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ABSTRACT

This article was for prepared for an international think-tank on reducing health disparities
and promoting equity for vulnerable populations. Its purposes are to provide an overview
of homelessness research and to stimulate discussion on strategic directions for research.
We identified studies on homelessness, with an emphasis on Canadian research. Studies
were grouped by focus and design under the following topics: the scope of homelessness,
the health status of homeless persons, interventions to reduce homelessness and improve
health, and strategic directions for future research. Key issues include the definition of
homelessness, the scope of homelessness, its heterogeneity, and competing explanations
of homelessness. Homeless people suffer from higher levels of disease and the causal
pathways linking homelessness and poor health are complex. Efforts to reduce
homelessness and improve health have included biomedical, educational, environmental,
and policy strategies. Significant research gaps and opportunities exist in these areas.
Strategic research will require stakeholder and community engagement, and more rigorous
methods. Priorities include achievement of consensus on measuring homelessness, health
status of the homeless, development of research infrastructure, and ensuring that future
initiatives can be evaluated for effectiveness.

MeSH terms: Homeless persons; vulnerable populations; poverty; health status; health
behaviour; health services

Canada has long had an internation-
al reputation for high quality of
life. For a growing number of

Canadians, homelessness has become a
grim reality and obtaining shelter part of a
daily struggle.1 Research on homelessness
is essential for policy-makers, program
planners, service providers, and communi-
ty groups. This knowledge can play an
important role in public education and
awareness campaigns, policy decisions,
resource allocation, program development,
and program or policy evaluation.2 The
identification of needs and priorities for
research on homelessness is, therefore, a
valuable undertaking.

The two primary goals of this article are
to provide an overview of previous research
on homelessness and the relationship
between homelessness and health (with a
main focus on Canada), and to spur dis-
cussion regarding strategic directions for
future research. The National
Homelessness Initiative has called for a
comprehensive Canadian research agenda
to “lay the foundation for understanding
the root causes of homelessness, support
policy development and serve as a resource
for accountability and reporting.”
Development of this agenda will require
active engagement by a wide range of
stakeholders, including homeless people,
those at risk of becoming homeless, service
providers and advocates for homeless peo-
ple, government representatives,
researchers and research funding agencies.

METHODS

A variety of strategies were used to identify
literature on homelessness that reflected
diversity in both geographical and topical
focus. This was deemed essential consider-
ing that many important sources of infor-
mation are found in reports from govern-
ment and community agencies, in addition
to the peer-reviewed academic literature.
This article is not a comprehensive review
of the literature on homelessness in
Canada, but rather an effort to frame the
different types and areas of research for the
purpose of developing future work.

An initial search strategy involved the
use of electronic databases, including
major social sciences, health and humani-
ties databases. A second strategy sought
out examples of literature from govern-
ment, community, advocacy and service
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websites. Examples of homelessness
research, program descriptions and policy
documents were collected. Canadian litera-
ture was the primary target of these search-
es, but review papers from international
sources were also included for comparison
purposes and to provide additional exam-
ples of interventions. Only documents that
identified homelessness as a major focus
were collected. Papers and reports on hous-
ing policy and programs were only includ-
ed if they focussed on homelessness.
General reports on housing policy and pro-
grams were excluded. Only literature and
reports published since 1990 in English
were reviewed.

Collected documents were reviewed and
categorized. Research was defined broadly
to include the systematic generation of new
knowledge through a variety of means,
including descriptive reports. A more
restrictive definition (for example, one
based on specific methods such as con-
trolled trials) would have excluded a large
proportion of the literature on homeless-
ness in Canada. Research within the fol-
lowing categories were included:
1. conceptual research (examining the defi-

nition/meaning of homelessness),
2. environmental scans (documenting the

extent of homelessness and health and
social issues related to homelessness),

3. methods research (focussing on the
development of new tools for studying
homelessness),

4. needs assessments (focussing on the
needs of the homeless as expressed by
the homeless and service providers),

5. evaluation research (describing the
process and outcomes of programs and
policies), and

6. intervention research (examining the
effectiveness of programs and services).

The scope of homelessness in Canada
Many efforts have focussed on obtaining a
clearer understanding of the nature and
extent of homelessness in Canada.
Canada’s first efforts to provide an esti-
mate of the homeless population began in
1987 through the work of the Canadian
Council on Social Development.1 Further
efforts at measuring homelessness have
been undertaken by Statistics Canada.
Data from the 2001 Census indicated that
over 14,000 individuals were homeless in
this country.3 Most advocates and

researchers, however, believe that these
numbers vastly under-represent the prob-
lem, and new strategies are necessary to
accurately capture usable information.
Other strategies include the development
of the Homeless Individuals and Families
Information System (HIFIS) that focusses
on capturing more complete information
on shelter users in cities across Canada.4

Specific cities in Canada have also initiated
local homelessness counts in an attempt to
measure the numbers of homeless and at-
risk persons in their jurisdictions.

Examples from large urban areas include
a report on homeless and at-risk persons in
the Greater Vancouver region,5 the
Toronto Report Card on Homelessness,6

and the City of Calgary Homeless Count.7

A number of smaller cities and regions
have produced similar reports.

The challenges associated with obtaining
a clear picture of the scope of homelessness
in Canada included the lack of a consistent
definition of homelessness, difficulty in
identifying homeless persons, the transient
nature of homelessness, difficulty in com-
municating with homeless persons, and
lack of participation by local agencies.1,8

The definition of homelessness is particu-
larly important. Homelessness can be
viewed along a continuum, with those liv-
ing outdoors and in other places not
intended for human habitation at the
extreme, followed by those living in shel-
ters. These individuals are referred to as
being absolutely homeless. Homelessness
also includes people who are staying with
friends or family on a temporary basis,
often referred to as “couch surfing” or
being “doubled up”. Those at risk of being
homeless, include persons who are living in
substandard or unsafe housing and persons
who are spending a very large proportion
of their monthly income on housing. The
definition of homelessness is not trivial. It
can have profound consequences for poli-
cy, resource allocation, and parameters
used to evaluate the success of homeless-
ness initiatives. This article focusses on
research and interventions related to
absolute homelessness. Much of this infor-
mation has implications for those who are
at risk.

Other important aspects of homelessness
in Canada are the impact of urbanization,
the heterogeneity of the homeless popula-
tion, and the complexity of the causes of

homelessness. Canada is experiencing a
rapid and continuing trend towards urban-
ization, as indicated by the fact that almost
80% of Canadians now live in cities with
populations of 10,000 or more (www.sust-
report.org/signals/canpop_urb.html).
Although homelessness is a problem in
rural areas of Canada, it has become an
obvious crisis in large urban areas, where
availability of affordable housing is limited
due to a loss of rental units and a shortage
of social housing.5

Heterogeneity within the homeless pop-
ulation is important to recognize.
Homelessness affects single men and
women, street youth, families with chil-
dren, people of all races and ethnicities,
life-long Canadians, immigrants and
refugees, and these groups often face differ-
ent health issues.9 For most individuals,
homelessness represents a transient one-
time crisis or an episodic problem; for a
distinctly different subgroup of individu-
als, homelessness is a chronic condition.10

There is no single pathway to homeless-
ness. Homelessness is the result of a com-
plex interaction of factors at the individual
level (such as adverse childhood experi-
ences, low educational attainment, lack of
job skills, family breakdown, mental illness
and substance abuse)11-13 and at the societal
level (such as poverty, high housing costs,
labour market conditions, decreased public
benefits, and racism and discrimination)
(see Figure 1).14-16 Research on homeless-
ness has often reflected disciplinary tradi-
tions, with health researchers focussing on
individual risk factors and social scientists
looking at marginalization, exclusion and
economic forces. This is important because
the formulation of the causes of homeless-
ness can become highly politicized and can
influence public perceptions and policies
related to homelessness.16

The health status of homeless persons

Causal Pathways
Homelessness is clearly associated with
poor health. In reviewing the research in
this area, a schema of causal pathways
underlying this association may be useful
(Figure 1). Homelessness has a direct
adverse impact on health (Figure 1, arrow
C). Crowded shelter conditions can result
in exposure to tuberculosis or infestations
with scabies and lice, and long periods of
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walking and standing and prolonged expo-
sure of the feet to moisture and cold can
lead to cellulitis, venous stasis and fungal
infections.17 However, the relationship
between homelessness and ill health is far
more complex.18 Many risk factors for
homelessness, such as poverty and sub-
stance use (Figure 1, arrow A), are also
strong independent risk factors for ill
health (Figure 1, arrow D). Many people
who are homeless remain at risk for poor
health even if they obtain stable housing.19

In addition, certain health conditions (par-
ticularly mental illness) may contribute to
the onset of homelessness and then in turn
be exacerbated by the homeless state
(Figure 1, arrows C and E). Finally,
improved health and adequate housing are
means of achieving the ultimate goal of
improved quality of life. Researchers are
now recognizing the need to understand
and measure the impact of interventions
on quality of life, in addition to housing
and health outcomes.20

Specific Health Conditions
Homeless people are at greatly increased
risk of death. Mortality rates among street
youths in Montreal are 9 times higher for
males and 31 times higher for females,
compared to the general population.21 Men
using homeless shelters in Toronto are two
to eight times more likely to die than their
counterparts in the general population.18,22

The prevalence of mental illness and
substance abuse is much higher among

homeless adults than in the general popu-
lation. Contrary to popular misconcep-
tions, only a small proportion of the home-
less population suffers from schizophrenia.
The lifetime prevalence of schizophrenia is
only 6% among Toronto’s homeless.23

Affective disorders are more common, with
lifetime prevalence rates of 20-40%.13,24

Alcohol use disorders are widespread, with
lifetime prevalence rates of about 60% in
homeless men.24 Cocaine and marijuana
are the illicit drugs most often used by
homeless Canadians.25 Patterns of sub-
stance abuse and mental illness vary across
subgroups of homeless people: single
women are more likely to have mental ill-
ness and less likely to have substance use
disorders than single men.24 Female heads
of homeless families have far lower rates of
both substance abuse and mental illness
than other homeless people.26

Homeless people are at increased risk of
tuberculosis (TB) due to alcoholism, poor
nutritional status and AIDS.27 In addition,
the likelihood of exposure to TB is high in
shelters due to crowding, large transient
populations and inadequate ventilation.28

Canadian data on the incidence and mole-
cular epidemiology of TB among homeless
people are lacking. In the US, more than
half of TB cases among homeless people
represent clusters of primary tuberculosis,
rather than reactivation of old disease.29

Treatment of active TB in the homeless is
complicated by loss to follow-up, non-
adherence to therapy, prolonged infectivity

and drug resistance.30 Directly observed
therapy results in higher cure rates and
fewer relapses.27 Homeless persons with
positive skin tests without active TB may
be considered for directly observed pro-
phylaxis.31

Among homeless youth in Canada, risk
factors for HIV infection include survival
sex, multiple sexual partners, inconsistent
use of condoms and injection drug use.32

Infection rates were 2.2% and 11.3%
among homeless youths seeking HIV test-
ing at two clinics in Vancouver in 1988.33

In contrast, the prevalence of HIV infec-
tion was only 0.6% in a group of homeless
youths surveyed in Toronto in 1990.34 In a
1997 study of homeless adults in Toronto,
the HIV infection rate was 1.8%, with
increased risk observed among individuals
with a history of using IV drugs or crack
cocaine.35 A study of homeless adults and
runaway youth in 14 US cities in 1989-
1992 found HIV infection rates ranging
from 0 to 21% with a median of 3.3%.36

Sexual and reproductive health are major
issues for street youth. Studies of street-
involved youth in Montreal have docu-
mented high rates of involvement in sur-
vival sex, sexually transmitted diseases and
unplanned pregnancy.32,37,38 Anecdotal
reports suggest that pregnancy is common
among street youths in Canada; in the US,
10% of homeless female youths aged 
14-17 years are currently pregnant.39

Injuries and assaults are a serious threat
to the health of homeless people. In
Toronto, 40% of homeless persons have
been assaulted and 21% of homeless
women have been raped in the past year.40

Unintentional injuries due to falls or being
struck by a vehicle, as well as drug over-
doses, are leading causes of mortality
among homeless men in Toronto.21

Homeless adults suffer from a wide
range of chronic medical conditions,
including seizures, chronic obstructive pul-
monary disease and musculoskeletal dis-
orders.40 Hypertension and diabetes are
often inadequately controlled.41,42

Homeless people in their 40s and 50s often
develop health disabilities that are com-
monly seen in persons who are decades
older.43 Oral and dental health is poor.44-46

Homeless people face many barriers that
impair their access to health care, even
under the Canadian system of universal
health insurance.1 Many homeless persons
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Figure 1. Causal pathways relating homelessness, health, and quality of life.
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do not have a health card, are unable to
make or keep appointments, or lack conti-
nuity of care due to their transience (i.e., no
permanent address or telephone).1

Homelessness entails a daily struggle for the
essentials of life. Competing priorities may
impede homeless people from obtaining
needed health services.47 Access to mental
health care and substance abuse treatment
remains a crucial issue.48 Obtaining pre-
scription medications can be problematic
and adhering to medical recommendations
regarding rest or dietary modification is
often impossible.41,49 Studies from the US
have shown that homeless adults have high
levels of health-care utilization and often
obtain care in emergency departments.50,51

Homeless people are hospitalized up to five
times more often than the general public52

and stay in the hospital longer than other
low-income patients.53

Interventions to reduce homelessness
and improve the health of homeless
persons
This section provides an overview of the
wide array of interventions reported within
the literature that have attempted to
decrease the prevalence of homelessness
and improve the health of homeless peo-
ple. We have classified these interventions
into four clusters using a taxonomy derived
from the literature, theory and past experi-
ence: (a) biomedical and health care strate-
gies, (b) educational and behavioural
strategies, (c) environmental strategies, and
(d) policy and legislative strategies. For
each cluster, we provide a brief description,
examples of interventions of that type, and
a summary of research gaps and opportuni-
ties within that cluster. These clusters are
not mutually exclusive; some interventions
may fit under more than one cluster.

Biomedical and Health Care Strategies
This cluster of strategies focusses on med-
ical interventions to improve health status
and includes primary health-care pro-
grams, clinical services through outreach
programs, psychiatric treatment teams and
substance abuse treatment. Interventions
that are purely biomedical, however, may
improve the health of homeless people but
fail to address their homelessness. Thus,
interventions that combine health care
with housing and other social services need
to be considered.

Only a small number of studies have
examined the effectiveness of biomedical
or health care interventions for homeless
people using a rigorous controlled design.
Most of these studies have focussed on
homeless persons with mental illness or
substance abuse. For example, studies have
confirmed the effectiveness of the Assertive
Community Treatment (ACT) model for
homeless people with severe mental illness.
ACT involves a team of psychiatrists, nurs-
es and social workers that follows a small
caseload of clients in the community and
provides high-intensity treatment and case
management.48,54 Compared to usual care,
patients receiving ACT have fewer psychi-
atric in-patient days, more days in commu-
nity housing, and greater symptom
improvement. A recent example of a com-
bined housing and health service program
is the New York City Housing Initiative.55

This program made resources available to
create 3,300 housing units and social ser-
vices support for mentally ill homeless per-
sons. Over two years, people in the pro-
gram stayed in shelters an average of 128
days fewer than similar people in a control
group. The treatment of substance abuse
in homeless persons has been the subject of
a number of studies; a recent review of the
literature is available.56

Gaps in this area include a lack of
research on interventions for homeless
youth or families with children, limited
research on interventions to address health
problems other than mental illness or sub-
stance abuse, and little or no data on the
effectiveness of various models of primary
care delivery for the homeless.
Opportunities for future research include a
focus on “harm reduction” programs that
seek to minimize adverse health impacts
among homeless substance users rather
than focussing exclusively on abstinence.
Examples include “safe injection sites” for
drug users and shelter-based controlled
drinking programs in which residents are
provided with alcohol on a metered sched-
ule.

Educational and Behavioural Strategies
This cluster of strategies seeks to prevent
homelessness or improve the health status of
homeless persons through educational pro-
grams and behavioural change. Educational
programs may focus on homeless people,
individuals at risk of homelessness, or the

general public. Efforts to promote behav-
ioural change in the homeless include harm
reduction programs, counselling, and refer-
ral services. Education of health-care work-
ers, shelter workers and service providers is
included in these strategies. For example,
the Streethealth Coalition in Ottawa pro-
vides prevention and education on infec-
tious diseases and health conditions often
found in the homeless.57 The Federation of
Non-Profit Housing Organizations of
Montreal promotes education on a range of
basic life skills. Ontario’s Urban Aboriginal
homelessness strategy includes culturally
appropriate programs, such as cultural
counselling and programs, and employment
services.

Examples of programs targeting home-
less or at-risk individuals include tenants’
rights organizations, eviction prevention
services, and groups such as the Safe
Homes for Youth in Ottawa, which pro-
vides education and support for high-risk
youth.57 Alternatively, educational initia-
tives may focus on increasing public and
government awareness of homelessness
issues. Examples include a public aware-
ness campaign in Ontario to aid the public
in assisting homeless persons58 and efforts
by advocacy groups such as the Canadian
Housing and Renewal Association, the
Centre for Equality Rights in
Accommodation and the Housing and
Homelessness Network in Ontario to pro-
mote changes in government policy related
to homelessness.

Very little evaluation research has been
undertaken on health education programs
for the homeless.59 This constitutes a major
research gap. Reports of educational and
behavioural interventions have often been
limited to basic program information.
More in-depth descriptions of develop-
ment and implementation processes are
needed; such information could provide a
valuable resource for service providers seek-
ing to begin similar initiatives.
Opportunities for future research include a
need for conceptual research on education-
al and behavioural interventions for home-
less people, studies on how to make these
interventions more accessible and appeal-
ing for the homeless population, and rigor-
ous studies to evaluate the outcomes of
such programs. Such efforts could benefit
from attention to three key factors: moti-
vation of individuals toward change
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through altered knowledge, attitudes,
beliefs and values; enabling individuals to
take action through skill building and
availability and accessibility of supportive
resources; and reward or reinforcement of
positive action.60

Environmental Strategies
Environmental strategies are attempts to
alter the social, economic or physical envi-
ronment in a specific setting to create a
supportive environment that enables and
facilitates behaviour change. This approach
recognizes that the environment or context
in which homelessness occurs may be
altered to enhance desired behaviours or
limit undesirable actions. The environ-
ment or context may vary in scale from a
single program (e.g., a supportive housing
site or outreach program) to a specific
neighbourhood to an entire city, province
or country.

Examples of environmental strategies at
the program level are Street City in
Toronto, which provided services to home-
less persons in an environment designed to
engage individuals unaccustomed to living
indoors,57 and the Lookout Emergency Aid
Society in Vancouver, which provided
both short-term shelter as well as long-
term supportive housing for adult men and
women who were unable independently to
meet basic daily needs.4 A macro-level
example is the federal government’s
Supporting Community Partnerships
Initiative, which seeks to promote coopera-
tion/coordination at a local level and to
provide “communities with the tools and
resources needed to set their own course of
action” to respond to homelessness in their
community.

Research undertaken in environmental
strategies has largely taken the form of
environmental scans and needs assess-
ments. Two reviews have documented and
categorized a number of Canadian pro-
grams/projects that included environmen-
tal strategies.4,57 A number of projects have
provided examples of community develop-
ment processes in the homeless population.
Researchers have outlined lessons learned
while conducting community-based
research on homelessness in Toronto.61

Others have looked at factors that restrict
or facilitate community participation by
disadvantaged persons.62 Opportunities for
research include conceptual work to orga-

nize and frame these efforts, in-depth eval-
uations to ensure that programs have mea-
surable outcomes, and translation of infor-
mation into a form useful for planning.2

Policy and Legislative Strategies
This cluster includes efforts to reduce
homelessness through policies and legisla-
tion related to poverty and its ameliora-
tion, social housing, public health, immi-
gration and law enforcement. Recognizing
that a variety of policy, regulatory, legisla-
tive and political factors create a climate
that has an enormous impact on homeless-
ness and its management, these strategies
focus on the creation of “healthy public
policies.”

Examples of current initiatives include
the government of Alberta’s framework
outlining policy responses to homelessness
with respect to housing and support ser-
vices, local capacity development and gov-
ernmental coordination.63 The 1999
Vancouver Agreement is an example of
collaboration at the federal, provincial and
municipal levels to focus on economic,
social and community development in the
Downtown Eastside neighbourhood,
where homelessness is a major issue.
Examples of public health policies that
have been implemented or considered
include safe-injection sites, needle
exchange programs and other harm-
reduction policies.

These strategies are foundational to all
others, because the absence of a strong 
policy-legislative approach to homelessness
will seriously limit and undermine efforts
in other areas. There is a need for work to
examine the impact of various health and
social policies on the lives of homeless peo-
ple. Particularly vital64 areas include wel-
fare policy as it affects adults and families
with children, policies that impact young
women,65 and practices in the child welfare
system that may contribute to youth
homelessness.66,67 Comparing policies in
different jurisdictions and their impact on
homelessness can provide important
insights.64,68 Government frameworks on
homelessness call for efforts to ensure
accountability in reaching specific targets
and goals. But, there has been relatively lit-
tle work on policy evaluation in this area.
Future research has the potential to pro-
vide essential information to guide future
policy-making.

STRATEGIC DIRECTIONS FOR 
FUTURE RESEARCH ON 
HOMELESSNESS

Based our review, we conclude that
Canadian research in the area of homeless-
ness and health faces important challenges.
The complexity of the issue of homeless-
ness requires the involvement of a wide
range of stakeholders, including all levels
of government, service providers, health
professionals, biomedical/social science
researchers, community groups and home-
less people themselves. Both horizontal
integration (across various sectors such as
health, law, housing, social services) and
vertical integration (across federal, provin-
cial, territorial, and local governments, and
within communities) are needed. Second,
the diversity of values, beliefs and perspec-
tives on homelessness must be acknowl-
edged, and public discourse is needed on
the causes of homelessness in Canada and
the appropriate response to this problem.
Third, consensus needs to reached on the
definition of homelessness and the mea-
sures by which efforts to reduce homeless-
ness or improve the quality of life of home-
less people will be judged. Fourth,
researchers need to design and conduct
studies on homelessness that are policy-
relevant and develop strategies to translate
their research into policy and practice.
There has been little research evaluating
the effects of policy on homelessness or
quality of life among the homeless and the
vast majority of programs for homeless
people have not been evaluated. Many of
the evaluations that have been conducted
are of modest quality, but at the present
time, the resources and expertise that
would allow for a robust evaluation are
often not available at the local level.

These challenges should not deter or
diminish current interests and efforts
around research on homelessness and
health in Canada. Rather, they call for
renewed commitment, strategic planning
and wise investment of human and fiscal
resources. Within all six categories of
research there is significant need for further
development. Conceptual research on the
definition and meaning of homelessness
can provide greater clarity in ongoing dis-
cussions of homelessness among advocacy
groups and policy-makers. Environmental
scans that document the extent of home-
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lessness and the health problems of home-
less people are useful, but they remain pri-
marily descriptive in nature. There is a
need to move from this understanding to
outcome measures and interventions.
Methods research could make significant
contributions through the development of
valid/precise measures of quality of life in
homeless people and individuals at risk.
Needs assessment research needs to be sys-
tematically linked to objectives and inter-
ventions. Finally, more high-quality evalu-
ation and intervention research is urgently
needed.

Community involvement is vital in any
work on homelessness and its conceptual-
ization, measurement or change. While
this may seem self-evident, the reality is
that many groups often have limited
capacity for engagement in these efforts.
Concrete efforts are needed to ensure that
communities are able to contribute to, and
participate effectively in, the study of
homelessness and use of research findings.
The primary need is capacity-building to
allow communities to initiate projects in
equitable partnerships with government
and academia. Resources must be made
available to both promote research by vari-
ous community groups and to teach
research skills such as proposal writing and
research design. Potential strategies include
workshops, access to research courses at
academic institutions, the development of
easy-to-use research information, and
financial support to allow community
members to participate in these activities.

The issue of dissemination remains a key
challenge in homelessness research. The
question is how we can best communicate
the lessons, experiences and best practices
of dealing with homelessness. How can
this information be communicated in a
variety of forms and media that are appro-
priate to their target audiences? Significant
barriers exist, including time, personnel,
research capacity and resources.

We suggest three strategic priorities
towards a better understanding of home-
lessness and the implementation and evalu-
ation of efforts to reduce homelessness and
improve the lives and quality of life among
the homeless. The first priority is a nation-
wide effort to achieve a core, consensus
definition and set of indicators related to
the definition and extent of homelessness.
Second, we need clear definitions and mea-

sures for a) the health status of homeless
(and at-risk) groups; b) the use of the
health and social services by homeless peo-
ple; and c) relations between homelessness
and broader, non-medical determinants of
health (e.g., income, education, employ-
ment, social support, gender, culture, etc.).
This effort to create a common dataset
would not preclude communities from col-
lecting additional data of local interest and
value.

A third priority must be the develop-
ment of research infrastructure. This effort
would include the development of demon-
stration projects or surveillance systems
that could reliably collect data on the indi-
cators of homelessness. Government-
funded projects that purport to address either
the processes or outcomes of homelessness
should be subjected to an “evaluability”
assessment. Groups such as the Canadian
Consortium for Health Promotion
Research could assist all levels of govern-
ment in determining whether current pro-
jects/programs are in fact, evaluable. We
suspect that many projects and programs
presently lack the necessary and sufficient
conditions to be fairly evaluated. This
effort could move research toward a model
of program evaluation that sets realistic
expectations in terms of measurement of
focussed aspects of homelessness, and one
that provides sufficient time and resources
to allow for appropriate assessment of
homelessness interventions and their
effects.

We encourage investment of the needed
resources toward the science and application
of research on homelessness. Building on its
traditions in health promotion and its
strengths in population health research,
Canada is well placed to be a world leader
in intervention research on homelessness.
This can be a vehicle for building commu-
nity health. These efforts may generate
additional benefits, including commitment
to reducing health disparities, new partner-
ships across academic disciplines, and inter-
sectoral work on the determinants of health. 
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RÉSUMÉ

Cet article a été rédigé en vue d’une conférence de réflexion internationale sur la réduction des
disparités en matière de santé et la promotion de l’équité dans les populations vulnérables. Son but
était de donner un aperçu de la recherche sur le phénomène des sans abri et de stimuler la
discussion sur les orientations stratégiques dans ce domaine. Nous avons retracé les recherches sur
l’itinérance, avec un accent particulier sur celles qui ont été menées au Canada. Les études ont été
regroupées selon leur sujet et leur cadre dans les catégories suivantes : ampleur du phénomène des
sans abri, état de santé de ces personnes, interventions pour réduire le phénomène et améliorer la
santé des individus, et orientations stratégiques pour la recherche future. Parmi les principaux
problèmes étudiés, mentionnons la définition du phénomène des sans abri et son ampleur, son
hétérogénéité et les explications contradictoires de la problématique. Les sans abris présentent un
niveau élevé de maladie et le cheminement qui les amène à se retrouver sans-logis et en mauvaise
santé est complexe. Parmi les efforts pour réduire le phénomène et améliorer la santé des individus,
notons les stratégies de nature biomédicale, éducative, environnementale et politique, tous des
domaines caractérisés par de nombreuses carences et possibilités en ce qui concerne la recherche.
La recherche stratégique doit s’appuyer sur l’engagement des partenaires et de la collectivité et sur
des méthodes plus rigoureuses. Les priorités doivent, entre autres choses, porter sur la création d’un
consensus quant à la façon de mesurer le phénomène, l’état de santé des sans abri, le
développement de l’infrastructure de recherche, et la volonté de s’assurer que l’on puisse mesurer
l’efficacité des futures initiatives.


