differences between male and females homelessness is 
not completely consistent, homeless women have been found to have higher rates of mental illness than 
men, particularly for disorders such as depression and post traumatic stress disorder (PTSD) (27,73–75).  
General substance disorder rates from the United States suggest that homeless men suffer from greater 
rates of alcohol and drug related disorders than women (14,15,28,76,77).  However, some recent studies 
have found that while men had higher rates of alcohol disorder, more women met the criteria for drug 
use disorder (28,78). Crack use, which has increased among several street populations, has been found 
in some settings to be more common among women than men (79).  In addition, homeless women are 
more likely to have been sexually abused as children than homeless men (15). Although it is not clear 
whether childhood physical abuse is more prevalent among men or women, women are more likely to 
report physical spousal abuse as an adult (16). In a sample of 575 unstably housed women, those who 
were homeless were over three times more likely to have been sexually assaulted than those who were 
marginally housed (16). 

4.8.2 Street entrenched youth

In many urban communities, homeless youth are a growing population of highly vulnerable 
individuals.  These youth have higher rates of mental disorder, substance abuse and suicide when 
compared to housed youth (56). In Canada, youth suicide is one of the most severe public health 
problems. Homeless youth have very little connection to positive social networks and may mistrust the 
formal health care system.  Many street youth first encounter the child welfare system or the juvenile 
detention system during intermittent periods of homelessness (80). 

When on the street, homeless youth exhibit a host of health risk behaviours including chronic 
substance use, injection drug use, survival sex work and criminal activity (35).  Much of this behaviour is 
driven by survival needs, unstable mental states and negative coping behaviour. Between 78-90 percent 
of street youth report a lifetime of mental illness, predominantly displaying high rates of depression and 
PTSD (81).   Homeless youth are six times more likely to meet criteria for two or more mental disorders 
and are 10 times more likely to attempt suicide than the general youth population (48,82).  Feelings 
of being trapped and unresolved emotions related to neglect and abuse early in life underlie much of 
this emotional pain and suicidal ideation (83).  Family conflict or dysfunction is often reported as the 
main reason youth leave home (84,85).  For many, childhood trauma is a significant factor precipitating 
homelessness (86). Experiences of physical abuse have been found to be as high as 51 percent and 
29 percent for sexual abuse. Often rates of sexual abuse are proportionally higher in young women 
(33,86,87).  Experiencing trauma early in life has been associated with substance abuse, PTSD, depressive 
symptoms and suicide (88–90), demonstrating the important interconnection of trauma, mental disorder 
and substance use for this population.  
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4.8.3 Aboriginal peoples

In cities across Canada, Aboriginal people are overrepresented in the homeless population by a factor 
of about ten (9). In 2001, it was estimated that 23 percent of BC’s total Aboriginal population was 
homeless and 41 percent were at risk of homelessness (91). Despite this disparity, no reliable figures on 
the number of homeless Aboriginal people are available in BC and little is known about the health of 
Aboriginal homeless people. What has been found is that compared to the non-homeless population, 
the Aboriginal homeless population contains a higher 
proportion of women and children (91), signalling the 
need for more effective Aboriginal specific initiatives that 
support vulnerable women, children and families.  

Factors that play an important role in Aboriginal 
homelessness include lack of consistent employment, 
poverty, mental disorder, substance use, history with the 
residential school system, experience with the child welfare 
system and lack of affordable housing (91).   Although 
the residential school system is no longer in operation, a 
significant number of Aboriginal children are now involved 
in the child welfare system (92).  Notably, in a survey of 
Aboriginal street youth in BC, 42 percent had been in 
foster care (93).  In a study of 605 at-risk Aboriginal young 
people living in Vancouver and Prince George, those who 
had been in the child welfare system were more likely to 
have experienced homelessness (94).   

Provincial programs have been initiated to address urban 
homelessness among Aboriginal people (95), however 
evaluations on the reach, availability and impact of these programs are not readily available.  Innovative 
culture based programming has been found to be successful in engaging and addressing some Aboriginal 
health issues and disparities, however widespread availability of this type of support for Aboriginal people 
in need has yet to be realized.  

4.8.4 Child welfare

In 2010, the British Columbia (BC) child welfare system had approximately 8,000 children aged 0-18 
years in its care, over half of which were of Aboriginal decent (92).  In BC, approximately 700 youth 
annually “age out” of the child-welfare system (96).  Very little standardized data is available on youth 
transitioning from the child welfare system to independent living in BC, however research has described 
that it can be a difficult and challenging time for those in the system (97,98). Survey data has indicated 
that homeless people are between 10-40 times more likely to have a history of child welfare than the 
general population (99).  Although the first episode of homelessness for youth in the child welfare 
system may come before being placed in care or while still in-care, longitudinal research shows that many 
youth who graduate from the child welfare system, become unstably housed or absolutely homeless after 
emancipation (80,100).  In a cohort of foster care graduates from Detroit, 20 percent reported chronic 
homelessness and an additional 12 percent experienced decreasingly stable housing throughout the 2-year 
period after ageing out of care. In another study of 345 youth leaving the foster care system, 53.6 percent 
experienced unstable housing or homelessness within 18 months of leaving care (101). Given the extent 
of the relationship between foster care and homelessness, efforts aimed at preventing homelessness must 
incorporate the child welfare system and these vulnerable individuals.



‘Needle sweepers’ as shown above, are supported by a number of community 
organizations. They remove used needles, and othr debris throughout the DTES 
in a harm reduction approach. 
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5. Findings from our study   

5.1 Mental health 
Almost all participants (93%) experienced a mental disorder or a substance use disorder 

at one time in their life. Eighty-three percent met the criteria for substance use disorder, and 
almost two thirds (65%) of participants met the criteria for a non-substance related mental 
disorder. 

In addition to high rates of substance use disorders, we found high rates of major depressive 
episodes, posttraumatic stress disorder (PTSD), agoraphobia and generalized anxiety disorder      
(Tables 2 - 4). These results confirm the high prevalence rates for mental health disorders in 
homeless individuals previously reported in the literature. They also reveal a notable disparity 
between the mental health of homeless people compared to that of individuals from the general 
Canadian population (102). Depression and anxiety disorders are the most common mental 
illnesses found in the general public as shown in big population based national surveys in the 
US (103). Our results are supported by the literature as it has clearly shown that mental illness 
is frequently found in homeless individuals (28).

However, estimations of mental disorders in homeless populations vary greatly. A recent 
meta-analysis evaluated the results of 29 epidemiological studies among different homeless 
samples from the US and other Western countries.  The results showed that prevalence rates 
were 2.8 percent to 42.3percent for psychotic illnesses; 0percent to 40.9 percent for major 
depression; 2.2 percent to 71.0 percent for personality disorders; 8.5 percent to 58.1percent 
for alcohol dependence; and 4.7percent to 54.2 percent for drug dependence (28). Results for 
Canadian homeless samples were missing in this meta-analysis. Thus, our study adds important 
information to international data. Furthermore, since prevalence rates appear to vary largely 
between countries, our study provides important information that can be used locally to tailor 
housing interventions for homeless individuals in BC.  



21 | BC Health of the Homeless Survey

Immediate recommendations

We feel that the inclusion of regular screening for psychiatric disorders and substance use disorders 
would be beneficial to properly addressing those suffering with mental health issues. Screening should 
take place at each visit to any health care service and facility; not simply in emergency or acute care visits.  
In addition, access to care needs to be organized in a population specific approach.  A first step may be 
through mental health outreach in shelters, including the direct provision of necessary medications.

Anxiety disorders Current n (%) Lifetime n (%)
Any anxiety disorder** 280 (57.3) 380 (77.7)
Agoraphobia 139 (28.4) 194 (39.7)
Posttraumatic stress disorder 100 (20.5) 279 (57.1)
Generalized anxiety disorder 98 (20.0) n/a
Social phobia 89 (18.2) n/a
Panic disorder 63 (12.9) 97 (19.8)

Mood disorders+ Current n (%) Lifetime n (%)
Any mood disorder** 154 (31.5) 211 (43.2)
Major depressive episode 111 (22.7) 222 (45.4)
Manic (hypo-manic) episode 59 (12.1) 217 (44.4)
Dysthymia 13 (2.7) 23 (4.7)

Disorders Current n (%) Lifetime n (%)
Any substance use disorder** 405 (82.6) 431 (88.1)
Drug dependence 343 (70.1) 374 (76.5)
Alcohol dependence  182 (37.2) 337 (68.9)
Schizophrenic psychosis 73 (14.9) 133 (27.2)

Table 2: Prevalence rates of current and lifetime anxiety disorders among participants 
(n=489)*

Table 3: Prevalence rates of current and lifetime mood disorders among participants 
(n=489)*

Table 4: Prevalence rates of current and lifetime substance use dependence and 
schizophrenic psychosis among participants (n=489)*

*Measured using the MINI-PLUS (Appendix B)
**Indicates general anxiety disorder, panic disorder, agoraphobia, social phobia or posttraumatic stress disorder

*Measured using the MINI-PLUS (Appendix B)
** Indicates major depressive episode, manic (hypo-manic) episode or dysthymia

*Measured using the MINI-PLUS (Appendix B)
** Indicates alcohol or drug dependence
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Disorders n (%)
Concurrent disorder* 264 (53.4)
Substance dependence disorder only** 140 (28.6)
Mental disorder only*** 49 (10.0)

Table 5: Prevalence of concurrent disorders (n=489)

5.2 Concurrent disorders
More than half (56%) of our participants met criteria for a concurrent mental disorder (i.e., both 

a current substance use disorder and a current mental health disorder). We found that it was more 
common to have concurrent disorders than a substance use disorder or a mental health disorder alone, 
as seen in Table 5.  The discovery that more than half of the entire sample had concurrent disorders 
is striking and by far exceeds the rates reported in the literature, where prevalence rates of concurrent 
disorders in homeless populations ranged from 16 percent to 31 percent (104–106). In our sample, the 
high number of concurrent disorders is driven by high rates of substance use disorders. Furthermore, 
in contrast to other studies among homeless women which were typically carried out with shelter users, 
many of our participants lived on the streets. These individuals may be more compromised by mental 
illness and more prone to substance use than their sheltered counterparts. Furthermore, we included a 
substantial group of women who identified as Aboriginal. This population has higher rates of substance 
use and mental disorders than the non-Aboriginal population (107). Thus, our participants may represent 
a particularly severe group compared to other homeless samples.  The high prevalence rates of mental 
disorders and substance use disorders in our sample highlights the severity and complexity of mental 
health problems present in this homeless population.

*At least one substance disorder and at least one mental disorder
**Includes alcohol or drug dependence
***Does not include substance dependence disorders

Immediate recommendation 

The severity of mental health and substance use disorders needs to be considered in both assessment 
and treatment of homeless individuals. Comprehensive, intensive, and integrated prevention 
and treatment programs need to be developed that are adapted to meet the needs of homeless 
individuals. Mental health service providers should receive specialized concurrent-disorder training 
to provide effective interventions for this population. Housing programs need to be associated with 
multidisciplinary yet specialized services, including mental health care, substance abuse counselling, 
pharmacotherapy, and crisis management. 
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Variables
No suicide 

risk

n (%)

Low suicide 
risk

n (%)

Moderate/high 
suicide risk

n (%)

Trend test*

P
Total sample 195 (39.9) 214 (43.8) 80 (16.3) -
Age
    ≤ 35 
    > 35

68 (34.8)
127 (65.1)

94 (43.9)
120 (59.1)

36 (45.0)
44 (55.0)

.0595

Gender
    women
    men

63 (32.3)
132 (67.7)

87 (40.7)
127 (59.3)

43 (53.8)
37 (46.2)

.001

Ethnicity
    Aboriginal
    other

72 (36.9)
123 (63.1)

90 (42.1)
124 (57.9)

34 (42.5)
46 (57.4)

.29

Education level
    <  high school diploma
    ≥  high school diploma

125 (64.1)
70 (35.9)

137 (64.0)
77 (36.0)

47 (58.8)
33 (41.2)

.48

Table 6: Trends for sociodemographic variables across levels of suicide risk (n=489)

5.3. Suicidality
Over half (60%) of our sample was at risk of suicide at the time of the interview. The distribution 

of suicide risk levels for the entire sample is shown in Table 6. The high rates of suicide attempts are 
concerning, but the findings confirm results from other studies which reporting high rates of suicidal 
ideations and suicide attempts in homeless populations (44,50,108). For example, in a sample of 
homeless people with mental illness, 51.3 percent reported a lifetime suicide attempt (44). While many 
previous studies assessed suicidal ideations with a single item, our study extends these findings by adding 
information about the severity of current suicide risk, derived through a detailed assessment of current 
and past suicidal ideations, plans, attempts, and self-injury. More than one third of the sample (50.3% 
among women) had ever attempted suicide. Details about the current and past suicide behaviour are 
reported in table 7. The results presented on Suicidality underline the immediate risk to commit self-
harm or of death due to suicide. Gender was significantly associated with suicide risk levels (Table 6). 
The proportion of women increased while the proportion of men decreased in categories of higher 
suicide risk. This finding is in line with other studies among the homeless where women were more 
likely to report suicidal ideations and attempts than men (108,109). A literature review on sexual assault 
victimization and suicidal behaviour in women concluded that sexual victimization is as an important 
risk factor for suicidal behavior in homeless (110).

There is a lack of suicide prevention and suicide intervention programs for the homeless and the 
services that exist (e.g. crisis phone lines) are not utilized, perhaps they do not meet the specific needs of a 
homeless person in an acute crisis.

*Cochran-Armitage Trend tests identified trends for these four sociodemographic variables across levels of suicide risk 
(‘no’ versus ‘low’’ versus ‘moderate/high’ risk) in univariate models.
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Suicidality Variables n (%)
Ever attempted suicide 183 (37.4)
Ever wished to be dead 116 (23.7)
Ever thought about suicide 110 (22.5)
Attempted suicide in the past month 22 (4.5)
Ever had a suicide plan 14 (2.9)

Table 7: Current and past suicidal behaviour among participants (n=489)*

Immediate recommendations

The system of care needs to create and increase capacity for crisis response for homeless people beyond 
emergency departments or acute care, such as crisis apartments with psychosocial support. Emergency 
departments are often overwhelmed with these clients in their usual workflow. In addition the increased 
outreach as part of integrated services like street nurses, which would therefore support those most at risk 
and address critical deescalation early. Standardized screening for suicidal ideations or other risk factors 
should be part of general medical and social services. Lastly, homeless individuals accessing the system 
of care should be routinely screened for suicidality; in addition, service providers should be trained to 
estimate the risk of suicide and provide crisis intervention.

*Measured using the MINI-PLUS (Appendix B).
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5.4 Substance use
The most frequently used substances in our sample were alcohol, cannabis, crack, heroin and cocaine. 

Nearly one third (32.1%) of participants reported Injection Drug Use (IDU).  Of the 144 participants 
who reported IDU, the most common drugs injected were heroin, [crack] cocaine, other opiates and 
crystal methamphetamine. The rate of substance use in our sample is further described in figure 7.  

These findings outline:

High prevalence rates of alcohol and drug use disorders. In particular high prevalence of drug 1. 
dependence as compared to the general population and other homeless samples.

Extremely high prevalence of crack cocaine use. As crack cocaine is associated with multiple high-risk 2. 
behaviours, this puts homeless individuals at a greater risk for drug dependence and incarceration.  

The substantial co-occurrence of alcohol dependence (AD) and drug dependence (DD). The majority 3. 
of our sample who had a current alcohol dependence also had concurrent drug dependence.

Recovery rates are inconsistent. Although many participants reported recovery from AD (many 4. 
participants reported a lifetime AD, but did not have currently have AD) most of those sampled who 
had recovered from AD had a current DD, demonstrating the cycle from one disorder into another. 
In addition, we found that lifetime DD rates and current DD rates were almost identical.

*
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Figure 7: Substance types used in the 30 days prior to interview (n=499)*

*Participants could indicate more than one substance. Measured using the Maudsley Addiction Profile (Appendix B).
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Many participants injected more than one type of drug. The use of more than one type of drug, 
simultaneously or within a short time period, is known as ‘poly drug use’. The frequency in drug use 
varied greatly from once a month to every day. Individuals who reported injection drug use reported 
injecting a median of 3-times typical day of use.  Although risk of infection is high with IDU, only a 
minority (7%) of IDU participants reported injecting with a shared syringe. Similar to our findings, poly 
drug use has been observed in other homeless and IDU populations (111,112), emphasizing the need to 
apply specific harm reduction measures, treatment modalities to the current system of care. Number of 
days days using (fig. 8), and type of drug used (fig.9) are further described in figure 8 and 9.

 
 
* Includes only those who reported using specific substance in the 30 days prior to 
interview (Alcohol n=293; cannabis n=288; crack n=257; heroin n=124; cocaine n=96; 
illicit opioids n=63; crystal meth n=62; benzodiazepines n=29; illicit methadone n=25).  
Measured using the Maudsley Addiction Profile (Appendix B).   
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Figure 8: Number of days using specific substances in the 30 days prior to the interview*

*Includes only those who reported using specific substance in the 30 days prior to interview (Alcohol n=293; cannabis 
n=288; crack n=257; heroin n=124; cocaine n=96; illicit opioids n=63; crystal meth n=62; benzodiazepines n=29; illicit 
methadone n=25). Measured using the Maudsley Addiction Profile (Appendix B).

Substance use is often a pathway to homelessness, in addition, once homeless it is often a coping 
mechanism (113). It is important to evaluate this in more detail so we can better understand the dynamic 
nature of homelessness.  Nonetheless, this demonstrates the difficulty in providing stable housing for 
substance using homeless individuals, when many facilities/programs only provide services or housing to 
sober individuals.
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* Includes only participants reporting injection drug use (n=144).  Measured using the 
Maudsley Addiction Profile (Appendix B).
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Figure 9: Type of injection drugs used in the 30 days prior to the interview*

5.4.1 Smoking

We found very high rates of smoking in our sample, with nearly equal gender distribution. Eighty-one 
percent of the participants (83 % of men and 78 % of women) were current smokers. Table 8 shows the 
current prevalence rates of smoking and nicotine dependence.  Fifty-one percent of all smokers (i.e., 41% 
of the entire sample including the non-smokers) had high nicotine dependence.

The high smoking rates in our sample are striking given that Canada has one of the lowest smoking 
rates in the world, with 18 percent smokers among women and 20 percent smokers among men in 
the general population (114). The high smoking prevalence may also be attributed to the high rates of 
co-occurring substance use and mental health disorders we found in our sample. Researchers estimated 
that smoking is two- to four-fold higher in patients with co-occurring substance use and/or mental 
disorders than in the general population (115,116). It has been suggested that individuals with mental 
illnesses smoke cigarettes to ‘self-medicate’ their psychiatric symptoms (117,118). Furthermore, the stress 
associated with being homeless may increase smoking prevalence and impede cessation.

There is an ongoing controversy in regards to whether homeless people with SUD should receive: 
A) the ‘Housing First’ interventions where they are provided with permanent housing without the 
requirement of substance abuse treatment or abstinence at any time, or B) the ‘Treatment first’ 
interventions which stepwise move from rehabilitative interventions, to reduce substance use and mental 
illness symptoms, to long-term stable housing.  We feel each individual situation should be assessed 
on a case-by-case basis in all form of care, with the aforementioned findings and severity of addiction 
and concurrent disorders in this population in addition to other vulnerabilities. We favour the latter 
solution, as it has been clearly indicted that high severity and the complexity of psychosocial problems 
need to be addressed in intensive, comprehensive, and integrated treatment followed by housing services. 
The severity and complexity of an individuals psychosocial problem are a barrier to maintaining stable 
housing.

*Includes only participants reporting injection drug use (n=144). Measured using the Maudsley Addiction Profile (Appendix B).
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Variables n (%)

Non-smokers 96 (19.2)
Smokers
   low dependence
   high dependence

404 (80.8)
197 (39.4)
207 (41.1)

Cigarettes smoked per day
    1 - 10
    11 - 20
    21 - 30
    31 and more

138 (34.2)
161 (39.8)
85 (21.0)
20 (5.0)

Nicotine dependence scores (FTND)
    0 - 2 (very low)
    3 - 4 (low)
    5 (medium)
    6 - 7 (high)
    8 - 10 (very high)

60 (14.8)
71 (17.6)
66 (16.3)
130 (32.2)
77 (19.1)

Table 8: Smoking behavior and nicotine dependence among participants who reported 
smoking (n=404)

FTND = Fagerstrom Test for Nicotine Dependence

Our participants had high nicotine dependence with an 
average FTND score of 5.0. In comparison, the average 
FTND scores in different samples of the general population 
from twelve European countries and the US ranged from 
2.8 to 4.6 (119). Given that high nicotine dependence 
is associated with low quit attempts and cessation failure 
(120), our participants may need more support for smoking 
cessation. Among homeless service providers, tobacco is often 
regarded as a resource or at least a minor problem compared 
to other challenges homeless people face (121). Furthermore, 
public-health tobacco control strategies are not targeted to the 
homeless population, and homeless individuals do not have 
access to pharmacological and psychosocial smoking cessation 
interventions. However, if Canada is to sustain the reduction 
in tobacco use and decrease smoking prevalence rates in the 
Canadian population as outlined in their National Tobacco 
Control Strategy (122), marginalized and underserved 
populations including the homeless have to be addressed. 

Immediate recommendations

Although there are many treatments available for tobacco dependence, they require a stable client. 
Treatments for tobacco dependence that require little commitment to a program would be ideal for a 
transient population such as the homeless and should be made more available.  Education regarding the 
harms of smoking and the benefits of smoking cessation should be provided to both homeless individuals 
who smoke and homeless service providers. In addition, available public health tobacco dependence 
treatment opportunities and free tobacco dependence medications should be made available within all 
settings, which care for the homeless.
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Figure 10: Physical health conditions reported by participants (n=497)*

 
* Participants could indicate more than one condition.  Measured using the National 
Survey of Homeless Assistance Providers and Clients Participants (Appendix B).   
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5.5 Physical health 
A large number of our participants reported acute and chronic physical health conditions.  The 

vast majority (91%) of participant reported at least one chronic physical health problems. One third 
reported having five or more conditions simultaneously. The majority (62%) of our participants 
reported at least one head-injury, which can have huge implications for cognitive functioning and 
therefore the development of mental health issues.  The most common physical conditions included 
back pain and feet problems, hepatitis B or C, chronic headache and migraines, chronic arthritis and 
Chronic Obstructive Pulmonary Disease (COPD) and asthma.  Eight percent of participants reported 
having HIV/AIDS. The various physical health conditions reported in our participants can be found in 
Figure 10 and 11. 

*Participants could indicate more than one condition. Measured using the National Survey of Homeless Assistance Providers and 
Clients Participants (Appendix B).

Due to stigma, distrust of the system, and previous negative experiences with health care, many 
homeless individuals may not seek help. Quickly, these treatable and manageable conditions develop into 
a serious health concern that requires immediate attention. However, as many homeless do not have a 
general practitioner, they will end up in using costly emergency services.
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* Chronic health conditions = CHCs 
4%), rooming house  (1%), vehicle (0.6%). 
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Figure 11: Number of different chronic health conditions* reported by participants (n=489)

*Chronic health conditions = CHCs (4%), rooming house (1%), vehicle (0.6%)

 Immediate recommendations

Primary care is the current provider of key services for the homeless, and by strengthening their 
resources we could increase their capacity and continuity of great service delivery. In addition, we feel 
that regular access to continuous family practice including chronic and infectious disease management; 
pain management and any other care needed would strongly benefit this population. Outreach services 
like the Center for Disease Control (CDC), and street nurses could support this through extended work 
in the communities including work in shelters and SRO Hotels. 
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5.6 Trauma
Reports of childhood and adult trauma were highly prevalent among participants. Eighty-six percent 

of participants reported moderate to severe emotional, physical or sexual abuse in childhood. Prevalence 
rates ranged from 50.6 percent (sexual abuse) to 60.1percent (physical neglect). Each individual 
maltreatment subtype was reported by about half of all study participants. Participants reporting 
any childhood maltreatment exposure typically indicated having experienced multiple subtypes of 
maltreatment. Over three quarters (79%) of participants experienced emotional abuse, two thirds (66%) 
reported physical abuse and over one quarter (28%) reported sexual abuse as an adult.  The rates of 
childhood trauma can be found in Figure 12, and the rates of adult trauma can be found in Figure 13. 

*Measured and calculated using the Childhood Trauma Questionnaire (Appendix B) 
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Figure 12: Prevalence of severe childhood trauma reported by participants (n=484)*

*Measured and calculated using the Childhood Trauma Questionnaire (Appendix B)
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*Measured using the Adult Abuse Questionnaire (Appendix B) 
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Figure 13: Prevalence of abuse experience as an adult (n=500)*

*Measured using the Adult Abuse Questionnaire (Appendix B)

Immediate recommendations

Trauma-informed care needs to become the available standard in all areas from primary care to 
specialized interventions or chronic disease management. Prevention of trauma and re-traumatization 
could improve all kinds of health outcomes and is necessary for sustainable recovery. Homeless 
individuals who are motivated for more intensive treatment may be offered integrated, trauma-informed 
interventions accounting for the effects of complex maltreatment and concurrent conditions. In view 
of the complex and concurrent health and living conditions of homeless individuals, clinicians and 
researchers from multiple disciplines need to share and integrate their domain-specific expertise in order 
to provide the best service for this population.

 Traumatic experiences among the homeless have important implications for early intervention and 
treatment. Unfortunately trauma informed care or even specific trauma care is not only limited but 
also difficult for marginalized patients to access. Early traumatic or adverse childhood experiences are a 
good predictor for re-victimization or the experience of sexual abuse and violence later in life (31). The 
prevention of trauma could potentially prevent a downward spiral, which often leads to homelessness. 
The experience of trauma created coping mechanisms and patterns of behaviour that continue to plague 
homeless people prevent recovery from mental disorders and problematic substance use. Similarly, trauma 
is a mediating factor in homelessness, and needs to be addressed in any treatment and by all homeless 
services providers to homeless individuals. 
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5.7 Health care use and access 
Based on the participants’ personal reports, health care services were inconsistently used.  Sixty three 

percent of participants reported having a regular medical doctor, family physician or nurse practitioner; 
this is relatively lower than the Canadian average of 84.9 percent reported in 2009 (123). The most 
common sources of health care reported by participants were family physicians, the emergency room 
and walk in clinics.  Figure 16 further describes the responses we received regarding health care services 
received. 

There were numerous barriers to health care reported (table 9). Personal barriers to health care 
included: issues related to homelessness (lack of identification or care card, no transportation, busy with 
other necessities), and mental health and addiction (too depressed or nervous, or too high or busy in drug 
related activity). System-related barriers to health care included: lack of connection to the system (don’t 
have access to a family doctor, refused services for missing appointments, not covered, wait too long).  
Nineteen percent of participants did not access the care they needed because of negative experiences with 
the health care system in the past.  Forty-three percent of participants who did not have a regular medical 
practitioner felt they didn’t need one and 20 percent had not looked for one. 
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Figure 16: Types of health care received by participants in the 12 months prior to interview
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Most of the participants in our study did not contact appropriate health care or access appropriate 
treatment considering their health status.  Although the majority of participants met criteria for a mental 
disorder, only 15 percent of participants had seen a psychiatrist in the year prior to the survey.  Seventy 
percent of participants met criteria for substance dependence in the 12 months prior to the survey but 
only 39 percent had accessed in detoxification treatment and only 26 percent had seen an addictions 
counsellor. Mental health and addiction services are the most difficult health services to access, seeing 
as only 15 percent of participants had seen a psychiatrist in the year prior to the survey, and yet over 90 
percent needed help.

Immediate recommendations

Improvements to access need to be made through stigma reduction, and outreach services. Access to 
mental health and addiction services is urgent and could in part be integrated with primary care delivery. 

Health Service Access Indicator n (%)
Had a regular MD/NP* 314 (63.2)
Reasons for not having an MD/NP** n (%)

Poorly connected to the system 78 (42.6)
Don’t need one 35 (19.7)
Didn’t look for one 35 (19.1)
Issues related to homelessness 31 (16.9)
Negative past experiences 12 (6.6)
Used clinics instead 116 (63.4)

Did not receive care when needed 169 (34.0)
Reasons for not receiving care***   n (%)

Issues related to homelessness 87 (51.5)
Poorly connected to the system 66 (39.1)
Mental health or addiction 54 (31.4)
Negative past experiences 32 (18.9)

Table 9: Health service access and barriers to care among participants (n=497)

* MD = Medical doctor, NP = Nurse practitioner
** Includes only participants who reported no MD/NP, n=183 
*** Includes only participants who indicated not receiving care when needing it, n=169
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5.8 High risk populations
5.8.1 Women

Female participants were younger and more likely to be Aboriginal than male participants.  Twenty 
one percent of surveyed females reported participation in survival sex work for income, compared to only 
4 percent of men.  Female participants were at higher risk of suicide at the time of interview than male 
participants and were more likely to meet criteria for depression and PTSD.  Drug use was high for both 
groups, however females reported more crack cocaine and heroin use and less alcohol and cannabis use 
than men during the 30 days prior to interview.  Homeless women reported higher rates of asthma and 
hepatitis B or C and less head injury than homeless men.  Experiences of trauma and abuse were highly 
prevalent among female participants who were more likely than men to report all forms of child and 
adulthood trauma measures (see Fact Sheet).  More women than men reported they had received health 
care from the emergency department in the 12 months prior to survey.

Immediate recommendations

Based on the results and data presented in our sample of women, we recommend expansion of gender 
specific treatment facilities. There are only a few services available in BC that are women centered, the 
addition of more, as well as expansion of current facilities such as SHEWAY and Fir Square, will better 
support this vulnerable population. In addition we recommend the implementation of gender specific 
pilot projects for mentally ill homeless individuals providing housing and care. These programs should 
provide a safe environment with the possibility to live with their children. 



Homeless Women Fact Sheet

Homeless women have specifi 
challenges and health care needs.  Many 
have been victims of violence and many 
have children in their custody, with 
friends or relatives or in government 
care.

The average age of female participants 
was 35.3 years and 54 percent were 
Aboriginal.  Sixty-five percent had not 
received a high-school diploma, 21 
percent participated in survival sex-

work for income and four percent were 
pregnant at the time of interview.

Female participants reported different 
rates than men for select mental 
disorders, substance use behaviours and 
physical conditions and higher rates 
for all forms of childhood and adult 
traumas. The most prevalent health 
indicators and service use data reported 
by female participants are included in 
the table below.

Designated services for homeless women are urgently needed.  Services must integrate 
harm-reduction and trauma informed care.

Key Results

Female participants were more likelyc 
than male participants:

To be younger and to be •	
Aboriginal

To be at high risk of suicide •	

To engage in sex work •	

To meet criteria for depression •	
and Posttraumatic Stress Disorder 
(PTSD).

To report hepatitis B or C and •	
asthma

To report emotional, physical and •	
sexual abuse in adulthood

To have a family physician and to •	
have gotten health care from the 
Emergency Department

Adjusting for age, ethnicity and survey 
locationd, women compared to men were:

3.4 times more likely to report •	
childhood sexual abuse

1.8 times more likely to report •	
recent heroin use 

1.5 times more likely to report  •	
recent crack cocaine use

Health Indicators Females 
(n=196)e

Males 
(n=304)e

Agoraphobiaa 32% 26%

Depressiona* 31% 17%

PTSDa** 28% 16%

Generalized Anxiety Disordera+ 24% 17%

Past Suicide Attempt** 50% 29%

Drug Dependencea 70% 70%

Alcohol Dependencea 38% 37%

Crack Cocaine Useb* 58% 48%

Alcohol Useb* 53% 63%

Cannabis Useb** 41% 56%

Heroin Useb* 30% 22%

Past Head Injury* 55% 67%

Back Problems 42% 37%

Hepatitis* 41% 31%

Asthma* 31% 18%

Migraine 30% 29%

Arthritis 29% 28%

Childhood Sexual Abuse** 71% 38%

Childhood Emotional Abuse* 66% 56%

Childhood Physical Abuse* 64% 52%

Adult Emotional Abuse** 88% 72%

Adult Physical Abuse* 74% 61%

Adult Sexual Abuse** 53% 13%

Has a Family Physician* 71% 58%

Emergency Room Usea* 67% 52%

Walk-in Clinic Usea 46% 43%

Street Nurse Usea 32% 28%
a In 12 months prior to interview; 
b In 30 days prior to interview
* Statistically different at p<0.05, 
**p<0.001, +p=0.054
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5.8.2 Street entrenched youth

Participants aged 19-25 years were at a higher risk of suicide than older participants, reflecting the 
severe problem of high youth suicide rates among young homeless people observed in other studies (83).  
Youth also reported higher rates of sexually transmitted infections compared to the adults in the sample. 
Differences were found in substance use between adults and youth; youth were more likely to report 
cannabis and alcohol use, where as adults were much more likely to report crack cocaine use. However, 
youth reported similarly consistent rates to adults in all forms of early abuse. It is important to note that 
the youth in our sample fall between the ages of 19-25, as we did not interview individuals younger than 
19.  More information regarding the differences between youth and adults in our sample can be found in 
the Youth Fact Sheet. 

Early versus late onset of first homelessness

We found just under half (47%) of our sample experienced homeless for the first time before they were 
25 years old. The individuals who experienced early homeless were more likely to be Aboriginal, not have 
completed high school, and were at one time in foster care. Table 10 presents the differences between 
those who were homeless before and after the age of 25. 

Immediate recommendations

The needs of homeless youth should be addressed separately and to be set as a priority. To stop the 
flow and end street homelessness in BC, early intervention in the first 3 month of homelessness would 
be most effective. An early intervention approach such as treatment of psychosis should be developed. 
Interventions need to include youth appropriate housing (group homes, variety of housing) and be 
support over the full continuum of complex concurrent disorders. 

Variables
1st homeless 

older than 25 
years n=261 (%)

1st homeless less 
than 25 years 

n=239 (%)
Average age at interview 43 yrs 31 yrs
Location
   Prince George
   Vancouver
   Victoria

57 (22)
122 (47)
82 (31)

43 (18)
128 (53)
68 (28)

Gender
    male
    female

164 (63)
97 (37)

140 (58)
99 (41)

Aborginal 91 (35) 108 (45)
Education – less than high school diploma 152 (58) 166 (69)
Experience in the child welfare system 94 (36) 134 (68)

Table 10: Age of 1st homelessness and related sociodemographic factors



Homeless Youth Fact Sheet

Homeless youth face many challenges 
and have specific health care needs.  
Many have been victims of neglect and 
abuse as children and many continue to 
be victimized as young adults. 

For this survey, homeless youth was 
defined as participants who were 19-24 
years.  The average age of homeless 
youth was 21 years and 48 percent 
were Aboriginal. Homeless youth were 
more likely to have been involved in 
the child welfare system and to have 

been incarcerated.  Homeless youth 
met criteria for several types of mental 
disorder with high rates of anxiety 
disorders and depression. 

Nearly half of all youth had a past 
suicide attempt and many reported 
abuse and neglect in childhood and 
as young adults.  The most prevalent 
health indicators and service use data 
reported by youth are included in the 
table below.

Homeless youth urgently require support and health care.  

Key Results

Homeless youth (age 19-24 years) were 
more likely than adults:

To be Aboriginal at high risk for •	
suicide at the time of interview 
and to have been in the child 
welfare system. 

To report having asthma and a •	
sexually transmitted infection

To get health care from a walk-in •	
clinic or street nurse.

Youth were less likelyc than adults:

To report injection drug use•	

To report crack use•	

To report Hepatitis B or C •	
infection.

To receive substance use treatment•	

Health Indicators Youth 
(n=75)d

Adults 
(n=425)d

Agoraphobiaa 27% 29%

Depressiona* 21% 20%

PTSDa** 19% 21%

Generalized Anxiety Disordera+ 22% 20%

Social Phobiaa 19% 18%

Past Suicide Attempt** 49% 35%

Drug Dependencea 74% 70%

Alcohol Dependencea 45% 36%

Crack Cocaine Useb** 25% 56%

Alcohol Useb* 72% 56%

Cannabis Useb** 77% 54%

Heroin Useb 24% 25%

Past Head Injury* 49% 65%

Back Problems 33% 40%

Asthma* 32% 21%

Migraine 25% 30%

Sexually Transmitted Infection* 11% 4%

Childhood Physical Neglect 64% 58%

Childhood Emotional Abuse 59% 58%

Childhood Physical Abuse 56% 55%

Childhood Sexual Abuse 44% 51%

Adult Emotional Abuse 71% 80%

Adult Physical Abuse 64% 67%

Adult Sexual Abuse 32% 28%

Has a Family Physician* 51% 65%

Emergency Room Usea* 60% 55%

Walk-in Clinic Usea 57% 42%

Street Nurse Usea 40% 28%

a In 12 months prior to interview; b In 30 days prior to interview
c In bivariate analysis p<0.05 (not all results shown) 
d Includes all participants.  Actual number varies slightly depending on survey
* Statistically different at p<0.05, **p<0.001
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5.8.3 Aboriginals

In our study we found that Aboriginal participants were younger and more likely to be female than 
non-Aboriginal participants.  The majority (70%) reported that they had been in the child welfare system 
in the past compared to only 29 percent of non-Aboriginal participants.  Thirteen percent of Aboriginal 
participants reported participating in survival sex work for income, compared to 9 percent of the non-
Aboriginal population. The most common mental health disorders that Aboriginal participants met the 
criteria for were agoraphobia, depression and posttraumatic stress disorder. Both groups reported very 
high rates of substance use, however Aboriginal participants reported a higher prevalence of current 
alcohol dependence than non-Aboriginal participants. Substance use behaviour was similar between both 
groups except Aboriginal participants reported a higher frequency of alcohol use and fewer Aboriginal 
participants reported injection drug use during the 30 days prior to the survey. Over half of Aboriginal 
participants reported a past head injury and 41 percent reported chronic back problems.  Aboriginal 
participants were more likely to report hepatitis B or C infection and Foetal Alcohol Spectrum Disorder 
(FASD) than non-Aboriginal participants.  Aboriginal participants reported a higher prevalence of all 
forms of childhood and adult trauma.  Independent of age, gender and interview location, Aboriginal 
participants were 3.1 times more likely to report severe physical neglect and 2.2 times to report severe 
sexual and physical abuse in childhood.  

We found certain areas of health were particularly relevant to Aboriginal homeless people.  These 
include mental health, addiction, HIV, HCV, head injury and trauma.  Disproportionate rates of severe 
childhood neglect between Aboriginal (76%) and non-Aboriginal participants (49%), suggesting that 
many of the basic physical needs of young Aboriginal children are not being met and emphasizing 
the critical need for additional support in this area.  The above findings are consistent with the health 
disparities outlined in the Royal Commission on Aboriginal Peoples (RCAP, 1996) and many other 
reports (124). Many examples exist where Aboriginal organizations are functioning independently or 
in collaboration with non-Aboriginal agencies and organizations to improve the health of Aboriginal 
people.  These efforts are important to recognize and must be supported so that proper evaluation can be 
conducted that allows for successful, culturally respectful programs and initiatives to be recognized and 
sustained. A recent review of Aboriginal community-based alcohol and substance abuse programs found 
that keys to a successful program included strong leadership, strong community involvement and funding 
for organizing and programming (125).  More data on the homeless subpopulation of Aboriginals can be 
found on the Aboriginal fact sheet. The initiative should include:

Immediate recommendations

We recommend a specific independent initiative on Aboriginal homelessness in BC in collaboration 
between all responsible partners, an initiative should be created whose purpose is to address specific 
challenges confronting Aboriginal homeless people in BC.  The initiative should be in partnership with 
relevant government agencies and include a variety of members including researchers, policy makers, 
Aboriginal leaders, community members and more.

Integrated trauma informed programs that support mental health, addiction and concurrent disorder •	
of homeless and at-risk homeless Aboriginal people.

Programs that address the safety and support the needs of Aboriginal women, children and families •	
who are homeless.

Harm reduction programs for both the drug using population and those involved in the sex trade.•	

Programs that support Aboriginal young people in the child welfare system.  Particularly programs •	
to reduce homelessness among Aboriginal people transitioning from the child welfare system to 
independent living.

Ensure effective collaboration between all form of support, from mental health and addiction to •	
social and acute care.



Homeless Aboriginal People Fact Sheet
Aboriginal people are overrepresented 
in homeless populations across Canada.  
They face unique challenges and have 
specific health care needs as a result 
of colonization and the residential 
school system. Many have been victims 
of abuse and neglect and many are 
vulnerable and exposed to high-risk 
environments.    

The average age of Aboriginal 
participants was 36.2 years (vs. 39.0 
yearsd) and 53 percent were Female (vs. 
30%d). Seventy percent had been in 
the child welfare system (vs. 29%d), 29 

percent had parents in the child welfare 
system (vs. 6.7%d) and 75   percent 
had not received a high-school diploma 
(vs. 56%d).

Aboriginal participants reported higher 
rates than non-Aboriginal participants 
for a few mental and physical disorders, 
alcohol use and all childhood and adult 
traumas.  Aboriginal participants were 
less likely to report injection drug use 
than non-Aboriginal participants.  The 
most prevalent health indicators are 
included in the table below.

Aboriginal people are at increased risk of homelessness in BC.  

Key Results

Aboriginal participants were more likelyc 
than non-Aboriginal participants:

To be female, to be younger, to •	
have been in the child-welfare 
system and to be involved in 
survival sex work for income

To be at high risk of suicide at the •	
time of interview

To meet criteria for depression •	
and Posttraumatic Stress Disorder 
(PTSD)

To report hepatitis B or C •	
infection and foetal alcohol 
spectrum disorder (FADS)

To report all forms of abuse in •	
childhood and adulthood.

Adjusting for age, gender and survey 
locationd, Aboriginal compared to non-
Aboriginal participants were:

3.1 times more likely to report •	
childhood physical neglectTo 
report crack use

2.2 times more likely to report •	
childhood sexual abuse To receive 
substance use treatment

2.2 times more likely to report •	
recent alcohol use

Health Indicators Aboriginal 
(n=199)e

Non-
Aboriginal 
(n=301)e

Agoraphobia 27% 27%

Depression 23% 22%

PTSD 25% 18%

Social Phobia 19% 17%

Manic Episode* 16% 9%

Past Suicide Attempt* 44% 33%

Drug Dependence 68% 71%

Alcohol Dependence** 54% 26%

Crack Cocaine Use 53% 50%

Alcohol Use** 71% 51%

Cannabis Use 56% 59%

Cocaine Use 18% 20%

Injection drug Use* 22% 34%

Head Injury 61% 63%

Back Problems 41% 38%

Hepatitis* 39% 32%

Arthritis 31% 26%

Migraine 29% 30%

Asthma 21% 24%

FASD** 13% 2%

Childhood Physical Neglect** 76% 49%

Childhood Emotional Abuse* 64% 57%

Childhood Physical Abuse** 68% 49%

Childhood Sexual Abuse** 68% 40%

Adult Emotional Abuse* 84% 74%

Adult Physical Abuse* 72% 63%

Adult Sexual Abuse** 38% 22%

Has a Family Physician 67% 61%

Emergency Room Usea 51% 59%

Walk-in Clinic Use 46% 43%

Detox 40% 38%

Residential treatment centre 30% 30%

a In 12 months prior to interview; b In 30 days prior to interview
c In bivariate analysis p<0.05 (not all results shown)  
d In statistical multivariate analysis (not all results shown)
e Includes all participants.  Actual number varies slightly depending on survey
*Statistically different at p<0.05, **p<0.001, +p=0.056
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5.8.4 Child welfare

Nearly half (45.6%) of all participants and 70.4 percent of Aboriginal participants reported a history 
with the child welfare system. Participants who reported having been in-care, entered care at an average 
age of 8.8 years and experienced a wide range of placements.  Only 38 percent of participants who had 
been in the child welfare system reported one placement while 26 percent reported experiencing 10 or 
more transitions to different families or group homes while in-care. Participants with a history of child 
welfare reported a higher burden of childhood trauma, mental disorder and physical conditions than 
those who had not. 

These findings suggest that in BC, homeless people are even more likely to have previously been in 
the child welfare system than those in other settings, mainly due to the high proportion of Aboriginal 
people in BC’s in-care and homeless populations. Homeless participants with a history of child welfare 
were younger than those without, suggesting a period in early adulthood where those who had been in 
care are particularly vulnerable to homelessness. Given the health profile of homeless adults who had 
previously been care, critical attention to the provision, utilization and outcome of health care services 
among youth in-care before and throughout the transitioning process is necessary for improving the 
health and well-being of this vulnerable population at high risk of homelessness. Full details can be 
found on the child welfare fact sheet.

Immediate recommendations 

We recommend further evaluation of the strengths and weaknesses of the current child welfare system 
as it related to homelessness. Successful interventions with youth before and during homelessness is 
very limited, this may be due to social marginalization and negative history of child welfare. Therefore, 
interventions that focus on the needs of youth and early intervention to prevent future flow into 
homelessness would significantly benefit this group. 

 



Child Welfare Fact Sheet
Throughout North America, homeless 
people are 10-40 times more likely 
to have been in the child welfare 
system than the housed population.  
This relationship creates potential for 
programs that improve health care 
for high needs children while also 
preventing homelessness.  Little is 
known about the relationship between 
homelessness and foster care in BC, 
however one thing that is known is that 
Aboriginal people are overrepresented 
in both populations. 

Nearly half (46%) of all participants 
and 70 percent of Aboriginal 
participants reported being in the child 
welfare system.  Those who had been in 
child welfare were 5 times more likely 
to be Aboriginal and 5 times more 
likely to report having foetal alcohol 
spectrum disorder than those who had 
not been in care.   Data on experience 
in care and a comparison of health 
indicators between those who had 
been in care and those who had not are 
shown in the tables below.   

Improved care for BC’s vulnerable children and those involved in the child welfare system 
is urgently needed.

Key Results

Participants who had been in the child 
welfare system were more likelyc than 
those who were not:

To be younger•	

To be female•	

To be Aboriginal•	

To have a parent who was in the •	
child welfare system to not have 
a high school diploma 

To be at high risk for suicide•	

To report experiencing all forms •	
of childhood and adulthood 
trauma

Adjusting for age, gender, ethnicity and 
living condition (street vs. shelter)d, those 
who had been in the child welfare system 
compared to those who had not were:

5 times more likely to be •	
Aboriginal and to report having 
foetal alcohol spectrum disorder

2 times more likely to report a •	
past head injury

1.6 times more likely to report a •	
past suicide attempt

Demographic and Health Indicators
Child 

Welfare 
(n=228)e

No Child 
Welfare 
(n=272)e

Under 25 years at time of interview

Aboriginal** 61% 22%

Female* 46% 33%

Prince George* 28% 14%

No high school diploma 72% 56%

Ever incarcerated** 77% 56%

PTSDa* 25% 17%

Past Suicide Attempt 45% 31%

Alcohol Dependence* 44 % 32%

Past Head Injury* 68% 58%

Back Problems* 45% 34%

Hepatitis B or C 40% 30%

Foetal Alcohol Spectrum Disorder** 12%   2%

Childhood Physical Neglect** 75%         52%

Childhood Emotional Abuse* 68%         54%

Childhood Physical Abuse** 69%         50%

Childhood Sexual Abuse** 67%         46%

Adult Emotional Abuse* 82%         75%

Adult Physical Abuse* 71%         62%

Adult Sexual Abuse* 35%         23%
a In 12 months prior to interview; b In 30 days prior to interview
c In bivariate analysis p<0.05 (not all results shown) 
d In multivariate analysis (not all results shown)
e Includes all participants.  Actual number varies slightly depending on survey
* Statistically different at p<0.05, **p<0.001

Child Welfare experience among participants who had been in the child 
welfare system (n=228)

Age first in care 8.8 ± 5.8 years

Average length of time in a foster care family 6.4±5.8 years

Average length of time in a group home 2.6±2.9 years

Median number of transitions while in care

     10 or more foster family transitions

     Placed in foster family and a group home

     Experienced only one placement

3

26%

42%

38%

Experienced only one placement 38%
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6. Significant life events: The Life Chart
6.1 Stressful life events and homelessness

A Stressful Life Event (SLEs) is often seen as an interaction between real or perceived threatening or 
stressful situations and the psychological resources available to the individual (126,127). SLEs play a 
significant role in homelessness (128,129).  Some of these events tend to occur before the first experience 
of homelessness and may contribute to the loss of family and friendship bonds, and at the same time, 
precipitate psychiatric disorders common among this population. It has been suggested that the high 
number of stressful events may cause or maintain the homeless situation or make it harder for individuals 
to return from homelessness (129–131). 

6.2 The life chart
Currently, there appears to be no instrument available that lends itself to a relatively quick assessment 

of significant life events in the context of first homelessness using the narrative method. Therefore, we 
decided to develop the Life Chart specifically for use in the context of significant life events around the 
time of first homelessness. After reviewing the literature on stressful life events, specifically in the context 
of homelessness, we developed a pool of six broad significant life event dimensions that may create or 
contribute to the vulnerabilities of becoming homeless (131–136).  These dimensions are: [1] Housing/
Jail, [2] Finance/Job/Illegal Income, [3] Major Life Events, [4] Medical Issues, [5] Psychiatric Issues, 
and [6] Substance Use. We wanted to develop instrument that captures significant life events, including 
SLEs, from the perspective of a homeless individual in the two years prior and two years after the first 
experience of homelessness. This instrument was pilot tested in the Vancouver sample. The Life Chart is 
a six-dimension self-report screening measure designed to collect information about significant life events 
that occurred two years prior to and two years after the first experience of homelessness. 

6.3 Findings from the Life Chart
Of the 250 participants in Vancouver, 11 did not provide information for the two-years prior to first 

homelessness episode, and 14 did not provide information for the two years after first homelessness 
episode in the Life Chart. A total number of 239 life charts were analysed. On average, participants were 
27.6 years old at the time of the first homelessness episode.  Ages at the time of first homelessness ranged 
from as young as 10 years old to 58 years old. There were no significant gender differences with respect to 
age at first homelessness, and there were also no significant differences in ethnicity. 

Participants reported an average of 13 significant life events during the combined period of interest 
(i.e. two years prior and two years after first homelessness). More significant life events happened on 
the housing and work dimensions than on any of the other dimensions. There were on average two 
significant life events on the housing dimension, but events ranged from as little as one event to as many 
as six events. Eviction was a significant life event that occurred for the majority of participants (66.5%) 
immediately before the first homelessness episode. On the work dimension, there was on average one 
significant life event. Events on this dimension ranged from one event to eight events. There was a slight 
increase in the average number of events on the substance use dimension from 2 to 3 events in the two 
years after first homelessness when compared to the two years prior to first homelessness.  

 The information gathered from the life chart supports the notion that the path to homelessness is 
complex, multifaceted, and cyclical for many individuals. It provides a first step towards determining 
how these events are interrelated and what dynamics are at play that eventually creates vulnerabilities for 
homelessness. 
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We did observe a considerable range of SLEs experienced before and after the first homelessness 
episode. For example, the range of events participants experienced on the housing and psychiatric 
dimensions increased considerably, while the range of events on the work dimension decreased slightly 
after the first homelessness episode. When considering the number of events on each continuum, it 
became apparent that SLEs related to housing, substance use, and those considered major life events (i.e. 
divorce, family conflict, etc.) appear to accelerate the path into homelessness. This finding points to the 
possibility that for some people it is not necessarily the number of SLEs they experience but the type of 
event that creates vulnerabilities and sets them on the path to homelessness.
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7. Conclusions
Homelessness is a social phenomenon based on social, psychological and other 

conditions with social and medical consequences, including a reduced quality of life, 
increased morbidity and mortality. The social and individual costs of homelessness 
(Patterson et al. 2007) are already enormous, and yet we have not been successful at 
inducing social and individual change, which would allow everyone a higher quality of 
life in a safe environment with access to appropriate health care. 

Based on our findings we can confidently contribute to a better understanding of the 
role of addiction, trauma and mental illness to homelessness and its health impact. The 
key outcomes from our study, which guided our recommendations, are:

High prevalence of concurrent disorders1. 

Homeless individuals suffer from multiple health challenges.  They often present with a 
complex mix of concurrent disorders.  The complexity is not only the interdependence 
of substance use disorders and mental illness but also the degree of physical health 
conditions present. This makes it more difficult to respond given the fact that our 
system is segmented with a low level of integration between mental health, addiction 
and primary care and high threshold access to specialist services. 
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Early trauma, foster care and 2. 
homeless youth

The lives of homeless individuals 
often begin with specific 
challenges early in life where 
support  for healthy development 
is lacking. As homelessness is 
never the first crisis in the life-
course, preventive measures and 
early interventions to stop the 
deterioration into homelessness 
are needed. The response to 
street entrenched youth in a 
wealthy country like Canada is 
another facet in this picture. Any 
approach to end homelessness 
needs to consider the young as a 
core population to stop the flow 
into homelessness and prevent 
chronification of mental illness.

Dramatic overrepresentation 3. 
of Aboriginal individuals

Aboriginal individuals are 
overrepresented among abused 
children, street entrenched 
youth, children dying early due 
to suicide and violence and 
among homeless. For BC and 
all of Canada, it is a question 
of credibility to take this more 
seriously and start to work on 
specific solutions. Aboriginal 
homeless people suffer similar 
challenges as the general homeless 
do. 

The importance of poly-4. 
substance use including 
intravenous drug use 

The amount of substance use 
among the homeless is critical 
for nearly all presented health 
problems. The pathway of severe 
substance use may have a major 
impact on mental and physical 
health challenges. The pathway 
of severe substance use may 
also be critical for the onset of 
homelessness. Any treatment 
approach has to take this into 
consideration.

Mild traumatic brain injury 5. 

Traumatic brain injury has a 
significant impact on cognitive 
performance, and yet this type 
of medical issue does not receive 
appropriate attention from the 
health care system. Currently 
best practice guidelines are 
not performed in relation to 
traumatic brain injury.  For 
example, we are not documenting 
patient’s histories, or preforming 
regular brain imaging and 
neuropsychological screening, 
and lastly a care plan for the 
patient is rarely made. This is 
problematic, because impaired 
cognitive functioning has basic 
impact on social functioning 
and relationship abilities. With 

a shorter attention span and 
memory issues it is even more 
complicated to navigate the 
health care system, especially a 
complicated one with numerous 
thresholds. 

Chronic physical conditions6. 

Chronic physical conditions 
are strongly related to chronic 
pain and severe infections. Pain 
is aknown to be a major trigger 
for any extensive substance use, 
particularly, the use of opiates 
due their significant pain limiting 
capacity. Chronic pain if often a 
major source of chronic substance 
use. Infections like HIV, HCV or 
sexually transmitted disease are 
on the other hand related to risk 
behaviour paticularly found in 
intravenous substance use. 

Inconsistencies in needs and 7. 
access to mental health and 
addiction care

Homeless individuals are on 
average high need mental health 
clients with little or no systematic 
access to mental health or 
addiction care. The current health 
care system is not welcoming 
to the most vulnerable, even 
though the most vulnerable use 
emergency services on a regular 
basis.

Homelessness and mental illness is a serious health 
concern in British Columbia that needs to be addressed 
immediately.



8. Recommendations
Our recommendations translate the results of our survey into action. These recommendations aim to 
stimulate action beyond the current approaches and structures and to better use the resources that currently 
exist.  We believe our recommendations support vulnerable families and the next generation. We feel these 
recommendations align with the long-term framework the BC ten-year mental health framework (30) is 
providing. 

Recommendation 1: 
Improvements at different levels of care – Make treatment for mental health and addiction a priority at 
the provincial and federal level

A paradigm shift toward equality of care for vulnerable populations is necessary. To achieve this, decision 
makers at the municipal, provincial and federal level, in addition to the provincial health authorities need 
to make treatment for mental health and addiction a health care priority. Mental health and addiction care 
needs must be dealt with in similar ways as the treatment of acute and chronic physical health challenges. The 
following is a list of suggestions for the integration of health care responses to produce effective change and 
system reorganization:

The acknowledgement of existing discrimination and stigma towards mental illness and homelessness is a. 
the first step in changing the approach. 
Improvements in funding for the treatment of mentally ill. In particular, funding for those living under b. 
substandard conditions and in high-risk environments, as these often receive the least amount of funding 
and yet need the greatest amount of support. 

Recommendation 2:
Improve health care delivery for homeless populations – improve access to primary care, access to care 
for mental health and addiction, case management, and crisis intervention

Health care for the homeless has specific systemic challenges. These individuals are often high-need clients 
on all health dimensions, but with little or appropriate access to care. To improve chances for recovery and 
housing, the following initiatives should be considered:

Improved access to mental health and addiction servicesa. 
Establish better outreach and more services in the community to ensure that clients can access the 
health care system at various levels. It is important that services also find clients in shelters, hotels or 
congregate housing to address their health care needs and support them in throughout their recovery. 
Assertive Community Treatment (ACT) and Intensive Case Management are two approaches that have 
been proven successful and may be a good framework to increase access to mental health and addiction 
services such as methadone maintenance treatment. 

Improved primary care responseb. 
Provide continuous primary care in a non-stigmatizing environment. Follow-up supports must be 
established to ensure continuity of care for these clients. Primary health care provision is critical for 
clients with a broad range of physical health issues. Reliable primary care is key for a sustainable 
health care system for the whole population and it is thus of great interest to political decision makers 
as well. Improving the treatment options available for vulnerable populations will increase access to 
health care services and decreased the utilization of costly emergency services. Possible frameworks are 
outreach teams (like street nurses), clinics provided in the shelters or primary care as part of ACT in the 
community.

Intergrated treatment models, and appropriate care must be 
available and easily accessible in order to help the most vulnerable.
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Access to case managementc. 
The development of a permanent and reliable case management system would improve communication 
between the various service sectors; therefore improving referral and collaboration. Systematic case 
management will help set up a continuous recovery process, rather then cycling clients through the health care 
system.

Crisis interventiond. 
Establish “Urgent Response Centres” as easy access crisis centres to help decongest the emergency departments. 
Health care of the homeless often happens in overcrowded emergency departments, which are overwhelmed 
by a broad range of needs and expectations of the clients.  In addition to relieving strain on emergency 
departments, “Urgent Response Centres” in metropolitan areas like Vancouver can become a place of access to 
the health care system and a cheaper and more humane alternative to policing and prisons. 

Recommendation 3:  Early support for childhood trauma – Family intervention to prevent trauma 
and re-traumatization. 

The large amount of early traumatic experience among people living in substandard housing found in this study 
is one of the most important results. This suggests the plethora of problems homeless individuals suffer from start 
early in childhood. Social disintegration and homelessness are the result of a lengthy process and not a single 
event in adulthood. Childhood trauma prevention must begin with closer monitoring and assessment of adverse 
childhood events and trauma through family practice, the education system, and other forms of social support used 
by families to increase the possibility of early interventions. Early interventions must focus on family support for 
vulnerable individuals to prevent further deterioration.

Recommendation 4: 
Trauma treatment to be incorporated into a variety of services – from medical training, primary care, and 
long term supported housing, to correction facilities. 

Trauma-spea. cific care in medicine
We need to create the capacity to specifically treat trauma on a larger scale. It is a key component for an overall 
strategy to address homelessness and related health issues. To achieve this, basic knowledge about trauma 
assessment and care need to be integrated in emergency medicine, psychiatry and primary care training. 
Medical curriculum needs to be developed along with new practice policies and training. 

Systematic assessment and screening for traumab. 
Once adequate capacity for quality treatment is available, the incorporation of systematic assessment of 
childhood and adult trauma in all areas of care should take place. Screening of every mentally ill client for 
traumatic experiences should be standard. If traumatic experiences have been detected, one should conduct a 
standardized assessment to inform the treatment approach. 

Availability of safe housing for traumatized patientsc. 
Expand the availability of safe housing options for traumatized patients living in substandard housing. These 
could include crisis apartments or safe houses. Safe housing for traumatized patients constitutes a critical health 
intervention and should be supported from specialized outreach services.

Correctional system d. 
Offer trauma-specific care programs in the correctional system. Many perpetrators have been trauma victims 
themselves in the past. Trauma counselling and other interventions beyond that are also important to 
incorporate from a relapse and criminal prevention perspective. 
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Recommendation 5: 
Support for poly-drug use among homeless and vulnerable populations - immediate access to detoxification 
and substitution treatment, counselling and case management. 

Develop appropriate support programs for substance use disorders among vulnerable urban populations to 
successfully address homelessness.  Appropriate care means that these services must include:

Immediate access to substitution or detoxification treatment for every patient;•	
Case management and counselling;•	
Contingency management program for the reduction of substance use;•	

Substance use disorders are the most common challenge facing people living in substandard housing, which have 
devastating consequences. The interaction between homelessness and substance use is critical. Chances for recovery 
are related to the environment in which patients live, and conversely, the chance of a housing placement is directly 
related to the level of substance use.

Recommendation 6:
Care for severe and persistent mental illness – supported community housing, intensive case management, 
and crisis intervention. 

Incorporate appropriate treatment approaches to address the special care needs of homeless individuals with 
persistent mental illness. The complexity of mental health issues necessitates approaches that allow easy access and 
appropriate treatment through a variety of treatment options, such as the ones mentioned previously. The following 
approaches have been proven effective internationally:

Assertive Community Treatment for homeless with severe mental illness is an intensive community approach •	
providing direct care to patients by an interdisciplinary team. 
Intensive Case Management is effective in interconnecting patients to services in the community with a •	
higher level of functioning.
Crisis apartments or mental health care shelters can provide faster access to care for high-need clients and •	
may become an alternative to hospital admissions and a hub for supports in the community by providing 
services such as an Urgent Response Centre for Vancouver.
The mental health of nearly all individuals living in substandard housing is severely compromised. A •	
significant number of these individuals suffer from psychotic syndromes, severe mood disorders or trauma-
related psychopathology and should be supported by appropriate intervention techniques. 

Recommendation 7: 
Programs specific to the needs of Youth, Women, and Aboriginal people.

Youth a. 
Develop youth-specific housing and crisis apartments or group homes for youth only. Create early intervention 
teams that have the ability to respond to the specific needs of street-entrenched youth. Homeless youth are a 
group that is most likely to benefit from high quality support, because they are often still in contact with their 
families, not too disconnected and have had limited time on the street. Although they are highly vulnerable 
and often traumatized, many have not yet reached high levels of substance use or contracted a serious illness. 
A lack of appropriate support for youth pushes them further into homeless culture and marginalization. 
Homeless youth are not well connected to the health care system but need care, especially considering the high 
numbers of STIs in this population. A comprehensive approach is needed to address their immediate needs and 
support the departure from homelessness.

Womenb. 
Increase the availability of accessible safe houses for women. Incorporate trauma-specific programs into existing 
services for homeless women. Female homelessness is a growing concern; results of this report indicate that a 
significant percentage of women have been physically and sexually abused as children, which often continues 
into adulthood. These women are in need of special protection and programs that help them deal with these 
experiences.
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Aboriginal peoplec. 
Engage Aboriginal organizations province-wide in the development of comprehensive and culturally 
appropriate approaches to address homelessness among Aboriginal people. Aboriginal people are frequently 
overrepresented among vulnerable populations, and especially among the homeless. They face specific 
challenges that are influenced by social and historical factors. A large body of research exists that suggest that 
generic programming to address mental health and substance use issues in Aboriginal homeless populations 
is ineffective as this population requires a more culturally appropriate lens to address the multitude of 
issues contributing to the health challenges of Aboriginal homeless individuals. Support and guidance from 
Aboriginal organizations in the development of such programs is crucial. In addition, Aboriginal centered 
programs need to communicate and collaborate with other services provided to the homeless and the 
vulnerable as each service can support one another. 



52

9. Future Research
Research is the first step in producing change. Current advancements and research 

activities are reflected in society’s awareness of homelessness as a societal issue. Current 
research is often funded on the anticipated impacts to societal value. The federal 
funding for a big service focussed project organized by the Canadian Mental Health 
Commission the “At-Home/Chez-soi” project (137) was a crucial signal. The next 
necessary step in terms of funding and structure is to maintain a critical mass and 
collaboration in this field supporting service development and innovation. Therefore 
we recommend special attention be paid to the following areas of research: 

Epidemiology of vulnerable populations;

Capture the dynamic nature of homelessness »

Continued monitoring of the Health of the Homelessness throughout the  »
province, and nation. 

Mental health and addiction in vulnerable urban populations;

Perform ongoing surveys in different populations to inform researchers in all  »
areas of homelessness. Link the data to clinical research efforts.

Health care system-research;

The development of an effective health care system and effective interventions  »
needs clinical and intervention research. 

Ongoing program evaluation as quality improvement is one component with  »
immediate positive impact on care delivery. 

In the care of homeless with concurrent disorders the current reach including  »
barriers to care are essential. Current programs, which are crucial, should be 
evaluated in regard to access and outcomes for vulnerable populations.

Intervention research;

Adapt existing or new interventions to specific settings and needs. We  »
recommend special focus on the treatment of complex concurrent disorders in 
different populations.

Health economy;

A variety of economic health evaluations on treating society’s most vulnerable.  »
For example supportive housing, substitution therapy, critical access health care. 

Clinical research and system innovation;

Clients with complex concurrent conditions are often excluded from  »
randomized clinical trials. We recommend the opposite, a focussed effort 
towards these high needs users in clinical trials.

Research on early trauma, foster care and street youth. »

Early intervention of all kinds. »

Research on ACT, ICM and other standardized settings. »
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Appendix A –Survey Methodology
The British Columbia Health of the Homeless Survey (BCHOHS) is a multi-site research survey based at 
the Centre for Health Evaluation and Outcome Sciences (CHEOS) at St. Paul’s Hospital in Vancouver.  
Participants

Between May and September 2009, the BC Health of the Homeless Survey assessed 500 homeless 
adults from multiple sites in three cities in British Columbia, Canada: Vancouver, Victoria, and Prince 
George.  Participants included in the survey were at least 19 years old, willing and able to give informed 
consent, able to communicate and be understood in English, and able to self-identify as being homeless 
during the month prior to study entry. Homelessness was defined as living in a shelter or on the streets 
(i.e. in places not designed for inhabitation, including the outdoors, abandoned and public buildings, 
subways, and vehicles). Individuals living in precarious housing (e.g. single hotel rooms, substandard 
homes) and institutions (e.g. jails/prisons, residential treatment facilities, domestic violence centers) were 
not included in the survey. Purposive sampling was used to recruit a significant proportion of women, 
young people, individuals living on the street, and Aboriginals. 

Procedure

Participants were recruited through an intensive outreach campaign. We developed a comprehensive 
list of the existing homeless services in each of the three cities, which was based on our previous 
experience with the homeless population, community and key informant consultation, and the internet. 
In order to recruit individuals living on the streets, research assistants walked along the streets and 
places where homeless individuals were known to frequent, and contacted street outreach teams from 
existing community services for the homeless. The research assistants also approached individuals who 
accessed drop-in centers, and provided the staff with information about the study. In order to recruit 
individuals living in shelters, research assistants visited all available shelters in Victoria and Prince George, 
and randomly selected shelters in Vancouver. Recruitment was usually carried out between Monday to 
Friday, but occasionally on the weekends, in the mornings, afternoons, and evenings. In order to prevent 
duplicate enrolment, researchers recorded the initials and birthdates of each participant on a separate 
form and compared them to the data of new participants on the enrolment form. 

Individuals interested in participation were screened for eligibility. Those eligible were then provided 
with details regarding the goals and rationale of the study and requirements for participation. Participants 
who gave written informed consent attended a one-session, face-to-face, structured clinical interview. 
Eight research assistants who had received training for the application of the interview battery by a 
senior researcher conducted the interviews. Interviews were primarily administered in a research office; 
however some interviews took place at shelters or drop-in centers where the participant felt comfortable. 
Participants received $30 for their time upon completion of the interview. Ethical approval for this 
project was obtained from the Behavioural Research Ethics Board of the University of British Columbia 
and the Providence Health Care Research Institute. 

Information assessed

Demographic questionnaire

Demographic information included age, sex, marital status, housing situation, education, source of 
income, and foster care history. Participants were also asked whether they have ever been in prison, jail, 
or juvenile detention overnight or longer. Furthermore, they were asked to identify which ethnic group/
descent they belonged to. The list of options included European/Caucasian, Aboriginal, African, Asian, 
Hispanic/Latin American, and Other. The Aboriginal peoples who participated in this study represented 
nations throughout British Columbia and included; Cree, Carrier, Dene, Gitksan, Sekani, Ojibway, 
Coast Salish and Metis. 
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MINI International Neuropsychiatric Interview

Lifetime and current mental health and substance use disorders were derived from the MINI 
International Neuropsychiatric Interview Plus, version 5.0.0 (MINI-Plus) (138). The MINI-Plus is 
a structured clinical interview based on diagnostic criteria of the Diagnostic and Statistical Manual, 
4thed. (DSM-IV) and the International Classification of Diseases (ICD)-10. It was designed to assess 
axis I substance use disorders (i.e., alcohol abuse and dependence, and drug abuse and dependence) and 
mental health disorders (i.e., mood disorders, anxiety disorders, and psychotic disorders) as well as axis 
II antisocial personality disorder. The MINI-Plus has been shown to be reliable and valid in several US 
based and European studies (138). 

Current suicide risk was also assessed using The MINI-Plus. The suicidality scale assesses current 
suicide risk using 11 self-report items related to current and past suicidal ideations, plans, attempts, and 
self-injury. The responses are added to result in an overall score between 0 and 52. Suicide risk severity 
was calculated according to the developer’s instruction: no (0 points), low (1-8 points); moderate (9-16 
points); and high (≥17 points) risk. “For the analyses, participants reporting moderate or high suicide risk 
were combined into one category.” The MINI-Plus suicidality scale has been used in previous studies to 
assess suicide risk in clinical populations (139–141).

Maudsley Addiction Profile

Current substance use behaviour was assessed using the Maudsley Addiction Profile (MAP) (142); 
Marsden et al., 1998). The MAP is a self-report measurement that assesses problem behaviour in the 
past 30 days in four domains: Substance use, health risk behaviour, physical and psychological health, 
and personal/social functions. For the current study, we included only information on substance 
use. Participants were asked to indicate frequency and amount of alcohol, heroin, cocaine, cannabis, 
amphetamines, crystal methamphetamines, nonprescribed methadone, nonprescribed benzodiazepines, 
and nonprescribed opioids use. The MAP has been shown to be reliable and valid in previous studies 
(142,143). 

Current tobacco use and nicotine dependence were assessed using the Fagerstrom Test for Nicotine 
Dependence (FTND) (144).  The responses of this 6-item self-report questionnaire are added to result in 
an overall score between 0 and 10. We adopted the classification proposed by the developers: 0–2=very 
low dependence; 3–4=low dependence; 5=medium dependence; 6–7=high dependence; 8–10=very high 
dependence (145). Previous studies have demonstrated this measure’s reliability and validity in clinical 
samples (146,147). 

Childhood Trauma Questionnaire

Childhood maltreatment experiences were assessed using the Childhood Trauma Questionnaire – Short 
Form (CTQ-SF) (148). The CTQ-SF is a retrospective self-report inventory that assesses different types 
of childhood maltreatment on five subscales: Physical Abuse, Emotional Abuse, Sexual Abuse, Physical 
Neglect, and Emotional Neglect. The questionnaire consists of 28 items answered on a 5-point Likert 
scale, including five items for each subscale as well as three items to assess minimization/denial. We 
adopted the severity classification proposed by the developers. For each subscale, the level of severity can 
be categorized as: none (or minimal), low (to moderate), moderate (to severe), severe (to extreme). The 
CTQ-SF has been shown to yield good internal consistency for each of the scales across heterogeneous 
samples, including substance abusing individuals and psychiatric patients (148,149). We categorized 
participants in two groups: ‘low childhood trauma’ and ‘severe childhood trauma’. All participants who 
scored moderate to severe or severe to extreme for at least one type of abuse were categorized as having 
‘severe childhood trauma’. 
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Adult Trauma Questionnaire

Adult abuse experiences were assessed with a Yes/No question derived from the Family/Social 
Relationships section of the European Addiction Severity Index, 5th edition (150). The question read: 
“As an adult, did any family, friends, or any other (stranger/acquaintances) abuse you a) sexually (rape, 
forced sexual advances or non-consensual sexual acts), b) physically (cause you physical harm), or c) 
emotionally (make you feel bad through harsh words)?”. 

National Survey of Homeless Assistant Providers and Clients

Recent and chronic physical health conditions, health care utilization, and barriers to accessing 
healthcare were examined using a modified version of the ‘National Survey of Homeless Assistance 
Providers and Clients (NSHAPC) – Health Chapter (151). This questionnaire was specifically designed 
for use with homeless populations. Information for the different health conditions and service utilization 
behaviour was assessed with single items and two response options (i.e., yes/no). Options for answering 
questions related to service access barriers included a list of possible barriers as well as an open-ended 
question.  

Data Analysis

Our trained interviewers have collected data on 500 homeless adults from the three study sites and the 
data were entered through ACCESS platform. The documents and instrument forms were kept within 
locked offices and the data files were stored on the central computer, which was protected, by password 
and fire-walls. 

For this report, the analytical focus was to present comprehensive description of the overall mental 
health, physical health, substance use and other associated risk behaviours of the homeless population 
surveyed. Descriptive statistics were generated and comparisons were performed using Wilcoxon Rank 
Sum test and Analysis of Variance for continuous variables, and Chi-square test and Cochran-Armitage 
trend test for categorical variables. The analyses were carried out using SAS 9.2 (SAS Institute Inc., Cary, 
NC). All reported p-values are two-sided and the significant level was set at p=0.05.
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Appendix B: Glossary
Absolute Homelessness:

Absolute homelessness refers to individuals who have no physical shelter of their own. This was 
represented by people who self reported that they had no permanent place to reside, and included 
individuals who were living rough (i.e. outside, in parks or on the beach, in doorways or stairwells, in 
deserted buildings, improvised dwellings, in parked vehicles, or parking garages), as well as those who 
were couch surfing, lived in emergency shelters or in transition houses.

DSM:

The Diagnostic and Statistical Manual of Mental Disorders (DSM) is an official guidebook for the 
diagnosis of psychological disorders. The DSM is published by the American Psychiatric Association. It 
is currently available in its fourth edition, text revision (referred to as the DSM-IV or DSM-IV-TR). The 
MINI-Plus diagnostic assessment used in the BCHOHS was based on DSM-IV criteria. The DSM-
IV includes the symptoms and diagnostic criteria for 297 disorders, and is based on the most current 
research available in the fields of psychology and psychiatry. The manual describes the symptoms for all 
mental disorders, as well as the criteria that must be met to receive a diagnosis of each disorder. 

ICD:

The International Statistical Classifications of Diseases and Health related Problems (ICD) is an 
international standard diagnostic classification of diseases and other health problems, including mental 
disorders. ICD assigns an alphanumeric code to classify diseases, symptoms, abnormal findings, 
complaints, and causes of death. The ICD is published by the World Health Organization (WHO).

Mental disorder:

According to the DSM-IV Study Group, a mental disorder is a behavioral or psychological syndrome or 
pattern that impacts an individual’s mental functioning. Such a syndrome may consist of a combination 
of affective, behavioural, cognitive and perceptual components. It creates significant distress or disability 
for the person experiencing these symptoms. A few mental disorders (e.g., the antisocial personality 
disorder) are diagnosed based on the harm to others, regardless of the subject’s perception of distress. 
The syndrome is not merely an expectable response to common stressors, the result of conflicts with 
the society, or part of normal development or culture. The causes of mental disorders are not fully 
understood, but they are conceptualized as disorders of brain circuits, which may be the results of 
complex interactions between developmental processes, genetics, and environment/experiences.

The definition and understanding of mental disorders have changed over time, and there are variations 
in their definition, assessment, and classification besides the DSM. The definition of mental disorders 
has been criticized for many reasons and is still a matter of debate. As a result, the DSM has been revised 
multiple times; new mental disorders have been included while some (e.g., homosexuality) are no longer 
considered mental disorders.

Trauma:

Often, the term trauma is used to refer to both a negative event that produces distress and to the distress 
itself. Technically, “trauma” refers only to the event, not the response to this event. The term trauma 
should be reserved for major events that are psychologically overwhelming for an individual. 

The DSM-IV specifically defines a trauma as direct personal experience of an event that involves actual or 
threatened death or serious injury, or other threat to one’s physical integrity; or witnessing such an event 
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being experienced by another person; or learning about unexpected or violent death, serious harm, or 
threat of death or injury experienced by a family member or other close associate. 

The DSM-IV includes a list of potentially traumatic events, including combat, sexual and physical 
assault, robbery, being kidnapped, being taken hostage, terrorist attacks, torture, disasters, severe 
automobile accidents, and life-threatening illnesses, as well as witnessing death or serious injury by 
violent assault, accidents, war, or disaster. Childhood sexual abuse is included even if it does not involve 
threatened or actual violence or injury. 

Exposure to such an event is a precondition for the diagnosis of posttraumatic stress disorder (PTSD) 
or acute stress disorder (ASD). Because the DSM-IV does not consider events which are upsetting but 
not life threatening (such as emotional abuse, major losses) as being traumatic, its definition has been 
criticized and some researchers have pointed out that many events may be traumatic even if they do not 
involve life threat or injury. The definition of trauma is an ongoing matter of debate among researchers 
and clinicians.

Posttraumatic Stress Disorder (PTSD) 

Posttraumatic Stress Disorder (PTSD) is a mental disorder. The essential feature of PTSD is the 
development of characteristic symptoms following exposure to a traumatic stressor (as defined under 
‘trauma). The person’s response to the event must involve intense fear, helplessness, or horror. The 
characteristic symptoms resulting from the exposure to the extreme trauma include persistent re-
experiencing of the traumatic event, avoidance of stimuli associated with the trauma, numbing, and 
increased arousal. The full symptom picture must be present for more than 1 month, and the symptoms 
cause clinically significant distress or impairment in daily life.

Substance Use Disorder 

Substance use disorders include both substance dependence and substance abuse. Substance dependence 
is characterized by continued use of a substance even after the user has experienced serious substance-
related problems. The individual has a strong desire for the substance (“craving”), develops an increasing 
physical tolerance for its effects, and experiences withdrawal symptoms during periods of abstinence. His 
or her daily life is determined by substance use and attempt to control, cut down, or abstain from the use 
of the substance are unsuccessful.  

Substance abuse is continued use of a substance in spite of social (e.g., school- or work-related or 
interpersonal) problems, but the user does not experience symptoms of physical dependence. However, 
an individual who abuses a substance may experience legal problems and may have problems fulfilling 
responsibilities, such as caring for a child. 

Concurrent disorders

The term concurrent disorders are used to describe people with both substance use and mental disorders. 
Clients with concurrent disorders have one or more disorders relating to the use of alcohol and/or other 
substances as well as one or more mental disorders. A diagnosis of concurrent disorders is given when 
at least one disorder of each type can be established independent of the other, and the observed mental 
disorder symptoms are not simply the result of substance abuse or intoxication. For example, individuals 
may have posttraumatic stress disorder and alcohol dependence, or heroin dependence, cannabis abuse, 
and borderline personality disorder, or major depression, panic disorder, and benzodiazepine dependence. 
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