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Introduction
The health outcomes of homeless people are poor, with higher rates of acute
and chronic conditions than the general population (Hwang et al., 2011).
Even more troubling is that people experiencing homelessness are subject
to premature death (Frankish, 2005; Hwang, 2009). It is well known that
the conditions under which homeless people live, such as having a lack
of permanent and stable housing, inadequate income combined with food
insecurity, social isolation, discrimination and marginalization contribute
to poor health and early death (Hwang, 2009). The dearth of resources for
health care means that people who are homeless are increasingly vulnerable
to specific health risks, including contracting communicable diseases during
outbreaks. This is evident in the higher rates of HIV and Hepatitis C among
homeless populations (Holton, Hwang, & Gogosis, 2010), as it is often
difficult to manage and contain disease transmission in compromised and
inadequate living situations.
During the past decade, events such as the SARS outbreak have raised
serious public health concerns about the challenges of taking measures to
reduce disease transmission during pandemics (or potential pandemics) for
both the general population and those who are homeless. One such event
was the 2009–2010 concern about a potential pandemic caused by the
H1N1 virus. While the pandemic did not materialize as feared, it offered
significant learnings. In this chapter, we focus on learnings related to the
needs of people who are homeless. These learnings arise from the unique
social conditions and circumstances that contribute to homeless people’s
heightened vulnerability to communicable disease transmission, and they
offer insights into how to mitigate this population’s potential vulnerability in
a communicable disease outbreak.
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Based on the results of a national survey in four Canadian cities, we
explore findings related to health and access to health care in the event of
a pandemic. Through a discussion of issues that emerged during the H1N1
period, we offer suggestions to inform future public health planning for
communicable disease outbreaks, taking into consideration the unique needs
and circumstances of those who are homeless. A closer examination of the
stresses and vulnerabilities reported by people experiencing homelessness
can help to guide health officials in planning for pandemics, prioritizing
preventive practices, and offering health services in ways that will, we hope,
mitigate the risks of serious health impacts in the event of future outbreaks
of virulent communicable diseases.

Background
Research purpose and questions
As a result of a special call for proposals related to pandemic planning by
the Canadian Institutes of Health Research (CIHR), a survey of people
experiencing homelessness in four Canadian cities was conducted. The survey
instrument consisted of a series of multiple-choice questions that inquired
about living practices and health-seeking behaviours by persons who were
homeless at the time. A copy can be found in the Appendices of this book.
Methodology
Participants were recruited at and near drop-in day programs and shelters in
Toronto, Regina, Calgary and Victoria. They were offered a small stipend
for their time and were asked about their health and experiences with health
care during H1N1, as well as strategies to reduce risk in the event of a
pandemic. Ethics approval was obtained from the University Ethics Boards
of the principal investigators in each participating city. Data collection was
facilitated by university-based researchers. Toronto and Regina employed
students as research assistants, while Calgary and Victoria also included
peer researchers as members of the research team. The collection period was
over the colder months of the year, from October 2009 to March 2010, thus
ensuring that most people who choose rough sleeping during the warmer
months would be more likely to seek food and shelter at designated sites,
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and thus be more available to be surveyed. The total sample consisted of
351 participants (Calgary, 118; Regina, 40; Toronto, 144; and Victoria, 44),
which is proportional to the estimated homeless population in each city).
Participants were recruited for the study at or near 24 drop-in programs and
shelters that serve single adults across the four cities. The youngest was 16
years of age and the oldest 75, with 26% of the group aged 25 or younger.
While the mean age was 38, the age spread is best depicted by Figure 1,
which indicates that there was a significant cohort of young adults.
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Figure 1: Age of Respondents
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The cluster of young persons (aged 16–25) in part reflects the locations
where we collected data. In Toronto, youth services constituted one data
collection location, providing 65 respondents (46% of all respondents in that
city). This skews the age cohort, since no youth services were targeted as
data collection places in the other cities. However, as Figure 1 shows, the
overall sample had a diverse age range.
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Overall, 69% of respondents reported going to a shelter at night at least some
of the time, and 66% said they go to a shelter every night. In Toronto and
Victoria, 58% reported never using a shelter, while in Regina and Calgary
this group was considerably larger at 82%. These differences between cities
may relate to shelter bed availability in Victoria. Since 2010, that city’s
shelters have been running at over 100% capacity as once emergency beds
are full, mats are being placed on the floor to accommodate the overflow
(Pauly, 2013). These differences may also be due to the data collection sites:
in Calgary and Regina the sites tended to be in and around shelters, while
Victoria and Toronto also included respondents who only frequented drop-in
programs and did not sleep at shelters. While shelter use among respondents
varied across the cities, many issues that were raised about experiences with
shelters did not elicit statistically different responses among these locations.
In the following sections, we highlight concerns related to the health
vulnerability of people who are homeless, and their access to health services
in the event of a pandemic, as well as their perceptions of where and how
information and services would best be provided in a pandemic. Following
this, we discuss insights and recommendations to inform public health and
pandemic planning to meet the unique needs and circumstances of people
who are homeless.

Self-reported Health Status of Homeless Canadians
For the survey, several questions related to self-reported health paralleled
questions used by Statistics Canada (Statistics Canada, 2016) in its database
of national health indicators. This made it possible, at least for some
indicators, to compare the self-reported health of those who are homeless
with the general population. As Statistics Canada reports 2-year rather than
1-year averages for the last 6 years, we were able to use the same time frame
for comparison with our study data. Also, data among data periods (between
2009 and 2014) were quite similar (less than 1.0% difference between these
time periods in each category we referenced). By extension, we posit that
the data about health conditions and usage that emerged from this survey
probably also reflect current and continuing health issues and concerns
among homeless people.
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Very good or excellent health was reported by 34% of our sample, while
72.6% of the general population reports very good or excellent health
(Statistics Canada, 2016). Nationally, 39% of our subjects reported fair
or poor health, compared to 11.6% percent of the general population. Of
the four cities included in the research, we found that fair or poor health
reported by study participants ranged from 33.4% to 47%. See Table 1 for
the breakdown by city. In Toronto, 44% of our participants reported fair or
poor health compared to 10.6% of the general population. In Regina, 33.4%
of participants reported fair or poor health compared to 10.1% of the general
population, while in Calgary, 47% of participants reported fair or poor health
compared to 9% of the general population. Finally, for Victoria, fair or poor
health was reported by 43.2% of participants compared to 11.8% of the
general population. Thus, depending on the city, homeless people report fair
or poor health at three to four and one-half times the rate for the general
population across all provinces and territories.
Population

Average

Victoria

Calgary

Regina

Toronto

Homeless

39.0%

43.2%

47%

33.4%

44%

General
(Statistics
Canada)

11.6%

11.8%

9.0%

10.1%

10.6%

Table 1: Participants reporting fair or poor health by city: Comparing the homeless
population to the general population

Across the four cities, 26.4% of our sample said their health was worse than
a year ago, which is six times the national average of 4.6% in the general
population. This means that among the homeless population, between one
in three and one in four persons experienced deteriorating health, compared
to fewer than one in 20 in the general population. In addition to reporting
deteriorating health, just over half the respondents in the four survey cities
consider themselves to have a disability that prevents them from engaging
completely in work and leisure pursuits.
A series of questions focused on specific medical conditions (Table 2). A few
diagnoses, including diabetes, cancer, HIV and tuberculosis, were explored.
It is clear that people experiencing homelessness had numerous chronic
conditions that would increase their vulnerability in the event of a pandemic.
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Health condition

Homeless sample

General population

HIV/AIDS

3.8%

0.091

Lung cancer

5.3%

0.005%

Asthma

13.7%

8.1%

Hepatitis A, B or C

16.1%

6%-7%2

Arthritis

23.9%

15.3%

Consider oneself to
have a disability

50.6%

14.3%

Table 2: Self-reported health conditions

Over 50% of the participants experiencing homelessness reported a disability.
In the general population, 10.1% of Canadians between the ages of 15 and
64 reported a disability (Statistics Canada, 2012). The participants in this
study self-reported disability (“limited in what you can do at home, school or
work because of a disability or chronic health problem”) at a rate five times
that of the Canadian population as a whole (Statistics Canada, 2016). These
findings confirm previous reports by Health Canada and other researchers that
the overall health of homeless individuals is significantly poorer, by a wide
margin, than that of the general population, and that being homeless increases
the risk of deteriorating health (Frankish, 2005; Hwang, 2009). Furthermore,
these data highlight that those experiencing homelessness are already
experiencing poor overall health, and that situation, along with unstable living
conditions, would increase their vulnerability in the event of a pandemic.

Use of Health Care
An important consideration for any type of health care services, including
pandemic planning in the context of homelessness, relates to homeless
people’s experiences with the health care system. In Canada, health care
services, such as doctors and hospitals, are funded universally for all
Canadian residents. Ready access to health care, outside of a crisis or a
Rates reported by statistics Canada as 212 per 100,000 for AIDS and 56 per 100,000 for lung cancer
have been converted to percentages.
Variation between hepatitis B and C prevalence.

1
2
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health emergency, begins with possession of a valid health card, which is
obtained based on an established address within the province or territory
of residence. In our study, nearly 83% of respondents reported having a
valid health card. In other research, reported possession of a health card
by homeless people was much lower, with 34% or more lacking a health
card in two separate studies of homeless people in Toronto shelters (Hwang,
Windrim, Svoboda, & Sullivan, 2000; Khandor et al., 2011). A possible
explanation for the much higher rate of health card possession in this study
may be the more recent attention to providing homeless people with access
to personal identification, including health cards. Another possibility, since
we did not ask our subjects to provide proof of health card possession, is
that our positive response numbers were inflated. Because these rates were
consistently high, hovering around 80% in all cities except Regina, where
95% of respondents reported having a health card, there is less possibility
that differences in research assistants or data-gathering approaches account
for these results. It is more plausible that reported recent advocacy efforts
aimed at ensuring that homeless people have personal identification and a
health card may have proven to be effective (St. Michael’s Hospital, 2011).
While health card possession is an indicator of potential universal access
to health care, it does not ensure that adequate and acceptable health care is
readily available or accessible. In fact, many homeless people do not have
a regular primary care provider or a regular source of care, which means,
even with universal coverage, they may go without care or delay health
care until it is an emergency. In this survey, we asked participants if they
had a regular source of care, and if it was easy to see a doctor or nurse if
necessary. Of our sample, 54.9% said they had a regular doctor or nurse.
This percentage of respondents who indicated having a regular nurse or
doctor is much lower than the 85.1% reported for the general Canadian
population (Statistics Canada, 2014) and does not reflect how recently a
person had seen that practitioner.
Most participants in our study (84.6%) reported that it would be easy to see
a doctor if they needed to. However, when participants were asked whether
they see a doctor for health care, only 30% of those who indicated they had
a regular source of care said they saw the doctor or nurse identified as their
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regular health care provider. In the general population, 81.3% of Canadians
reported seeing their doctor in the last year. Of our participants, 39% reported
having a doctor they see at least once a year, which is less than half the
rate of the general Canadian population, despite much higher self-reports of
poor health and prevalence of chronic disorders for the homeless population
than for the rest of the population. Not only are homeless people more likely
to suffer from a variety of serious and debilitating health problems, their
substantially lower use of health care from a regular practitioner means they
are likely to have less access to health services in the event of a pandemic.
When asked about where they usually access health care, 40% of respondents
indicated accessing a community health clinic or a walk-in clinic, 20%
receive health care at a shelter or drop-in program and 18% report using a
hospital emergency department. Access to and use of health care services
suggests that homeless people know where to obtain health care, but
their identification of a personal practitioner may be based on minimal or
infrequent contact. Responses may also have been based partly on a wish to
provide a ‘socially desirable response,’ in that having a regular health care
provider is considered a norm in Canadian society.
There is a general perception, fueled by studies in the United States (Kushel,
Perry, Bangsberg, Clark, & Moss, 2002), that homeless people frequent
hospital emergency departments for general health care (Frankish, Hwang,
& Quantz, 2005). Despite concerns about overuse of emergency services
by the homeless population, overall, only 18.3% of our study participants
indicated obtaining health care at an emergency department. While most
shelters have some form of health care available, often through the use of
nursing staff, most study participants did not use shelters to obtain health
care. In our four study cities, only one in five (20%) participants said they
would seek health care at a shelter. When we looked at other places where
people experiencing homelessness sought health care, the most frequently
used sources were community or outreach programs.
The use of community health centres and walk-in clinics for health care,
and some use of health facilities at shelters, indicates that homeless people
probably use a variety of resources, rather than a single service. Community
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health clinics and outreach health care are, in some cases, specifically
tailored to meet the needs of people experiencing homelessness in terms of
hours and ways that services are delivered. This highlights that these services
are important sources of care. It has been demonstrated in other research that
these resources are often more likely to be accessed because they are trusted
sources of care (Pauly, 2014). Indicators of health care system use and trust
in health care providers are important considerations for providing health
care for homeless people, especially in the event of a pandemic.
Our findings suggest that both intervention and prevention efforts should
target walk-in clinics and community health centres located where shelters
and drop-in programs are located, to provide readily accessible and
acceptable service locations, while also targeting those who have specific
health needs exacerbated by their current living situation. In the next section,
we explore the living conditions that increase vulnerability for people who
are homeless; we also discuss participants’ perceptions about access to
information and sources of care during a pandemic.

Living Conditions: Sheltering of Homeless People
Earlier in this chapter, we highlighted that people experiencing homelessness
are already experiencing poorer health and less access to health care services
than the general population. In this section, we examine the living conditions
of homeless people that increase their structural vulnerability in the event of a
pandemic. Shelters, in particular, are environments that often increase the risk
of communicable disease transmission (Sasaki, Kobayashi, & Agui, 2002).
However, not all homeless people use shelters, or use them all the time. Of the
participants in this study, 69% of respondents indicated they use emergency
shelters, and 66.1% reported sleeping in shelters on a regular basis. In Regina
and Calgary, the percentage of those sleeping in shelters every day was 85%,
while in Toronto and Victoria only 48% and 30%, respectively, reported
regular shelter use. In Calgary there was a clear preference for certain
shelters, with 91.1% of respondents indicating they preferred certain shelters
over others. Calgary’s shelters vary in terms of number of beds (ranging from
under 50 to 1,200), strictness of rules, religious orientation, available activities
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and expectations, so shelter users’ preferences for certain accommodations
over others is understandable. In Toronto and Victoria, 68% of participants
preferred certain shelters, while in Regina the preference rate of 36.4% was
substantially lower than in other locations. These differences may be due, as
described previously, to the predominant use of shelters as a site for recruiting
study participants in Toronto and Calgary.
Our survey did not include questions addressing reasons for shelter preferences,
so we did not identify whether shelter design and spatial proximity were
factors in users’ preferences. However, these are critical to consider in relation
to transmission of communicable diseases. In the qualitative interviews in
Victoria and Regina, we found there were few options for isolation rooms, and
it was often difficult to maintain spatial proximity requirements in shelters (see
chapters by Schiff and Pauly, Cross, & Perkin, in this book). Shelters often
occupy spaces retrofitted for this use, rather than spaces designed specifically
for housing homeless people (Walsh et al., 2010). It is common for shelters to
be dormitory-style, with the maximum possible number of bunks in one room,
to respond to the pressures of homelessness in urban centres. In this study, there
were concerns about shelter capacity being stretched past the maximum, and in
at least one city, Victoria, the response to growing concerns about homelessness
was to increase shelter capacity by adding mats on the floor in shelter common
areas. While this arrangement must meet fire regulations, it is possible, even
likely, that it would not meet guidelines for ensuring one to two meters between
beds. This arrangement could also mean up to 40 people in a common area,
with overburdened washroom facilities and little privacy. Additionally, people
experiencing homelessness, who are service recipients, are generally not
consulted in the design of these spaces (Walsh et al., 2010). It is important to
consider the advice of people with lived experience of homelessness regarding
shelter design and usage, including how these apply to reducing health risks.
Not surprisingly, participants reported sleeping regularly in overcrowded
places. Of all respondents, 58.5% reported having slept in a crowded
environment in the past year, and 45.3% in the past month. However, rates
varied substantially across cities. In Victoria, 80% reported sleeping in a
crowded place in the past year. In Regina, that number was only 25%, while
Toronto and Calgary had around 50% of respondents reporting crowded
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sleeping environments. As previously noted, Victoria shelters have run
over capacity since 2010. This overcrowding is especially important when
considering the risk of disease transmission by airborne routes, for example,
through contact with those who have tuberculosis, in an influenza pandemic
or with other infectious diseases. We allowed respondents to self-identify
the concept of ‘overcrowded,’ and thus do not know if our figures refer only
to shelters, or also to other housing such as ‘doubling up,’ the practice of
having two or more times the allowable number of persons in a living unit.
Another important consideration for health and well-being among homeless
people is food security, which is critical to a person’s susceptibility to disease
transmission and recovery. A significant number, 41.5% of respondents,
indicated they had gone without food at least once per week in the past
month. This is significantly higher than nationally reported (8%), where
skipping meals is considered to be an indicator of severe food insecurity
(Tarasuk, Mitchell, & Dachner, 2014). Additionally, 7.3% of respondents
had gone without food at least once per day in the past month. Nutrition
is important to overall health and immunity, so that food insecurity among
homeless people is an important factor when considering risks for disease
transmission and health outcomes during a pandemic.

Homeless Canadians’ Experiences During the H1N1 Pandemic
An important aspect of this research was examining homeless people’s
experiences during the H1N1 pandemic, including their knowledge about
the disease and their access to vaccination. Almost all respondents (97% in
Toronto and Victoria and 100% in Calgary and Regina) remembered hearing
about H1N1 during the 2010 outbreak. When asked what they remember
hearing about it, the answers in some cases showed a lack of specific
information or knowledge about H1N1. Most study participants (84.9%)
did not know that H1N1 was contagious. Less than half the sample (44.1%)
thought it was serious or deadly, except in Regina, where 60% of participants
thought it was serious or deadly. When asked specifically whether they were
aware that a vaccine was available, 93.4% said Yes. Additionally, 93.4%
were aware there was a vaccine for H1N1, and 76.9% were aware of vaccine
173

PANDEMIC PREPAREDNESS AND HOMELESSNESS:
LESSONS FROM H1N1 IN CANADA

clinics in their city. This varied somewhat across locations, with Calgary
reporting the highest percentage of awareness at 83.8%, while only 62.5% of
respondents in Regina were aware of H1N1 vaccine clinics (Table 3).
Total study
population

Victoria

Calgary

Regina

Toronto

Knew about
H1N1
outbreak

98.6%

97.3%

97.7%

100%

100%

Did not
know it was
contagious

84.3%

84.1%

79.1%

84.6%

90.0%

Knew it was
serious or
deadly

44.1%

39.3%

53.5%

41.0%

60.0%

Concerned
about being
infected

44.4%

49.3%

43.9%

41.0%

37.5%

Aware of a
vaccine

93.4%

93.9%

90.9%

94.9%

90.0%

Knew
vaccine was
available

15.4%

20.7%

25.6%

6.0%

12.5%

Table 3: Percentage of study participants aware of the H1N1 outbreak

Across all cities in the study, there was a pervasive lack of awareness that
some groups (children, seniors, pregnant women) are more vulnerable to the
dangers of contracting H1N1. While 44.1% knew the virus was a serious,
potentially deadly illness, 94.8% of all respondents were unaware there
were some groups of people who were especially vulnerable. This lack of
awareness by a majority of participants may translate into limited concern
about becoming infected or taking protective and preventive measures, and
indeed, only 45% of study participants were concerned about becoming
infected with H1N1. This might also explain rates of vaccination, with
34.9% of respondents being vaccinated, lower than the national average of
41% of Canadians over the age of 12 being vaccinated during the H1N1
outbreak (Statistics Canada, 2016). While more than 90% of participants
were aware there was a vaccine, only 15.4% of participants knew it was
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available. The rate in Victoria was higher and closer to provincial rates.
This may be because there was a concerted effort to vaccinate those who
were homeless in British Columbia, not necessarily the case in other centres
(Pauly et al., this book).
Infection with H1N1 was reported by only 6% of the study participants,
which was lower than the 10% infection rate for the general population.
Participants were more likely to have the diagnosis identified by a doctor at
a medical clinic than through other sources, although some mentioned selfdiagnosis based on reports in the media. An additional 24% of participants
reported having had influenza or a chest infection, but of these, 87%
said they did not know if they had contracted H1N1, which suggests the
possibility of an under-identification of H1N1. Homeless people, who must
focus on meeting survival needs, often place less priority on addressing
concerns related to their physical health if symptoms are not urgent or
debilitating. These findings also indirectly affirm the observation that
homeless people are not likely to seek medical help unless symptoms and
distress are severe (Pauly, 2008).

Homeless Canadians’ Suggestions for Prevention, Planning and
Health Care in the Event of Future Pandemic Outbreaks
In light of some of the challenges homeless people experience with their
health and health care, we wanted to investigate what might help to improve
preventive care and pandemic planning in the context of homelessness. Since
homeless people are the experts on their experiences and needs, we were
particularly interested to learn, from their perspectives, what might work.
Between 86.5% and 90% of respondents said they were exposed or had
access to useful information about H1N1 during the outbreak. We also
asked participants specifically about preferred communication strategies.
Individual health care providers were viewed as the most reliable sources
of information in the event of an outbreak of a viral illness, followed by
television (see Table 4). Internet and other forms of media, such as radio
and newspapers, were considered much less reliable. This attitude may be
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influenced by relative lack of access to the internet and unfamiliarity with
its resources. Agency staff were not often seen as reliable informants,
which reinforces reports from providers (Waegemakers Schiff & Lane, in
this book) that agency staff often felt unprepared and lacked substantive
knowledge about H1N1. Less than 1% of the sample considered outreach
teams reliable, which is interesting, since these teams sometimes include
health professional members, though they are clearly not perceived that
way by people experiencing homelessness. Family and friends were also
not considered very reliable sources of information. When respondents were
asked about future pandemics and information dissemination, between 35%
and 46% of participants in Calgary, Toronto, and Victoria indicated that more
information sessions would be useful in the event of future pandemics. Many
respondents also said more posters would be helpful. However, responses
about posters varied widely across cities: in Victoria, 44% recommended this
strategy, while in Regina only 9.8% of respondents felt that more posters
were needed. Without further information from participants in individual
cities, it is difficult to determine if this difference was based on the number
of posters distributed or local preferences for obtaining information.
Most reliable Total study
source
population

Victoria

Calgary

Regina

Toronto

Health care
providers

32.6%

38.6%

19.0%

32.6%

39.4%

Television
news

20.5%

11.4%

31.0%

17.5%

15.3%

Agency staff

5.9%

9.1%

4.3%

2.5%

7.3%

Posters and
pamphlets

5.6%

11.4%

3.4%

10.0%

4.4%

Newspapers

5.0%

0%

11.2%

7.5%

0.7%

Family

5.0%

4.5%

2.6%

5.0%

7.3%

Friends

3.0%

0%

2.6%

0%

5.1%

Internet

3.0%

6.8%

5.2%

0%

0.7%

Table 4: Most reliable source of health information, according to participants
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We also asked if people would change their shelter-seeking behaviour in the
event of an outbreak of contagious illness, and 57% said they would still
use a shelter. So while there would be a reduction in those who normally
stay in a shelter, more than half indicted they would continue to use a
shelter. However, 43% indicated that if H1N1 had become more widespread,
they would have avoided shelters and drop-in centres. This response was
generally consistent across cities, with Toronto, Regina and Calgary
reporting between 50% and 57% of respondents who would avoid shelters
in the event of a more widespread outbreak. This response was higher in
Victoria, at 78%, which might reflect the milder climate in Victoria, allowing
participants to choose rough sleeping as an alternative to shelters in the
winter, with less risk from weather conditions. A second factor for the higher
number in Victoria may be that shelters often run over capacity there. As
we did not inquire further about possible reasons, it is impossible to know
whether people believed there would be no alternative, or if they believed
the potential risk of contagion was not high, since only 44% reported being
concerned about contracting H1N1 in the event of an outbreak.
Respondents also indicated they would be more likely to avoid food services
at drop-ins and shelters. Under those circumstances, the food insecurity
experienced daily by homeless people could be increased. Participants were,
in general, also more likely to avoid hospital emergency departments and
walk-in clinics. When asked about whether they would change where they
went to get health care in a more severe pandemic, there was a wide variation
in responses across cities. In Toronto, 70.4% of respondents said they would
change where they sought health care. This response was selected by 22.2%
of respondents in Victoria, 15.2% in Regina, and only 5.2% in Calgary. This
variation in responses may have reflected where respondents usually sought
health care. However, this survey did not include questions that would allow
for such an analysis. The survey did not ask participants directly about how
they would have their needs met in the case of a more severe outbreak.
These findings leave important unanswered questions about where homeless
people could sleep, find food and access health care in the event of more
severe pandemic outbreaks, suggesting the current vulnerability associated
with their living conditions could be exacerbated.
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When we asked about future preparations for a pandemic, it appears that
few people had thought of this possibility. The response rate for specific
actions a respondent would take in the event of a pandemic (where to go for
the day, where to sleep at night, where to obtain food, where to get health
care) dropped from over 80% for most previous questions to between 34%
and 40%, even though this question, “If H1N1 had gotten a lot worse, and
more people had gotten sick, would that have changed your views about
going to drop-ins or shelters?” had a positive response rate of 87%. Clearly,
respondents felt more able to react to a presenting situation than to plan ahead
for a possible future situation. We suggest this is because being homeless
is challenging, and those who must worry about where to stay right now
do not have the psychological and social resources to plan for future needs.
They may also not want to consider a future where they remain without
housing, that is, they do not want to consider the possibility of continuing to
be homeless. Given that many people experience cyclical homelessness, and
some are homeless only once, these are reasonable reactions. However, these
reactions could also make future planning more problematic.
Many respondents offered specific comments on the changes in shelter and
drop-in program practices during the H1N1 outbreak. Hand sanitizers were
in more frequent use and hand washing was encouraged more often. Gloves
were more often used in food preparation and service areas and masks were
more often used, sometimes only by staff, but in other situations by both
clients and staff. Facilities were observed to be cleaner and, while there were
some exceptions, staff was seen as more gentle and understanding overall.
Suggestions for improvements in the event of a future outbreak ranged
across issues of cleanliness, availability of information, health and hygiene
resources. Lack of robust response may be because of general satisfaction, or
response fatigue at the end of a lengthy interview.

Discussion
To date, much of what we know about the health and health-seeking
behaviours and preferences of homeless people comes from studies in several
Canadian cities (Toronto, Vancouver and Montreal), but no single study has
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provided an overview of different regions. One study that examined the
plight of homeless people provided qualitative examples of difficult shelter
experiences (Daiski, 2007). We are not aware of any studies that related the
perceptions of people who are homeless in terms of pandemic experiences
and preparedness. The present study provides the data to show similarities
and differences in perceptions in diverse geographic areas, and therefore
aims to be more representative of the plight of homeless people in general.
The specific focus of this study on events and actions in a potential pandemic
(H1N1) allowed us to look at the extent to which health and shelter concerns
are similar across communities of different sizes in different areas, and the
degree to which they may differ, based on specific local conditions.
The response patterns for questions included in this analysis indicated a very
good response rate among our sample increasing confidence in the findings.
Most specific items were answered by over 97% of all participants, thus we
encountered few items where missing data would influence results. We noted
that items focused on health related behaviours and conditions, as well as
responses to pandemic planning, were included in the low rate of missing
information. Instance of lower rates of replies occurred in some items where
people were asked about ways in which services could be improved, which
may reflect a desire to minimize criticism, or simply response fatigue at the
end of a lengthy interview. In summary, the data set proved to be robust.
We found alarming rates of poor health, and lower self-reported health
care utilization than appeared necessary for the adequate care, health and
living conditions of our participants. While it was heartening to learn that
most homeless people possess a health card, our findings are confirmation
that this does not necessarily mean that people experiencing homelessness
have consistently available access to a regular source of health care. We
also identified that people tend to access community clinics and outreach
sources of health care services. Reported rates of disability have important
implications for considering the approaches and types of services required by
homeless people to allow them to acquire and maintain self-sufficiency. The
extent of disability in the homeless population is an important determinant
to understanding their requirements for pandemic preparedness, as access to
and need for health services are affected by pre-existing conditions and other
health vulnerabilities.
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Our respondents were very helpful in indicating where they received most
of their health-related information, and this knowledge will guide health
authorities in planning for future viral outbreaks. Health care workers
are considered the most reliable source of information. This is consistent
with the findings of the Victoria study (Pauly et al., in this book), in which
health care providers were a key source of information, and community
clinics and street nurses were integral to effective responses. The media,
especially television, is more often relied on than posters and newspapers
as sources of accurate information. Health authorities should therefore
not rely, at least at present, on shelter workers to disseminate health
information, as they are not perceived by clients as having the necessary
information. Instead, authorities should plan to deliver accurate and timely
information as quickly as possible through homeless people’s preferred
means. Finally, authorities should include homeless people as important
informants for planning dissemination strategies.

Conclusion
Outbreaks of contagious and deadly illnesses will continue to be part of the
human condition. In communities where there are people with pre-existing
health issues and limited access to health care, and living in close proximity
to others is the norm, the potential for transmission is high, and vulnerability
to the threat of a communicable disease is increased. Given these realities, it
is incumbent on health authorities to protect the most vulnerable members
of society from further harm. In the present study, we provide relevant
information about homeless people’s current health and their access to health
care, as well as the multiple vulnerabilities that place them among those who
are at increased risk during a pandemic. It is essential that service providers
and policy-makers not only recognize this heightened vulnerability, but
also understand that a key source of that vulnerability rests in the living
conditions to which homeless people are subject. We hope, in the event of
future pandemics, the important lessons from H1N1, an outbreak that did
not turn out to be as severe as expected, will be taken up by regional and
provincial health planners to ensure the health and safety of people who are
homeless. There is also a clear need to initiate a public health response to
homelessness, even when there is no imminent threat of a pandemic.
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