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Appendices
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Glossary
drop-in centre - a community agency providing day time space for people. Drop-in
centres sometimes provide food and activities for clientele.

drug card - card which ensures prescription drug coverage for social assistance
recipients; officiallyknown as the Ontario Drug Benefit Card.
.
Family Benefits - refers to long term social assistance that is operated by the
provincial government which provides assistance to people who are disabled and
single parent families.
General Welfare - refers to social assistance that is operated by the municipalities.
Individuals may receive an emergency welfare cheque, medical welfare for a short
period of time or general welfare.
hostel- a publicly or privately operated agency which provides temporary space for
nighttime shelter (see shelter)
meal place
(see below)

- for the purposes of this report is synonymous with soup kitchen

Ontario Health Card - the Ontario provincial health insurance card that replaced
the OHIP card in 1991 and which provides access to insured services as designated
by the Canada Health Act
sample - refers to the total group of respondents completing the questionnaire
shelter - see hostel
soup kitchen - a facility providing free or very low cost meals to those with low
Incomes
temp work - refers to temporary short term work provided by privately-run
employment agencies.
~.

walk-in clinic - refers in this report to medical "for profit" health clinics, often set up
in convenient public locations such as shopping malls.
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Origins of the Street Health Survey
Since Street Health began operating in 1986 we have collected basic data on our
clients: the number of client visits to the nursing stations, date of birth, sex, race,
languages spoken, housing status (no fixed address, hostels, rooms or apartments)
and the reasons why they see the nurses.
However cursory, these statistics comprise a large part of the health data
collected on homeless individuals in Toronto. Mainstream public health agencies and
the provincial Ministry of Health have generally failed to gather information on the
health of this group of women and men.
Two recent community health surveys, the Toronto Community Health Survey
(1988) and The Ontario Health Survey (1990), were administered by telephone and
household to household, respectively. This means that people without an address
(homeless people) and people unable to afford telephones (which applies to
homeless people and others with low incomes) are excluded from such surveys,
despite the fact that one would intuitively expect that it is these people who are most
likely to have health problems or difficulties gaining access to health care.
We decided to complete a survey that would be written by us, useful to the
homeless community and their advocates, and reflective of their experiences <md
problems with the health care system.
Over the years we have been advocating on behalf of our clients and for equal
and fair access to the health and social service system with limited effect. We wanted
to begin documenting the health problems and barriers to services (structural and
attitudinal) frequently encountered by the people we work with.
As well, we believed that a comprehensive, rigorously executed research
project could prevent the marginalization of our findings and add strength to our
lobby efforts.
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Survey Methodology
We were assisted immeasurably in designing the survey methodology by David
Bates and David Northrup from the Institute For Social Research (lSR) at York
University in North York, Ontario.
Questionnaire

Design

We chose a questionnaire format using face-to-faceinterviews for a number of
reasons. We wanted to use a strategy which would not assume or require literacy on
the part of respondents. As well, a questionnaire allowed us to replicate some
questions from the Ontario Health Survey (1990) in order to compare our sample to
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the general population. We wanted to generate information on the prevalence of
some conditions and also felt that anonymous one-to-one interviews would enhance
disclosure of extremely personal information by respondents.
Although the questionnaire includes many quantitative questions, we also added
a number of open-ended questions to be answered in respondents' own words. As
well, we included a question designed to give respondents an opportunity to identify
"the hardest part" of trying to stay healthy when homeless and to tell us anything
else that they had not had the opportunity to disclose and which they believed was
important for us to know.
Sampling Strategy
How many interviews?
Given the difficulty of determining with any confidence an accurate census of the
homeless population, we decided to construct a sampling strategy which would not
depend on enumerating the total size of this group. We decided to aim for a
minimum of 400 completed interviews so as to be able to have confidence in the
results to +/- 5%,19 out of 20 times. We then decided to increase the targeted number
of completed surveys to 450 to allow for the possibility of incomplete, unreliable or
duplicate interviews, all of which would be excluded from the data set.
Definition of homeless
We developed a narrow definition of "homeless" to determine eligibility for
participation in the survey. Although Street Health believes that those with marginal
housing have many of the same health problems and barriers to access as the
homeless population, including this group would have necessitated developing a
sampling framework for rooming houses in the City of Toronto. We abandoned this
idea because of the overwhelming logistical problems this would pose, and because
of limitations on resources for the project.

<"I'

ki
'!.J

For the purposes of the survey, we decided that an individual would be
considered homeless if, in the thirty days prior to being approached, he or she had
spent 10 or more nights sleeping:
1) in a shelter;
2) in an indoor or outdoor public place;
3) at a friend's place because they had no place of their own or no safe
place of their own;
4) or any combination of nights spent in any of these circumstances
totalling 10 or more.
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Someone who has spent 5 nights of the past 30 sleeping in a shelter is probably
no less homeless than someone spending 10 nights in a shelter. However, we wanted
to exclude, for example, young people who had quarrelled with parents and left
home for a week and who happened to find their way to a shelter. In arriving at a total
of 10 nights or more, we felt we would be including people who were inarguably
homeless. However, in doing so we recognize that we excluded many people who are
also homeless.
Selection of Survey Sites
A detailed and time-consuming process was used to select the interview sites. An
inventory was compiled of more than 100 locations frequented by homeless women
and men throughout the City of Toronto.
We classified these locations into four categories:

~

1) places providing beds (shelters)
2) indoor gathering places (drop-in centres)
3) places providing meals (meal places)
4) outdoor gathering places (eg. parks, stairwells)
We carefully compiled information on each of these locations to determine the
number of individuals using each place, the percentage of those who were homeless,
the times of highest occupancy, etc..
We visited approximately 24 outdoor gathering places, generally at night, to find
out if the people we found there ever use any services such as meals or beds. What
we discovered was that all but a very few of the people we contacted had used meal
services at least once every day or every second day. Although some homeless
people completely shun services, we concluded that most people could theoretically
be included in our survey if we sampled in meal places. We recognize that a small
percentage of the homeless population (that is, those who use no services at all)
were excluded from our sample.
A short survey of about 200 people was carried out in shelters, drop-in centres
and meal places to determine to what extent they utilized more than one type of
service. We discovered that an overwhelming 99%of the people who completed this
small survey used either a shelter and/or a meal service.
This led us to decide to interview in shelters and meal places only, excluding
drop-in centres. In meal places, individuals were not eligible if they had recently
used a shelter. This was incorporated to prevent over-representation of shelter users
in the sample; that is, we assumed that those using shelters would have a chance of
being interviewed in shelters. We did this in order to increase the representativeness
of the sample.
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The actual interview sites were selected based on the site inventory we had
developed. We estimated the number of homeless people at each site (based on the
number of people using each site and the estimated percentage of those who were
homeless) .
A total of 26 sites were selected. Half of them were shelters and half were meal
places. 10 sites were agencies which serve exclusively or almost exclusively women.
Based on the percentage of home1ess people using each site, we determined the
number of completed interviews required at each location.
One of the initially-selected 26 sites had to be omitted from the site selection
because it had been designated as a women's meal place, but once field work began,
no eligible women were discovered there. The number of completed interviews
required from this site were made up at another women's meal place..
Remuneration
We decided to pay respondents for their time and expertise. We debated whether or
not to use non-monetary compensation such as cigarettes or chocolate bars.
However, we believed that this would deny people the choice involved in deciding
how to spend money. For a group of people whose choices are already severely
limited, this was an important consideration.
We opted to offer financial compensation. Given that the average interview lasted
about one hour, we decided to make the amount equal to that of the interviewers'
hourly wage. Recognizing that this would increase the risk of duplicate interviews
(that is, one person completing the survey twice), we built in a way to identify
duplication and over-sampled to allow for repeat interviews.
Data Collection
We interviewed 458 women and men in 25 sites over a period of approximately six
weeks beginning in December 1991 and finishing in January 1992. 76 people were
interviewed in meal places; 382 in shelters. We interviewed 106 women and 352 men.
Interviews lasted anywhere from 45 minutes to 2 hours, with most lasting a little over

one hour.
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Interviewing was/carried out in two stages. The Street Health nurses screened
randomly-selected individuals at each site in order to determine their eligibility for
participation in the survey. This screening involved approaching every second
person who entered an agency, or stood in a meal line, or was already in a room, and
asking about where they had slept in the past 30 days. A one page screening tool was
used to record this information.
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'.<
1Ji

Decisions were made from time to time to exclude from this screening process
people who were obviously too mentally ill or who were intoxicated, recognizing that
it would be difficult for them to complete the interview. Occasionally the nurses were
approached by people who wanted to be interviewed or who asked what kinds of
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questions they would have to answer to qualify.We emphasized the randomness of
the process and kept the content of the screening questions concealed. In some
cases, we altered the order of the. screening questions in order to disguise eligibility
requirements.
Once individuals were deemed eligible (that is, were homeless by our definition)
and agreed to participate, the questionnaire was administered by the interviewers.
The 15 interviewers we hired completed a 10 hour training period during which we
discussed the systemic causes of homelessness, the importance of sensitivity to
respondents and the purpose of the survey. Knowledge of some of these issues was
facilitated by the fact that a number of interviewers had some previous experience
working with homeless people.
We made every attempt to ensure that completing an interview would not
interfere with respondents' immediate needs, such as obtaining a meal. For example,
in sites where a meal was being provided, those agreeing to participate in the survey
were asked to come back for the interview after they had eaten.
Very quickly into the data collection process, it became apparent that
respondents were providing anecdotal information and insights which some
interviewers had made note of somewhere on the questionnaire. Some of these
comments were so insightful that we asked interviewers to record all such
comments which were made during the course of an interview. This resulted in a
wealth of anecdotal information, primarily in the words of the people we interviewed,
some of which has been included throughout the body of this report.
We had a response rate of approximately 70%(that is, 70%of those who met the
screening criteria completed an interview). This is an unexpectedly high rate given
our knowledge that completing a survey is negatively correlated with low incomes,
unemployment and other characterteristics common to the homeless.
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Data Analysis
The City of Toronto Department of Public Health (DPH) .generously offered to
complete data processing, verification and analysis at no cost to Street Health. A
written memorandum of understanding was signed by both DPH and Street Health
explicitly stating that the survey data was the exclusive property of Street Health and
could not be used by/DPH without express written permission.
We completed a total of 458 interviews. Once unreliable or duplicate interviews
were excluded, 447 questionnaires remained in the data set. Data entry and analysis
was completed approximately three months followingthe completion of fieldwork.
Note:
A more detailed description of survey methodology can be obtained from Street
Health for those interested.
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Street Health
All Saints' Church, located at the corner of Dundas and Sherbourne Streets in
downtown Toronto, is situated in the midst of one of the largest concentrations of
homeless and underhoused people in the city. In 1986, it was operating 2 drop-in
centres and a low cost clothing store during the day, and 2 overnight shelters for
men and women. The minister of the church along with the men and women who
used the facilities started to work together to plan a rent-geared-to-income apartment
building on church property. In the course of discussions about what type of
housing people wanted to live in, the community's concern about the inadequate
and discriminatory health care they received emerged as an unexpected but
recurrent theme.
A group of people who were concerned with health care issues began meeting.
This group consisted of 14 members of the "street" community who used the
facilities at All Saints' Church and a community organizer. At that time, a nurse doing
volunteer clerical work at the church was approached by the group to become a
resource person in these discussions. They began meeting weekly to figure out what
the problems were and what they as a community could do about them.
~
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This led to the birth of Street Health: community-run nursing stations for the
homeless and underhoused community, located where people congregate, to provide
appropriate hands-on health care and assistance gaining access to the existing care
health system. Street Health opened its first nursing station in September of 1986 at
one of the drop-in centres at All Saints' Church. In January 1987we opened a nursing
station at Dixon Hall Men's shelter on Thursday evenings, commencing when the
shelter opened for the night.
Because we have always believed that Street Health needs to be responsive to
the community we serve, we have never had a fixed site and have been able to come
and go as the homeless community moves around. In 1992 we have 4 nursing
stations at different locations in drop-in centres and shelters. Over the years we have
had other nursing stations in different locations.
Street Health's mandate is three-fold:
1) to provide "hands-on"nursing care to clients in an environment which is
comfortable to them;
2) to assist clients to gain access to appropriate care in the mainstream
health system; and
3) to lobby the existing health care system to become responsive to the
needs of homeless people.
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Because Street Health began as a community-initiated response to communityidentified needs, it was fundamental that community control be built in from the
start. The organization is managed by a board of directors, at least half of whom
must have experienced homelessness. Open board meetings are held monthly at
All Saints' Church at a time which does not conflict with shelter curfews. Dinner is
served to accommodate those members who may be missing a meal by coming to
the meeting.
Street Health began receiving funding from the Ontario Ministry of Health
in 1989.
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