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Abstract Housing is a key social determinant of health
that contributes to the well-documented relationship
between socioeconomic status and health. This study
explored how individuals with histories of unstable and
precarious housing perceive their housing or shelter
situations, and the impact of these settings on their health
and well-being. Participants were recruited from the Health
and Housing in Transition study (HHiT), a longitudinal,
multi-city study that tracked the health and housing status

of people with unstable housing histories over a 5-year
period. For the current study, one-time semi-structured
interviews were conducted with a subset of HHiT study
participants (n = 64), living in three cities across Canada:
Ottawa, Toronto, and Vancouver. The findings from an
analysis of the interview transcripts suggested that for many
individuals changes in housing status are not associated
with significant changes in health due to the poor quality
and precarious nature of the housing that was obtained.
Whether housed or living in shelters, participants continued
to face barriers of poverty, social marginalization,
inadequate and unaffordable housing, violence, and lack of
access to services to meet their personal needs.
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Introduction

It is increasingly apparent that for many individuals being
homeless and being precariously housed are not distinct
and dichotomous conditions. There are people for whom
the line between the two is ambiguous and easily tra-
versed in either direction. Although the great majority of
emergency shelter users will have only one shelter stay
over the course of their lives, a notable minority (from
about 2% to 10%) are chronic users with long stays, or
are episodic users who will cycle in and out of homeless-
ness over time (from about 3% to 11%) (Kuhn & Cul-
hane, 1998; Aubry, Farrell, Hwang, & Calhoun, 2013). In
a study of 246 Medicaid-funded mental health consumers
in Washington State, Brown, Chodzen, Mihelicova, and
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Collins (2017) reported that about 48% were intermittently
housed over a 4 year period.

This phenomenon was also observed in the recently
completed At Home/Chez Soi Housing First study in
Canada (Goering et al., 2014). The study compared the
housing outcomes of chronically homeless individuals
with a serious mental illness who were randomly assigned
to a Housing First group (which had access to housing
via a monthly rent supplement with support), or to a “care
as usual” group. Although those in the Housing First
group had superior housing outcomes, it was notable that
those in the care as usual condition were not necessarily
permanently consigned to homelessness. Although some
remained homeless, many found housing on their own or
through other available services even though their housing
outcomes were decidedly poorer and less stable than those
in the Housing First condition (Goering et al., 2014).

Thus, the housing histories of many are not one of being
homeless or being housed, but rather one of being both
homeless and housed (though not stably) over time. This
ambiguity in the distinction between being housed and
being homeless is recognized in more recent definitions of
homelessness. These definitions capture the transitory nature
of precarious housing and homelessness. The Canadian
Observatory on Homelessness (2012) has offered a typology
that includes unsheltered (or absolutely homeless), emer-
gency sheltered, or provisionally accommodated, which
includes temporary accommodations, the absence of security
of tenure, and being at risk for homelessness. Among those
at risk for homelessness are people who are vulnerable to
housing loss due to the precariousness of their housing or
economic situations, or people living in unfit housing (i.e.,
not meeting public health or safety standards).

The current study examines the experiences of people
who have histories of unstable housing and how they per-
ceive the nature and quality of the housing or shelter they
manage to acquire. Our goal in exploring these experiences
was to generate new questions and avenues for research.
The context of this research is the Health and Housing in
Transition study (HHiT; Hwang et al., 2011). HHiT is a
longitudinal multi-city study that examined the housing and
health trajectories of people with histories of unstable hous-
ing over a five-year period. In addition to finding that a
significant number of individuals in this sample traversed
from housing to homelessness and back again, the study
found few differences in terms of their physical and mental
health between those who were vulnerably housed and
those who were homeless (Hwang et al., 2011). The cur-
rent study sampled a subset of HHiT study participants to
learn more about their experiences of health, housing, and
homelessness. Participants were interviewed once shortly
after they completed their fourth quantitative interview in
the study. Prior to reporting on this study’s findings, we

review available evidence about the impact of housing and
homelessness on the health of individuals whose living sit-
uations are unstable. We begin, though, by examining the
critical link between housing and health.

Homelessness, Housing, and Health

Homelessness has a well-established association with
poorer mental and physical health (Hwang, 2001). Home-
less individuals experience high rates of bipolar disorder,
anxiety disorders, schizophrenia, major depression, stress
and co-occurring substance use disorder (Toro et al.,
1995; Gaetz, Donaldson, Richter, & Gulliver-Garcia,
2013; Notaro, Khan, Kim, Nasaruddin, & Desai, 2013), as
well as chronic physical health conditions (Hwang et al.,
2011). These health issues also appear in domains includ-
ing poor nutrition, injuries, and assaults (Frankish,
Hwang, & Quantz, 2005; Aubry, Klodawsky, & Cou-
lombe, 2012). For some individuals, deteriorating health
can act as a pathway into homelessness and worsen as a
result of homelessness (Frankish et al., 2005). Addition-
ally, people who are homeless frequently encounter barri-
ers to accessing health care and social services despite
their high level of need for such services (Kushel, Vit-
tinghoff, & Haas, 2001; Lim, Andersen, Leake, Cunning-
ham, & Gelberg, 2002; Hwang et al., 2010). Given their
extensive health issues and poor living conditions, it is
not surprising that homeless individuals have high mortal-
ity rates and short life expectancies (Hwang, Wilkins,
Tjepkema, O’Campo, & Dunn, 2009).

In addition to being a basic necessity of life, housing is
also a social determinant of health that may contribute to
increasing or reducing disparities in health and well-being.
Whereas ensuring that people have access to good quality
housing might reduce health inequities, disparities in
access to quality and affordable housing can further
expand disparities associated with health status, feelings
of inclusion/exclusion, and income. Dunn (2002) has dis-
cussed how housing acts as a social determinant of health
by identifying three dimensions: (a) materiality, (b) spa-
tiality, and (c) meaning. Materiality refers to the physical
quality or integrity of the housing, as well as exposure to
physical, biological, and chemical hazards in the home
which may represent threats to health. This dimension
also includes expenditures on housing as a material factor,
as money spent on housing represents money that cannot
be spent on other things that may be consequential for
health, such as food, recreation, or health and social ser-
vices (Dunn, 2002). In this way, the material dimension
of housing includes those factors that represent the more
visible ways that housing may have impacts on health,
although as Moloughney (2004) notes, their consequences
for health may not affect everyone in the same way, or
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may not be immediately evident. For example, exposure
to some hazards may affect more physically vulnerable
people more severely or they may be associated with
onset of disease later in life.

Spatiality refers to the appropriateness of housing as a
setting for everyday activity, as well as how its location
may be consequential for health (Dunn, 2002). The spatial
dimension of housing includes the physical space that is
available to the occupants. In this way, it is linked to the
materiality of the housing. Dunn (2002) also points to the
location of housing relative to needed services and ameni-
ties, with some housing providing little in the way of
access to healthy and affordable food, transportation,
health care, education, leisure, as well as opportunities for
social interaction. Dunn (2002) also points to the social
dimensions of spatiality. This includes how the location
of housing and the opportunities for social relationships it
affords provides for the sharing of information, as well as
for the development of status and identity. It also includes
how the location of housing leads to exposure to a social
environment comprised of values, norms, and attitudes
that can be health enhancing, or not. In essence, housing
in terms of its physical structure, location, and social envi-
ronment creates or limits a range of opportunities to
develop relationships and access resources that can affect
health and well-being.

Finally, Dunn (2002) identifies a meaningful dimen-
sion of housing, as housing serves as a refuge in society.
By providing a secure base for one’s activities, a sense
of privacy, and continuity, housing can lead to feelings
of control, orderliness, security, and predictability. More-
over, housing can be a source of status, pride, and
identity. In addition to the potential contributions to emo-
tional well-being, housing can function as a setting for
initiating and maintaining social relationships that can
provide social support (Dunn, 2002). The absence of a
sense of home may lead to feelings of distress, disloca-
tion, insecurity, as well as to a lack of opportunities to
sustain relationships or develop new ones (Dunn, 2002).
Thus, this dimension of housing points to the impact that
housing can have on our emotional and mental well-
being, as well as the potential for longer term conse-
quences from living in environments that are disordered,
stressful, or depressing.

Though these dimensions may operate independently
of one another, it is more likely that they are highly inter-
related (Moloughney, 2004). In other words, housing that
is of poor physical quality is likely to be found in poorer
neighborhoods with fewer resources, and to offer less pos-
itive meaning to occupants.

There is considerable research on how the material
qualities of housing affect health. For example, the pres-
ence of physical hazards such as lead, mold, inadequate

ventilation, infestations, overcrowding, and poor heating
or a draft can impact the health of individuals who are
living in such circumstances (Mikkonen & Raphael, 2010;
Wellesley Institute, 2010). Improvements in housing qual-
ity have been shown to be associated with decreases in
psychological distress (Evans, Wells, Chan, & Saltzman,
2000; Wells & Harris, 2007) and improvements in psy-
chological health (Evans et al., 2000; Aubry, Duhoux,
Klodawsky, Ecker, & Hay, 2016). In one of the few stud-
ies on rooming house residents, Hwang, Martin, Tolomic-
zenko, and Hulchanski (2003) found that residents age 35
and over had significantly worse overall physical and
mental health in comparison to the general population.
Residents were also more likely than the general popula-
tion and other low-income individuals to report certain
chronic health conditions. Additionally, residents reporting
the poorest health were living in rooming houses that
were in the worst physical condition. Residing in a room-
ing house can also potentially impact one’s mental health,
as tenants have voiced concerns regarding the substance
use of other residents and safety within the building
(Miflin & Wilton, 2005).

An interest of community psychologists has been the
concept of community integration, and whether housing
promotes the community integration of people from
marginalized groups. There are three dimensions of com-
munity integration: (a) physical integration, or the amount
of physical presence of an individual and use of
resources, in a community; (b) psychological integration,
or a sense of community in relation to others in the com-
munity; and (c) social integration, or the amount of social
contact with other community members (Aubry & Myner,
1996; Wong & Solomon, 2002). The limited research on
community integration among people living in precarious
housing suggests that they experience social isolation and
barriers to social inclusion (such as difficulties maintain-
ing sobriety), as well as greater exposure to dangerous
neighborhood environments (Ecker & Aubry, 2017). For
individuals living in specialized, community-based hous-
ing programs, social integration is also a lingering chal-
lenge (Aubry & Myner, 1996; Yanos, Barrow, &
Tsemberis, 2004; Yanos, Felton, Tsemberis, & Frye,
2007; Patterson, Rezansoff, Currie, & Somers, 2013),
despite adequate physical and psychological integration in
their communities (Aubry & Myner, 1996). In the context
of the HHiT study Ecker and Aubry (2016) examined
predictors of psychological integration among vulnerably
housed and homeless individuals. For the participants in
this study, who on average reported a moderate level of
psychological integration, greater psychological integra-
tion was associated with being older, reporting greater
social support, and living in neighborhoods they viewed
positively.
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Padgett, Henwood, Abrams, and Drake (2008) reported
findings from a qualitative study of 41 formerly homeless
persons who have experienced serious mental illness and
substance abuse. Focusing on social relationships, Padgett
et al. found that participants saw themselves as separate
from others in their neighborhoods and lacking in trust.
Relationships with others could be difficult, with strained
relationships commonly reported with family members
and hardships developing positive long-lasting relation-
ships with others. Thus, whereas housing may hold the
promise for improved health for people who have experi-
enced homelessness, it may also lead to unhealthy envi-
ronments and social isolation.

Qualitative Research on Precarious Housing and Health

Several qualitative studies have examined how homeless
individuals understand their health. Participants in such
studies have spoken about their physical and mental health
problems (Bhui, Shanahan, & Harding, 2006; Daiski,
2007), as well as issues with substance use (Morrell-
Bellai, Goering, & Boydell, 2000; Bhui et al., 2006;
Daiski, 2007) and fragile, conflictual, and at times trau-
matic, relationships (Morrell-Bellai et al., 2000; Bhui
et al., 2006). When describing factors that contribute to or
that prolong their homelessness, individuals point to
chronic substance use (Morrell-Bellai et al., 2000) as well
the stigma of being homeless (Boydell, Goering, & Mor-
ell-Bellai, 2000; Martins, 2008) and the stigma of having a
mental health issue (Bhui et al., 2006).

In qualitative studies participants also point to food as
a challenge in terms of its cost (Quine, Kendig, Russell,
& Touchard, 2004; Bhui et al., 2006) as well as the qual-
ity and quantity of food available from meal programs
(Martins, 2008). The difficulty in accessing healthy food
was particularly challenging for those individuals with
chronic health conditions, that could be complicated by
poor diets (e.g., heart disease, diabetes) (Martins, 2008).
These studies also identify mobility as an issue. Quine
et al. (2004) reported that many of the homeless partici-
pants in their study walked long distances throughout the
day to access resources around the city and to fill time.
The potential health benefits from this extensive walking
were mitigated by improper footwear or untreated health
problems (Quine et al., 2004).

Few of the qualitative studies on precarious housing or
homelessness and health explicitly examined the link
between housing and health. Participants in these studies
spoke of the lack of safety they felt in the shelter system
(Daiski, 2007), the poor quality of the accommodations
(Quine et al., 2004), the lack of privacy (Daiski, 2007),
and the extensive housing-related rules (Bhui et al.,
2006; Daiski, 2007). These participants often expressed

dissatisfaction with these elements of their housing, but
these were not specifically linked to their health. Miflin
and Wilton (2005) found that rooming house residents
were generally dissatisfied with their living arrangements,
but they did not report any meaningful linkages to how
this had an impact on participants’ health.

The Health and Housing in Transition Study

The present study is part of the larger Health and Housing
in Transition (HHiT) study (Hwang et al., 2011); a longi-
tudinal examination of the health and housing status of
homeless and vulnerably housed single adults in three
Canadian cities: Ottawa, Vancouver, and Toronto. The
study randomly selected 1,190 single adults (i.e., 18 years
or older) from shelters, meal programs, community health
centers, drop-in centers, rooming houses, and single room
occupancy hotels. At baseline, 595 individuals were vul-
nerably housed and 595 were homeless. Participants were
considered homeless if, within the last 7 days, they were
living in a shelter, public space, vehicle, abandoned build-
ing, or someone else’s home, and did not have their own
place for which they paid rent. Participants were consid-
ered vulnerably housed if they were living in their own
room or apartment, but had been homeless or had two or
more moves in the past 12 months (Hwang et al., 2011).

Participants were interviewed at baseline and then
about every 12 months following the baseline interview
for 4 years. The data were collected from 2009 to 2014
using structured in-person primarily quantitative inter-
views. Published research to date from the HHiT study
has found few differences among those who were housed
or homeless. For example, Hwang et al. (2011) reported
that vulnerably housed individuals had slightly poorer
physical health functioning, were more likely to report a
larger number of chronic health conditions, and were
more likely to report a history of a traumatic brain injury
(To et al., 2015) than homeless individuals at the baseline
interview. In contrast, homeless individuals reported
slightly lower mental health functioning than vulnerably
housed individuals (Hwang et al., 2011). Other studies
found no significant differences among the homeless and
vulnerably housed individuals in regards to reporting
unmet health care needs (Argintaru et al., 2013), problem-
atic drug use (Palepu et al., 2013), and medication nonad-
herence (Hunter et al., 2014).

This qualitative study was designed to complement the
larger quantitative study by conducting one-time inter-
views with study participants. Given minimal previous
research, we aimed to generate an understanding of the
range of environments in which people live, and to con-
sider how these environments affect them. The overall
goal was generative, in that we aimed to highlight

4 Am J Community Psychol (2018) 0:1–14



potential avenues for future research (Miles, Huberman, &
Saldana, 2014). In this article, we focus on examining
some basic issues that begin to illuminate the nature of
the lives of this population in terms of their experiences
of being sheltered or housed. Drawing from Dunn’s
(2002) three dimensions of housing, we examined how
participants perceived their housing situations, and their
impact on their health.

Methods

Sample and Recruitment

Participants were asked during the final follow-up inter-
view of the 4-year longitudinal quantitative study if they
would like to participate in a one-time qualitative inter-
view. If they agreed to participate and consented for
their contact information to be shared, a researcher con-
tacted them to set up a time for a qualitative interview.
There were several criteria established to participate in
the interview. First, participants were required to have a
minimum of two housing transitions in the 2 years prior
to recruitment (from being housed to homeless, from
homeless to housed, or from one housing situation to
another). The recruitment also aimed to have an equal
representation of men and women. In addition, the
recruitment purposely sampled half of the participants to
have a self-reported lifetime mental health diagnosis at
the time of the baseline interview to ensure that the
study included individuals with a diversity of life chal-
lenges.

A sample of 64 participants was recruited from the
larger HHiT study, in three cities: Ottawa (n = 22); Tor-
onto (n = 20), and Vancouver (n = 22). The sample con-
sisted of 32 males (50%), 29 females (45.3%), and three
transgendered persons (4.7%), with a mean age of
45.4 years (SD = 9.7). We originally sought to sample
20 individuals in each city, but decided to keep two
additional participants in Ottawa and Vancouver who
participated in pilot interviews. The interviews in these
pilot interviews did not differ from the interviews con-
ducted with other study participants. Table 1 provides an
overview of the sample in each city. In regards to ethnic-
ity, 56.3% self-identified as White and 17.2% as First
Nations/Aboriginal. English was the first language spoken
for 76% of participants and French was the first language
spoken for 8% of participants. In regards to mental
health, 56.3% reported having ever been diagnosed with
a mental health problem. Participants had experienced an
average of 5.5 moves (SD = 3.0) in the 4 years prior to
the qualitative interview. At the time of the interview, 52

(81%) participants were housed and 12 (19%) partici-
pants were homeless.

Data Collection

This study received approval from the Research Ethics
Boards of the University of Ottawa, St. Michael’s Hospital
in Toronto, and the University of British Columbia. Prior
to the start of each interview, informed consent was pro-
vided by the participants. The interview teams in each city
consisted of two female interviewers and one male inter-
viewer. A semi-structured protocol was used and each
question included a number of probes to assist in the elici-
tation of responses from the participants. The protocol
included questions on the participants’ current and past
housing, their health, service use, and how their housing
impacted their health. Participants were also asked to
recount in detail one particular housing transition (from
being housed to homeless, from homeless to being housed,
or from one housing situation to another), including how
the transition was initiated and took place, as well as its
impact on the individual. Though asked to speak about
one housing transition, most participants spoke about a
number of transitions they had experienced because they
were not able to clearly distinguish one move from the
others.

All interviews were audio-recorded and interviewers
took notes throughout the interview. Upon completion of
the interviews, interviewers completed interview summary
forms (Miles et al., 2014) that allowed for the documenta-
tion of the issues and themes that arose during the inter-
view, as well as a reflection on the interview process. The
interviews, which typically lasted about one hour, usually
were conducted at a research centre located on the affili-
ated campus, although some were conducted in the partic-
ipants’ homes. All participants were compensated $20
CAD for their participation. All interviews were tran-
scribed verbatim for analysis.

Interviewers received training prior to conducting inter-
views, consisting of reviews of qualitative methods and
interviewing techniques, a review of the aims of the study
and the interview protocol, and familiarization with the
HHiT study and sample. To ensure consistency across the
sites, the first author reviewed and discussed transcripts of
the early interviews of each interviewer to ensure consis-
tency in how the interview questions were being asked and
there was attention to and follow-up with issues raised by
the participants. Additionally, the study team reviewed
interview summary forms as they were completed and the
study team and interviewers met regularly by phone during
the data collection phase to discuss how the interviews were
proceeding and the issues that were arising.

Am J Community Psychol (2018) 0:1–14 5



Data Analysis

The analysis was guided by recommendations from Miles
et al. (2014). Working under the supervision of a study
investigator, coding of the transcripts began with two
steps. In a first step, we employed a couple of data con-
densation steps to transform and organize the data to sup-
port further analysis (Miles et al., 2014). This included
development of a matrix to summarize each interview.
Rows of the matrix were created for each major question
of the interview protocol (e.g., current living situation, the
changes in housing in past 5 years, detailed description of
a particular transition, perceptions of current housing and
of health). Additional rows were created based on an
interest in documenting references made by participants to
various social determinants of health (e.g., housing, social
relationships, gender, income, work). Columns of the
matrix enabled coders to summarize statements made by
participants that corresponded to the row of the matrix, as

well as to include quotes that illustrated or supported
the summaries. Initially, three coders, working with the
Ottawa team, began by each completing one summary of
an interview (three in total). These summaries were shared
among and reviewed by both the coders and an investiga-
tor, to ensure that they were complete and accurate. Then
these coders worked to summarize matrices for all three
cities. The coders met regularly with a study investigator
to review and discuss the work. These summaries were
subsequently reviewed again by other coders working in
each of the three cities. Changes to summaries largely
consisted of the inclusion of more detail or information.
Where there were differences in interpretation, these were
resolved through discussion among members of the cod-
ing team.

Based on these matrices the team developed a coding
scheme. The coding scheme consisted of descriptive codes
to summarize passages of qualitative data (Miles et al.,
2014). The initial or “start list” of codes (Miles et al.,

Table 1 Characteristics of homeless and vulnerably housed participants in Vancouver, Toronto, and Ottawa

Variable Vancouver (n = 22) Toronto (n = 20) Ottawa (n = 22)

Age (in years), mean (SD) 46.3 (7.8) 43.29 (10.5) 46.6 (10.7)
Gender, n (%)
Male 12 (55) 9 (45) 11 (50)
Female 9 (40) 10 (50) 10 (45)
Transgender 1 (5) 1 (5) 1 (5)

Marital status, n (%)
Single/never married 10 (45) 11 (55) 15 (68)
Divorced/separated 9 (41) 6 (30) 4 (18)
Widowed 0 (0) 1 (5) 0 (0)
Married/common law 0 (0) 1 (5) 0 (0)
Partnered, not married 3 (14) 1 (5) 3 (14)

Born in Canada, n (%) 19 (90) 18 (90) 19 (86)
Racial/cultural group, n (%)
White 13 (59) 8 (40) 15 (68)
Black/African-Canadian 0 (0) 5 (25) 1 (5)
First Nations/Aboriginal 5 (23) 2 (10) 4 (18)
Mixed ethnicity 2 (9) 5 (25) 0 (0)
Other 2 (9) 0 (0) 1 (5)

Employed in past 12 months, n (%) 11 (52) 8 (40) 3 (13)
Average monthly income in past 12 months, (CDN dollars) median (IQR) 1107 (1153) 936 (401) 850 (703)
Current housing status,a n (%)
Homeless 3 (14) 6 (30) 3 (14)
Vulnerably housed 19 (86) 14 (70) 19 (86)

Average number of moves, mean (SD) 6.3 (3.2) 6.1 (2.0) 4.1 (3.1)
Age at first homelessness (in years), mean (SD) 26.9 (13.0) 22.8 (12.5) 26.5 (12)
Ever diagnosed with a chronic health condition,b n (%) 20 (91) 17 (85) 21 (95)
Ever diagnosed with a mental health problem, n (%) 12 (57) 11 (58) 13 (59)

aParticipants were considered homeless if they were currently living in a shelter, public place, vehicle, abandoned building, or temporarily
staying with friends or family due to lack of own housing. Participants were considered vulnerably housed if they reported living in their own
room, apartment, or place and had been homeless in the past 12 months and/or had at least two moves in the past 12 months. Participants
who were temporarily living with friends or family and were paying rent were considered vulnerably housed, while those who were not pay-
ing rent were considered homeless.
bChronic health conditions include high blood pressure; heart disease; asthma; COPD (includes emphysema and chronic bronchitis); cirrhosis;
Hepatitis B or C; intestinal or stomach ulcers; urinary incontinence; bowel disorders; arthritis; problems walking, lost limb, or other physical
handicap; HIV/AIDS; epilepsy; fetal alcohol syndrome or fetal alcohol spectrum disorder; head injury; glaucoma; cataracts; cancer, diabetes;
or anemia.
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2014) was derived for each row of the matrices, based on
the interview question or theme being summarized, as
well as a review of the themes identified in each cell from
the initial three summaries. The coders then worked again
on another three interview transcripts, completing the
summary matrices and using the coding scheme. This
work was again shared within the team to ensure accuracy
and completeness, and the summary matrix and coding
scheme were revised to ensure clarity and to create new
codes based on new observations in the data. The process
was completed until no further revisions were made to the
summary matrix or the coding scheme. Then, all inter-
views were coded and summarized by the coders working
independently. Qualitative Data Analysis (QDA) Miner
4.1.14 (Provalis Research, 2013) was used to assist coding
and manage the qualitative data. Throughout the analysis
process, the members of the team maintained contact
through regular conference calls.

The end product of this process was a detailed sum-
mary and the complete descriptive coding of each inter-
view. Once this work was completed, a second stage of
verification was initiated. In this stage, a different group
of coders reviewed the coding and summary matrices for
each participant to ensure they were accurate and com-
plete. Potential improvements to the coding scheme and
summaries were reviewed by the team and approved.

A subsequent second cycle phase of the analysis (Miles
et al., 2014) was then initiated to identify themes across
the various participants. Specifically, matrix displays were
used to condense the data in a simplified format to
observe commonalities and differences across participants
on key themes or issues (Miles et al., 2014). Cross-case
matrices were developed by reviewing, for each partici-
pant, their summary matrices as well as the coded data
from their transcripts. One cross-case matrix examined
participants’ understanding of their housing situations. It
included participants’ descriptions of their current housing
situation, elements of stable and unstable housing they
had experienced, and ways in which their housing had
improved or not improved as a result of a recent or nota-
ble housing transition. These matrices were developed for
each of the cities, and were also shared across the cities
for verification and discussion.

As the analysis proceeded, Dunn’s (2002) three dimen-
sions of housing were identified as a potential means of
presenting these findings. Using the definitions provided
by Dunn (2002), participants’ statements regarding their
housing were re-coded using these dimensions as new cat-
egories. As a final step, from these matrices as well as the
coded data, written analyses were developed for each city
for each of our research questions. Drafts were circulated
among team members to ensure completeness and accu-
racy. These drafts were revised several times as team

members from across sites requested additional examples
or clarifications in each city’s analysis. Finally, a draft
summary of the analysis of the findings from the three
cities was written and distributed to verify its complete-
ness and accuracy by the team members.

There were a number of steps undertaken to maintain
the quality of the data analysis. As noted, throughout the
analysis there was a process of verification of the work
of the coders by other members of the coding team. At
various times, coders revisited the coding, the matrices,
and even the transcripts to seek evidence that both con-
firmed as well as disconfirmed the themes that were iden-
tified (Miles et al., 2014). Finally, an audit trail was
maintained through the analysis documenting each stage
of the analysis.

Findings

In this section, we present findings on participants’ per-
ceptions of housing. Participants offered a diversity of
perspectives on their housing, and these findings are pre-
sented here using the dimensions offered by Dunn (2002).

Materiality

Materiality refers to the physical quality of housing, expo-
sure to hazards, as well as expenditures, as money spent
on housing is money that cannot be spent on food, recre-
ation, transportation, or health and social services (Dunn,
2002). This dimension was commonly discussed by par-
ticipants who identified both positive and negative quali-
ties of their housing, although positive discussions of this
material dimension of housing were more common among
those who had access to supportive housing offered by
non-profit organizations.

When discussing the positive material aspects of their
housing, participants pointed to it being clean, quiet, in
good repair, and free of bed bugs and rodents. Participants
also pointed to the amenities in their housing, which in
some cases contributed to their well-being. One partici-
pant from Ottawa, for example, pointed to the importance
of having access to a kitchen: “I’ve seen my health
improve somewhat. Just due to the fact that I’m eating so
much better than I ever was . . . I do all the cooking.”
Another participant pointed to the ability to open a win-
dow and have fresh air: “You know, you’re happy when
you wake, have this nice place. You come in, fresh air is
coming in. You sleep good.”

Although many participants were able to identify posi-
tive material aspects of their housing, their statements
tended to be descriptive, pointing to basic elements or fea-
tures of acceptable housing. Said one male participant
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from Vancouver: “I’m in one of the SROs in the Down-
town Eastside of Vancouver, and it’s different, it’s unique.
It’s at least a roof over your head.” A female participant
from Vancouver, also living in an SRO: “So, inside it
could get really disgusting. But now the owner has
decided he wants to renovate. So now he’s got new car-
pets, everything’s painted, repairs have been done, and
it’s much nicer.”

More frequently, participants identified the negative
material aspects of their housing. They described it as
dirty, noisy, small, isolated, infested with bed bugs or
rodents, physically unsafe or in general disrepair, or hav-
ing challenging or inconvenient features such as having
stairs that were difficult to climb. One participant from
Ottawa described experiences with infestations, in both
current and previous housing: “This is our third move
within the last 9 months. The first place had bed bugs in
it. The place we just moved out of, we finished dealing
with a mice situation. It was infested with fucking mice. I
was catching like three, four an hour.” A number of par-
ticipants pointed to issues associated with noise from
neighbors or their neighborhoods seeping into their resi-
dences. A woman living in supportive housing in Toronto
said: “Like, um, the way sound travels off the balconies,
like, you know, like, the neighboring balcony. Like, I can
hear everything that’s going on.” Some participants
pointed to the repairs required in their housing, and to the
challenges they experienced in having them done. Said
one male participant from Toronto living in a market-rent
rooming house:

There’s a missing window. I found, um, some of those
domes, rectangular domes sky lights that somebody had
discarded in a renovation, so, I’ve just kind of Mac-
Gyvered those to cover the window. It kind of looks
funky, but it’s really not an effective window, and it’s
certainly not what you would expect when you’re pay-
ing rent.

Another male participant from Toronto, living in a mar-
ket-rent rooming house, wondered if the building was “le-
gally zoned” as a rooming house “because. . . there’s
some things that are probably not code.” A third partici-
pant in Ottawa described fearing for his safety because he
did not have a lock on his door and complained that the
superintendent refused to install one.

As in discussions of the positive material quality of their
housing, residents tended to point to basic elements or fea-
tures of the housing that were negative qualities. No partic-
ipant highlighted material aspects of their housing that
went beyond these most basic features of their housing.

Participants commonly discussed affordability as a
challenge when living in their housing, in particular as

it related to the affordability of food. They described
how having to pay rent meant that they did not have
enough money to spend on food, which resulted in
them limiting their food consumption or eating poor
quality food at the end of the month. Discussions of the
impact of affordability on participants’ food security
were more commonly discussed in Toronto and Ottawa.
Said a male participant living in Toronto and paying
market rent: “I don’t have a lot of money for food or
anything else and that’s because of the fact that I’m
paying so much for rent.” Another participant from
Ottawa expressed concerns of the longer term conse-
quences from poor eating:

. . .rent eats into, uh, disposable income, which therefore
eats into the kind of food that I can eat . . . and you
know, sometimes when the last 3 days of the month,
you’re eating nothing but macaroni and whatever else
is left . . . you know, it’s not necessarily always good
for your health. And I find that’s probably going to get
worse as I get older, you know? I can’t really maintain
a good diet.

Notably, some participants pointed to having more
money to spend when they were homeless, did not have
to pay rent, and when food was available to them in the
shelter. One female participant from Vancouver even sug-
gested that life was better for her in a shelter, because of
the cleanliness, as well as the affordability:

It was like better being in a shelter. It was cleaner
being in a shelter. There were no bed bugs in the shel-
ter. We were being fed three meals a day and bathing,
and having supplies in a shelter that we could afford.
So, it was almost like, shoot, now we’re in a shelter
and we’re a little bit healthier now that we’re in a
shelter.

Additionally, a participant from Toronto explained how
much more effort was required to obtain food when
housed, in comparison to when he was homeless: “Sure, I
didn’t eat as good when I left from [the shelter], right. I
didn’t have the money to, right. I didn’t have the energy
to go to all the different food banks, and all the different
drop-ins, and what not, right, but I survived. I ate what I
could.” Thus, these findings demonstrate that for these
participants with experiences of homelessness and housing
instability, housing offered little in material comfort. The
housing that many obtained offered little quality beyond
the minimal standards we might expect from housing, and
their level of poverty and the costs associated with main-
taining their housing made it difficult to obtain healthy
food.
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Spatiality

The spatiality dimension refers to the space available to
the occupant(s) of the housing, the location of housing
relative to services and amenities, as well as the social
dimensions of housing in terms of opportunities for social
relationships and exposure to a social environment com-
prised of values, norms, and attitudes (Dunn, 2002). As
with the materiality dimension, both positive and negative
aspects of spatiality were identified by study participants,
though negative aspects were more commonly discussed.

Few participants pointed to the spaciousness of their
own residences or to opportunities to conduct relation-
ships in their residences, although one participant from
Toronto living in a subsidized apartment said:

Uh, what I do is if I’m going to make a meal, I’ll make
sure I bring somebody over. Somebody that I trust is
not going to rob me, or something like that [. . .] usu-
ally somebody from here, that has been clean for a
while, and I’ll bring them over, and I’ll say, well, I’m
going to, you know, have a dinner, or whatever like
this, and I want you to come right? Because then it’s a
social thing, and then I can eat, and enjoy, instead of
putting food in me, looking around, and going where is
everybody? I just, no I just I just. . .it’s very lonely, you
know.

Most comments about spatiality made by participants
referred to social dimensions of their housing, such as
others with whom they shared their residences, buildings,
or neighborhoods. On the positive side, participants val-
ued places that were drug-free and safe, and located close
to services. Said one participant in Toronto living in a
market-rent rooming house: “I was literally four houses
away from the subway. So, it was very, you know, I
could get downtown in 25 minutes, just like I did now
because I’m right on the subway line too.” Another
woman living in Toronto in subsidized housing valued the
proximity of maintenance services: “So, everything is
there, they got the maintenance department if you have a
problem with your sink, they will fix your sink; toilet. So,
it’s structured, everything in there is what a home should
be, you know, when it comes to apartment living.” Some
participants living in shelters described access to shelter
staff they saw as helpful and caring. One participant from
Ottawa stated, “If there was any positive aspect to it, it
would be that. . . they do try very hard to provide quality
service.”

Participants also spoke about the positive social aspects
of housing and their interactions or relationships with
neighbors, roommates, landlords, and family. Female par-
ticipants were more likely to connect or reconnect with

family members when they were housed. Said one partici-
pant from Toronto living in a market-rent rooming house:

It’s been a pleasant surprise since I’ve been moving in
with [the landlord] I’ve been able to get my life back,
and with my family because they said I was. . .four
years ago, I was a drug addict, and it’s taken me these
four years to get back with my family. So, now I have
a very good relationship with my family which is very
positive in my life. That’s helped me mentally.

In some instances, social relationships and the social
environment of the housing had a positive impact on the
health and well-being of participants. For example, one
participant in Ottawa had lived with a friend who did not
drink alcohol which had a positive impact on his own
alcohol use: “I would say it was positive because he
doesn’t drink whatsoever, too, which really no alcohol in
the house, so with all that I really didn’t care to drink
when I was there.” A male participant in Vancouver
described the positive effect his neighborhood had on
him: “It’s a ritzy area, and it’s not depressing to step out
my front door, and it’s not a bunch of people standing
around my door front here, and it helps keep my mind
focused on other things.”

A common concern among participants was noise.
Whereas noise levels are linked to the physical quality of
housing, from a spatial perspective noise related to the
extent to which individuals could withdraw or escape
from the hubbub of their neighborhoods or urban life.
Whereas some participants pointed to the lack of noise as
a positive aspect of their housing, others were disturbed
by their noisy residents. Said one participant from Van-
couver: “The walls are thin, yeah. And, uh, you know
right by the. . .being right by the hospital and that, there’s
a lot of traffic. . .noise, so it’s really hard to sleep.” Partic-
ipants spoke about feeling stressed, depressed, or isolated,
because of their conflicts with roommates, neighbors,
landlords, and friends. For example, one participant in
Ottawa had difficulties with a landlord because the land-
lord refused to make physical repairs to the housing.
Another participant from Toronto complained about his
neighbor: “This guy next door has caused me a lot of
problems. . . It’s I cannot go downtown without having to
worry about this, this guy climbing over my balcony. [If I
don’t leave], then I don’t have to worry about him ripping
me off.” A participant from Ottawa complained about her
sexually active roommate: “Oh, I have to be stoned
24 hours a day to be with him. I can’t stand him.”

It was not uncommon for participants to attribute alco-
hol or substance use to the social aspects of their housing.
For example, one participant in Ottawa compared his sub-
stance and alcohol use in stable housing to his use while
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living in the shelter: “I was fairly clean when I was living
[in a previous residence], I wasn’t drinking not very
much, the odd bit here and there, but I was in control.
Now that I’m out of that situation, I tend to be well, shel-
ter life especially, I tend to be drinking and doing drugs
more or less on a daily basis.” Another participant in
Ottawa spoke about the impact other residents had on her
substance use while living in a rooming house: “The all
women rooming house, I bet three quarters of us were
addicted to crack. And we would knock on each other’s
door and say, ‘Do you have any or can you spare me a
little bit?’ It was sick. It was a sick, vicious cycle that I’m
so glad I’m out of now.” Participants living in shelters,
rooming houses, and even a sobriety house in Ottawa said
that their drug use had escalated because they were
exposed to others who used substances:

And when I got there it was five or six people, seven
bedroom house, really nice and one by one they left,
good guys in the AA and it just got filled up with guys
that had done their sobriety program and sneaking and
all this and it was just a total bad environment.

Meaningfulness

The meaningful dimension of housing refers to how hous-
ing serves as a refuge in society, providing a sense of pri-
vacy, continuity, feelings of control, orderliness, security,
and predictability. In addition, housing can be a source of
status, pride, and identity and provide a setting for initiat-
ing and maintaining social relationships that can provide
social support (Dunn, 2002). Descriptions from partici-
pants of their housing tended to invoke a narrower range
of topics with respect to the meaningful dimension of
housing, than did statements related to the other two
dimensions.

It was clear that for some participants, their housing
was associated with a sense of security, privacy, belong-
ing, and identity. Said a female participant from Vancou-
ver, “I’m on my own. I did feel like I was part of the
normal society. I was able to do my own thing, I have
my own real place.” The ability to shut their door, and
lock it, was a common feature that participants pointed to
as meaningful to them. As one participant from Ottawa
said, “When you got your place, you can go home, close
the door, you don’t have to worry about everything that’s
surrounding you.” Similarly, a woman living in Vancou-
ver in an apartment stated: “My door shuts and locks, and
I don’t have any problems, and I want it to always be that
way.”

The ability to close and lock the door was directly
linked, by one woman in Toronto, to prior experiences of
homelessness: “That it’s my place, that I can lock the

door, and it’s my place, and nobody’s telling me move
along, and I appreciate things that people that have never
lived on the street wouldn’t, wouldn’t even think about,
such as having your own washroom.” Having one’s own
place was linked by another participant in Toronto living
in a market-rent rooming house to greater autonomy and a
sense of being in control:

Yeah, I felt better. I mean, having my own place, right.
You know, I felt like I had more opportunity, right.
You know, I had my own space. It was mine, no one
could take it from me, right. . ..you know, I could go to
bed when I wanted to. I could get up when I wanted
to, right.

Finally, some participants did link their residence to
improved sense of self and increase sense of their poten-
tial. Some referenced feeling more human or normal to
describe how their housing affected them. Said one
woman from Toronto, living in subsidized apartment:
“Um, so, yeah. It, it put me on the, on the road to, um,
where I started feeling comfortable and feeling human.”

In many circumstances, these positive meaningful
aspects of housing were tied to supportive housing, as
opposed to an SRO or other private market housing. For
some participants, these positive meaningful aspects of
housing were credited with improvements in other aspects
of their lives. Said one participant in Vancouver, “So once
again, this is supportive housing that helped me do what I
needed to do and that helped change the course of my
life. So now I’m exercising. Now I’m doing things that I
used to do before I got caught up in homelessness and
addiction.”

Whereas some participants reported these positive
meaningful aspects of housing, others had more negative
perceptions. As noted for the spatiality dimension, parti-
cipants felt exposed and affected by their neighbors
and neighborhoods. In some circumstances, participants
pointed to how their environments made them feel unsafe.
For example, three female participants in Ottawa pointed
to how they felt safer in their housing because they were
no longer exposed to the violence they witnessed when
they were staying in shelters. However, when participants
were exposed to violence in their neighborhoods, they
reported feeling unsafe in their housing. Said a participant
living in a hotel in Vancouver: “I mean there’s been times
where I’ve come home and my door was unlocked, the
lights were on. When I left, I lock my door and I shut off
my lights.”

Participants frequently linked meaning dimensions of
housing with issues of spatiality. They pointed to issues
of a lack of privacy and security in their neighborhoods
or in group living settings. One Toronto participant living

10 Am J Community Psychol (2018) 0:1–14



in a subsidized apartment noted: “Um, my neighbor, for
instance, he’s, he’s a huge crackhead. Um, I have to
worry about. . .like, every time I go away, that’s why I
have cardboard for my air conditioning. Just so that I can
take it down and shut the window. Because I can’t [. . .]
leave it like that because he’ll break in. It doesn’t make
me feel safe.” Similarly, a participant living in shelters in
Toronto: “Well, I notice in the shelter, it was different
there; the type of situation is that you get, you have to
share rooms, you don’t have the privacy, you don’t get to
relax, and it’s very stressful, you know.”

Discussion

This study examined perceptions of housing and shelter
among people who have had histories of homelessness
and precarious housing. These perceptions were examined
according to three dimensions: materiality, spatiality, and
meaning. The housing or shelter that participants
described were what that they had accessed through their
own means, or with the assistance of available services or
supports, during their participation in the larger longitudi-
nal HHiT study. The findings from this larger study have
suggested that for many participants, changes in housing
status (e.g., from housing to homelessness, or vice versa)
are not associated with significant changes in health and
well-being. The findings from this study offer insights into
why this might be so.

One reason may be that the quality of the housing they
found is simply insufficient to promote better health. The
study found, for example, that those who described posi-
tive aspects of their housing appeared to attribute only
minimal levels of quality to the housing. Positive percep-
tions of housing materiality were focused on cleanliness
or the absence of pests. Positive perceptions of spatiality
tended to include descriptions of access to services, or
neighbors who were unobtrusive or unthreatening. Posi-
tive perceptions of the meaningful dimension included ref-
erences to increased feelings of safety and control because
the door could be locked. There did not commonly appear
to be much about the housing that is likely to promote
improvements in the health of marginalized people.

More commonly, the housing and shelter that partici-
pants described were of poor quality. Participants
described housing that was in ill-repair and infested with
pests. Some complained about how the cost of their hous-
ing left little money for food, and some even suggested
that their access to food and support was better when they
were living in an emergency shelter. Participants seemed
to be alert to, and greatly affected by, their environments.
They frequently complained of noise and described how
those who lived near them made them feel unsafe or

affected their use of alcohol or substances. In this way,
they did not seem to enjoy the privacy and autonomy that
most of the housed population takes for granted in our
residences. Rather, for many there was a porous nature to
their housing as noise and the influence of others seeped
in. Finally, as previously noted, beyond some reports of
feelings of control and security, participants generally did
not report increased esteem, or a sense of identity from
their housing.

As noted in the introduction to this paper, we should
expect that the qualities of housing along these dimen-
sions should be strongly inter-related. That is, it is likely
that housing that is of poorer quality will be found in
neighborhoods with fewer resources and higher disorder
and will offer less positive meaning to occupants. That
appears to be case from the accounts of the participants in
this study. The housing and shelter they acquired was for
many the site of multiple disadvantages along these vari-
ous dimensions. Equally significant, the acquisition of
housing did little to alleviate their poverty, given the inad-
equate level of government assistance they received.

As also noted at the outset of this paper, for many
housing and homelessness are not distinct and dichoto-
mous states. Many people live lives in which they tra-
verse from one status to the other multiple times over
their lives. The data from this study suggest that those
who do become housed do not experience the benefits
that many of us would expect from housing. It is certain
that they may enjoy the relative quiet and security of
their residences in comparison to their shelter experi-
ences. However, their housing situations appear insecure,
unaffordable, and of poor quality with fleeting respite
from the bustle of their neighborhoods. It is understand-
able how such situations may be untenable and result in
frequent changes in housing, including leading back to
homelessness.

Recent reviews of supportive housing interventions for
people with experiences of serious mental illness and
homelessness, including Housing First, have shown that
these interventions are successful for promoting housing
stability. However, they may not associated with substan-
tial gains in other areas of life, such as life satisfaction
and community functioning (see for example, Aubry,
Cherner, Ecker, & Yamin, 2017). The implication is that
among people who have experienced these challenges,
other more specialized supports are required to see
improvements after they become stably housed (Sylvestre,
2017). In short, even when good quality supportive hous-
ing is acquired, it may not be sufficient to overcome the
health and social challenges that marginalized people face.

With the advent of Housing First much focus has been,
justifiably, on housing for the most chronically homeless,
particularly those with serious mental illness (Tsemberis
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& Eisenberg, 2000; Stefancic & Tsemberis, 2007). This
relatively small group accounts for a greater share of shel-
ter and social service costs. However, the more episodi-
cally homeless appear to be a group also worthy of
increased attention. Though accounting for lower costs,
their periodic episodes of housing may mask the struggles
they continue to endure, prolonging their dependence on
social assistance, missing out on opportunities to become
more fully engaged as citizens, as well as exposing them
to environments that may further compromise their health.
Yet, at the same time their housing may hide them from
the supports and services (should they even be available)
that could enable them to become more stably housed and
lead more engaged and productive lives.

There are a number of avenues for future research on
this topic. First it is important to signal that this research
focuses on perceptions of housing. Such a focus may lead
to a view of these people as solely acted on by their envi-
ronments. Future research could examine the multiple
ways in which people are resilient in the face of the hous-
ing challenges they experience. Alternatively, future
research could examine the pathways that individuals take
to improve and/or leave the circumstances depicted in this
study. It would be important to document that individuals
are not necessarily consigned to these situations, but that
they can and do find ways to change. At the same time, it
is important to note the broader structural factors absent
from the perceptions we have reported here. The partici-
pants have access to the relatively poor accommodations
described here as a result of dependence on a primarily
for-profit housing system, inadequate levels of govern-
ment assistance, lack of access to quality affordable hous-
ing, and the absence of sufficient support to enable
respondents to escape poverty, overcome personal chal-
lenges and find better housing.

In terms of limitations, it is important to note that the
quality of participants’ housing and shelter were not the pri-
mary focus of the research, though it was an important part
of the interview guide. Additionally, the participants were
not probed during the interviews to speak at length about
the various dimensions that we investigated. It is possible
that with a shift in focus and more involved probing of
these dimensions we might have learned more about their
perceptions along these dimensions. A limitation of our
analysis is that we have not probed differences among sub-
groups in our sample. For example, it is possible that
female, male, and transgender participants had different per-
ceptions of the elements of quality in their housing. Finally,
as we did not use a stratified or random sampling strategy,
the experiences of individuals in this study may not be rep-
resentative of all the participants in the larger HHiT study,
or reflective of the experiences of other individuals with his-
tories of homelessness and precarious housing.

Conclusion

Episodically homeless people cycle in and out of home-
lessness over time. Though a minority of shelter users,
they are a group that appears to struggle to find housing
that they can keep and that is affordable and of sufficient
quality to promote improved health and well-being. The
findings of this study show that many individuals with
these histories find housing on their own that is low qual-
ity across a number of dimensions. When these individu-
als are housed, their need for professional support does
not appear to lessen. However, as they are no longer users
of the shelter they also risk becoming relatively invisible,
out of sight of support providers who might check in on
their well-being, or connect them to needed services.
While housed, their needs for support, as well as their
often untenable housing situations, might go unrecog-
nized, placing them at increasing risk to become homeless
again. In this way, the line between being housed and
being homeless can become blurred: their grip on housing
may be so tenuous that they are unable to enjoy the bene-
fits that might be assumed would result from being
housed.
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