81 Chronic Physical Health Conditions Among Homeless
Nikoo et al.

Journal of Health Disparities Research and Practice
Volume 8, Issue 1, Spring 2015, pp. 81 - 97
© 2011 Center for Health Disparities Research
School of Community Health Sciences
University of Nevada, Las Vegas
Chronic Physical Health Conditions among Homeless
Nooshin Nikoo, School of Population and Public Health & Institute of Mental Health,
University of British Columbia
Marjan Motamed, Institute of Mental Health, Department of Psychiatry, University of
British Columbia
Mohammad Ali Nikoo, Department of Psychiatry, University of British Columbia
Verena Strehlau, Department of Psychiatry & Institute of Mental Health, University of
British Columbia
Erika Neilson, Institute of Mental Health, Department of Psychiatry, University of British
Columbia
Sahoo Saddicha, Psychiatry, Melbourne Health
Michael Krausz, School of Population and Public Health, Department of Psychiatry, &
Institute of Mental Health, University of British Columbia
ABSTRACT
Objective: Morbidity and mortality among homeless individuals is higher than the
general population. This study aims to determine the prevalence of current self-reported,
chronic physical health conditions in a large sample of homeless people with sub-samples
from shelters and street in British Columbia, Canada.
Methods: Cross-sectional survey applying modified version of the ‘National Survey of
Homeless Assistance Providers and Clients (NSHAPC)’ questionnaire in multiple sites
in Vancouver, Victoria and Prince George, British Columbia, Canada. Sample: Five
hundred homeless individuals were surveyed between May and September of 2009. A
person was defined as homeless if he/she had a self-identified living status of being
without permanent housing prior to study entry for a minimum duration of one month.
The main outcome measures were prevalence rates of self-reported chronic physical
health conditions. A chronic physical health condition was defined as a condition,
expected to last or had already lasted 6 months or more, which had been diagnosed by a
health professional.
Results: The most commonly self-reported, chronic, physical health condition in this
group of homeless participants was history of head injury with subsequent loss of
consciousness, dizziness, confusion, or disorientation (63.6%) followed by back
problems (38.8%), chronic hepatitis (34.6%), migraine headaches (29.2%), and arthritis
(28.4%). Chronic obstructive lung disease was reported by 15.8% of the participants, and
high blood pressure by 15.6%. 7.6% indicated they were HIV-positive and/or had AIDS.
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Conclusion: Homeless people have a high prevalence of chronic physical health
condition, in the following areas: neurological, musculoskeletal, infectious and
respiratory diseases. Precarious living conditions and housing, poor nutrition,
psychosocial stress, smoking, and substance use are among common detrimental risk
factors for many of these conditions.
Keywords: chronic disease, homeless, HIV, Hepatitis C, back pain, physical health
INTRODUCTION
Homelessness is an escalating global challenge especially in metropolitan areas. Absolute
homelessness is defined as a living situation without physical accommodation and individuals
described as being absolutely homeless often sleep outdoors, in emergency shelters or at other
places not meant for human habitation (Stephen W. Hwang, 2001). Within developed countries,
homelessness rates at a given time are now approximated to be near 1% of urban populations
(Turnbull, Muckle, & Masters, 2007). Many efforts have been dedicated to calculating the
magnitude of homelessness in Canada. One of the most recognized figures emerged from the
2001 Canadian Census, in which the size of the homeless population was reported at over
14,000, which likely is an underestimation of the actual number of homeless individuals
(Patterson, Somers, McIntosh, Shiell, & Frankish, 2008).
The number of homeless people in Canada has grown in the last decade, as a result of
many factors that involve Canada’s urbanization practices (Frankish, Hwang, & Quantz, 2005).
Recent data from a March, 2013 Ipsos Reid poll –A poll conducted by Canadian arm of the
global Ipsos Group-suggests that as many as 1.3 million Canadians have experienced
homelessness or precarious housing at some point during the past five years (Gaetz, Donaldson,
Richter, & Gulliver, 2013). In 2007, the BC Ministry of Health assessed the number of
inadequately housed people between 17,500 and 35,500 in British Columbia (Patterson, et al.,
2008).
A clear association between homelessness and poor physical health has been recognized
(Turnbull, et al., 2007). Homeless persons are at higher risk for morbidity and mortality, in
comparison with the general population (Stephen W Hwang, Wilkins, Tjepkema, O’Campo, &
Dunn, 2009; O’Connell, 2005) with higher prevalence rates of chronic physical health conditions
including infections, such as tuberculosis, HIV/AIDS, hepatitis, respiratory infections, and skin
infections (Grangeiro et al., 2012; Khandor et al., 2011; Plevneshi et al., 2009; Ryan, 2008; Tan
de Bibiana et al., 2011; Tyler et al., 2013; Vahdani, Hosseini-Moghaddam, Family, & MohebDezfouli, 2009; Wiersma et al., 2010). Noninfectious diseases such as chronic obstructive
lung/pulmonary disease, unintentional injuries, cardiovascular diseases, musculoskeletal
disorders, seizure disorders and cancer also greatly affect this population’s physical health status
(Brown, Kiely, Bharel, & Mitchell, 2013; Crowe & Hardill, 1993; Kaldmae et al., 2011; Page,
Thurston, & Mahoney, 2012; Snyder & Eisner, 2004; Topolovec-Vranic et al., 2012).
Consequently, adverse health conditions can contribute to the commencement of homelessness,
while poor living standards exacerbate the poor health status (Frankish, et al., 2005). Poor health
in homeless individuals can be aggravated further by the many barriers to accessing primary
health care services, such as lack of transportation to health care facilities, access to regular
family doctors and the exposure to stigmatized attitude of some health care professionals
(Khandor, et al., 2011).
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The BC Health of the Homeless survey (BCHOHS) was conducted to provide a detailed
and accurate description of self-reported, physical health conditions among a large sample of 500
homeless people in British Columbia as planning framework for this high need population.
METHODS
Study design and population
Detailed description of sampling procedure has been presented elsewhere (Torchalla et
al., 2011). In brief, this study is a cross-sectional survey sampling homeless adults 19 years of
age and older recruited between May and September of 2009, from multiple sites in three cities
in British Columbia, Canada: Vancouver, Victoria, and Prince George. For this study,
homelessness was self-identified as living, at least within the last month, in a shelter or on the
street, outdoors and in abandoned and public buildings, subways, and vehicles. Individuals living
in precarious housing (e.g. single hotel rooms, substandard homes) and institutions (e.g.
jails/prisons, residential treatment facilities, domestic violence centers) were excluded from the
study.
Fifty percent of participants were recruited from emergency shelters and 50% were
recruited from living homeless on the streets. Purposive sampling recruited a significant
proportion of women, Aboriginal people, and young people, subpopulations of homeless
individuals that are often underrepresented in surveys.
Two hundred females and 299 males were recruited in 2009. People who did not fulfill
the inclusion criteria of homelessness, who were unable to communicate in English, and/or who
were unable or unwilling to give informed consent were excluded.
Each participant received $30 for participating in research. The Behavioral Research
Ethics Board of the University of British Columbia and the Providence Health Care Research
Institute approved this study.
Eligible individuals interested in participation were then provided with the goals and
rationale of the study and requirements for participation. Those who were able and willing to
give written informed consent attended a one-session, face-to-face, structured, clinical interview.
Research team members trained in survey conduction administered the survey to each
participant. This usually took place in a research office, immediately after recruitment at shelters
and streets. Some participants were interviewed at the shelters and drop-in centers where they
felt more comfortable.
Survey Instruments
A modified version of the ‘National Survey of Homeless Assistance Providers and
Clients (NSHAPC) – Health Chapter’ a health status instrument that has been validated for use in
homeless populations’ studies, to assess recent (i.e. last 6 months) and chronic physical health
conditions, health care utilization behavior, and barriers to accessing healthcare, was used.
Information was assessed with single item and two response options (i.e., yes/no) (Burt, 1999).
Demographic information, including age, sex, marital status, housing situation,
education, and self-identified ethnic background was obtained. The presence of self-reported,
chronic, physical health conditions was determined by defining the conditions as “long term
conditions”, which were expected to last or had already lasted 6 or more months and that had
been diagnosed by a healthcare professional. Prevalence of a current chronic physical health
conditions was determined using the question, “Do you have any of the following medical
condition [diagnosed by a health professional]” At each body system section, participants were
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asked about having specific long-term physical health condition, as well as an open question to
specify any other health condition in that category.
Statistical Analysis
All data were entered in Statistical software SPSS version 21.0 for Mac (SPSS Inc.,
Chicago, IL). Numerical variables were presented as mean (SD), while nominal and categorical
variables were summarized by absolute frequencies and percentages.
The prevalence of categories of chronic health conditions was compared in different
genders, age group, education level, and housing status using Fisher’s exact test. P-value •0.05
0.05
was considered significant.
Also, prevalence was compared in different ethnicities using Chi-square test. However,
since the nonwhite and nonaboriginal ethnicity subcategory had a very small size, Fisher’s exact
test was applied to compare each one of ethnicity groups with the other two groups for their
reported chronic health conditions. Those chronic conditions with P-Value •0.05
0.05 in this stage
would be reported as significant prevalent condition for that ethnicity.
RESULTS
Socio-demographic context of the study (Table-1)
Forty percent (n=200) of the participants who completed the study were female. The average age
of participants was 37.9 years (SD=11.0) with 15% of the participants being 24 years old or
younger.
Table 1- Socio-demographic characteristics of participants in BC Homeless Survey, from May to
September 2009
Variable

Number (%)
Total Sample N=500
a

Youth (Age • 24)
Gender
Female
Male
Missing
Ethnicity
White
Aboriginal
Other b
Current housing
Street
Shelter
Education
Less than high
School education
Married/partnered
Common law

75 (15.0)
200 (40)
299 (59.8)
1 (0.2)
280 (56.0)
199 (39.8)
21 (4.2)
250 (50.0)
250 (50.0)
318 (63.6)
49 (9.8)

a

Mean Age of the surveyed population + Standard deviation is 37.9 ±11.0
includes Black/African (2.2%); Asian (1.2%); Hispanic/Latin American (0.8%); ethnic background was selected as
self identified from a list of categories including: European/Caucasian, Aboriginal, African, Asian, Hispanic/Latin
American, and Other. The ethnic background classified as “Other”, included Black/African, Asian, and
Hispanic/Latin American. The participants who self-identified themselves as Aboriginal in this study, represented
peoples throughout British Columbia and included: Cree, Carrier, Dene, Gitksan, Sekani, Ojibway, Coast Salish and

b
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Metis.

Prevalence of chronic physical health conditions
Neurological (72.6%, n=363), infectious (47.2%, n=236) and musculoskeletal (41.0%,
n=205) conditions were the most common chronic health conditions respectively (Figure 1),
affecting homeless people surveyed in BC, in 2009. Prior head trauma/injuries with subsequent
loss of consciousness dizziness, confusion, or disorientation were the most common physical
conditions affecting 318 individuals (63.6%) followed in frequency by back problems (excluding
fibromyalgia and arthritis) in 194 (38.8%) individuals and Hepatitis B/C in 173 individuals
(34.6%).
Figure -1-Frequency of self-reported physical health conditions by 500 homeless individuals in
BC Homeless Survey, from May to September 2009.

There was a high prevalence of migraine headache (29.2%, n=146) and arthritis (excluding
fibromyalgia) (28.4%, n=142) in this population (Table 2).
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Table-2- Frequencies and percentages of chronic physical health conditions
Chronic physical health conditions
n (%)
Cardiovascular
High blood pressure
Heart disease
Other
Specified as Heart murmur
Not specified
Respiratory
Asthma
Emphysema
Chronic bronchitis
Chronic obstructive pulmonary disease (COPD)
Other and not specified
Gastrointestinal
Cirrhosis (Damaged liver from alcohol or drugs)
Chronic diarrhea
Intestinal or stomach ulcers
Urinary incontinence
Bowel disorders (Crohn’s disease, ulcerative colitis,
Irritable bowel syndrome or bowel incontinence)
Other and not specified
Musculoskeletal
Arthritis
Back problems, (excluding fibromyalgia and arthritis)
Problems in walking, lost limb, physical Handicap(s)
Other
Specified as “history of fracture”
Specified as Fibromyalgia
Not specified
Infectious
HIV infection or AIDS
Tuberculosis exposure or positive TB test
Hepatitis B or C
Other
Not specified
Neurologic
Epilepsy
Fetal alcohol syndrome or fetal alcohol spectrum disorder
Migraine headaches
History of head injury with resultant
Knock out or at least dizziness, confusion, or disorientation
Consequences of a stroke

97 (19.4%)

*

78 (15.6 %)
16 (3.2%)
22 (4.4%)
8 (1.6%)
14 (2.8%)
159 (31.8%)
114 (22.8%)
19 (3.8%)
61 (12.2%)
11 (2.2%)
7 (1.4%)
109 (21.8%)
30 (6%)
18 (3.6%)
53 (10.6%)
23 (4.6%)
22 (4.4%)
11 (2.2%)
261(52.2%)
142 (28.4%)
194 (38.8%)
119 (23.8%)
35 (7.0%)
10 (2.0%)
3 (0.6%)
22 (4.4%)
205 (41.0%)
38 (7.6%)
32 (6.4%)
173 (34.6%)
11 (2.2%)
6 (1.2%)
363 (72.6%)
17 (3.4%)
32 (6.4%)
146 (29.2%)
318 (63.6%)
13 (2.6%)
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Other and not specified
Sensory

21 (4.2%)
92 (18.4%)

Glaucoma

5 (1.0%)

Cataracts
Hearing problems

16 (3.2%)
67 (13.4%)

Long-term conditions

114 (22.8%)

Cancer
27 (5.4%)
Diabetes
17 (3.4%)
Anemia (poor blood, low iron)
52 (10.4%)
Skin disease (for- example, eczema or psoriasis)
44 (8.8%)
Other
18 (3.6%)
Specified as Thyroid problems
4 (0.8%)
Specified as Hypoglycemia
3 (0.6%)
Specified as Allergy
3 (0.6%)
Not specified
8 (1.6%)
*
More than one response to questions in the same category (major organ system) was counted once in calculating the
prevalence of the reported physical health condition in each major organ category of questions

Comparing prevalence of chronic physical health conditions for age, gender, ethnicity, education
and housing categories (Table 3):
Eighty Nine percent of participants younger than 24 years of age (67/75) reported at least
one chronic health condition. However, none of these self-reported categories was more
prevalent compared to participants older than 24 years. Comparing for gender and education
level, there was no statistically significant difference in the prevalence of reported categories of
chronic health conditions. Self-reported neurologic disease and the category of long-term
conditions inclusive of Diabetes Mellitus and Anemia were significantly more reported amongst
White and Aboriginal ethnicities. Ninety Five percent (189/199) of aboriginal participants
reported at least one chronic condition; 17.1 % (34) had one, 22.6% (45) had two and 50.3%
(100) had 3 or more chronic health conditions. Also, aboriginal participants had higher frequency
of self-reported infectious disease compared to other ethnicities (P-value = 0.03). Participants,
who had reported street as their current housing, reported a higher prevalence of neurologic,
sensory problems, musculoskeletal, cardiovascular diseases, gastrointestinal, and some other
long-term conditions compared to shelter dwellers.

Table-3- Prevalence of categories of chronic health conditions compared for age, gender,
ethnicity, education level and housing status.
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Sensory

Cardiovascular

Gastrointestinal

Long-term

Respiratory

Infection

Musculoskeletal

Neurologic

Number

Number of self reported chronic health condition (%)

Age
≤24 (75)

75

53 (70.7)

37 (49.3)

26 (34.7)

27 (36)

>24 (425)

425

310 (72.9)

224 (52.7)

179(42.1)

132 (31)

0.68

0.62

0.25

0.42

P value*

9 (12.0)

10 (13.3)

17 (22.7)

15 (20.0)

105 (24.7)

99 (23.3)

80 (18.8)

77 (18.1)

0.02**

0.07

0.43

0.75

Gender
Male

300

221 (73.9)

164 (54.8)

123 (41.1)

100 (33.4)

69 (23.1)

71 (23.7)

59 (19.7)

61 (20.4)

Female

200

141 (70.5)

96 (48.0)

81 (40.5)

59 (29.5)

44 (22.0)

37 (18.5)

38 (19)

30 (15.0)

0.41

0.14

0.93

0.38

0.83

0.18

0.91

0.16

60 (21.4)

58 (20.7)

57 (20.4)

53 (18.9)

47 (23.6)

39 (19.6)

35 (17.6)

1 (4.8)

4 (19.0)

0.71

0.22

0.93

P value*
Ethnicity
White

280

212 (75.7)

149 (53.2)

103 (36.8)

86 (30.7)

Aboriginal

199

142 (71.4)

103 (51.8)

94 (47.2)

67 (33.7)

54 (27.1)

Other

21

9 (42.9)

9 (42.9)

8 (38.1)

6 (28.6)

0 (0.0)

P value¥

<0.01

0.65

0.07

0.75

0.01

4 (19)

Education
Less than
high school

318

239 (75.2)

169 (53.1)

124 (39.0)

107(33.6)

76 (23.9)

67 (21.1)

64 (20.1)

58 (18.2)

High school
or higher

182

124 (68.1)

92 (50.5)

81 (44.5)

52 (31.8)

38 (20.9)

42 (23.1)

33 (18.1)

34 (18.7)

0.10

0.58

0.26

0.27

0.65

0.64

0.91

P value*

0.51

Housing
Shelter

250

113 (45.2)

103 (41.2)

103 (41.2)

70 (28.0)

46 (18.4)

44 (17.6)

31 (12.4)

27 (10.8)

Street

250

250 (100)

158 (63.2)

102 (40.8)

89 (35.6)

68 (27.2)

65 (26.0)

66 (26.4)

65 (26.0)

<0.01**

<0.01**

1.00

0.08

0.03**

<0.01**

<0.01**

P value*
*

Fisher’s exact test ¥ Chi-square test

0.03**

**

P value ≤0.05 is considered significant

DISCUSSION
Socio-demographic characteristics
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The current homeless population in Vancouver includes sizable number of young adults
and women compared to the previously reported populations of single adult males with alcohol
and/or substance use (Turnbull, et al., 2007). Hence, a recruitment of 40% women through
purposive sampling combined with the reported mean age of 37.9 years (±11.0) having 15 %
younger than 24 years makes this study more comparable to this population. Subsequently it
makes it possible to have a better understanding of the specific needs of the usually
underrepresented homeless women and youth (Begin, Casavant, & Chenier, 1999; Goldberg &
Planning, 2005; Montgomery, Brown, & Forchuk, 2011; Quantz, 2002; Woodward, Eberle,
Kraus, & Graves, 2002). Our purposive sampling method recruited 40% aboriginal participants,
which concurs with studies indicating high percentage of reported aboriginal ethnicity amongst
most Canadian homeless communities (Cardinal & Adin, 2005; Gaetz, et al., 2013; Goldberg &
Planning, 2005; Hanselmann, 2001; Stephen W. Hwang, 2001; Quantz, 2002). 63.6% of the
participants did not complete high school. Lower formal education has been suggested to be a
contributory factor to homelessness (Frankish, et al., 2005; Josephson, 2004).
Physical health conditions
A history of head injury was the most prevalent neurological condition, and the most
prevalent overall health condition among this population. Topolovec-Vranic, et al. 2012
systematic review found a higher frequency of traumatic head/brain injury (TBI) ranging from
8%-53% in homeless individuals, as compared to the general population. Two studies assessing
the temporal relationship between homelessness and TBI showed the first incidence of TBI
occurring before the onset of homelessness for the majority of participants, suggesting that TBI
may be a contributory factor for homelessness. It was also suggested that homeless individuals
with a history of TBI are more susceptible to subsequent injuries, causing cumulative impacts on
cognitive and/or executive function with subsequent cognitive impairment, which in turn may
contribute to the chronicity of homelessness (Backer & Howard, 2007; Stephen W Hwang et al.,
2008; Oddy, Moir, Fortescue, & Chadwick, 2012; Topolovec-Vranic, et al., 2012). While our
study finding is supporting the result of a high prevalence rate for TBI, causal relationship or the
timely sequence of homelessness and TBI was not retrievable from the questionnaire used in our
sample.
Migraine headaches were the second most prevalent reported neurological condition,
congruent with Lee, et al. 2007 (D. F. Lee et al., 2007). History of head or neck injury, stressful
life events, low socioeconomic status and depression are among the proposed risk factors for
chronic migraine, which are all higher in frequency in the homeless population and therefore can
be contributory to the high rate of migraine headaches in the homeless population (Cevoli et al.,
2006; Couch, Lipton, Stewart, & Scher, 2007; Scher, Stewart, Ricci, & Lipton, 2003).
Finding musculoskeletal diseases as the second most prevalent reported category with
back problems -excluding fibromyalgia and arthritis- as the most common health conditions is
congruent with two previous reports (U. Beijer & Andreasson, 2009; van Laere, de Wit, &
Klazinga, 2009). A systematic review showed a high prevalence of cognitive deficit, smoking,
low education, low income, excessive alcohol consumption, depression and anxiety, as reported
risk factors for musculoskeletal complaints in homeless population (Miranda, Vivielle, Machado,
& Dias, 2012).
Other frequently reported conditions in our sample were Hepatitis B/C infection, HIVinfection/AIDS, ‘Tuberculosis (TB) exposure and/or a positive TB test’, in decreasing order of
frequency. These findings are in line with a systematic review that reported the prevalence of
HCV (3.9-36.2%), HIV (0.3-21.1%), TB (0.2-7.7%) and with the existing evidence on the
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prevalence of HBV (3.3%- 34.7%) in homeless population (Ulla Beijer, Wolf, & Fazel, 2012;
Brito, Parra, Facchini, & Buchalla, 2007; Moses, Mestery, Kaita, & Minuk, 2002; Vahdani, et
al., 2009). Homelessness can be a predisposing factor for both latent and active forms of TB
infection. Over-crowding, inappropriate ventilation in shelters and contact throughout large
transient populations expose homeless individuals to Mycobacterium Tuberculosis, while
malnutrition, alcohol use disorders and – although rare in BC - untreated HIV-infection
accelerate progression of latent infection into the active form of the disease (Agustí & Barnes,
2012; Clark, Riben, & Nowgesic, 2002; Tan de Bibiana, et al., 2011). Injection drug use,
multiple sexual partners, sex work and inconsistent use of condoms are suggested risk factors for
blood born infections-HIV, HBV and HCV (Ulla Beijer, et al., 2012; Brito, et al., 2007; Vahdani,
et al., 2009).
Asthma and obstructive lung diseases (COPD) were the main reported respiratory
illnesses, congruent with Snyder & Eisner’s (2004) study which determined the frequency of
COPD to be 15% in the homeless population of San Francisco, California, USA, more than twice
in the general US population in 2002 (Snyder & Eisner, 2004). High prevalence rates of
smoking, poor nutrition and adverse environmental exposure in the homeless population can
contribute to their increased rate of COPD (Agustí & Barnes, 2012; Itoh, Tsuji, Nemoto,
Nakamura, & Aoshiba, 2013).
The high rate of asthma agrees with findings of two previous reports showing high
prevalence of asthma in adult homeless people in Dublin, 2005, and homeless children in US
(Cutuli, Herbers, Rinaldi, Masten, & Oberg, 2010; McLean et al., 2004; O'Carroll & O'Reilly,
2008). This could be the result of a possibly higher rate of respiratory infections, smoking or
exposure to second-hand smoke pollution in unfavorable housing condition, all amongst
proposed risk factors for asthma (Jie, Isa, Jie, Ju, & Ismail, 2013; Vernon, Wiklund, Bell, Dale,
& Chapman, 2012).
Finally, cardiovascular disease, one of the leading causes of mortality in the homeless
community, was reported in about 1/5 of surveyed people in this study (Stephen W Hwang, et
al., 2009; Page, et al., 2012). Although high prevalence of hypertension in the homeless
population has not been a consistent finding, poorly controlled hypertension is a common finding
(Kim et al., 2008; T. C. Lee et al., 2005; Oliveira, Pereira, Azevedo, & Lunet, 2012). While
emotional stress increases the risk of cardiovascular disease, high frequency of smoking in the
homeless population can also augment their cardiovascular-related mortality (Kim, et al., 2008;
Kubisová et al., 2007; Oliveira, et al., 2012).
This study evaluated the self-reported frequency of a comprehensive list of chronic
physical health conditions in a unique sample of homeless individuals including a significant
proportion of women, Aboriginal people, and youth subpopulations of homeless individuals that
could often be underrepresented in surveys. Additionally, this unique sample consists of
subpopulations of homeless people living in shelter as well as those living on the streets, which
add to the generalizability of the reported findings to physical health condition of all the
homeless population in general.
Compared to current prevalence of physical health conditions in general population, our
survey revealed 2 times more arthritis and back pain, 3.5 times more migraine headaches, 3 times
more asthma, 4 times more chronic obstructive pulmonary disease, 38 times more HIV infection,
70 times more chronic hepatitis B or C, 1000 times more Tuberculosis exposure (Bath, Trask,
McCrosky, & Lawson, 2014; "Estimates of HIV Prevalence and Incidence in Canada, 2011,"
2012; "Health Fact Sheets – Arthritis, 2013," 2014; "Health Fact Sheets – Asthma, 2013," 2014;
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"Health Fact Sheets – Chronic obstructive pulmonary disease in Canadians, 2009 to 2011," 2012;
Rotermann, Langlois, Andonov, & Trubnikov, 2013; "Tuberculosis in Canada 2012 - PreRelease," 2014). These findings of high prevalence of treatable chronic health conditions has
very strong implications for advocacy, policy making and healthcare provision priority setting as
well as service delivery to homeless population regardless of the severity of their homelessness.
Interestingly, reported Diabetes Mellitus (DM) in our survey was half of the reported DM
in general population. As well, Cancer was reported one eight as common as its prevalence in
general population in Canada. Meanwhile, the prevalence of hypertension was similar to its
prevalence in general population ("Health Fact Sheets – Diabetes, 2013," 2014; "Canadian
Cancer Statistics publication," 2013; "Health Fact Sheets – High blood pressure, 2013," 2014).
These revealed low prevalence chronic physical health conditions could be a result of lower
prevalence of obesity and its metabolic, carcinogenic and atherosclerotic consequences in
homeless population. The irony of food instability after all has played some role that is in favor
of the vulnerable homeless population.
Factors associated with increased frequency of self-reported chronic health conditions:
A high proportion of youth in our sample (89.3%) reported having one or more chronic
health conditions. This is in line with the reported 74% prevalence of one or more chronic
medical condition in homeless youth of British Columbia (Goldberg & Planning, 2005). This
highlights the significant healthcare needs of homeless youth, which is the fastest growing
homeless subpopulation in Canada (Boivin, Roy, Haley, & Galbaud du Fort, 2005; Edidin,
Ganim, Hunter, & Karnik, 2012; Frankish, Hwang, & Quantz, 2005).
Comparing for gender, or education level, this study could not find any difference in
prevalence of various categories of chronic health conditions. This finding is supported with the
study from Los Angeles about 385 male and 144 female homeless participants (L. Gelberg &
Linn, 1992). On the other hand, the study of 1,704 homeless from Stockholm; 1,364 males
(80%) and 340 female, reported higher risk of diseases of blood, genitourinary system, eye, skin,
as well as neoplasm and infections in homeless women. However women were reported to be at
lower risk of injury/poisoning, diseases of the circulatory, digestive, respiratory system and ear
(Beijer & Andreasson, 2009). This suggests the possibility of finding gender difference in
chronic health conditions in a larger population of homeless people.
In this study, 95 % (189) of aboriginal participants reported at least one chronic
condition; 17.1 % (34) had one, 22.6% (45) had two and 50.3% (100) had 3 or more chronic
health conditions. This shows a significantly higher prevalence of chronic health conditions
compared to previous studies on health status of different aboriginal subpopulations in Canada
(("Inuit health: Selected findings from the 2012 Aboriginal Peoples Survey," 2014,"Aboriginal
Peoples Survey, 2006: An overview of the health of the Métis population," 2006,Aboriginal
Peoples Survey 2001 - Initial Findings: Well-being of the Non-reserve Aboriginal Population,
2001). This indicates the association of homelessness with multiple chronic health conditions.
The three most common chronic health condition categories in aboriginal subpopulation
in our study were neurologic (71.4%), musculoskeletal (51.8%) and infectious disease (47.2%).
Also, compared to white and non-aboriginal ethnicities, participants with reported aboriginal
ethnicity had a significantly higher prevalence of infectious disease. This could be explained by
higher vulnerability to infectious disease reported in previous studies in aboriginal population.
(Reading, 2009; Ryan, 2008).
Living on streets was associated with increased frequency of all categories of chronic
health conditions except infectious and respiratory tract conditions. This is in agreement with
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previous studies demonstrating poorer physical health as well as less medical service use by the
people living on streets compared to their sheltered counterparts (Lillian Gelberg & Linn, 1989;
Nyamathi, Leake, & Gelberg, 2000). Poorer hygiene, more severe malnourishment, more
engagement in risky sexual behavior and drug use are possible factors in increasing frequency of
chronic health conditions among homeless people living on streets compared to sheltered
homeless individuals. Supportive housing programs could play a significant role in improving
physical health of homeless population (Stephen W Hwang, Tolomiczenko, Kouyoumdjian, &
Garner, 2005).
Limitations:
While including three cities strengthens the reliability of results by not narrowing our
scope to only one location, it may limit the generalizability of the findings to homeless
populations from other Canadian provinces or countries. Secondly, the self-reported nature of
this data introduces reporting bias and recall bias, calling for an objective assessment of the
physical health status of the homeless in future studies. Thirdly, selecting a representative sample
of the homeless population is always difficult to achieve and possible resultant bias should be
considered while interpreting results considering our purposive sampling. Finally, because the
aim of this study was to determine the prevalence of all possible self-reported, chronic, physical
health conditions in one survey, the questionnaire covered a broadly categorized, all-inclusive
but non-exhaustive list of chronic physical conditions. This led to the inevitable formation of
categories of physical health conditions, lacking in adequate details and accuracy of diagnosis for
the self-reported health conditions. Hence, we suggest that future studies evaluate a more
detailed, objective and specific questionnaire, to detect common medical conditions of concern
within the homeless population.
CONCLUSION
Neurological, musculoskeletal, infectious and respiratory diseases were frequent selfreported physical conditions among homeless people surveyed. There was a notable prevalence
of neurological conditions, especially migraine headache, and also musculoskeletal disorders, in
those surveyed. These findings, call for awareness on the part of primary healthcare physicians
who are in the first line of treatment. Additionally, the risk factors for many of these conditions,
such as precarious living conditions, poor nutrition, psychosocial stress, smoking and substance
use, can be addressed towards improving the health status of this population within different
levels of the healthcare system.
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