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Currently, on any given night, approximately 35,000 people in Canada are
homeless. Another 50,000 people are without homes of their own and stay
with friends and family for shelter. Another 800,000 Canadian households pay
more than 50% of their income on housing costs, putting them at high risk
for homelessness. A national poll conducted in July 2020 amid the COVID-19
pandemic, found that 16% of Canadians were worried or somewhat worried about
their ability to pay their next month’s housing costs.1
Homelessness is an extreme form of poverty. The Canadian Observatory on
Homelessness describes homelessness as
… the situation of an individual or family without stable, permanent, appropriate housing, or the
immediate prospect, means and ability of acquiring it. It is the result of systemic or societal barriers,
a lack of affordable and appropriate housing, the individual/household’s financial, mental, cognitive,
behavioural or physical challenges, and/or racism and discrimination. Most people do not choose to
be homeless, and the experience is generally negative, unpleasant, stressful and distressing.3
Homelessness is more about the lack of a stable living situation and the conditions that produce that
situation than it is about the individual or family who is homeless.
How did we as a society, arrive at the place where so many people are without housing?
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Some history of homelessness
Home was not defined as a private space for family life until about 1800. People without homes (and
those living in poverty) became increasingly associated with terms such as “homeless,” “friendless,”
and “destitute.” Those in poor economic circumstances through no fault of their own might be viewed
as deserving help. Paupers (people living in extreme poverty) were often viewed as not deserving
assistance because it was assumed, they were lazy or chose not to fit into society. Hobo often
described men who travelled to follow work opportunities during the Great Depression of the 1930s.
In this case, homelessness was implied to have an element of choice and, therefore, not necessarily
deserving of material support. With the Great Depression, even though assumptions about choice
and unwillingness to work continued to dominate, homelessness began to be associated with larger
economic and societal conditions. Post World War II, with economic conditions improving and
technology replacing traveling labourers, the number of people experiencing homelessness declined.
Further, the United States and Canada developed housing and welfare programs at this time, in part
to assist war veterans in re-establishing themselves and to spur economic growth.
Homelessness as we currently know it emerged in the 1980s. A mix of new political ideals and
changes in economic and social patterns started to influence policy in both the United States and
Canada—responsibility for social issues was gradually shifted from government to individuals.
Conflicting perceptions of people experiencing homelessness emerged. They could be seen as
victims of policy changes that limited housing availability and financial supports. Nonetheless,
old perceptions of social outsiders unwilling to work persisted. By 2000, homelessness was also
consistently linked to illness, including mental illness and substance use disorders.
A significant number of homeless people experience mental health and substance use concerns as
well as a range of physical illnesses. Some experience these issues before becoming homeless and
others as a consequence of homelessness. In the 1990s, in a process known as deinstitutionalization,
many people were discharged into the community from long term psychiatric hospitals in British
Columbia. Without adequate housing and community supports, a significant number became
homeless. This increase in homelessness and the visibility of homeless people, resulting from
changes in the health care system, may have contributed to a softening of political and social
attitudes and increased effort to address the needs of homeless people. These efforts, however, are
often tied in part to a medical model in which services are dependent on having a medical diagnosis
or compliance with other expectations set by professionals.
The idea that people who are homeless require medical intervention remains prominent. Though
this is true for some, current best practice is housing people first and then addressing mental health,
substance use, and other health concerns in partnership with the individual. This is known as Housing
First. The majority of people are homeless for a short time and require only adequate housing, income
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and, sometimes, health services or other types of support to exit homelessness. A small proportion
experience chronic or long-term homelessness that may be linked to mental health and substance use
issues and require assistance in dealing with these concerns.
Conflicting understandings of homelessness and people who experience it are prevalent today. These
understandings are influenced by a number of factors, including historical notions of poverty and who
does or does not deserve public support. Coupled with political choices that result in low levels of
income and assistance; a severe lack of affordable housing; and systems such as foster care, that do
not adequately support those they are designed to serve, these factors together create homelessness
as we know it. In the ongoing economic hardships, isolation, and anxiety surrounding COVID-19,
tensions have risen. People who are homeless are often met with fear, ridicule, and contempt,
contributing to their exclusion from society through poverty, stigmatization, discrimination, and
criminalization of living homeless.

Health and Homelessness
How are health and homelessness related?
The health of Canadians is largely shaped
by the conditions in which they live. These
conditions are increasingly known as the “social
determinants of health.” † Safe, adequate,
affordable housing is a key determinant of
health. A lack of affordable housing, along with
a primarily market-based pool of rental units,
contributes to homelessness and housing
insecurity. Many people have to pay a large
part of their income for housing. This greatly
increases the risk that people in poverty, not
currently homeless, may become homeless.
Housing is more than bricks and mortar. It is my/our space. “Home is one of the few places in an
individual’s everyday life where they are socially and legally allowed complete control.” 2 Control of
housing may mediate or reduce the impact of other factors related to health status. Having a place
that is safe from the elements, warm and where you can go in and lock a door behind you, gives the
privacy and control that each of us needs to conduct many aspects of life away from the view of
those not living in our household. Control of home décor and household chores, friendly neighbours,
a sense of belonging and participation in community all contribute to a sense of home that can

†

“Determinants” or “social determinants” are used interchangeably for the “social determinants of health.”
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decrease stress and increase health. Such a private space is also legally different from a shelter or
living outside. No one, including the police, may enter your home without permission, unless there
is an emergency such as a fire, flood or some form of violence or the police have a court order that
allows them to do so. There are no such rights in a shelter, living outside or in rooms rented under the
Hotel Keepers Act. Police may enter at the invitation of the service provider, rather than the individual
occupying the room, or intervene at any time in a public space.
Income is also a key determinant of health. People with higher incomes and social status have a
much greater range of choices for housing, food and education for themselves and their children.
Their greater assets and increased options can be used to offset risks that occur in life. People with
higher income are less likely to develop illnesses such as cardiovascular disease and Type II diabetes.
On the other hand, growing up in poverty is a good predictor of these diseases in adulthood. This
is because the relative privilege provided by higher income and status (e.g., quality food, vacations,
access to activities and health care), may lessen stress effects across the lifetime, resulting in
lowered incidence of disease.
Without adequate housing and income, people who are homeless are at much higher risk for illness
and death than those who are housed. This results from the intersection of numerous factors,
including living outside or in shelters with others who may be ill, poor nutrition, lack of access to
health care and having to choose among essential options such as a shelter bed for the night or
adequate food. People who are homeless experience higher rates of cancer, diabetes, tuberculosis,
HIV, hypertension (high blood pressure), and dental problems. They are also more affected by lung
issues, foot problems and injuries when spending long periods outdoors in harsh weather. The time
and effort needed to try and meet basic life needs in a day, often in extreme circumstances, as noted
by one recent study participant, makes being homeless “a full-time job.” 4
Health and well-being are not possible without appropriate housing. Safe, affordable, adequate
housing is needed for the growth and development of children, and the ongoing physical, emotional,
and psychological health of individuals and families. Housing then is not merely a roof over one’s
head. It is a critical base from which healthy development and ongoing health and well-being proceed.
Without housing, people are unable to improve their life circumstances or social position, including
obtaining adequate income. People who are homeless or inadequately housed can only focus on
day-to-day survival.
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A Socio-Ecological Model of Homelessness
According to the World Health Organization, health is a basic human right: “The enjoyment of the
highest attainable standard of health is one of the fundamental rights of every human being without
distinction of race, religion, political belief, economic or social condition.”5 That means we are all
responsible to work for the health of all.
To address homelessness, we need to take a holistic approach to human beings and recognize how
the environment affects people. The World Health Organization also states that “health is more than
the absence of disease: it is a state of physical, intellectual, emotional and spiritual well-being.” 5 Our
communities are social ecosystems where a variety of factors interact to influence the health of
the environment and the people who live in them. Improving the health of our communities involves
influencing the choices people make, helping people develop the knowledge and skills they need and
ensuring the environment provides people with resources and opportunities to live healthy lives.
Using a socio-ecological model helps us step back and look at the whole picture or the ecosystem in
which people function. It highlights that each of us is influenced by a unique set of opportunities and
constraints shaped by a complex interaction of biological, social and environmental factors that play
out over our life course. In other words, it draws attention to the range of influences—from personal
characteristics to broad social factors—that shape our behaviours and the outcomes of those
behaviours. All of these factors, including living without adequate housing, income, and supports, can
influence an individual’s mental health and use of substances.
While our personal role—the role of the individual—is always important, the factors that influence
health and wellness in ourselves and our community go far beyond individual choices or even
individual capacities. For instance, the risk and protective factors that impact resilience, our ability
to rise above or bounce back from adversity, do not reside only within ourselves. Many of the most
important factors relate to our relationships (e.g., family, friends) and aspects of our community
environment (e.g., norms, availability of resources and supports, economic conditions and access to
mental health assistance and to alcohol or other drugs).
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Homelessness, Mental Health and Substance Use
Human experience is complex. Our choices and behaviours, including using substances, are
influenced by numerous factors including our biology, our history and social values, and the physical
and social environments we live in. People have been using a wide variety of psychoactive (mindaltering) drugs for thousands of years to celebrate successes; to help deal with grief, sadness, and
other uncomfortable feelings; to mark rites of passage and to pursue spiritual insight. Drug use is
deeply embedded in our cultural fabric. As a complex human behaviour, substance use requires that
we look at it from a broad perspective that considers many factors, including our living conditions
and our mental health. This includes factors such as pain relief, loneliness, trauma, difficult feelings,
or the desire to feel good. These same factors impact people who are homeless in similar and yet,
profoundly different ways.
People with poor mental health or who have a mental illness are more vulnerable to homelessness.
People living with a mental illness, particularly one that is serious and persistent (such as
schizophrenia), experience increased stress that can impact their ability to rebound from the
economic, health and social struggles that are a part of the homeless experience. They frequently
have low incomes and can experience difficulties finding and maintaining employment. They may
have fewer supports in times of difficulty.
Many people who are homeless have significant experiences of trauma. These experiences can lead
to poorer mental health and substance use to alleviate psychological pain and emotional suffering.
Institutionalized racism has significantly contributed to multi-generational trauma for Indigenous
Peoples separated from their lands, homes, and culture. Experiences in the residential school system
also remain part of the trauma carried within survivors and their families. These factors, along with
poverty, contribute to the over-representation of Indigenous Peoples who experience homelessness.
Homeless Indigenous people regularly report experiences of racism within daily life. In these ways,
mental health and well-being is often severely compromised.
Being homeless can also foster poor mental health through feelings of fear, anxiety, and isolation that
can result in depression and poor sleep. People who do not experience mental health issues while
housed can experience poor mental health if they become homeless. This is due to the risks and
stresses inherent in the homeless situation. Substance use may begin, or patterns of use change, to
cope with these feelings and a changed living situation. People who are homeless and inject drugs
are at increased risk of overdose and death. These risks are further complicated for homeless people
by racialized and class-based experiences of stigma and discrimination.
Many people who live outside, use shelters, or attend support services conduct a large part of
their lives in public spaces. This means that they must often do in public what others do in their
homes. Without a place they can enter, close the door and have privacy, homeless people may
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eat, sleep, wash, urinate and defecate, have sex, use substances, socialize with friends, cry, argue,
and conduct myriad other aspects of everyday life under the gaze of others. Some behaviours,
including using substances, when conducted in public can lead housed people to make assumptions
and generalizations about homeless people. Often, such assumptions are made in light of
misunderstandings of the nature of homelessness. These negative and ill-based assumptions lead to
the stigma that plays a significant role in the lives of homeless people. Further, housed people, seeing
behaviours normally conducted in private, may call the police to enforce laws against intoxication,
injecting drugs or congregating in public when there is little option for homeless people to do
otherwise. Sometimes, more laws are enacted to deter these behaviours. Criminalization of homeless
people and homelessness further limits access to life needs and challenges the right to exist.

People make places, and places make people
One way we can work together to improve the health and well-being of our communities is
to collectively recognize that mental health and substance use occur within the context of
homelessness and housing insecurity in ways that are both similar to and different from people
that are housed. We must move beyond acceptance of mental health and substance use concerns,
to focus on what really matters—providing housing, income and supports to reduce the risks and
harms related to homelessness. When people are housed and have access to needed supports, their
physical and mental health significantly improves, and well-being is possible.
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Communities can contribute to reducing the risks and harms related to homelessness by promoting
a culture of inclusivity and responsibility among citizens, and by addressing the social and economic
conditions that lead to homelessness, poor mental health and risky drug use. For people who are
homeless or at risk of becoming homeless, this means working toward communities where
9 everyone has access to safe, secure, adequate, and affordable housing (this requires a range
of housing options to meet different needs),
9 everyone has access to adequate health and support services (these include mental health
and substance use treatment and support options, medical and dental services with
expanded hours, access to a safe supply of drugs),
9 everyone has an income adequate to address their life needs (this requires some mix of a
guaranteed livable income, adequate income assistance and pension levels and appropriate
minimum wage laws that provide for an adequate standard of living),
9 everyone is encouraged to engage in self assessment and maintain balance in their lives (this
can be done through common messaging like “not too much, not too often, only when safe”
that does not single out certain groups, e.g., people who are homeless or living in poverty) and
9 people are referred to and speak about themselves in non-stigmatizing ways that
acknowledge diversity and promote inclusion.

Changing our language
Our words affect others and influence how we think about and act toward other people.
Changing our language can help end stigma and discrimination. We are all people first, and
experience a range of things in our lives.

2 substance abuse

9substance use, substance-related harms

2 addict

9person/someone who uses/injects drugs

2 mentally ill

9person living with a mental illness

2 psychotic/schizophrenic

9person experiencing psychosis/person living
with schizophrenia
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Health promotion in practice
Health promotion focuses on both healthy public policy and community action, rather than just
preventing or “fixing” problems at the individual level. Policy and institutional failures at all levels,
combined with societal issues such as structural racism and personal vulnerabilities underpin
homelessness. People living with a serious mental illness, Indigenous Peoples, and youth exiting the
foster care system are more vulnerable to homelessness. Many thousands of people are homeless
each year and, while most are unhoused for short periods, some experience long-term homelessness
and a range of health concerns.
Lack of safe, affordable, adequate housing is a primary driver of homelessness. A first line of good
public policy enables and supports provision of housing and income adequate to address life needs.
This, together with health care and other supports, allows people to achieve well-being. When the
extreme stresses of living homeless are relieved and daily life is not about survival, health improves
and people have the physical and psychological space to address other concerns, be it arthritis, heart
disease, loneliness or substance use. Mental health and substance use concerns may then take their
place as bumps, blips, or perhaps, boulders along the life course, rather than issues that can lead
to illness, injury or death when living homeless. This process takes time, often years. When healthy
policy such as a national housing strategy is implemented, and where there is suitable housing for
everyone, well-being improves for all.
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WELL-BEING AND INEQUALITY IN CANADA
Health and well-being of people in Canada is not equal
(e.g., many populations dealing with poorer health and constrained choices and resources
such as older adults, persons with disabilities, individuals with chronic conditions, people
who are homeless and racialized populations)

STRUCTURAL/SOCIAL DETERMINANTS OF HEALTH
Social, economic and cultural context
(e.g., cultural norms, societal values,
historical and economic context, health,
social, and public policies)

Socioeconomic position
(e.g., social class, gender, racialization,
ethnicity, education, income, occupation,
[dis]ability, sexual orientation)

Stigma &
discrimination

Social
connectedness

INTERMEDIARY DETERMINANTS OF HEALTH

Material
circumstances

Psychosocial
factors

Biological
factors

Health
behaviours

Healthcare
system

(e.g., income,
housing, workplace
conditions,
neighbourhood
characteristics)

(e.g., social
connections
and networks,
job stress, stress
from poor living
conditions)

(e.g., genetics)

(e.g., nutrition,
physical activity,
substance use)

(e.g., access,
quality)

Health and well-being outcomes
(e.g., mental health concerns, suicide, substance-related harms, chronic conditions, other
infectious diseases and family violence)

Adapted from: From risk to resilience: An equity approach to COVID-19, Chief Public Health Officer of
Canada’s Report on the State of Public Health in Canada 2020.
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