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Homeless people are among the most margin-
alized groups in society, and large numbers of
homeless individuals are found in the United
States, Canada, and throughout the world.1,2

Although the majority of homeless people are
men, women and parents with children represent
substantial segments of the homeless popula-
tion.3 Homeless people suffer from many serious
threats to their health, including an increased
risk of all-cause mortality.4 Common medical
conditions in this population include epilepsy,
chronic obstructive pulmonary disease, hyper-
tension, diabetes, and musculoskeletal disor-
ders.5 Substance abuse, mental illness, and
related comorbidities are also highly prevalent.5

Despite high levels of morbidity and mor-
tality, homeless people face numerous financial
and nonfinancial barriers to obtaining needed
health services.6,7 A 1996 nationwide survey
of homeless people across the United States
found that 57% were uninsured, and lack of
health insurance was associated with significantly
lower odds of using ambulatory health care.7

Nonfinancial barriers have also been described.
Competing priorities such as securing adequate
food and shelter may lead to delays in seeking
health care.8 Lack of transportation to health
visits, long waiting times in clinics, and feelings of
being stigmatized by health care professionals
are also obstacles frequently reported by home-
less people.6,9 Lack of appropriate health care
for homeless people may contribute to deterio-
ration in health status, prolonged homelessness,
and even death.10,11

Most studies of unmet needs for care among
homeless individuals have been conducted in
the United States.6,7,12 Unmet needs for medical
care in the past year were reported by 25% of
respondents in a nationwide survey of homeless
people in the United States and were somewhat
more common among homeless families than
among single homeless persons (27% vs 24%,
respectively).7,13 Studies conducted in various US
urban centers have found even higher rates of

unmet needs for care. Among homeless people
living in urban encampments in Los Angeles,
California, 41% felt there was a time in the past
6 months when they had needed to go to
a doctor but did not.12 A study of homeless
women in Los Angeles County in 1997 found
that 37% of participants had unmet needs for
health care in the past 60 days.6 In a survey of
low-income adults in Baltimore, Maryland, 57%
of whom were homeless, 51% reported having
difficulty accessing health care services.14 A re-
cent study conducted in Birmingham, Alabama,
found that the prevalence of unmet needs for
care among homeless people rose from 32% in
1995 to 54% in 2005.15 This overall pattern
suggests inadequacy of the US health care safety
net for low-income and uninsured individuals.15

Canada has a publicly funded system of
universal health insurance that consists of
single-payer plans administered by each prov-
ince. All medically necessary physician services
and hospital-based care are fully covered
with no copayments. However, the extent to
which such a system meets the needs of
severely disadvantaged individuals has not

been well defined.16,17 Our objectives were to
determine the prevalence of unmet needs for
health care among homeless single men, single
women, and women with dependent children
within Canada’s universal health insurance sys-
tem and to identify individual characteristics
associated with having unmet needs.

METHODS

Toronto is Canada’s largest city, with a pop-
ulation of approximately 5 million. About
5000 individuals are homeless in Toronto
each night, and about 29000 different in-
dividuals use shelters each year.2,18 We
recruited a representative sample of homeless
persons, where homelessness was defined as
living within the past 7 days at a shelter or hostel
for the homeless, public place, vehicle, aban-
doned building, or someone else’s place, and not
having a place of one’s own.13 Previous studies
by Koegel et al. have demonstrated that samples
of homeless persons selected from shelters
and meal programs via these methods provide
good approximations of the total homeless
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population.19 Based on a pilot study, we de-
termined that approximately 90% of homeless
individuals who used shelter or meal program
services in Toronto had slept at a shelter in the
past month, whereas 10% had not slept at
a shelter but had eaten at a meal program.20 We
therefore recruited 90% of our study partici-
pants at shelters and 10% at meal programs.

We contacted every homeless shelter in
Toronto and obtained permission to enroll
participants at 58 (91%) of the 64 shelters.
Of these 58 shelters, 20 were for single men
(i.e., men not accompanied by dependent chil-
dren), 12 were for single women (i.e., women
not accompanied by dependent children), 6
were for single men and women, 12 were for
youths aged 16 to 25 years, and 8 were for
families (i.e., adults with dependent children).
The number of beds at each shelter ranged
from 20 to 406. Recruitment at meal programs
took place at 18 sites selected at random from
62 meal programs in Toronto that served
homeless people. Because the goal of recruiting
at meal programs was to enroll homeless
people who did not use shelters, we excluded
individuals at meal programs who had used
a shelter within the past 7 days.

Recruitment took place over 12 consecutive
months in 2005. Enrollment was stratified to
recruit a sample that was approximately 50%
single men, 25% single women, and 25%
adults with dependent children. These groups
represented 68%, 24%, and 8% of all shelter
users in Toronto in 2005, respectively. Adults
with dependent children were oversampled
to permit separate analyses for this subgroup.
The number of participants recruited at each
site was proportionate to the number of
homeless individuals served monthly. Individ-
uals were selected from bed lists or meal lines
by using a random number generator and
then they were screened for eligibility. All
participants gave written informed consent to
participate in the study and received $15 for
completing the survey. This study was ap-
proved by the St Michael’s Hospital Research
Ethics Board.

Participants

Of 2516 individuals screened, 882 (35%)
were ineligible: 229 (9%) did not meet our
definition of homelessness, 104 (4%) were
unable to communicate in English, 54 (2%)

were homeless individuals at meal programs
who had used a shelter within the past 7 days,
and 53 (2%) were unable to give informed
consent. Because this study was part of a larger
study of homeless people’s health care utiliza-
tion, an additional 442 individuals (18%) were
excluded because they had never had an
Ontario health insurance number, which is
necessary for tracking of health care use with
electronic databases. Most of these 442 in-
dividuals were refugees, refugee claimants, or
recent migrants to Ontario. Our study did,
however, include 315 participants who had an
Ontario health insurance number but who
were not in possession of their health insurance
card, which serves as proof of insurance and
which almost all health care providers require
to be presented at each visit. The most common
reasons for not possessing a health card were
that it had been lost or stolen.

Of1634 eligible individuals, 443 declined to
participate and 1191 (73% of those eligible)
were enrolled in the study. For this report, 19
homeless families without adult female mem-
bers and 3 participants who did not provide
information on unmet needs for care were
excluded. Thus, data were analyzed for a total
of 1169 single men, single women, and women
with dependent children.

Survey

Information was obtained on demographic
characteristics and health conditions by self
report. Race was self-identified, with partici-
pants selecting from categories adapted from
the Statistics Canada Ethnic Diversity Survey.21

The most commonly selected categories were
White, Black, and Aboriginal; all other categories
were grouped together as ‘‘other.’’ Unmet needs
for health care were considered present among
participants who answered affirmatively to:
‘‘Have you needed to see a doctor/nurse in the
past 12 months but were not able?’’ We calcu-
lated a weighted estimate of the prevalence
of unmet needs among all shelter users in
Toronto in 2005. All participants were also
asked if there was any time in the past12 months
when they or their doctor thought they needed
to see a specialist, but they were not able to.

We used the Behavioral Model for Vulner-
able Populations, which has been frequently
applied to homeless individuals, to guide the
selection of candidate predictors of unmet

health care needs.22 This model of access to
health care explains health behavior in terms of
predisposing factors (e.g., demographic charac-
teristics, health beliefs), enabling factors (e.g.,
personal, family, and community resources), and
need factors (e.g., perceived health status, evalu-
ated health status).

The predisposing factors considered were
demographic group (single men, single women,
women with dependent children); age; lifetime
years of homelessness; race; place of birth;
education; being a victim of physical assault in
the past 12 months; being a victim of sexual
assault in the past 12 months; drug, alcohol,
and mental health problems in the past 30
days; and propensity to underseek care. The
symptom threshold at which individuals seek
medical attention may affect their likelihood
of reporting unmet health care needs. The
Propensity to Underseek Care scale is an
instrument developed to measure health care–
seeking behavior among individuals in low-
income communities in the United States.23

Participants are asked if it would be extremely
important, somewhat important, a little impor-
tant, or not at all important for them to seek
care if they had each of 5 specific symptoms:
weight loss of more than 10 pounds in a month
when not dieting; shortness of breath with
light exercise or light work; chest pain when
exercising; loss of consciousness, fainting,
or passing out; and bleeding other than nose-
bleeds and not caused by accident or injury.
Scores range from 0 to 5, with 1 point assign-
ed for each symptom that the respondent rates
as ‘‘a little important’’ or ‘‘not at all important.’’
A higher score represents more underseeking
of care.

We assessed mental health problems, alco-
hol problems, and drug problems in the past
30 days with the Addiction Severity Index
(ASI), an instrument that has been validated
and used extensively in studies of homeless
individuals.24 We dichotomized problems as
being present or absent with cut-off scores
established for homeless populations.13 These
criteria included the classification of partici-
pants as having a mental health problem if
their ASI mental health score was 0.25 or
greater, an alcohol problem if their ASI
alcohol score was 0.17 or greater, and a drug
problem if their ASI drug score was 0.10 or
greater.13

RESEARCH AND PRACTICE

August 2010, Vol 100, No. 8 | American Journal of Public Health Hwang et al. | Peer Reviewed | Research and Practice | 1455



We also examined enabling factors, includ-
ing monthly income, having a primary care
provider, being accompanied to health visits,
and having competing priorities, or the concept
that difficulty meeting basic survival needs may
be a barrier to obtaining health care.8 The
competing priorities score is a previously vali-
dated 5-item measure of frequency of difficulty
in meeting the following needs over the past
30 days: shelter, food, clothing, a place to wash,
and access to a bathroom.8 Possible responses to
each item are never, rarely, sometimes, or usu-
ally. Individuals were classified as having com-
peting priorities if they responded ‘‘usually’’ to
any of the 5 items.

Need factors evaluated were physical and
mental health status scores on the 12-Item
Short Form Health Survey (SF-12) and number
of chronic health problems. The SF-12 is
a widely used general health status instrument
that has been validated in homeless popula-
tions.25 The SF-12 generates an overall measure
of physical health status (physical component
subscale) and mental health status (mental com-
ponent subscale) with higher scores indicating
better health. These scores range from 13 to 69
for physical health and 10 to 70 for mental
health, standardized to a mean of 50 and
standard deviation of 10 in the US general
population.

Data on unmet needs for health care and
lack of a primary care provider in the general
population of Toronto were obtained from the
Canadian Community Health Survey, cycle
3.1.26 This nationwide survey was conducted in
2005 by Statistics Canada by using in-person
and telephone interviews. Data were available for
1883 adults living in Toronto. Unmet needs for
health care were determined with the question,
‘‘During the past 12 months, was there ever
a time when you felt that you needed health care
but you didn’t receive it?’’ Prevalence of unmet
needs was calculated by age group and house-
hold type (men living alone, women living alone,
and women living with dependent children).

Statistical Analyses

We used age-adjusted standardized mor-
bidity ratios (SMRs) to compare the observed
rate of unmet needs for health care among
homeless individuals to the expected rate based
on general population data. An SMR greater
than 100 indicated that the observed rate was

TABLE 1—Characteristics of Homeless Individuals Who Used Shelter or Meal Programs:

Toronto, Ontario, 2005

All Participants

(n = 1169)

Participants With

Unmet Needs

(n = 196), No. (%)

Participants Without

Unmet Needs

(n = 973), No. (%) P

Predisposing variables

Demographic group, no. (%) .004

Single men 602 (51) 83 (42) 519 (53)

Single women 303 (26) 68 (35) 235 (24)

Women with dependent children 264 (23) 45 (23) 219 (23)

Age, y, mean (SD) 36.1 (12.4) 35.3 (11.7) 36.3 (12.6) .34

Lifetime years of homelessness,

mean (SD)

3.7 (5.5) 4.5 (6.9) 3.5 (5.1) .03

Race, no. (%) .71

White 646 (55) 103 (53) 543 (56)

Black 261 (22) 43 (22) 218 (22)

Aboriginal 102 (9) 20 (10) 82 (8)

Other race 160 (14) 30 (15) 130 (13)

Place of birth, no. (%) .85

Canada 800 (68) 63 (32) 667 (69)

Outside Canada 369 (32) 133 (68) 306 (31)

Education, no. (%) .27

Some high school or less 585 (50) 99 (51) 486 (50)

High school diploma or

equivalent

252 (22) 34 (18) 218 (22)

College/vocational training

or more

330 (28) 61 (31) 269 (28)

Victim of physical assault

(in past 12 mo), no. (%)

340 (29) 85 (44) 255 (26) <.001

Victim of sexual assault

(in past 12 mo), no. (%)

63 (5) 23 (12) 40 (4) <.001

Drug problems (in past 30 d),

no. (%)

474 (41) 85 (43) 389 (40) .38

Alcohol problems (in past 30 d),

no. (%)

345 (30) 63 (32) 282 (29) .38

Mental health problems (in past 30 d),

no. (%)

444 (38) 105 (54) 339 (35) <.001

Propensity to underseek care

score,a mean (SD)

0.8 (1.2) 1.0 (1.3) 0.8 (1.2) .059

Enabling variables

Health card in possession during

the interview, no. (%)

.27

Yes 808 (69) 129 (66) 679 (70)

No 361 (31) 67 (34) 294 (30)

Monthly income,b no. (%) .75

< $500 563 (48) 89 (47) 474 (50)

$500 to $999 315 (27) 55 (29) 260 (27)

‡ $1000 264 (23) 46 (24) 217 (23)

Continued
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higher than expected, after adjustment for age.
Confidence intervals (CIs) that excluded 100
were statistically significant at P<.05. Separate
analyses were performed for single men, single
women, and women with dependent children.
We used Open Source Epidemiologic Statistics
for Public Health, version 2.2.1, available at
http://www.OpenEpi.com (Emory University
Rollins School of Public Health, Atlanta, GA) to
calculate SMRs and 95% CIs.

We performed univariate and multivariate
regression analyses to identify factors associated
with increased odds of unmet health care needs.
All factors considered to be plausibly associ-
ated with risk of unmet needs were included in
the multivariate model. Our a priori hypothesis
was that demographic group would be signifi-
cantly associated with unmet needs; analyses of
other variables were exploratory in nature.

Tests of multicollinearity showed that no
tolerance values were less than 0.40, and,
therefore, multicollinearity was not a concern.
We performed data analyses by using SPSS
16.0 for Windows software (SPSS Inc, Chicago,
IL) and SAS version 9.2 software (SAS Institute,
Cary, NC).

RESULTS

Characteristics of the1169 study participants
are shown in Table 1. On average, participants
reported a lifetime duration of homelessness
of 3.7 years (SD=5.5 years). Substance use

and mental health problems were common
among our sample, with 41% of participants
reporting drug problems, 30% reporting alco-
hol problems, and 38% reporting mental
health problems in the past 30 days. Assaults
were also common among our sample, espe-
cially among participants with unmet needs;
29% of participants reported that they were the
victim of a physical assault and 5% reported
they were the victim of a sexual assault in the
past 12 months. Participants reported low
scores for the SF-12 mental (mean=40.6;
SD=13.3) and physical (mean=46.0;
SD=11.1) component subscales relative to the
standardized mean of 50 (SD=10) for the US
general population. Only 5% of participants
experienced competing priorities, defined as
difficulty obtaining shelter, food, clothing,
a place to wash, and access to a bathroom in the
past 30 days, and more than one third of
participants had a primary care provider.

A total of 196 participants (17%) reported
unmet needs for health care in the past 12
months. The weighted estimate of the preva-
lence of unmet needs among all shelter users
in Toronto was 16%. Single women reported
the highest rate of unmet needs (22%), fol-
lowed by women with dependent children
(17%), and single men (14%). Unmet needs for
health care were significantly more common
among homeless individuals in all 3 demo-
graphic groups, with age-adjusted SMRs of 146
(95% CI=114, 184) for homeless single

TABLE 1–Continued

Has a primary care

provider, no. (%)

798 (68) 128 (65) 670 (69) .33

Accompanied to health

visits,c no. (%)

164 (14) 40 (20) 124 (13) .005

Competing priorities, no. (%) 60 (5) 17 (9) 43 (4) .013

Need variables

SF-12 mental component subscale

score,d mean (SD)

40.6 (13.3) 35.8 (12.7) 41.6 (13.2) <.001

SF-12 physical component subscale

score,d mean (SD)

46.0 (11.1) 41.0 (11.0) 47.0 (10.9) <.001

Number of chronic health

conditions,e no. (%)

<.001

0 464 (40) 49 (25) 415 (43)

1 335 (29) 60 (31) 275 (28)

2 199 (17) 39 (20) 160 (16)

‡ 3 171 (15) 48 (25) 123 (13)

Note. SF-12 = 12-Item Short-Form Health Survey.
aOn a scale of 0 (least underseeking) to 5 (most underseeking).
bIncomes are given in Canadian dollars.
cDefined as usually being accompanied to health care visits by a service provider, friend, or family member (other than
dependent child).
dOn a scale where 50 is the mean and 10 is the standard deviation in the US general population.
eChronic health conditions include diabetes; anemia; hypertension; heart disease and stroke; liver problems (including
chronic viral hepatitis); arthritis, rheumatism, or joint problems; cancer; physical handicaps; or HIV/AIDS.

Note. Error bars represent the 95% confidence interval (CI) for the SMR. All 95% CIs exclude 100, indicating that unmet needs

are significantly higher among homeless individuals compared with their counterparts in the general population.

FIGURE 1—Standardized morbidity ratios (SMRs) for unmet needs for health care among

homeless individuals compared with the general population of Toronto by demographic

group: Toronto, Ontario, 2005.
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women, 227 (95% CI=168, 301) for homeless
women with dependent children, and 136
(95% CI=109, 168) for homeless single men;
(Figure 1). Only 53 (27%) of 196 individuals
who reported unmet needs for care stated that
they or their doctor thought they needed to
see a specialist in the past 12 months but that
they were not able to see one.

As shown in Table 2, 10 characteristics were
significantly associated with unmet need for
health care in univariate analyses. Four factors
were significantly associated with an increased
likelihood of unmet needs for health care in
the multivariate model: younger age (adjusted
odds ratio [AOR]=0.82; 95% CI=0.68, 0.98),
having been a victim of physical assault in
the past 12 months (AOR=1.57; 95% CI=
1.08, 2.28), having a poorer SF-12 mental
health score (AOR=0.78; 95% CI=0.66,
0.91), and having a poorer SF-12 physical
health score (AOR=0.67; 95% CI=0.56,
0.80; Table 2). The following characteristics
were associated with a trend toward unmet
needs for care, but did not reach statistical
significance at the P<.05 level: single women
demographic group compared with single men
reference group (AOR=1.52; 95% CI=0.98,
2.35), longer lifetime duration of homelessness
(AOR=1.35; 95% CI=0.98, 1.86), not having
a primary care provider (AOR=0.70; 95%
CI=0.48, 1.02), and higher propensity to
underseek health care (AOR=1.14; 95%
CI=0.99, 1.31).

DISCUSSION

We found that 1 in 6 homeless individuals
living in Toronto reported unmet needs for
health care within the past year. The disparity
in access to care between homeless individuals
and the general population of Toronto (based
on SMRs) was greatest among homeless
women with dependent children, who reported
inability to obtain needed health care at a rate
more than double that expected. Contrary to
our hypothesis, however, demographic group
was not a significant predictor of unmet health
care needs among homeless people in our
multivariate model.

Two need factors (worse physical health
status and worse mental health status) were
associated with increased odds of unmet health
care needs. This finding is not surprising, in

TABLE 2—Factors Associated With Unmet Needs for Health Care Among Homeless

Individuals Who Used Shelter and Meal Programs in Toronto, Ontario, 2005

Univariate Models Multivariate Model

OR (95% CI) P AOR (95% CI) P

Predisposing variables

Demographic group

Single men (Ref) 1.00 1.00

Single women 1.81 (1.27, 2.58) .001 1.52 (0.98, 2.35) .06

Women with dependent children 1.29 (0.87, 1.91) .21 1.10 (0.65, 1.87) .73

Age (per 10 y increase) 0.94 (0.84, 1.06) .34 0.82 (0.68, 0.98) .03

Lifetime years of homelessness

(per 10 y increase)

1.32 (1.02, 1.72) .027 1.35 (0.98, 1.86) .07

Race

White (Ref) 1.00 1.00

Black 1.04 (0.71, 1.53) .84 0.95 (0.53, 1.70) .86

Aboriginal 1.29 (0.76, 2.19) .36 0.88 (0.47, 1.64) .69

Other race 1.22 (0.78, 1.91) .39 0.91 (0.50, 1.65) .75

Place of birth

Canada (Ref) 1.00 1.00

Outside Canada 1.03 (0.74, 1.44) .85 1.43 (0.86, 2.40) .17

Education

Some high school or less (Ref) 1.00 1.00

High school diploma or equivalent 0.77 (0.50, 1.17) .21 0.79 (0.49, 1.28) .34

College/vocational training or more 1.11 (0.78, 1.58) .55 1.07 (0.70, 1.63) .75

Victim of physical assault (in past 12 mo)

No (Ref) 1.00 1.00

Yes 2.22 (1.61, 3.05) <.001 1.57 (1.08, 2.28) .02

Victim of sexual assault (in past 12 mo)

No (Ref) 1.00 1.00

Yes 3.15 (1.84, 5.39) <.001 1.31 (0.69, 2.51) .41

Drug problems (in past 30 d)

Absent (Ref) 1.00 1.00

Present 1.15 (0.84, 1.57) .38 0.81 (0.54, 1.22) .32

Alcohol problems (in past 30 d)

Absent (Ref) 1.00 1.00

Present 1.16 (0.83, 1.62) .38 1.03 (0.68, 1.56) .89

Mental health problems (in past 30 d)

Absent (Ref) 1.00 1.00

Present 2.15 (1.58, 2.93) <.001 1.33 (0.92, 1.94) .13

Propensity to underseek care scorea

(per 1-point increase)

1.12 (1.00, 1.26) .06 1.14 (0.99, 1.31) .07

Enabling variables

Health card in possession during the interview

Yes 1.00 1.00

No 1.20 (0.87, 1.66) .27 1.09 (0.74, 1.59) .67

Monthly incomeb

< $500 (Ref) 1.00 1.00

$500 to $999 1.13 (0.78, 1.63) .53 1.00 (0.66, 1.52) .99

‡ $1000 1.13 (0.76, 1.67) .54 1.23 (0.79, 1.91) .36

Continued
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part because individuals with poorer physical

and mental health status have a greater need

for care and therefore are at higher risk for

having unmet needs. In addition, chronic

mental and physical illnesses may contribute

to the onset of homelessness, and at the same

time increase the risk of having unmet medical

needs. Mental illness, for example, can certain-

ly adversely affect an individual’s ability to

retain stable housing and to seek health care.
Younger age was also associated with an

increased likelihood of unmet needs for health

care. This finding may be related to unmet

needs reported by homeless adolescents in

our study sample. In previous studies, home-

less adolescents have often reported poor

access to needed health care services.27 These

adolescents frequently cite specific nonfinancial

barriers to obtaining care such as fears of

being negatively judged by health care profes-

sionals.27

Multivariate Analysis

In our multivariate analysis, being a victim
of physical assault in the past year was strong-
ly associated with increased odds of unmet
health care needs. The higher rate of physical
assault observed among single women and
women with children suggests an important
gender effect. Previous research with home-
less individuals has demonstrated that victim-
ization is related to increased health care
needs, as well as poorer self-rated health.28,29

A study of homeless women in Los Angeles
County reported increased likelihood of unmet
needs for health care among those with a his-
tory of rape or physical assault in the past
year in unadjusted but not in adjusted analyses.6

In our study, the association between physical
assault and unmet health care needs persisted
despite adjustment for both mental and phys-
ical health status, suggesting that this associ-
ation is not simply a reflection of increased
need for care. It is possible that the increased

risk of unmet needs is related to persistent fear
among individuals who are victims of a past or
ongoing abusive relationship.

Certain characteristics were associated with
a trend toward higher odds of unmet needs for
care, although they did not meet standard
criteria for statistical significance in the multi-
variate model. One such characteristic was lack
of a primary care provider. The multivariate
analysis suggested that participants with a pri-
mary care provider were less likely to have
unmet health care needs (AOR=0.70; 95%
CI=0.48, 1.02). Further, our study revealed
that 32% of homeless individuals in Toronto
did not have a primary care provider. In
contrast, only 9% of Toronto residents aged
12 years or older did not have a regular
medical doctor in 2007.26,30 The magnitude
of this disparity indicates that universal health
insurance does not obviate the need for pro-
grams to ensure that individuals who are
homeless have access to a primary care provider.

Our study highlights 2 additional issues re-
garding the provision of health care for home-
less people in a system of universal health
insurance. We found that 18% of people
approached during recruitment for our study
had never had health insurance in Ontario,
primarily because they were refugees, refugee
claimants, or recent migrants to the province.
In addition, 31% of study participants did not
have a health insurance card in their posses-
sion, often because it had been lost or stolen.
Thus, even within a system of universal
health insurance, some homeless individuals
may still lack insurance or proof of insurance
coverage.

Limitations and Strengths

Several limitations of this study should be
noted. Individual characteristics and unmet
health care needs were determined on the basis
of self-report. Although inherently subjective,
self-reported unmet health care needs is
a valuable indicator that has been used in
numerous research studies.31 A second limita-
tion of this study is that homeless individuals
who use neither shelters nor meal programs
were excluded from our study sample. Finally,
our study’s cross-sectional design limits our
ability to assess the causal relationships between
individual characteristics and unmet needs for
health care.

TABLE 2–Continued

Primary care provider

No (Ref) 1.00 1.00

Yes 0.85 (0.62, 1.18) .33 0.70 (0.48, 1.02) .06

Accompanied to health visitsc

No (Ref) 1.00 1.00

Yes 1.85 (1.28, 2.68) <.001 1.30 (0.82, 2.07) .26

Competing priorities

Absent (Ref) 1.00 1.00

Present 2.07 (1.15, 3.70) .015 1.04 (0.51, 2.10) .92

Need variables

SF-12 physical component subscale scored

(per 10-point increase)

0.63 (0.54, 0.72) <.001 0.67 (0.56, 0.80) <.001

SF-12 mental component subscale score

(per 10-point increase)d
0.71 (0.63, 0.80) <.001 0.78 (0.66, 0.91) .002

Number of chronic health conditionse

0 (Ref) 1.00 1.0

1 1.85 (1.23, 2.78) .003 1.43 (0.90, 2.27) .13

2 2.06 (1.31, 3.27) .002 1.39 (0.81, 2.39) .24

‡ 3 3.31 (2.12, 5.16) <.001 1.56 (0.86, 2.84) .15

Notes. AOR = adjusted odds ratio; CI = confidence interval; OR = odds ratio; SF-12 = 12-Item Short-Form Health Survey.
aOn a scale of 0 (least underseeking) to 5 (most underseeking).
bIncomes are given in Canadian dollars.
cDefined as usually being accompanied to health care visits by a family member (other than dependent child), friend, or
service provider.
dOn a scale where 10 points equals 1 standard deviation in the US general population.
eChronic health conditions include diabetes; anemia; hypertension; heart disease and stroke; liver problems (including
chronic viral hepatitis); arthritis, rheumatism, or joint problems; cancer; physical handicaps; or HIV/AIDS.
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This study has a number of strengths. A large
sample of homeless individuals was enrolled
from homeless shelters and meal programs in
Canada’s largest city. This study reported sep-
arately on unmet needs for health care for
single women and women with dependent
children, whereas previous studies on access to
health care have not distinguished between
these 2 groups.6 A high response rate was
achieved, with 73% of eligible individuals suc-
cessfully recruited. Our relatively large sample
size permitted the examination of numerous
candidate predictors of unmet need for care.

Conclusions

Our study demonstrates that despite a sys-
tem of universal health insurance, health care
access can remain a challenge for homeless
people. After financial barriers to care have
been stripped away, other barriers that in-
crease the risk of unmet needs for health care
become evident. Younger adults and recent
victims of violence face important nonfinancial
barriers that may include general mistrust of
health care providers. Assault victims may fear
that an assault will be reported when they are
seeking treatment. Lack of access to a primary
care provider may be another relevant factor.
Possible strategies to reduce these barriers may
include primary prevention of physical assault,
an emphasis on the importance of nonstigma-
tizing attitudes toward homeless individuals
among health care trainees and workers, and
special programs to provide primary care for
patients who are homeless. In conclusion, the
provision of health insurance is necessary but
not sufficient to ensure that homeless people
receive needed health care. j
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