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ABSTRACT

Background: Rooming houses are an important source of housing for low-income

Canadians. Little information is available on the relationship between housing conditions
and health status in this vulnerable population.

Methods: Interviews were conducted with a representative sample of 295 residents in
171 rooming houses in Toronto. Health status was assessed using the SF-36. The physical
attractiveness of each rooming house was rated using the Multiphasic Environmental
Assessment Procedure. Associations between the health status of residents and the

physical attractiveness and organizational characteristics of rooming houses were
examined,

Results: Rooming house residents aged 35 years and older had significantly poorer health
status than their counterparts in the Canadian general population. Eight of the ten
dimensions of individual health status assessed by the SF-36 were significantly correlated
with the physical attractiveness of the rooming house in which the individual lived.
However, there was no significant association between residents’ health status and the

rooming house’s non-profit status, provision of meals, or the presence of an on-site
landlord.

Conclusions: Rooming house residents suffer from a high prevalence of ifl health.
Residents reporting worst health are concentrated in rooming houses in the pootest
physical condition. This relationship may be mediated by selection processes that place
the sickest individuals in the lowest-quality rooming houses, and/or by a direct effect of
adverse housing conditions on health status. Further research is needed to elucidate these
processes and to improve the health of this vulnerable population.

La traduction du résumé se trouve & la fin de Varticle.
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mong low-income individuals,

adverse housing conditions are an

important determinant of health.!
In Canadian cities, rooming houses com-
pose a significant source of housing for the
poor,? with more than 26,000 people liv-
ing in rooming houses in 1996.> Recent
increases in homelessness in North
America have been attributed in part to
the ongoing loss of low-cost housing typi-
fied by rooming houses.®?

Little information is available on the
health of rooming house residents.
Previous reports have emphasized factors
that adversely affect the health of these
individuals, including poverty, social isola-
tion, poor nutrition, and substance abuse 1
However, data have been lacking on the rela-
tionship between housing conditions and
health status in this vulnerable population.

Rooming houses are often quite diverse
in their physical characteristics such as size,
building condition, and neighbourhood
seeting.™''* They also vary in their organi-
zational characteristics such as provision of
meals and non-profit status. Rooming
houses range from extremely adverse phys-
ical and social environments to good-
quality housing.

It is plausible, yet unproven, that the
physical and organizational characterisrics
of a rooming house are correlated with the
health of its residents. This correlation
could be mediated through either selection
processes or the direct effect of housing on
health, Personal preferences {either tenant
or landlord), economic constraints, social
networks, and other forces generate sclec-
tion processes that concentrate certain
kinds of tenants in particular rooming
houses.! For example, individuals with
severe addictions may live in lower-quality
rooming houses because they allocate less
money for housing, Landlords of higher-
quality rooming houses may selectively
rent o individuals who are healthier and
higher functioning.? Individuals may seek
housing close to their existing social net-
works, creating a selection effect at the
neighbourhood level. Finally, individuals
may be assigned to certain housing envi-
ronments because of pre-existing health
conditions. For example, in Toronto, some
individuals with mental illness are placed
in selected rooming houses that receive
supplemental funding to enable them to
better serve these clients’ needs (cthe
“Habitat Program™).
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Additionally, housing conditions may
. have adverse or beneficial effects on
health.! Sanitation, ventilation, and heat-
ing clearly can affect health. Residents of
rooming houses that provide meals may
have better nurritional starus, leading to
better health. A network of social supports
within a rooming house could exert benefi-
cial health effects.

Regardless of the mediating process,
individuals in the poerest health would be
expected to live in rooming houses with
the most adverse physical and social envi-
ronments. This would have significant
implications. for efforts to improve the
health of this vulnerable population. The
objectives of this study weze to describe the
health status of a representative sample of
English-speaking residents of rooming
houses in Toronto, Ontario, and to deter-
mine whether physical and organizational
characteristics of rooming houses are corre-

lated with the health status of their resi-
dents.

Subject selection

In Toronto, rooming houses are defined as
residential dwellings that contain four or
more rental units with shared use of a
bathroom and/or kitchen.s Seudy subjects
were selected from among the 424 licensed
rooming houses in Toronto in 1997,
which had a total maximum occupancy of
4,809 individuals. Unlicensed rooming
houses were not included in this study, as
there was no reliable method of identifying
these establishments.

From the list of licensed rooming hous-
es, residences were stratified according to
the following characteristics: 1) provision
vs. non-provision of meals, 2} owner-
occupied vs. absentee landlord, 3) partici-
pation vs. non-participation in the
Habitat program, and 4) for-profit vs.
non-profit status. A 6% proportionate
random sample of residents was selected in
each stratum. _

Eight interviewers, all of whom had
lived in rooming houses, were trained to
administer surveys. Subjects were selected
for recruitment by randomly identifying
particular rooms within specific rooming
houses. Surveys were conducted between
August and December 1998. All study
participants gave written, informed con-

Characteristic Overall

n=295

Age, mean (years}
Ethnic group
White
Non-white
Black
Aboriginal
Asian
Other
Marriage status
Single, never married
Divorced/separated
Married/common-law
Other
Education level
Grade school
Some high school
High school graduate
Some universit
University grag:.late
Employment status
Unemployed
Employe
Monthly income, mean ($) 962
Ever homeless in lifetime
Yes
No 64.4
Homeless in past 5 years
Yes
No
Smoking status
Daily smoker
Occasional smoker
Non-smoker
Alcohol consumption past year
None
= Once a month
Cnce a month
2-3 times a month
Once a week
2-3 times a week
4-6 times a week
Every day
Ever had drinking problem
Yes
No
Substance use in past year
None
One substance
= Two substances
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eristics o Iiaomlh;g ouse Residents, Overall and by Gender

Men Women p-value
n=249 n=46
41.3 37.2 0.071
83.5 73.9 0.104*
16.5 26.1
7.2 15.2
2.0 4.3
2.8 6.5
4.0 0
64.0 62.2 0.038
29.1 20.0
5.7 1.1
1.2 6.7
12.4 8.7 007
34.5 34.8
213 4.3
18.9 26.1
129 26.1
69.4 47.8 0.005
0.6 52.2
95¢ 1037 0.529
36.1 326 0.645
63. 67.4
24.5 15.2 0.120
75.5 84.8
58.6 45.7 0.187
5.6 4.3
35.7 50,0
321 41.3 0.603
6.8 8.7
5.2 13.0
9.6 13.0
12.4 4.3
16.9 17.4
5.6 0
11.2 2.2
339 20.0 0.066
66.1 80.0
68.4 1.7 0.419
18.2 10.
13.4 17.4

* Comparison of ethnic groups was based on the categories of white and non-white

Figures shown are percentages, unless otherwise indicated. P-value is shown for the comparison
between men and women. Gender comparisons were made using independent sample t-tests for
continuous variables and Pearson chi-square for categorical variables.

sent, and received a $15 honorarium. If a
potential subject could not be contacted,
refused to participate, could not commu-
nicate in English, or could not complete
the survey, another resident at the same
tooming house was approached at ran-
dom. Ninety-one interviews could not be
completed because the interviewer could
not enter the rooming house, the rooming
house was no longer in operation, or no
resident at the rooming house was willing
to participate. In these cases, a resident at
a different rooming house was selected
randomly. The St. Michael’s Hospital
Research Ethics Board approved this
study.

Survey instruments
Information was collected on demographic
characteristics, health status and condi-
tions, and health determinants. Health sta-
tus was measured using the SF-36, a vali-
dated instrument consisting of eight sub-
scales and two summary scales of physical
and mental health.''® Chronic health con-
ditions were self-reported using questions
from the 1996-97 National Population
Health Survey (NPHS)." Use of cigarettes,
alcohol, and illicit drugs in the past
12 months were also self-reported.?®
Physical characteristics of each rooming
house were assessed using a physical attrac-
tiveness subscale from the Multiphasic
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Age Group (n)
Mean =+ SD

ysical and Mental Health Status Among Rooming House
Overall Physical Health

esidents in Toronto

Overall Mental Health

Difference Mean + 5D Difference

18-24 years (n=42) 53.3+6.2 49.9 + 9.1

25-34 years (n=76) 51.5+7.2 -1.5 50t +12.1 o

35-44 years (N=69) 455 %115 -6.5 * 424+ 13.8 -8.5 *
45-54 years {n=50) 44 4 =101 -6.9 * 41.8x14.4 9.6 *
55-64 vears (n=35) 39.0+11.0 ~10.0 * 482132 -5.5*
65-74 years (n=20) 42.7 £ 121 -4.5 * 465+ 11.7 72
All ages (n=295) ** 47.0%10.6 -3.5 46.5 £ 13.1 -5.2#

Overall phs%%ical health and mental health scores were measured by the SF-36 (best possible health
“Difference” i

= 100}.

e” is the rooming house residents’ mean score minus the Canadian norm for that

age group; negative values indicate poorer health among rooming house residents.
Ellipses (...} indicate that normative data for the Canadian population not available for this age

group.

* Clinically and statistically significant difference based on meeting all three of the following crite-

ria: absolute difference =3, p=0.05 by ttest, and ab

=5.0.

solute difference in coefficients of variation

** Age groups do nol sum to total because data not shown for ages 75 and up and age missing for

one individal,

Population
Chronic Condition Rooming
House
Residents
(n=294)1
Back problems, not arthritis 23.5
Miiraine headaches 17.9
Arthritis or theumatism 17.2
High blood pressure 14.4
Sinusitis 13.4
Asthma 11.9
Urinary incontinence 8.3
Chronic bronchitis & emphysema 7.9
Stomach or intestinal ulcers 7.3
Heart disease 6.9
Epilepsy 3.6
Diabetes 2.7
Glaucoma 2.7
At deast one chronic condition§ 60.7

Canadian Canadian
General Low-income
Population Population
(n=147,111)z (n=4055)}
15.9 #** 227
7.7 ek T1.2 #x*
15.7 239+
11 13.8
4_8 koK 6.8 L2l
6.4 ¥ 9.9
‘[‘7 FRk 3'5 kg
2.8 ¥ 6.0
2.9 % 6.1
4.5* 7.5
(.6 **= 1.6 **
3.6 55 *
1.2+* 1.6
46,5 **= 56.6

Prevalence significantly different from that of rooming house residents, p=0.05
Prevalence significantly different from that of rooming house residents, p<0.07
Prevalence significantly different feom that of rooming house residents, p=0.00t

t  Prevalence rates are age- and sex-standardized 1o the low-income population in the National
Population Health Survey (NPHS) 1996-1997, One subject is excluded in this analysis

because his age was unknown.

1 Prevalence rates based on NPHS 1996-1997 data for adults a
population is defined as those in the lowest income quintile,

ged 20 and aver. Low-income

§  Chronic conditions include those listed, plus cancer, stroke, and cataracts,

Environmental Assessment Procedure
(MEAP) Rating Scale. Based on interviewcrs’
ratings of the building, grounds, noise levels,
odouts, and dleanliness, the rating scale yields
a measure of physical aitractivencss that
ranges from 0 to 100.2 In validation studies
of the MEAP, facilities that were rated as
more attractive by observers were found o
have more resources available to residents,
and were considered more comfortable by its
residents.? The physical attractiveness scale
has a test-retest reliability of 0.66 and yields a
Cronbach’s alpha of 0.82.21

Statistical methods
Residents’ SF-36 scores were compared to
Canadian general population norms.?
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Because SF-36 scores follow a non-Normal
distribution, differences between rooming
house residents and population norms
were considered significanc if they mer the
following criteria: 1) an absolute difference
of =5 in subscale scores (23 in summary
scores),'® 2) p=0.05 for the two-sample
t-test for comparison of means, and 3) an
absolute difference in the coefficients of
variation =5.0,

Using 1996-97 NPLIS data, chronic dis-
case prevalence rares among rooming
house residents were directly standardized
to the age-sex distribution of low-income
members of the general population,
Standardized rates among roeming house
residents were compared to the general

population using a two-sample test for
binomial proportions.

Associations between residents’ SE-36
scores, organizational characteristics of the
rooming house, and the physical artractive-
ness of the rooming house were examined
using the Mann-Whitney test {categorical
variables) or the Spearman correlation
coefficient (continuous variables). All sta-
tistical analyses were performed using SPSS
10 (SPSS Inc., Chicago, I1).

RESULTS |

Interviews were completed wich 295 resi-
dents living in 171 rooming houses.
Rooming house residents were quite het-
erogeneous in their demographic character-
istics (Table I). Women were more likely
than men to be married or living common-
law, employed, and have post-secondary
education. In all age groups 35 years and
over, roomers had significantly worse over-
all physical and mental health status than
their counterparts in the general population
{Table II). There was a non-significant
trend towards poorer health status among
male compared to female rooming house
residents {data not shown).

Self-reported prevalence rates of chronic
conditions are shown in Table III. Ten
chronic conditions were more common
among rooming house residents than in
the Canadian general population. Given
rooming house residents’ low monthly
income (mean $962), this disparity could
be related to the inverse correlation
between income level and prevalence of
chronic health problems.” However, when
compared to individuals in the lowest
income quintile of the Canadian general
population, migraine headaches, sinusitis,
urinary incontinence, and epilepsy
remained significantly more prevalent
among rooming house residents.

Relationships between the physical
attractiveness and organizational characrer-
istics of rooming houses are shown in
"Table IV. Rooming houses operated on a
non-profit basis were more likely to have
higher physical attractiveness scores. There
was no significant association between
meonthly rent paid by tenants and physical
attractiveness score (Spearman rho - -0.06,
p=0.379).

The physical attractiveness of a rooming
house was significantly correlated with
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eight of ten dimensions of residents’ indi-
vidual health status (Table V). Individuals
reporting poorest health tended to live in

rooming houses in the worst physical con-

Association Between Organizational Characteristics and Physical Atfractiveness of
Rooming Houses in Toronto

Organizational Characteristic Physical Attractiveness P-value
dition. This association was strongest for Mean (SD)
overall physical health status, general Overall 62.06 (17.21) n/a
health perceptions, and physical tion- Reoming house size
ing petcep phiysic ﬁ‘“f: Small, up 9 12 rooms (n=66) 60.1(17.0) 0.259
. Medium, 13 to 30 rooms (n=74) 62.6 (17.4)
Most organizational characteristics of M Lalrge, more dtha" ?‘to rooms (n=12) 68.5 (17.4)
- . . €als proviged on-site
rooming houses were not associated with Yes l()n=18) 67.3 (15.4) 0.166
the health of residents. Not surprisingly, Noﬁo (”?1 ﬁS) . 61.4(17.4)
« . . N -Proft nom
residents in Habitat program rooming Yoy (n=22) 69.4 (15.8) 0.030
houses, who are selected on the basis of o N‘?t(”ET 3:) y 60.8 (17.2)
. N n-site landlor
severe and persistent mental illness, had Yes (n=18) 68.4 (16.0) 0.095
significantly lower scores on a number of No (n=135) , 61.2(17.2)
. . Participation in Habitat program
health status domains. Other organization- Yes (n=8) 61.2 (12.5) 0.891
al characteristics, including the provision No (n=145) 62.1(17.5)

of meals, the presence of an on-sice land-
lord, and non-profit status, were not sig-

nificantly associated with the health status
of residents.

Rooming houses are an important source
of affordable housing in Canada. While
most rooming house residents have low
incomes, they are surprisingly diverse
demographically. A surprising 15% of all
rooming house residents were university
graduates, and 34% were currently
employed, indluding more than half of the
women. Thus, while rooming house resi-
dents are often assumed to be unemployed
or disabled, we found that many residents
were the “working poor.”

Nevertheless, our data support the asser-
tion that rooming houses provide low-cost
housing for a vulnerable population. About
one quarter of rooming house residents
had been homeless within the lase 5 years.
For these individuals, loss of their room
could easily send them back into a home-
less shelter or onto the street. Furthermore,
rooming house residents have much poorer
health status than the general population,
even when compared to individuals in the
lowest income quintile. Rooming house
residents therefore represent an extremely
disadvantaged group, likely due to com-
plex factors beyond poverty alone. Even in
a system providing healthcare for all, living
in a rooming house should be considered a
marker of high risk for poor health, similar
to homelessness.?

A major goal of this study was to identi-
fy physical and organizational characteris-

Attractiveness Scores of Rooming Houses

SF-36 Health Status Scale

Overall physical health (PCS)
General health perceptions
Physical functioning

Bodily pain

Role functioning, physical
Energy and vitaiity

Mental health

Role functicning, emational
Overall mental health (MCS)

Correlation Between SF-36 Health Status o oomlh'g House Residents and Physical

Spearman Cotrelation Coefficient P-value
to Physical Attractiveness Score
0.277 <0.001
0.275 <0.001
0.263 <0.001
0.197 0.001
0.170 0.005
0.169 0.006
0.155 0.011
0.137 0.025
0.105 0.087
0.104 0.090

Social functioning

Health status scales are listed in order of strength of correlation with physical attractiveness

tics of rooming houses that are associated
with the health status of residents, under
the rationale that these could be used to
target segments of the rooming house pop-
ulation in greatest need. Interestingly,
organizational characteristics such as non-
profit status and provision of meals were
not correlated with residents’ health. In
contrast, a very strong correlation was

" found between the physical attractiveness

of a rooming house and the health of its
residents. Thus, seeking out the most obvi-
ously dilapidated rooming houses will
effectively idencify those individuals wich
the greatest health needs.

This study had cerrain limitations. We
were unable to examine the characteristics
of the 91 individuals who were unable or
unwilling to participate in the study. In
addition, this study included only licensed
rooming houses. Anecdoral experience sug-
gests thar housing conditions in unlicensed
rooming houses are often substandard.
However, tenants and advocacy groups are
reluctant to report these establishments for

fear that they will be shut down, resulting
in a furcher loss of affordable housing.?
Assuming this study’s findings are general-
izable ro illegal rooming houses, such clo-
sures would likely impact a group of vul-
nerable individuals in poor health.
Municipal governments should be encour-
aged to enable landlords to bring un-
licensed and/or substandard rooming
houses into compliance with licensing
requirements. If, as a last resort, a rooming
house must be closed, efforts to relocate
tenants should take into accounr the vul-
nerable health status of these individuals.
Because of this study’s cross-sectional
design, the observed correlation berween a
rooming house’s physical condition and
the health status of its residents cannot be
assumed to be causal. Additional work is
needed to delineate the selection processes
that concentrate people in poor health in
certain kinds of housing.!* Future research
should measure the health starus of indi-
viduals at the time they first move into a
rooming house and to wack longitudinal
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changes in their health status. Such work
could help clarify the question of whether
the concentration of people with poor
health in poor-quality housing is the result
of selection processes or the direct effects
of housing on health. Furthermore,
prospective studies are needed ro deter-
mine whether interventions based on
health care delivery or socio-economic sup-
port are more effective in improving the
health of this and other disadvantaged

urban populations.
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RESUME

Contexte : Les maisons de chambres sont une importante source de logements pour les Canadiens

3 faible revenu. Or, on en sait trés peu sur la relation entre les conditions de logement et |'état de
santé dans ce segment vulnérable de la population.

Méthode : Nous avons interviewé un échantillon représentatif de 295 résidents de 171 maisons de
chambres de Toronto. Leur état de santé a été évalué grice a l'outil SF-36. Nous avons évalué
Iaspect esthétique de chague maison de chambres 3 I"aide de I'instrumnent MEAP (Multiphasic
Environmental Assessment Procedure), puis les associations entre I'état de santé des résidents,
Iaspect esthétique des maisons de chambres et leur organisation.

Résultats : 1'état de santé des personnes de 35 ans vivant en maison de chambres était
sensiblement moins bon que celui des 35 ans et plus dans |a population canadienne générale. Huit
des 10 dimensions de I'état de santé individuel évaluées par le SF-36 présentaient une corrélation
significative avec I'aspect esthétique de fa maison de chambres oit vivait 1a personne en guestion.
Mous n’avens cependant constaté aucune association significative entre I"état de santé des résidents
et le but lucratif ou non lucratif des maisons de chambres, le fait que les repas soient compris ou
non, ou la présence ou Iabsence du propriétaire sur les lieux.

Conclusions : La prévalence des problemes de santé chez les résidents des maisons de chambres
est dlevée. Les résidents dont Iétat de santé déclaré était le pire étaient concentrés dans les maisons
de chambres les plus délabrées. Cette relation poutrait s'expliquer par des méthodes de sélection
qui placent les plus malades dans les pires maisons, evou par Feffet direct des conditions de
logement indésirables sur {'état de santé. |l faudrait pousser la recherche pour élucider ces
mécanismes et améliorer la santé de ce segement vuinérable de la population.
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