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Executive Summary 

 
The issue of homelessness is complex and multifaceted. This is particularly the 
case when issues of mental health and addictions intersect with and exacerbate 
vulnerabilities to homelessness. This report provides an overview of the findings 
of a review of the literature on homelessness, addictions, mental health, as well 
as the common themes raised in a series of focus groups and interviews with 
homeless populations and service providers in Halifax Regional Municipality 
(HRM). The purpose of this report is to provide recommendations and direction to 
HRM on how to work toward finding solutions to the issues of homelessness 
among those living with addictions and/or mental health concerns. 
 
Data collection methods used for capturing the full sense of homelessness are 
problematic and highly contested. Much of the literature remains split between a 
focus on the utility of quantitative methods versus qualitative methods. This is 
noteworthy in that this tension or bias towards a strictly quantitative approach 
creates gaps and divisions in the formally adopted methods utilized by a variety 
of community and social service, mental health and addictions programs. In 
many instances the methods used are a reflection of the need to satisfy funding 
bodies or are constrained by organizational capacity or resources rather than a 
“best fit” with the issue to be investigated. There is a lack of funding for more 
rigorous longitudinal studies.   
 
Individuals regarded as among the most challenging or “hardest to house” due, in 
part, to their unique needs continue to be neglected by our current housing 
models and system.  In particular, those living with mental health issues and/or 
addictions may be faced with additional constraints to accessing and maintaining 
housing.  One model that has been proposed to offset some of these constraints 
is the supportive housing model, consisting of four different types varying in the 
degree of independence and services provided.  Regardless of the type, those 
that provide direct linkages to community services have been cited as being 
better equipped to meet the needs of their residents.  More specifically, 
successful housing initiatives often combine: 

• a variety of services and resources including access to employment 
training, substance abuse counselling and/or mental health services.   

Other considerations include: 
• number and training of staff, size of facility, location in the community, and 

the number and nature of residents.   
Perhaps most importantly: 

• inclusion of residents in the entire decision making process is a crucial 
element in a sustainable commitment to the facility.   

 
Research conducted to date on homelessness and, in particular, the “hardest to 
house”, has tended to focus on quantitative, measurable outcomes. However, the 
literature is split in terms of the actual utility of such an approach, particularly in 
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relation to the lived experiences of those accessing housing or health-related 
services. Qualitative or mixed methods approaches tend to yield the most 
balanced and comprehensive understanding of the complex issues associated 
with homelessness. It is noteworthy that an increasing number of qualitative 
projects are being conducted by community organizations and agencies to 
uncover a deeper understanding of the various social and contextual factors 
associated with homelessness.  
 
In addition to a review of the literature on homelessness, harm reduction, and 
methodologies for exploring the impact of homelessness, a series of focus 
groups and interviews were undertaken with both service providers as well as 
those who were homeless in HRM. Data collection took place from June to 
October, 2003. Two focus groups (n=5, and n=4), nine in-depth interviews, and 
several informal interviews were held with representatives from a number of 
community organizations/agencies (including emergency shelters, housing 
organizations, mental health, addictions, researchers, government 
representatives, and statisticians).  As well, two focus groups (n=5 and n=5) were 
held with first voice participants with personal experience with homelessness, 
mental health concerns, and/or addictions. 
 
The findings from the focus groups add to the sense of urgency regarding the 
need for a comprehensive approach to meeting the housing needs of those with 
particular challenges in accessing housing due to mental health and/or 
addictions.  The key barriers to providing housing for this population within HRM 
include:  

• the need for a more integrated harm reduction approach, 
• the need for a continuum of supportive housing services, and  
• the need for more affordable housing.  
 

Ideally this harm reduction approach should allow for a transition between and 
among levels of housing with ready access to other health related links in HRM. 
Issues of privacy and safety are also crucial to the model of harm reduction 
housing for this population. As indicated in the literature review as well as the 
focus groups and interviews, hard to house populations are in need of a home-
like setting where they can feel that they belong, are valued and respected.  As 
one participant succinctly stated “everyone has a right to a home”.  Final 
considerations to address when designing an appropriate housing model for this 
population are: 

• the need to address issues such as stigma and the specific challenges of 
living in poverty,  

• the need to build in opportunities for personal choice and, 
• to develop greater societal and community awareness of homelessness.  
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Background Review 
 

Introduction 
  
The Halifax Regional Municipality (HRM) was formed on April 1, 1996 through 
the amalgamation of the former City of Halifax, City of Dartmouth, Town of 
Bedford, Halifax County Municipality, and Metropolitan Authority.  The new 
municipality spans a geographic area of 5,600 square kilometres and provides 
municipal services to a population of approximately 359,000.  These services 
include such typical municipal functions as police and fire protection, community 
development and planning, engineering and public works sewage treatment, 
parks and recreation facilities, solid waste management and public transit. The 
Halifax Regional Municipality (HRM) accounts for 40% of the provincial 
population and is an engine of the Nova Scotia economy.   Although incomes in 
HRM tend to be higher than the provincial average, so are housing prices and 
the proportion of those experiencing housing affordability problems.  In fact when 
the nine Canadian metropolitan regions are ranked with respect to proportion of 
renter households experiencing affordability problems, Halifax is at the top of the 
list ahead of Toronto, Regina and Montreal (TD Economics, 2003).  
 

Census 2001  
Nova 

Scotia  HRM 
HRM as % 

of NS 
Total Population 908,007 359,183 40%
Number of households  355,095 144,080 41%
Incidence of households on below low income  16.6% 15.5%  
Households spending 30% or more of income on shelter 81,160 35,600 44%

  One-family households 41,430 16,365 40%
  Multiple-family households 395 140 35%
  Non-family households 39,335 19,095 49%
Households spending 30% - 99% or more of income on 
shelter 65,665 28,965 44%
 
 
In the past, the municipality has been involved in initiatives related to land 
assembly (in partnership with the province), safe housing standards, grants and 
subsidies to support housing and homelessness programs and facilities. The 
municipality continues to contribute to public housing mortgages signed   more 
than 40 years ago, but the responsibility for social programs rests with the 
province.      
     
Housing is the backbone of a healthy community, an indicator that is increasingly 
being monitored by local governments in Canada and around the world.  The 
level of choice that people have in accessing affordable, adequate and suitable 
housing is essential to maintaining a good quality of life and contributes to the 
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competitiveness of urban regions. For most of the later half of the past century 
the federal government assumed responsibility for the provision of social 
housing.  In 1994 funding for new housing production ceased.   Municipal 
governments through the Federation of Canadian Municipalities have been very 
vocal about the need to restore federal involvement in housing matters.  
The Housing and Homelessness Project is administered through the HRM 
Department of Planning and Development Services by Barb Nehiley (Special 
Projects Advisor) and Kasia Tota (Research Coordinator) with funding from the 
Supporting Community Partnerships Initiatives (SCPI) program. The project has 
the following objectives:     
 
Project objectives  

 
1) Establish viable collection methods for understanding the scope and 

profile of homelessness in HRM;  
2) Conduct a community needs assessment for servicing individuals who are 

hard to house and models of harm reduction;  
3) Enhance skills and organizational capacity of the municipality and 

community groups to analyse data and develop housing projects; and 
4) Sustain research and planning capacity with a focus on affordable housing 

/homelessness in HRM and provide direction for a municipal housing 
policy.  

 
The current project assists in fulfilling project objective #2 identified above.   
 

Statistics on Homelessness in Nova Scotia and the “Hard to House” 
 
As pointed out by Falvo (2003), “while accurate measures of the number of 
homeless people are generally hard to come by, we do have very clear 
indications that homelessness is a growing problem in Canada” (p. 2). One of the 
root causes of homelessness, poverty, has continued to increase in Canada.  
The divide between people of upper and lower incomes is continuing to widen.  
Data from the last Census (2001) illustrate that people in the upper 10% income 
category have seen an increase of 14% in their financial situation, while those in 
the lower 10% category have only obtained a very small increase of less than 1% 
(CCSD, 2003).  In Nova Scotia, 147,020 people or 16.6% of the population could 
be classified in 2000 as living in low income (Statistics Canada, 2003a).  This 
percentage is above the national average of 16.2%.   
 
At the same time, a lack of affordable housing has resulted in an inability to 
obtain adequate, appropriate, and affordable housing.  People are being required 
to spend larger amounts of money to obtain (in many cases) substandard 
housing or are simply not able to acquire accommodation.  Unemployment rates, 
family violence and abuse, and the cancellation of government supported 
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housing programs have also been contributing structural variables (Hargrave, 
1999).     
 
Another factor linked to homelessness is mental health issues and/or addictions.  
People living with mental health issues and/or addictions are continuously 
challenged in obtaining access to decent and affordable housing.  Due to stigma, 
discrimination, and a variety of complex social issues, access to appropriate 
housing may be compromised.  As a clear link has been established between 
access to a stable living situation and health (Blanch, & Carling, 1988), having 
knowledge of and control of one’s accommodations is especially important for 
people with mental health concerns and/or addictions.   
 
Housing needs for people living with a mental illness need to be understood 
within the reality of each unique situation.  Most mental health concerns are 
cyclical in nature with relapse possible, but also recovery (Carling, 1996).  
Several researchers have suggested that one of the best means to prevent 
further complications due to mental health issues is to ensure the continuity of 
access to stable and affordable housing, access to adequate food and clothing, 
and ongoing and extended care for mental health conditions upon discharge from 
hospital settings (Kuno et al, Sullivan et al, 2000a; Sullivan et al, 2000b).   
 
Substance use as a health-related problem has received conflicting support 
throughout history.  Stigma and discrimination have compounded the difficulty in 
accessing both treatment and housing for those experiencing addictions issues 
(Begin et al., 1999). Despite this substance abuse and addictions issues have 
been recognized as a legitimate health concerns both within clinical and 
community based settings.  Such stigma has also existed in relation to mental 
illness.  These attitudes have often resulted in misdiagnoses, and fewer 
resources being allocated to programs, facilities, etc, than other health issues 
(Rosenheck et al., 2001).  Substance use needs to be understood along a 
continuum requiring multiple strategies of intervention.  To date, the concept of a 
treatment continuum has been predominantly used in relation to alcohol and less 
so with other types of drugs (Hood et al., 1995).   
 
In cases of dual disorders (i.e., mental health concerns and substance use) the 
person involved may not recognize both of these disorders (Hood et al., 1995).  
As well, the relationship between these two disorders is still largely not 
understood.  Some would agree that due to the fragmentation of mental health 
services, the odds of homelessness is dramatically increased (Begin et al, 1999). 
Further, the lack of consensus on the extent of the impact of drug use on 
homelessness is equally problematic. O’Flaherty argues that the impact of drug 
use as a significant contributing factor in homelessness, without discussion of 
mental health issues, is likely to be modest (O’Flaherty, 1996). 

There has also been an inadequate understanding (in general) of homelessness.  
Part of this challenge results from a lack of clarity regarding the definition of 
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homelessness.  Challenges have existed with determining who is considered 
homeless.  Few studies have been conducted within Canada to measure 
homelessness.  The Canadian Council on Social Development, in January 1987, 
conducted a one-night count of persons using shelters in the country and 
reported that 7,751 people used the shelter system that night (consisting of a 
total of 472 facilities) (cited in Hargrave, 1999).  Of interest for the current project 
on the “hard to house” was the incidence of mental health issues and/or 
substance use.  Specifically, 33% identified abusing alcohol; 20% were former 
psychiatric patients; and 15% identified abusing drugs. A more recent national 
study in the U.S. conducted by the National Law Center on Homelessness and 
Poverty estimated 760,000 people are homeless per night (Pascual, 1999).  The 
Canadian Mortgage and Housing Corporation (CMHC, 2002b) is also currently 
working on a research project focused upon exploring issues facing both current 
tenants and people who have been recently evicted from two housing projects 
providing services for the “chronically homeless and hard to house”.  This project 
may assist in better understanding some of the issues people who are 
considered “hard to house” currently face in Canada. 

Homelessness and the “Hard to House” in HRM 
 
Challenges with understanding and measuring homelessness have also existed 
within the Halifax Regional Municipality (HRM) (Terashima, 2003).  According to 
Statistics Canada (2003b), in 2001 there were 359,111 people living in HRM.  In 
this same census, 165 of these people were estimated to be living in a shelter 
with no other usual place of residence in Nova Scotia – 120 in HRM.  To obtain a 
more accurate “snap shot” of homelessness in HRM, a survey was conducted 
between June 19-20, 2003 of all known shelters, transitional housing facilities, 
soup kitchens and drop-in centres, and people “who self-identified as not having 
a place to call their own for the night”.   
 
A total of 234 (n=157 men and n=77 women) people were reached by the survey, 
195 at agencies and 39 on the streets.  It is important to note that the weather 
was very poor on the night that the survey was conducted so people may have 
found alternative accommodations for the evening, thereby potentially under 
representing the average.  As well, 18 participants were responsible for the care 
of children, resulting in an additional 35 people without shelter for the evening.  A 
further 42 people had been turned away from the participating agencies 
(predominantly from agencies providing shelter for women).  Ten people tried to 
get into a shelter, but were not admitted.  It is interesting to note that reasons for 
“not having a place of their own” included:  family breakdown or violence, 
financial constraints, lack of appropriate or suitable accommodation, and 
substance abuse or having been recently released from treatment.  Specific 
health concerns identified consisted of addiction (26%, n=61), mental illness 
(21%, n=49), and dual addiction and mental illness problems (n=10).  In terms of 
the length of time people had been without their own place, 21% noted being 
homeless for more than six months.   
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Another indicator of the need for an additional facility may be derived from the 
experience of operating a temporary wet shelter from November 1, 2002 to April 
30, 2002 at Metro Turning Point (MTP). During the trial period 32 people had 
used the service.  Seven of the 32 stayed for more than 30 days, and as reported 
by staff the majority of users had dual mental health and addiction problems 
(MTP HFIS records, 2003).   
 
The definition of homelessness that will be used for the purpose of this project is 
one used by the Community Action on Homelessness (2003a, p.4) which is an 
organization that was developed in the HRM consisting of community members’ 
agencies and organizations that includes representatives from all levels of 
government.  This organization is concerned about   “the increasing numbers of 
homeless or near homeless”.  This community group has defined homelessness 
as, “the lack of a safe place where individuals and families can grow and 
contribute to the ‘quality of life’ in their community” (Community Action on 
Homelessness, 2003b, p.1).  This definition would include people living on the 
street or using shelters, hostels or transition housing, as well as those living in 
transitional second stage housing, “couch surfing” or temporarily staying with 
others, or renting a room monthly/weekly/daily.  This definition is consistent with 
current literature in the field.   
 

Housing Programs and Models 
 
There is increasing recognition that a section of the homeless population can be 
classified as “hard to house” or, as was described in our initial discussions with 
community agencies, as the “hardest to house”. Terashima (2003, p. 6), in a 
literature review of housing and homelessness research conducted in HRM, 
identified a gap in services with some “fall[ing] through the cracks”.  This 
population tends to be excluded from traditional housing services due to their 
health conditions.  In particular, mental health issues, addictions/substance use, 
or behavioural factors may result in people being rejected or excluded from the 
current system (MNPHA, 2001).  Developing an approach to housing which is 
merely short-term or emergency-based will not adequately address issues 
related to homelessness, rather a coordinated, long term, comprehensive 
strategy is needed (Report of the Toronto Mayor’s Homelessness Action Task 
Force, 1999).   
 
The supportive housing model is one form of housing which has been designed 
to assist those who face significant challenges sustaining or accessing 
independent living.  It has been placed on a continuum between independent 
living and institutionalization.  A number of examples exist including group homes 
with staff, individual units with services provided as part of the housing, and 
individual units with services provided as needed (usually separate from the unit).  
Types of supportive housing differ by the type of management, entrance 
requirements, level of support, type of housing unit, and level of involvement and 
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engagement of tenants in the operation of the facility.  Of consideration are the 
additional community, government, and societal support and commitment 
required to ensure supportive housing models are successful.  Policy 
development, advocacy, and dedicated funding are needed to assist with such 
systems (Report of the Toronto Mayor’s Homelessness Action Task Force, 
1999).   
 
Service-enriched and supportive housing programs vary greatly depending on 
the needs of the population they serve.  Issues of size, physical structure, staff, 
partners, and the scope and intensity of the services offered, make each housing 
program or model unique.  In an effort to meet the needs of a diverse population, 
many compromises and modifications may be made in order to fit available 
resources to the clientele.  Traditionally, there have been four main models of 
supportive housing.  They are:  
 

1) Single-site residences with on-site services for families/individuals with 
special needs 

2) Single-site residences with on-site or off-site services for a mixed 
tenancy with varied levels of service needs 

3) Scattered-site apartments with visiting services 
4) Affordable housing developments with strong linkages to community-

based services and referral programs available for tenants 
(Task Force on Housing and Services for Families, 
2003). 

 
Housing models for people who are homeless run along a continuum from low-
income housing support to clinically managed residence programs.  Each of 
these models comes with advantages and disadvantages.   The most hands off 
approach to housing the homeless population, comes in the form of 
organizations that help situate ‘hard to house’ individuals in pre-existing housing.   
 
This model offers housing support to those who are homeless, who may be seen 
as potentially less favourable tenants in a competitive housing market.  In this 
model, social service or health care workers may be involved in assisting 
residents with the selection of landlords, guaranteeing a rent payment system 
and advocating for rights and services or settling disputes.  This model provides 
an assisted transition into housing.  For some, this arrangement provides a less 
paternalistic option than other more clinical, institutional models and can create a 
more normalized option for residents.  For others, who may benefit from more 
structured support services, this model may however be insufficient for facilitating 
access to needed services.  A major limitation to this model is that it does not 
involve securing or creating new housing, and is therefore dependent on the pre-
existing, potentially overtaxed housing market.   
 
Models that incorporate direct links to social services and health care providers 
may be better equipped to help some residents with multiple health or social 
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issues (Hopper & Barrow, 2003).  Integrated housing development responds to 
this need by creating housing tailored to meet the needs of a particular target 
population.  Housing can include in-house programs, visiting/floating health or 
social service professionals and/or links to external community service options.  
Access to programs such as employment training, substance abuse counselling 
or mental health services can be facilitated with the objective to increase 
likelihood of maintaining housing stability.  Depending on the needs of the 
residents and existing financial and human resources, a wide range of potential 
services could be offered in such a model.  This model however, risks taking on a 
clinical, institutional feel, and may not be considered ‘home-like’ or private 
enough for some residents.  In order to make a housing model more appealing, it 
should be designed in consultation with potential residents to ensure it remains 
user friendly.  Pragmatic issues around staff, size, location in community and 
number and nature of residents will have to be carefully balanced.  As well, the 
cost and ability to sustain a highly decentralized system with more than a purely 
housing mandate needs to be explored.   
 
Housing models may be appropriate for a number of vulnerable or marginalized 
groups (e.g., people living with mental health issues and/or addictions, people 
living with HIV/AIDS, people living with disabilities, women leaving abusive 
situations (see Steinitz, 2003), youth).  In order for housing models to be useful 
to these groups, planners should consider the potential stigma that may affect 
residents once they are identified as being housed in a support facility.  Including 
a variety of stakeholders in the early stages of the planning process may assist in 
gaining the support necessary to function harmoniously with the rest of the 
community (Hopper & Barrow, 2003).  The focus of the current review will be to 
explore how housing can be made accessible and supportive to people living 
with mental health issues and/or addictions.   
 
Mental Health Issues and Housing 
 
The number of people living with mental health issues accessing and maintaining 
housing services has continued to increase in the last decade.  A study 
conducted by the Community Action on Homelessness (2003a) of people using 
housing services as well as those on waitlists reported a growth in the rates of 
women with mental health concerns and youth with emotional health issues 
using their services.  This study also highlighted the overall lack of housing within 
HRM, with waiting lists (although poorly maintained and collected) indicating a 
range of three to 70 people having been turned away in the past year.   
 
The World Health Organization has provided support for the increasing number 
of people experiencing mental health disorders (regardless of housing status) as 
they identified that five of the 10 leading causes of disability were related to 
mental disorders (Statistics Canada, 2003).  As well, Health Canada estimated 
that mental health disorders were a leading source of healthcare costs in Canada 
(at $4.7 billion, in 1998).   
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Statistics in the U.S. estimate that about 20-25% of single adults who are 
homeless have a severe and persistent mental illness (Koegel et al., 1996).  Due 
to deinstitutionalization, lack of affordable and adequate housing options, more 
people with mental disorders are finding themselves homeless.  Mental disorders 
may affect a person’s ability to conduct certain aspects of daily living (e.g., 
household management, self-care).  As a result, homeless people with mental 
disorders may remain homeless for longer periods of time without access to 
treatment and rehabilitation services, supportive housing options, and other such 
services (National Coalition for the Homeless, 1999).    
 
The need to provide individualized housing services for people living with mental 
health issues has been increasingly documented.  Clark and Rich (2003) 
conducted interviews with 152 participants (and a follow-up interview with n=108) 
in Pinellas County, Florida, and examined housing, mental health, substance 
use, and quality of life.  Participants were grouped into three subgroups (i.e., 
high, medium, and low impairment) based on their psychiatric symptoms and 
degree of alcohol and illegal drug use.  For participants with high psychiatric 
symptom severity and high substance use, better housing outcomes (i.e., more 
stable housing, less functional homelessness, less time literally homeless) were 
achieved with a comprehensive housing program consisting of guaranteed 
access to housing, housing support services, and case management.  However, 
participants with both low and medium psychiatric symptoms and low levels of 
drug/alcohol use had positive outcomes with case management alone.  This 
study provides support for individualized housing programs for people with 
mental illness and potential cost savings resulting from such programming.  

Such cost savings were recently documented in a longitudinal (five year) U.S. 
study of homelessness and mental illness examining the importance of 
independent housing linked to comprehensive health support and employment 
services (Culhane, Metraux, & Hadley, 2002).  Specifically, results indicated 
substantial reductions in cost for those persons placed in supportive housing due 
to decreased shelter use, hospitalizations, length of stay per hospitalization, and 
time spent in a prison. Before placement, those who were homeless people and 
living with severe mental illness used about $40,451 per person per year in 
services (U.S., 1999 dollars).  After placement in a housing unit, a reduction in 
use of services of $16,281 per housing unit per year was reported (Culhane et 
al., 2002). Providing such services resulted in greater long term housing stability 
and less frequent usage of the emergency healthcare system.   

The CMHC (2002a) has developed a model which outlines the “ideal” 
circumstance for people living with a mental illness to maintain stable housing 
(see Figure 1).  This model is being further examined in a research project 
focused on examining housing stability and mental illness.  The purpose of this 
project is to explore a variety of housing programs (e.g., supported housing, 
supportive housing, and a custodial model) for their effectiveness in sustaining 
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stable housing.  CMHC’s model can be used to examine individual situations and 
identify risks, barriers, and challenges that may compromise a person’s housing 
experience.  The first component of the model recognizes three influencing 
factors:  the health care system, the housing system, and systemic factors (i.e., 
social, economic, political).  Next another three areas are considered:  the person 
(e.g., personal choice and preference, personal health factors), support (e.g., 
level needed, case management, social support from peers, family and friends), 
and housing (physical structure, design, location, community support).  The final 
two components that impact upon housing stability include the monitoring or 
evaluation process that has been implemented and the feedback of information 
from this evaluation.   
 
Figure 1:  A Conceptual Model of Housing Stability (Source:  CMHC, 2002a) 
  

The housing model directs attention to the importance of a holistic or contextual 
approach to addressing homelessness.  An individual person’s situation may be 
very different from another who has had different life experiences.  For example, 
Steinitz (2003) drew attention to the unique situation which women who have left 
an abusive relationship face with regards to housing.  Several of the participants 
in her study indicated that some of their mental health concerns, addictions, 
and/or physical health concerns arose as a result of the abuse they had 
previously experienced.  The importance of safety for many women leaving such 
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situations was also identified as a crucial element that would fall under the 
component of support in the above model.  Robinson (2002) highlighted the 
significance which gender plays in housing experiences.  In her study of 26 
women of low-income living in boarding houses, bed sitters, shared apartments, 
and on waiting lists for public housing, approximately 50% did not feel safe in 
their homes and many had experienced discriminatory treatment from landlords 
based on gender, disability, income.  Therefore, to understand a person’s 
housing experience, it is necessary to examine a number of broader social 
contextual factors. 
 
In summary, people who are living with mental health concerns have increased in 
number within the last several years (regardless of housing status).  Those living 
with mental disorders that are also homeless may face additional constraints to 
maintaining housing stability without appropriate supports.  Service provision has 
not increased, to date, to meet the demands.  A continuum of services has been 
highlighted as important for addressing the housing needs of this population, 
ranging from case management to comprehensive housing programs.  Adoption 
of a housing model to understand the needs of this population should include a 
holistic perspective considering the person, environmental factors, the type of 
housing, and the type of support.   
 
Addictions and Housing 
 
Kraus (2001), in reviewing literature related to housing and substance use, 
reported the need for a continuum of services that recognizes individual 
experiences.  This continuum should include wet shelters or safe havens (which 
allow drug and alcohol usage) for those not interested in changing their 
substance use (at least presently), as well as alcohol and drug free (ADF) 
housing opportunities for those committed to abstinence.  In the Toronto Report 
of the Mayor’s Homelessness Action Task Force (1999) three levels of housing 
were suggested:  wet shelters where substance use is accepted, damp houses 
where substance use is accepted off-site and on-site support is provided to assist 
in obtaining abstinence, and dry houses where abstinence is expected.  Within 
this report, the largest gaps in service provision for people with addictions who 
are homeless or at risk of being homeless existed for those whose goal was not 
abstinence.   
  
Through interviews conducted with women of diverse experiences with 
substance use and housing, Charlebois, Connolly, and Hewerdine (1995) 
highlighted the importance of a secure environment to assist in recovery.  Similar 
to people living with mental health issues, a need for different housing services 
depending on stage of recovery was noted.  Other concerns raised by the 
women related to the importance of knowledgeable staff on treatment programs 
and recovery.  In addition, concerns related to physical security and 
accommodations for mothers with children were identified.   
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Similar to people living with mental health issues, a continuum of services is 
needed for those with addictions.  The greatest barriers remaining in service 
provision, to date, are for those who currently do not desire and/or cannot 
achieve abstinence.    
 
Housing and Concurrent Disorders 
 
Even fewer housing options and resources exist for people living with concurrent 
disorders that are homeless or at risk of becoming homeless.  That is, people 
living with both a mental health issue and an addiction may experience even 
greater challenges with accessing safe, stable, and adequate housing.  As high a 
percentage as 20% of people who are homeless may face such a situation 
(Report of the Mayor’s Homelessness Action Task Force, 1999).  Greater 
incidence of negative health outcomes is also associated with having concurrent 
disorders, such as higher rates of psychiatric hospitalization, disruptive 
behaviour, and suicide than people with only a mental health issue or an 
addiction.   
  

Harm Reduction 
 
One approach that has been used specifically with those with addictions is harm 
reduction.  Harm reduction theories and strategies aim to decrease personal and 
social harms for the improvement of public health and individual autonomy.  Most 
harm reduction research and strategies have focused on decreasing the risks 
associated with illicit drug use.  It is important to keep in mind that a harm 
reduction approach does not attempt to eliminate drug use, but rather shifts the 
focus to minimizing its associated risks by providing conditions under which drug 
users can be assisted to use more safely.  Harm reduction, as an alternative to 
abstinence-based programs, may incorporate such strategies as methadone 
maintenance programmes, needle exchanges, vein maintenance, HIV testing 
and counselling, safer sex programmes and/or locations for illegal drugs to be 
dispensed under controlled conditions.  The non-judgmental stance incorporated 
in this approach allows health care workers to access, educate and care for 
potentially hard to reach populations.  This model works with the individual to 
gradually improve their health, and does not reject individuals who experience 
relapse into unhealthy behaviours (CAPS, 2002).  For this reason, it is 
particularly suited to working with individuals with substance abuse, mental 
health and housing issues who might otherwise fall through the cracks. 
 
Marlatt (1998) regards the following five principles as key to a harm reduction 
approach: 

1. Harm reduction is a public health alternative to the moral/criminal and 
disease models of drug use and addition;  

2. Harm reduction recognizes abstinence as an ideal outcome but 
accepts alternatives that reduce harm;  
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3. Harm reduction has emerged primarily as a “bottom-up” approach 
based on addict advocacy, rather than “top-down” policy promoted by 
drug policy makers;  

4. Harm reduction promotes low-threshold access to services as an 
alternative to traditional, high-threshold approaches; and  

5. Harm reduction is based on the tenets of compassionate pragmatism 
versus moralistic idealism. 

 
The harm reduction philosophy has been applied in a variety of health promotion 
strategies, but has not often been applied specifically to housing issues or 
homelessness.  To date, a coordinated consensus on the utility of a harm 
reduction approach in addressing issues related to homelessness is lacking.  
However, those with the greatest housing challenges are often those with 
multiple health issues including substance abuse issues.  This group, in 
particular, has been shown to benefit from harm reduction programs (Reid, 
2002).  Harm reduction situates people’s health issues in their social realities and 
therefore may be useful in understanding the housing needs of people with active 
addictions or mental health issues (Sullivan et al., 2000a).   
 
Both McNeil (2002) and Bishop (2003) advocate for the use of such an approach 
for people who are homeless.  McNeil (2002) proposed the use of a harm 
reduction approach to reduce negative consequences of harmful behaviours 
(e.g., substance use) through recognizing the social context rather than focusing 
upon the particular behaviours.  Such an approach should provide a non-violent, 
safe, non-judgemental, facility.  She also identified the need for a permanent 
harm reduction shelter within HRM as supported through 30 interviews she 
conducted with stakeholders (e.g., housing related organizations, first voice 
participants, health organizations).  A temporary wet shelter was operated within 
HRM on a trial basis from November 1, 2002 to April 30, 2002 at Metro Turning 
Point (MTP). 
 
Although the number of individuals using the facility on a nightly basis greatly 
varied, over the course of the six months 32 people had used the service.  Seven 
of the 32 stayed for more than 30 days and at least five were tenants at the 
Salvation Army who may have not been able to remain there due to alcohol use.  
With the exception of one person, all were either receiving Income Assistance or 
Canada Pension.  In terms of family status, all were single and only six had any 
known family contact.  All of the individuals had noticeable health conditions 
(e.g., severe colds, flu, Tuberculosis, stomach problems) and some were in dire 
need of medical attention but staff report that in some cases and for various 
reasons (e.g., long waits in emergency, being disruptive in emergency) had not 
received treatment.  A total of 23 people were on psychiatric medications and 
several were using alcohol and/or drugs while on these prescriptions.   
 
McNeil emphasized that a harm reduction facility is not the solution to 
homelessness; rather, it needs to be included on a continuum of housing models 
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and approaches (e.g., increased affordable housing, family shelters, public 
education, expanded and coordinated outreach).    
 
In addition, Bishop (2003) examined the implications of a social housing provider 
in Vancouver (Lookout Society) as a possible model for HRM in responding to 
people considered the most difficult to house.  Of importance are the three steps 
outlined by Bishop to consider:  1) Engagement of the Capital Health District 
Authority, 2) Clarify roles and determine ownership of a harm reduction facility, 
and 3) Explore other areas of research.  McNeil (2002) also reviewed the 
Lookout for application to HRM as well as several other harm reduction facilities.  
Other such facilities included:  the Annex in Toronto, the Alpha House Society in 
Calgary, George Spady in Edmonton, and the Old Brewery Mission in Montreal.   
Variations existed in each facility based on number and training of staff, type of 
services offered, policies, procedures, philosophy, and actual facility.  Each of the 
facilities indicated a growing need for a harm reduction approach.   
 
It is clear that previous research supports the utility of a harm reduction approach 
when working with people with mental health, substance abuse, and housing 
issues.  Yet, to date, few studies have been conducted which have evaluated the 
effectiveness and sustainability of such an approach with these populations and 
few have identified the scope of need for such a strategy.   
  
Research Methodologies Used to Examine Housing, Homelessness, Mental 

Health, and/or Addictions  
 
The success of harm reduction as an approach to housing in HRM will depend 
on its innovative application and careful evaluation of its effectiveness.  To date, 
much of what we know in regards to HRM’s homeless population comes from 
scant quantitative data sources and undocumented or anecdotal information from 
community-based workers.  This information is usually collected informally and 
often is not reported in a comprehensive report format.  Little information on the 
needs of this population currently exists that goes beyond federal and provincial 
data sets.  Such data sets are difficult to keep updated due to the transient 
nature of the population of interest and are not descriptive.  A key benefit of 
obtaining a quantitative data set that is up-to-date would be the potential to 
portray the overall need for housing among those who have mental health 
disorders and/or substance abuse issues. Such data would also allow for 
benchmarking and the setting of standards of performance to assist with 
formalized program evaluation (Hwang, 2002; Listokin et al., 2003).  
 
Benchmarking allows for the collection of information in such a way that it leads 
to the determination of the best way or “best practices” in designing, delivering 
and improving upon existing services. According to Kirkpatrick (2001), 
benchmarking is “an ongoing process which seeks to identify and understand 
practices, methods and processes of others; and to customize such practices to 
one’s own organization and context. The goals of benchmarking include 
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improved performance and more efficient use of resources through the 
identification and implementation of best practices modified to local 
circumstances”. In addition, benchmarking can assist with the development of 
program delivery standards that set out a series of minimum standards for 
particular measurable outcome objectives (Ontario Ministry of Health, 1997). 
These standards are usually developed in consultation with a wide audience of 
stakeholders to help ensure effective and efficient use of resources. This process 
may assist in planning appropriate housing strategies for this population but is 
largely dependent on a sustainable, standardized data collection, analysis and 
dissemination mechanism. 
 
Some qualitative research has been conducted to date with this population but 
has only tended to be conducted by community-based organizations and results 
are often not widely disseminated.  More qualitative research with this population 
could further our understanding of the context of housing needs and challenges 
that exist in HRM by providing rich descriptions from homeless individuals 
regarding the types of housing models they would be most likely to use.  
Qualitative research is a methodological approach that aims to collect detail –rich 
description of a particular experience or phenomenon (Bryman, 1998).  These 
types of data are usually collected through the use of open-ended 
interview/survey questions, focus groups and participant observation.  Collection 
of such qualitative data could augment quantitative data to provide a mixed 
methods approach to measuring the impact and context of homelessness in 
HRM thereby generating innovative harm reduction housing ideas  (Falvo, 2003; 
Quantz & Frankish, 2002).   
 
By including the target population in the formation of potential housing models, 
we are able to conduct community-based research (CBR).  CBR provides a 
vehicle for conducting relevant, tailored research by bridging community 
involvement and established research methods (Health Canada, 2001).  In order 
for a study to be considered CBR, it must involve community members, sustain 
equity in relationships among the different parties involved and follow ethical 
guidelines.  Health Canada (2001) has stated that research initiatives that take 
on a CBR approach benefit from increased access to marginalized populations, 
increased capacity building among partners and potentially wider dissemination 
and use of research results.  By working together with homeless individuals to 
formulate solutions to their housing needs, all parties will be able to share their 
unique perspectives and hopefully gain a greater contextual understanding of the 
issue. 
 

Summary 
 
People identified as the “hardest to house” continue to be neglected by our 
current housing models and system.  In particular, those living with mental health 
issues and/or addictions may be faced with additional constraints to accessing 
and maintaining housing.  One model that has been proposed to offset some of 
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these constraints is the supportive housing model, consisting of four different 
types varying in the degree of independence and services provided.  Regardless 
of the type, those that provide direct linkages to community services have been 
cited as being better equipped to meet the needs of their residents.  Important 
services to consider include:  employment training, substance abuse counselling 
and/or mental health services.  Other considerations include number and training 
of staff, size of facility, location in the community, and the number and nature of 
residents.  Perhaps most importantly, inclusion of residents in the entire decision 
making process is important to maintain a commitment to the facility.  Research 
conducted to date on homelessness and, in particular, the “hardest to house” has 
tended to privilege quantitative research over other methodologies when 
conducted by academic researchers.  However, an increasing number of 
qualitative projects are being conducted by community organizations and 
agencies to uncover more of the social contextual factors associated with 
homelessness.  Future studies should consider a combination of both 
quantitative and qualitative approaches in order to obtain an understanding of the 
reality of homelessness.  As well, more attention towards how findings are 
disseminated to ensure impact upon policy development needs to be addressed.   
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Study Methodology 
 
Research Questions 
 

1) How many persons in HRM are diagnosed with mental health needs 
and/or addictions and how are they currently being served by the 
emergency shelter system? 

2) What are the requirements and opportunities for serving the hard to 
house population in a financially sustainable manner? 

 
Methodology and Study Outcomes 
 

1. Housing models for persons with mental health needs and/or 
addictions in Canada and internationally 

 
To obtain a picture of the housing models currently in operation for people 
with mental health needs and/or addictions, a three-step process was 
conducted.  This process consisted of research through the use of 
databases, key informant interviews, and an Internet search.   

 
a. Research through use of databases and the library 
 

Library research was conducted using a variety of databases (e.g., 
MEDLINE, Sociological abstracts, alcohol database) to search for 
journal articles, abstracts, conference presentations, and 
dissertations on the topics of mental health and addictions, 
nationally and internationally.   
  

b. Key informant interviews and focus groups 
 
Two focus groups and nine interviews were conducted with a 
variety of key informants (including people currently providing 
housing, and community health and advocacy organizations).   
 

c. Internet search 
 

The final source of data on housing models was the Internet.  Use 
of the net provided a broad global coverage and was useful in 
uncovering information which may not have been accessible in 
more academic settings (such as libraries and databases 

 
Information gained from the combination of library research, interviews, 
and the Internet were compiled, analyzed, and synthesized.  This data 
then comprised the housing models section of the final report.   
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2. Services and gaps for those hard to house 
 

The next component of the project detailed the current services offered for 
those who are hard to house in HRM as well as the potential gaps.  A 
focus was directed towards obtaining an understanding of current service 
provision as well as areas for improvement.   
 
To gather information for this section, a similar framework was used as for 
the previous section.  That is, the process consisted of key informant 
interviews/focus groups, and Internet search.   
 

a. Key informant focus groups and interviews 
 

The previously mentioned focus groups and interviews were also 
used to obtain information for this section.  However, an additional 
focus was maintained on having diverse representation of people 
responsible for providing housing/shelter within HRM (e.g., for 
women, men, youth).  This process assisted in gaining a 
perspective of the current services and was also used to determine 
types of housing and homelessness statistics that need to be 
collected.   
 

b. Internet search 
 

The Internet was used to gather information on the number and 
variety of organizations responsible for housing related issues.  
Similar to the key informant interviews, this process assisted in 
obtaining a context of the housing situation within HRM for those 
hard to house.  

 
The results obtained from this section can be found in the section of the 
report on services and gaps to housing delivery for the “hard to house” in 
HRM. 

 
3. The face of homelessness and those who are hard to house in HRM 
 

The next phase of the project consisted of two parts.  The first was 
concerned with examining the classification of who is “hard to house” in 
HRM and the second obtained a more personal insight into the realities of 
homelessness. 

 
a) Determining who is hard to house in HRM through 

examination of emergency services 
 
To determine people in HRM who may be considered “hard to 
house”, it was necessary to use a multi-phase approach.  The first 

 17



Community Needs Assessment of Harm Reduction Supports for the Hard to House in HRM 2003 

step consisted of determining a baseline perspective of the number 
and demographic characteristics of the participants.  The initial 
approach was going to be the development of surveys; however 
upon meeting with the advisory board, suggestions were given to 
ask both first voice participants as well as community organizations 
about what types of data should be collected, from whom, and how 
often.  The next phase consisted of trying to determine who was 
currently collecting data that would be relevant to understanding 
who were the “hard to house” in HRM and what types of information 
was currently available.  The answers to this section are found in 
the section of the report titled, “Data collection, trials, and 
tribulations”.   

 
b) Determining who is hard to house through personal 

experiences of homelessness 
 

The second phase of data collection to determine who were the 
hard to house in HRM was focused upon gaining personal insights 
and experiences from Community Voice participants.  Two focus 
groups were conducted (as mentioned earlier) with a variety of 
people with diverse experiences with homelessness, mental health 
issues, and/or addictions, and accessing and maintaining housing.  
A particular focus for this part of the project was directed towards 
gathering details of personal experiences with homelessness (both 
of themselves and those with whom they were close) challenges, 
coping strategies, and potential harm reduction/housing services.  
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Results 
 
The participants 
 
To initiate the data collection process, an advisory board was established which 
consisted of nine participants from a wide range of backgrounds, including 
mental health, addictions, and homelessness.  This advisory board provided 
feedback on the methodology, interview guides, and made the suggestion that 
focus groups be primarily used rather than interviews to allow for greater sharing 
of information during the sessions.  Next, the methodology was presented to the 
research subcommittee of the Community Action on Homelessness Committee 
for feedback.  Finally, the project coordinators (Kasia Tota and Barb Nehiley) 
reviewed the protocol (see Appendix C for letter of support).   
 
Data collection took place from June to October, 2003 and consisted of a 
combination of focus groups, in-depth interviews, and informal interviews.  
Participants were from diverse backgrounds and could be divided into two 
groups:  representatives from community organizations/agencies within HRM, 
and first voice participants.  Two focus groups (n=5, and n=4, see Table 1), nine 
in-depth interviews (see Table 1), and several informal interviews were held with 
representatives from a number of community organizations/agencies (including 
emergency shelters, housing organizations, mental health, addictions, 
researchers, government representatives, and statisticians).  As well, two focus 
groups (n=5. and n=5, see Table 2) were held with participants with personal 
experience with homelessness, mental health services, and/or addictions.  
 
Table 1:  Demographic Background of Community Organization 
Participants in Focus Groups and In-depth Interviews 

 
Type of organization 
 Health     3 
 Mental Health   3 
 Addictions    2 
 Housing    4 
 Research    3 
 Government    3 
 
Length of time working in the field 
 0-5 years    6 
 6-10 years    5 
 11-15 years    4 
 15 + years    3 
 
Gender 
 Female    11 
 Male     7 
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Table 2:  Demographic Background of First Voice Participants in Focus 
Groups 
 
Organizations currently used (could indicate any that were used) 
 Housing     5 
 Mental health    5 
 Addictions     4 
  
Length of time using services 
 0-5 years     3 
 6-10 years     2 
 11-15 years     2 
 15+ years     1 
 
Gender 
 Female     4 
 Male      6 
 
Age range 
 15-20 years     2 
 20-30 years     3 
 30-40 years     3 
 40-50 years     1 
 50+ years     1 
 
Focus groups were audio-taped and transcribed verbatim.  Any personal 
identifiers were removed for confidentiality purposes.  This data was then input 
into a computerized qualitative data analysis program (Q.S.R.NUD.ist).  A 
process of coding and thematic analysis was then used to draw out emerging 
themes from the data.  As well, demographic surveys were completed at the 
beginning of each focus group and these were input into a computer program 
(Statistical Package for the Social Sciences).  Frequencies were used to report 
data from these surveys and are reported above in Tables 1 and 2. 
 
Who are the “Hard to House” in HRM? 
 
To better understand who is considered “hard to house” in HRM, both community 
organizations and first voice participants were asked for their definitions or 
classifications.  Consensus was obtained that those who have either very limited 
or no available housing options would fall into this category.  As one of the 
members of a focus group with community representatives stated, “People who 
have exhausted all permanent housing options and short term options”. 
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For example, people turned away from the emergency shelter system or who 
were unable to access it would be considered “hard to house”.  It was also 
highlighted that there are those who are “hard to house” and those who are 
“virtually impossible to house”.  A number of factors were identified as impacting 
upon a person’s ability to obtain housing, including:  financial situation, presence 
and number of children, people who experience problems with medication 
compliance, people with chronic substance abuse issues, people who are 
transgendered and in the process of changing their gender, people whose mental 
illness and/or substance abuse issues result in destructive or violent behaviours, 
youth with unconventional lifestyles, and people with combined mental illness 
and substance abuse issues.  Several participants in both one of the first voice 
focus groups and one of the community organization sessions raised the concern 
that the phrase “hard to house” is quite offensive and more sensitive terminology 
should be used to refer to this population.  In particular, it was noted that this 
phrase is rarely used when interacting with those who are homeless.   
 
Housing Programs and Models in HRM 
 
Within HRM a severe shortage of housing programs and models was identified 
which currently support those considered the “hardest to house”.  When asked 
about what the most appropriate or “ideal” approach would include, both first 
voice participants and community organizations clearly indicated that regardless 
of what type of a model is adopted, the underlying focus should be to develop a 
“home” or home-like environment.   

The Need for a “Home”  
 
The creation of a “home” was underlying discussions by many of the participants. 
Before considering the type of housing programs or models to institute, it is first 
necessary to examine the underlying philosophy or approach.  Themes to 
consider when creating this “home” environment included safety, privacy, 
location, training and personal experience of staff, and places where children 
would be allowed.   
 
In terms of safety, having locking bedrooms to ensure safety of possessions and 
self was commonly cited.  Safety was also linked to privacy as not having to 
share bedroom space was seen as being a way of increasing personal safety.  
For people living with addictions or mental health issues, this privacy was even 
more important as others could “trigger” them, as the following first voice 
participant explained:  
 

But one of the hardest parts, too, of living with somebody that  
has a mental problem, if they trigger you and you end up flipping  
out on them, then because you’re the one who doesn’t have the  
problem you’re more able to get kicked out first than the person who  
does…which is not fair on the person who has to deal with it.   
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This challenge of assessing which populations should be housed in similar/same 
facilities was raised by a number of first voice participants.  Concerns were 
identified that having people with mental health concerns and addictions together 
may not be optimal.  As well, people who are active substance users and those 
who are in “recovery” could also be problematic. 
 
Location of the facility was another important consideration.  The neighbourhood 
in which the facility is located should have access to amenities such as grocery 
stores and public transit for ease of accessibility.  As well, one participant 
explained it should also be away from potential environmental “triggers”,  
 

And usually you end up living in an area where if you’re an addict  
or an alcoholic it’s not good.  Like people, places and things, you  
know, are a trigger for goin’ back to usin’ again.  Like you’re forced  
to live.  I just lucked out where I ended up and I didn’t tell any of my  
old drinkin’ buddies or usin’ buddies where I was gonna move to… 

 
Another key theme related to designing a “home” was related to staffing a facility.  
Staff were identified consistently as a primary method through which any 
philosophical standpoint would be demonstrated to tenants.  Staff could either 
assist in making a place feel like home or shatter that image.  Therefore, the 
training of staff in a manner that emphasized understanding and acceptance of 
all was noted as very important.  As well, where possible, having personal 
experience of addictions, mental health concerns, and/or homelessness were 
highlighted as very beneficial towards developing such sensitivity.   
 
The final overarching concern identified in the development of a housing facility 
was related to the inclusion of children.  Participants did not feel that families 
should be separated from their children and if they were detached that this would 
not produce the “home” environment.   
 
A number of factors were thereby related to the creation of a “home”.  Underlying 
each of these were principles of human dignity and respect which need to be 
addressed in the implementation of a housing model.   

Housing Models Appropriate for HRM 
 
Participants described three main types of housing models that they felt would be 
appropriate for HRM.  These included:  a harm reduction facility, a supportive 
housing model, and more affordable housing options.  It was felt that these three 
different types of housing were needed in order to ultimately address the housing 
needs of people who are considered the “hard to house” in HRM.  Only adopting 
one of these approaches would provide a “band aid” solution, but would not 
address the longer term housing needs of the community.   
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A Harm Reduction Facility.  It was strongly recognized that a harm 
reduction facility or approach is drastically needed to meet the needs of current 
and chronic substance users.  No such facility is currently in operation within the 
province; however, some shelters currently operate with a harm reduction 
approach.  The following dialogue between participants highlights their opinions 
on whether such a facility is needed as one participant reflects upon how his own 
situation worsened when he did not have access to shelter:  

 
Because I couldn’t get a place I couldn’t have a place to live, and  
because I couldn’t get a place to live I continued to get worse and so I  
think what we’re talking about here, is there a right for a person to  
have a place regardless if they’re drinking or not, or is it mental  
health issues they need to be somewhere so that they can begin to get  
well.   

 
Everyone has a right to a home. 
 
Yes. 

 
This concern for having a safe place was also noted by another participant in 
regards to people who are using and do not want to or cannot quit. 
 

What about the person that’s unable to quit; that’s not ready yet;  
they’re not coming to your door to say I want to quit; they’re coming  
to your door saying, I got no where to live.   

 
Participants recognized that the existing emergency shelter system was not 
meeting the needs of this population.  Beyond the fact that people simply need a 
place to live, the potential for improving their health once they had connections to 
community and resources was identified:   
 

A basic human right, but it’s more than that.  It’s also the fact  
that I’ve seen this work again in other places where you have  
so-called “wet shelters” that basically what the person does is  
they come in, they may be doing this for several months, coming  
into the shelter where they’re drunk or whatever and eventually…they  
get fed up and they say, to hell with this, I’m gonna clean myself  
up and then at least they’ve got the chance cuz they’re already  
connected with some place where they know a few people, they  
know a few of the staff that work there or whatever, can help to point  
them in a direction and help them get connected with people that will  
help them deal with their addiction when they’re ready to deal with it.   
But if you don’t have some place where those people can connect to  
when they’re still using then what are the chances of that happening,  
you know what I mean?  It’s not gonna happen. 
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Therefore, a lot of support was cited for the need for a harm reduction facility in 
HRM.   
 
The success of such a facility would be greatly influenced by its underlying 
philosophy, “non-judgemental”.  The importance of this philosophy was 
emphasized by many of the participants and should be demonstrated by all staff.  
To ensure such an approach is used, staff should either be trained in such 
principles or they should have personal experience with substance use and/or 
homelessness (as noted earlier in order to create the appropriate supportive 
environment).   
 
Another concern raised was that assessments regarding admittance of potential 
residents should be conducted on a daily basis rather than allowing previous 
history to dictate future treatment.  The following participant explained how 
previous history can result in a person being stigmatized as “hard to house” and 
not being able to obtain shelter: 
 

Instead of looking at what condition is that person in tonight and  
are they posing a threat tonight, are they at risk tonight, it’s like  
their past history weighs against them all of a sudden, you know what I  
mean?  And that I don’t think its right, either.  It should be people  
should be assessed on a day-to-day basis.  Like for example, are they a  
threat to themselves or to other people tonight?  And that should be the  
basis for refusing people shelter, not the basis of you know, the person  
did it the last time they were there or whatever.   

 
In summary, tremendous support was acknowledged for a harm reduction facility 
with staff trained in an inclusive or non-judgemental philosophy that would 
provide shelter to those who are either still using or cannot quit.  Assessments of 
whether people would be admitted to the facility would be conducted on a daily 
basis such that previous history would not dictate future treatment.   
 

A supportive housing model.  The next component of a housing model 
for HRM was a supportive housing model.  This second stage would be linked to 
the harm reduction facility in some manner so that people who have left the 
facility have options for longer term housing.  As well, this model may provide 
housing for others who have not used the harm reduction facility.   
 
A few organizations were currently providing supportive housing; however, 
deficiencies were noted in the system.  Current facilities were being stretched to 
the limit of their current resources and few facilities had staff that could dispense 
medications, especially for residents with mental health issues: 
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Very often mental health clients are quite capable of living independently so long 
as someone is there to make sure they take their medications properly.  At 
present these clients cycle in and out of hospitals/shelters and independent living 
because while living on their own they are unable to comply with their 
medications.  So they become ill, act out and end up back in the hospital and/or a 
shelter until they get their medications straightened out and can function normally 
again.  Then the process begins all over again 
 
This supportive housing model could consist of either staff on site at a facility or a 
“floating” team of trained professionals that would be available as needed, 
depending on the specific needs of the residents.  For example, the team could 
include a psychiatrist, a nurse, a social worker, a physician, security, 
maintenance, etc. that could respond as needed in either crisis or emergency 
situations to a particular housing facility.  The Mobile Crisis Intervention Services 
program operated by the Capital District Health Authority currently provides after 
hours (Wednesday to Sunday from 5pm to 1 am) crisis support to people who 
are experiencing a mental health crisis, however a referral is required to access 
it.  As well, the Shared Care program could meet some of the needs of such a 
support team as teams of healthcare practitioners already exist as part of the 
program.  However, first voice participants raised the concern that this program 
should be greatly increased in size as it is relatively small.   
 

 More affordable housing options.   The final component of a housing 
model for HRM would include a greater supply of affordable, long-term housing 
options.  The current housing supply is inadequate and many participants 
commented about the need for more affordable, safe, and adequate long term 
housing.  Similar to the supportive housing options, community organizations are 
finding their current resource base of affordable housing is insufficient.  Again 
linkages need to be made in the system so that people have the option to move 
from one type of housing to another should they desire, that is from a supportive 
housing model to a longer term housing option or from the harm reduction facility 
to long term housing.   
 
When considering good examples of housing programs and models outside of 
HRM, a number of harm reduction facilities were highlighted operating in 
Edmonton, Toronto, Vancouver, and Montreal.  These facilities were highlighted 
as they had a variety of programs and in many cases were linked to affordable 
(longer term) housing.  Therefore, these facilities were used to highlight the need 
for an integrated approach to addressing issues of homelessness in HRM.   
 
Services and Gaps in HRM 
 
Within the following section, services used within HRM by those who face some 
of the largest challenges to accessing and maintaining stable housing will be 
identified.  Although it may appear as though there are several different offerings, 
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concerns were raised that more programs were needed in each of the areas and 
that more connections between them were necessary for improved service 
delivery.  That is, it was felt that the organizations were often operating 
independently of each other.   
 
To understand the services currently offered, they will be grouped into main 
topics or offerings in the following section (see Table 3).  First, housing 
organizations (e.g., shelters, group homes, longer term housing) were providing 
short term and (in some cases) long term housing.  Challenges and concerns 
with access to housing have been addressed in the previous section and can 
again be summarized as the need for three types (harm reduction facility, 
supportive housing, and more affordable housing options).   
 
A number of community organizations were identified which were delivering 
programs that are accessed by those identified as “hard to house”.  For example, 
Direction 180, Mainline Needle Exchange, and ARK Youth Outreach were all 
frequently cited as having beneficial service offerings.  The concerns raised with 
these services were mainly related to their lack of connection to other services. 
 
Several health organizations or departments were identified within the Capital 
District Health Authority that were frequently used.  In particular, Addictions and 
Prevention Treatment Services (e.g., Detox, Matrix, Choices), emergency 
services, the Shared Care program (previously noted in the housing programs 
and models section), and North End Community Health Clinic were widely 
accessed.  Each of these programs had positive aspects identified.  Primary 
concerns were raised with challenges in accessing a few of these.  In particular, 
large waiting periods in order to be admitted to Detox were identified and once 
again a lack of connection to community and housing organizations was noted 
for both Detox and emergency services.  Both the Shared Care program and the 
North End Community Health Clinic were noted for their community and housing 
integration.   
 
The police were noted as another service used by this population.  In particular, 
people who exhibited violent behaviours while at a shelter were often referred to 
the police.  As well, overnight stays in the prison system in cases where a person 
was intoxicated or high was also noted.  The main concern with the police 
system was that they were not trained in how to care for someone with a mental 
illness.  Therefore the person did not receive any treatment while staying in the 
facility.   
 
Disability related organizations were another group identified for their 
contributions to services for the “hard to house”.  The Canadian Association for 
Community Living, Connections Club House, and the Canadian Mental Health 
Association were the specific organizations cited for their services.  Again 
concerns were raised about a lack of integration with other community and 
housing organizations.  Specific disability organizations providing employment 
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and other training opportunities were also noted within this group (such as 
Options, Dartmouth Work Activity, Dask Industries, and Lakecity Woodworkers).   
 
Two government departments were identified for their contribution of services 
such as adult protection (Department of Health) and access to social assistance 
(Department of Community Services).  Concerns were identified that adult 
protection legislation needs to be greater enforced in instances were the 
individual is unable to make personal health-related decisions (e.g., taking 
medications).  As well, the level of social assistance received was considered 
inadequate as it was placing people below rather than at the poverty line (see 
discussion in section on Understanding the Reality of Homelessness).   
 
Access to food by community organizations such as through soup kitchens (e.g., 
Hope Cottage) or churches (e.g., Brunswick St. United Church) was another 
important service used by those considered “hard to house”.  Brunswick St. 
United Church also offered a number of other services such as clothing and 
trusteeship for social assistance.   
 
One last group which many would not consider as providing services for those 
“hard to house”, but whom were identified by the participants in this project was 
“slum landlords”.  They were seen as providing shelter to those who were unable 
to stay in other facilities due to their substance use.  Although definite concerns 
were raised regarding the quality and safety of the housing, “slum landlords” 
were seen as providing basic shelter.  
 
Table 3:  Summary of Organizations Providing Services to the “Hard to 
House” in HRM 
 
Organization Type of service provided 
Housing Short and long term housing 
Community organizations providing 
programs 

Programs for those hard to house (e.g., 
needle exchange, counselling)  

Community organizations providing 
food 

Access to food, clothing 

Health  Addictions, detox, emergency, health 
care services 

Police Overnight shelter 
Disability Employment training/skills, advocacy, 

resources 
Government Access to social assistance and 

enforcement of adult protection 
Slum landlords Short term housing 
 
In summary, a number of organizations were providing services for the “hard to 
house” in HRM; however, a number of concerns were raised that there was no 
integration of these services.  In particular, community, housing, and health 
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organizations did not provide connections from one to the next.  As a result, 
many first voice participants felt they were required to access each independently 
and to create their own linkage between them.  These issues were also 
recognized by several community organization representatives, however, 
concerns were raised that such a disconnect was partly a result of having to 
battle for similar funding sources.  That is, organizations were being pushed to 
remain independent of each other in order to justify how their service provision 
differed and therefore entitled them to funding.   
 
The Face of Homelessness in HRM  
 
To obtain an understanding of who the “hard to house” currently are in HRM and 
their experiences, the following section will be divided into two parts.  Within the 
first section, data collection methods and sources to better quantitatively 
understand this population will be examined, while within the second section 
themes emerging from the qualitative component of this study which relate to the 
experience of being homeless and “hard to house” in HRM will be explored.  

 Data collection:  Trials and tribulations 
 
When examining the types of data currently collected by community 
organizations related to “the hard to house” in HRM, a large number of gaps 
were identified.  Although several places collect data on an ongoing basis, the 
types differ from one organization to the next.  Part of these differences was a 
result of different purposes or goals behind the data collection.   
 
For example, shelters were often collecting quantitative data for the purposes of 
maintaining funding or to obtain a picture of their typical tenants, longer term 
housing organizations were collecting data on tenants entering and leaving their 
facilities, government organizations were collecting data for the specific purposes 
of their organization (e.g., Department of Community Services was collecting 
data in their Income Assistance database for the purpose of issuing social 
assistance cheques), the police were collecting data for the purpose of recording 
overnight stays, and emergency services was collecting information for the 
purpose of patient triage.  These differing goals meant that very different 
information was being gathered by each organization.  
 
As well, for organizations that did maintain thorough records, different forms and 
fields were often being completed differently depending on staff, time, etc.  These 
inconsistencies make cross-comparison very challenging and in some cases 
impossible.  Unless a consistent identifier is used to link the data (e.g., MSI 
health card number) then such analysis is virtually impossible.  To date, this 
consistency is not maintained across databases or organizations.  
 
A number of potential barriers were also identified to maintaining consistent data, 
including lack of staff, lack of equipment, lack of training, no perceived need to 
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change practices, and concerns about confidentiality (Parker, personal 
communication, September, 2003).  To try and offset some of these barriers, 
Joanne Parker (research assistant for Stephen Kiseley) is in the process of 
organizing knowledge sharing focus groups.  Human Resources Development 
Canada is also working to establish consistent data collection through the 
implementation of the Homeless Individuals and Families Information System 
(HIFIS, designed by CMHC) for housing organizations.  The purpose of the HIFIS 
program is to collect longitudinal data on housing organizations (in particular, 
shelters).  They are offering some resources to assist with training of staff and 
purchase of computer upgrades as needed and will be starting this process in 
Spring, 2004.  Some of the participants from community organizations were, 
however, concerned that this program would be too awkward to use and 
implement within their organizations due to the smaller number of staff at their 
facilities.  As well, a number of concerns regarding retaining anonymity of their 
tenants were noted.  Therefore, provision of sufficient support and further 
discussion on this topic will be crucial to using such programs.   
 
In order to better understand what data should be collected on homelessness 
and the “hard to house”, both community organizations and first voice 
participants were asked for their feedback.  Both qualitative and quantitative data 
were identified as necessary sources.   
 
For quantitative data, a few participants mentioned that HIFIS may be a useful 
program for gathering such information.  To date, only one organization (Metro 
Turning Point) was using this program.  Data which was noted that should be 
collected from housing organizations included: number of bed days in shelters or 
short term housing, length of stays for clients, previous mental health and/or 
substance abuse diagnosis, number of clients discharged from facilities and/or 
banned from the facilities and rationale, number of clients being serviced by other 
agencies in the community who may be living in substandard conditions, couch 
surfing, and/or on the streets.   
 
Another piece of data that should be gathered is the cost savings resulting from 
providing stable, longer term housing, rather than relying on emergency and 
police services.  The following community organization participant highlights the 
challenge of collecting such data: 
 

I think there's an understanding that housing facilities create long- 
term savings for society but the difficulty is that many of those  
savings are intangible or it's very difficult to count savings in the  
future, that there has to be a better understanding of the savings  
that can be counted, for instance [one person] speaks of sitting  
seven, eight hours in the hospital with a person, a huge cost,  
lock-up time's $300 here in Halifax for three hours, I think [that  
person] said.  You know, the triage at the hospital, the doctor  
and nurse's time, when you start calculating those numbers and  
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balancing it, you know, and some costs associated with this type of  
facility, or some of the costs, regardless, so a careful accounting in  
that might make a project…seem much more feasible. 

 
Therefore, the challenge would be in determining what services a person who did 
not have stable housing may access, assigning a monetary value to them, and 
then tallying this figure.   
 
Qualitative data was also noted as being important to gather in order to get a real 
understanding of the experiences of those who are homeless and considered 
“hard to house”.  Such information was particularly highlighted by first voice 
participants; however, several agency representatives also noted the utility of this 
type of data.  Focus groups were suggested as one form of data collection that 
may be effective, especially if they were initiated through collaboration among 
agencies that could refer potential participants.  Providing food and monetary 
compensation as well as ensuring the facilitator was perceived as “trustworthy” 
and confidential were mentioned as important “housekeeping” points to consider 
when hosting the sessions.  One community organization participant elaborated 
upon the need to develop a trusting relationship for effective data collection: 
 

Some of the people in our programs don’t trust agencies and  
have good reasons not to, so there has to be enough people  
working the streets whose basic interest is helping people survive  
with no hoops…with no hoops. 

 
He suggested recruiting participants by passing out cards to those currently living 
on the street and then providing the opportunity to follow up if they felt 
comfortable.  The importance of retaining anonymity was also mentioned by 
several first voice participants.  
 
Questions which were noted that should be pursued from a qualitative 
perspective included, “what prevents or prevented you from reaching out”, where 
do you find housing, and what types of barriers have been faced when accessing 
services. 
 
In summary, much of the current data collection on homelessness has a number 
of inconsistencies which make cross-analysis very challenging and/or impossible.  
If obtaining a more accurate picture of “who is hard to house in HRM” is desired, 
discussions will need to be initiated among organizations and collaboration 
established.  One program that may allow for quantitative data analysis is HIFIS.  
Support will be needed to overcome challenges in implementing it, especially 
with smaller organizations.  The need for agency collaboration was highlighted by 
several participants who felt it would also open up greater opportunities for 
qualitative data collection and the development of “trusting” relationships with 
potential participants.  This would result in a greater overall understanding of the 
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issues, concerns, and experiences of those who are considered the “hardest to 
house”.   
 

 Understanding the Reality of Homelessness in HRM 
 
The final section of the results portion of this paper is devoted to examining a 
number of themes which were raised by participants regarding the “reality” of 
being homeless and “hard to house” in HRM.  These themes were identified by 
both first voice participants and community organizations.   
 

The reality of living at – or below the poverty line.   Living at the 
poverty line (or low-income cut off) was noted as a severe financial challenge for 
many participants.  First voice participants discussed the financial challenges 
they faced on a daily basis with simply making ends meet: 

 
Like I’m on Social Assistance for the first time and I never  
before thought about surviving on $80 a month when,  
especially if you smoke.  It is totally impossible.  You know,  
how are people that are on Social Assistance supposed to live  
on $20 a week for personal needs, for clothing if they smoke?   
You can’t buy two packages of cigarettes for $20 let alone if  
there’s child custody going on and they want to visit their child.   
They can’t take their child to McDonald’s for a treat, you know?   
They can barely afford to go to the dollar store and pick up a $1.00  
item and not to discriminate in any way against men but there are  
other certain needs that women have that are also very expensive  
and like I look at the women and myself at [agency] and I think, this  
is not the poverty line at all.  This is so below the poverty line it’s 
deplorable.  It is totally deplorable!   

 
The level of social assistance this participant received made it a challenge to 
afford any items not classified as necessities (e.g., cigarettes, eating out, etc).  
Other participants talked about how certain foods (such as meat) became a 
luxury towards the end of the month as they were no longer able to afford to 
purchase them until they received their next cheque.  This theme was reiterated 
by several other first voice participants who commented upon the financial 
challenges they faced on an ongoing basis.   
 
Finding affordable housing was a particular problem when living at the poverty 
line.  The cost of apartments as well as concerns regarding location meant a 
number of participants were not living in their ideal situation.  Trade-off’s often 
had to be made between a place that was affordable and one that was in a less 
than desirable neighbourhood.  This trade-off was particularly a concern for those 
living with substance abuse issues as the facilities they could afford were often in 
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places which could act as “triggers” (i.e., had ready access to drugs and/or 
alcohol).   
 
Some of the community organizations felt the current social system did not 
encourage participants to make advancements in their lives to move away from 
their financial constraints as no rewards were provided for doing so and often 
monetary penalties were imposed (e.g., reduction in social assistance 
payments).   
  

Living with multiple layers of stigma.  Both first voice participants and 
community agency representatives cited incidences where stigma was 
experienced as a result of living in low-income, being homeless, living with an 
addiction, and/or living with a mental health concern.  Each of these factors 
resulted in multiple layers of stigma.   

 
Simply living in poverty meant negative perceptions were often made regarding a 
person’s ability to afford housing.  One woman felt that she had been denied an 
apartment because she was using social assistance:  
 

I had a landlady hang up in my ear as soon as I mentioned welfare…I 
could afford it and it was a great location, close to my family and 
everything.  It was perfect.  Soon as the words “welfare” come out of my 
mouth, and then she must have blocked my number cuz I couldn’t get 
back to her. 

 
As well, previous renting history impacted a person’s ability to obtain housing.  A 
stigma was placed upon them as a result of their previous behaviours (such as 
resulting from substance use).  The following participant explained how his 
renting history influenced his housing: 
 

Some of the barriers may be previous renting history.  Because of  
my behaviour when I was drinking I couldn’t get a place…Because I  
couldn’t get a place I couldn’t have a place to live, and because I  
couldn’t get a place to live I continued to get worse and so I think  
what we’re talking about here, is there a right for a person to have a  
place regardless if they’re drinking or not.  

 
One of the agency representatives provided support for this participant and 
explained that people living with addictions currently experienced more instances 
of stigma than those living with mental health concerns due to the advancements 
which have recently been made in the mental health field.   
 

I mean Mental Health, I think they’ve come a long way in terms  
of educating the public about what depression is and what this is  
and people aren’t as afraid of it anymore.  And people are more  
willing to talk about it and come out of the closet about it. 
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He felt that more work needed to be done in the area of addictions to develop 
such awareness and sensitivity.  Raising awareness about issues related to 
homelessness, addictions, and mental health were seen as key methods of 
reducing stigma.  This sentiment was echoed by several first voice participants 
who felt that most people were relatively uninformed or unaware of such issues.   
 

I think that, there is this blame-the-victim, blame the person that’s  
down, point at them – there’s a homeless person.  And the average 
person out there on the street, middle class person working, says  
that’ll never happen to me.  I’m not homeless.  There’s a them-us thing 
happens and I think that we need to be challenged, particularly First-Voice 
people is to get a message across that we’re no different. 

 
We’re not second-class citizens.  

 
And we’re also, and we’re not dealing with other people but we’re also,  
every one of us individuals…  
 
And it can happen to you. 

 
There’s always different circumstances why somebody’s homeless.   

 
Absolutely.  Put that human face on it. 

 
Participants confirmed the need to draw greater attention to the realities of 
homelessness and that a division does not exist between those who are 
homeless or at risk of becoming homeless and those who are not.   
 

Gaining the attention of society and politicians.  One method of 
developing greater awareness about homelessness, which was continuously 
emphasized by both first voice participants and community agencies, was to gain 
the attention of society and politicians.   
 
Politicians and policy makers were seen as the key figures that could effect 
change.  Either targeting such individuals directly or reaching them indirectly 
through encouraging the public to lobby them were both noted as important 
potential techniques.  The following community representative illustrates how 
lobbying could be an effective method of gaining political support: 
 

The public needs to be educated about the issues so they can  
demand things change.  The really sad part is that the persons  
most likely to be effected by this are the same people who are  
most easily and readily dismissed by politicians and policy makers.   
They suffer from mental illness and substance abuse.  It is so hard  
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to get their voices heard.  Public education is the only way to get the  
policy makers to listen. 

  
First voice participants also felt they should act as self-advocates regarding their 
personal and housing rights.  Ensuring their voices were represented and heard 
was identified as an important avenue for information sharing.  Sharing stories 
about their personal experiences would allow others to better understand the 
realities and challenges they faced on a daily basis.   
 

A big thing we need to do is change society’s attitudes and the  
people in power’s attitudes and get the message across that 
homelessness is very real.   

 
However, some concerns were raised that acting as a self-advocate could be 
challenging, as the following person explained with regards to why one of his 
friends did not share his personal experience with the Premier of Nova Scotia 
when a chance arose: 
 

One of the guys that I was hanging around with about a year or  
so ago, he was going around basically almost daily doing what’s 
sometimes called a “butt run”, basically goes around certain times  
of the day collecting butts, that was his source of his cigarettes,  
okay?  He never bought cigarettes.  Smoked all the time but he  
never bought cigarettes…he goes around and he’s standing near  
one of his locations, he’s gone and he’s collected the stuff…and  
he’s waiting for the light and who walks up and stands at the  
corner beside him waiting to go across the street but the good  
doctor from Province House.  And he says he was very tempted  
to turn to him and say, “Do you know what I’m doing right now?”   
But being community-voiced, people are timid about doing that.   
They’re intimidated by that kind of thing.  This is the Premier of  
the province that’s standing beside him.  He wanted to tell him  
what it is that he was doing but he was almost afraid to do it. 

 
To overcome the challenge of one person working alone to gain support, it was 
suggested strategies should be developed involving several people working 
together to effect change.  One such strategy identified by several first voice 
participants was to have politicians spend time in “our shoes”.   
 

Come into the shelter.  Spend a weekend with us.  They’ll have  
their answers… 

 
Walk in our shoes.  Seventy-two hours, walk in our shoes.  They’ll  
have all the answers they want.  They’ll come up… 

 
The only other thing is that they won’t do that.  That’s the trouble. 
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To truly understand the experience of poverty and homelessness, participants 
felt it was necessary for others to live in a shelter and budget necessities on a 
limited income for at least a few days.   
 
Community organizations (themselves) were identified as needing to critically 
examine their current approaches and strategies to ensure they were not 
negatively affecting their clients and tenants experiences of poverty and 
homelessness.  The philosophy of the organization, professional obligations, and 
funding all were identified as potentially negatively impacting service users.   
 

Well, certainly philosophy’s is a big part of it, and their mandates  
I think sometimes determines what agencies do.  I mean if you’re  
social control agents and that’s what your mandate is then all your  
policies are developed wrong and I mean those policies are  
impressive and end up preventing you kinda helping the people  
that we really need to help.  I think the other thing is that certainly  
schooling in terms of the old professionalization has kept professions  
from working together…Some of the other problems so I think there’s  
policies, there’s professional obligations and egos that get in the way in  
terms of that.   I think money’s an issue.  A lot of agencies run on tight  
budgets and want to control their budgets and one way to control the 
budgets is to control the people and the stricter the rules the harder it is  
to get the monies or spend it for our clients…  

 
A lack of an understanding of the experience of homelessness and poverty was 
continuously identified by first voice participants and community organizations.  
Methods to offset such gaps included gaining attention of society and politicians 
of such realities and critically evaluating current practices used by community 
organizations.   
 

Choice.  The final theme relating to the experience of homelessness and 
living in poverty revolved around the concept of choice.  Choice was noted in two 
areas, treatment and housing.   
 
For those living with a mental health concern and/or an addiction, choice 
regarding their treatment was not always considered.  In some cases, individuals 
had been forced or coerced into certain treatment options or simply had 
decisions regarding their treatment made for them.  This resulted in feelings of 
learned helplessness in relation to their ability to dictate their own healthcare.  
Instead of feeling as though they were active healthcare consumers, several first 
voice participants felt as though others governed their choices.  In an attempt to 
create choices for themselves, many chose to not comply with treatment.   
 
The other key area where choice was perceived as being compromised was in 
relation to their housing.  In particular, several participants felt rules and 
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regulations developed by others prevented them from being themselves in their 
homes.  For example, many landlords and shelters did not allow pets, and 
imposed regulations regarding appropriate and inappropriate behaviours in their 
facilities.  These rules resulted in some of the participants feeling they would 
prefer to be homeless than comply.   
 
Therefore, being able to make choices regarding one’s health and housing 
influenced the first voice participants’ experiences with homelessness.  That is, 
where choices were seen as being removed, efforts were often made to re-
establish them, even if the result was remaining or becoming homeless.   

 
In summary, there were four main themes (i.e., the reality of living at the poverty 
line, living with stigma, gaining attention of others, and choice) that emerged in 
relation to homelessness and poverty in this study.  Each of these themes 
assisted in clarifying the experience of homelessness for the first voice 
participants and provided a “face” to their social context.   
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Conclusion and Recommendations 
 
 
There are a number of factors which may result in a person being classified as 
“hard to house” in HRM.  For example, substance abuse, mental health 
concerns, behaviours, poverty, previous renting history, etc.  Care should be 
taken though when using the terminology “hard to house” as it was considered 
insulting by several first voice participants and community organizations.   
 
Addressing homelessness in HRM for those who are considered the “hardest to 
house” requires more than just a “band aid” or short-term fix.  CMHC (2001) has 
developed a conceptual model of factors and resources required for an effective 
supportive housing system that was outlined in the literature review of this report.  
After gathering data/insights from both organizations providing services for those 
who face the greatest challenges to accessing and maintaining housing in HRM 
as well as first voice participants with first hand experience of homelessness, the 
authors would like to present a revised model.  The revisions to the model 
highlight a few additional themes outlined by the participants in this project (see 
Figure 2).   
   
Figure 2:  A revised conceptual model of housing stability in HRM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

1. Gain political and societal attention for the realities of living in poverty
5. Personal 
choice 
2.  Address stigma and discrimination
 
3.  Integrated system of housing, healthcare, and government related organizations
Maintaining a 
Stable Home 

7. Monitoring and
evaluation 

6. Housing 
system 

4. Support 
structures 
8. Benchmarking
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1.  Gain Political and Societal Attention for the Realities of Living in Poverty 
 
First, the need to gain attention for issues related to poverty was identified as an 
important step towards addressing many inequities in the current system.  
Therefore, this has been included at the first level of the model.  Some things to 
consider at this level include the inadequate level of social assistance currently 
received to cover the costs of shelter and housing.  The participants in this study 
consistently identified that the level of social assistance they received was 
“deplorable”.  As well, organizations should work to promote advocacy of issues 
related to the realities of living in poverty in order to advance widespread political 
and societal attention.   

 
Recommendations: 

 
• The Department of Community Services should evaluate the level of 

social assistance provided for shelter and housing. 
• Community, health, disability, government, and housing related 

organizations should continue to advocate and lobby around issues 
related to poverty and living in low income.   

 
2.  Address Stigma and Discrimination 
 
Next, it is important to find methods to reduce stigma and discrimination towards 
those who face challenges accessing and maintaining housing.  Unless such 
discrimination is removed or reduced, the person will continue to feel as though 
they are not a “true person” who is a valuable member of society and the goal of 
making a stable home will not be possible.   

 
Recommendations: 

 
• Community, health, disability, government, and housing related 

organizations need to implement an awareness campaign to increase 
societal awareness of issues related to stigma and discrimination for those 
who face severe challenges accessing and maintaining housing. 

• Tenant regulations should be evaluated to determine what is considered 
sufficient or appropriate grounds for refusing tenancy, e.g., receiving 
social assistance is not sufficient.  As well, penalties should be instituted 
for landlords who use discriminatory practices. 
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3.  Integrated System of Housing, Healthcare, and Government Related 
Organizations 
 
The third level of the model highlights the continuum or integrated system of care 
that should exist among housing, health, disability, and community organizations 
as well as government and police services.  Agency collaboration is required to 
ensure a continuum of services is provided.  That is, tenants should be able to 
make linkages between housing services and mental health, addictions, 
employment, counselling, etc.  Therefore, if so desired, access to healthcare and 
other services can be obtained.   
 

Recommendations: 

• A partnership should be developed between the government (particularly 
the Departments of Health and Community Services), housing, healthcare, 
police services, and disability related organizations to ensure fluid service 
delivery and interconnection.  Having access to safe, affordable, and 
adequate housing is one determinant of health. As a result, it should be 
considered simultaneously with other aspects of service and program 
delivery as each has implications for the others.    

• Once such a partnership is established, regular communication should be 
maintained among members to ensure constant feedback. 

• A partnering group or coalition of agencies should develop a strategic 
approach to reaching out to find those in need of assistance.   

 
4. Support Structures 
 
Support structures were identified in a number of areas.  These structures 
consist of access to either on site case management, or “floating” care teams.  A 
number of concerns were raised that the current system is too overburdened to 
sufficiently meet the demand for services.  Support was also considered more 
broadly in terms of simply having “supportive” communities that respect the 
dignity of people with mental health concerns and/or addictions that are 
homeless.   Such support could also be received from staff working at facilities 
such that “supportive environments” are created when a “home” atmosphere is 
sustained.  This environment can be nurtured through appropriate staff 
hiring/training.   
 

Recommendations: 
 

• Critically evaluate the level of service provision possible through the 
current Shared Care program and other such services.  More 
financial resources should be provided to such programs to allow 
for expansion of services.   

• Housing-related organizations should provide staff training in 
principles of dignity and respect for all.  Where possible, staff with 
first voice experience should be hired.   
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5. Personal Choice 
 
Along with support, participants raised concerns that personal choice be 
facilitated and encouraged.  Choice was particularly important in relation to 
housing and housing regulations as well as health treatment options.  Where 
possible, opportunities for involvement in decision making should be facilitated 
and empowerment should be recognized as a key principle in the operation of 
housing facilities.   
 

Recommendations: 
 

• Housing facilities should be developed around a mutual sharing 
and co-operative philosophy such that tenants are actively involved 
in the operation and administration of the facility.   

• People with mental health concerns and/or addictions should be 
treated as active consumers in their healthcare.  Opportunities 
should be given for dialogue about treatment and care options.   

 
6. The Housing System 
 
Participants in the current study (including both first voice participants and 
agency representatives) confirmed the need for a three-pronged housing system, 
consisting of: 
 

• a harm reduction facility,  
• supportive longer term housing,  
• and more affordable long term housing options.  

 
Underlying each of these approaches, however, should be the premise that the 
creation of a “home” environment is needed.  The concepts of both privacy and 
safety should be incorporated into site design as well as opportunities for tenant 
involvement in governance of the program/facility.    
 

Recommendations:   
 

• Implement a pilot study to provide a harm reduction facility for those 
residents who face the greatest challenges accessing and 
maintaining stable housing.  Build a monitoring and evaluation 
component into this facility (see components 7 and 8 of this model). 

• A number of factors need to be considered when developing the 
harm reduction facility to ensure beneficial experience of residents 
(e.g., potential “triggers”, age, gender, family status).   

• Provide opportunities for residents at the harm reduction facility to 
link with other supportive housing facilities and consider building 
additional facilities.  
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• Evaluate the current housing stock in HRM and assess 
opportunities to provide more reasonably priced housing in areas of 
new residential development as well as areas where renovations 
are taking place.   

• Ensure knowledge of all of the previously mentioned facilities is 
shared with partnership established under component #1 and 
develop supportive links.   

 
7. Monitoring and Evaluation 
 
Monitoring is a management tool used to assess how a service, organization, or 
project is doing as measured against a set of measurable objectives. This is 
done in an effort to assess impact, efficiency and to learn how to do things better. 
This process is intended to become part of the internal function of the service, 
organization or project. In order to determine whether or not there is stable 
housing for the hardest to house in HRM, a monitoring system must be in place. 
This will assist in tracking and evaluating trends in the housing markets in an 
effort to be proactive in ensuring the housing needs of particularly difficult 
populations are being adequately met.  As well, this process could be used to 
evaluate the effectiveness of a harm reduction facility in meeting the needs of its 
residents.   
 

Recommendations: 
 

• In consultation with relevant HRM departments and stakeholder groups, 
develop a strategic plan to devise a housing stability monitoring 
mechanism for HRM. 

• Establish measurable indicators of efficiency, effectiveness and impact. 
• Set up systems to collect data related to these indicators. 
• Analyze the data to inform the management of housing stability in HRM.  

 
8. Benchmarking 
 
Given the need to determine at what point HRM is situated in relation to 
measurable outcomes such as affordable housing, supportive housing, and in 
meeting the needs of the hardest to house, the development of a sound 
benchmarking mechanism is recommended. This will allow stakeholders 
interested in issues related to housing to determine if progress is being made in 
meeting the needs of homeless populations in HRM. As stated earlier in the 
report, benchmarking is a useful management tool that integrates financial and 
performance data, in this case, to assist in decision-making regarding housing 
and homelessness in HRM. In order for this to yield successful results, it must be 
recognized that the development of benchmarking processes will require 
incremental stages based on the experience and successes of previous years.  
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Recommendations: 
 

• In collaboration with stakeholder groups, develop a benchmarking plan for 
housing in HRM. 

• Identify and develop appropriate, specific performance measures to 
capture performance data. 

• Using these data, identify best practices for the provision of services and 
programs to address homelessness in HRM. 

 
In summary, there are a number of important areas requiring address if the goal 
of maintaining housing stability is to be met for those who have been identified as 
facing the largest challenges to accessing and maintaining such stability in HRM.   
The need for such action was strongly supported by both first voice participants 
as well as community organizations to ensure that, “everyone has a right to a 
home”.   
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Appendices 
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Appendix A:  Interview Guide for Community Organizations and Agencies 
 
The following questions will be used to obtain information related to housing 
models/programs, services, and potential gaps for people with mental health 
issues and/or addictions who are homeless in HRM. 
 

1) Who do you consider hard to house? 
2) What is your definition of “hard to house”? 
3) Description of other programs/services (within HRM) for people with 

mental health needs and/or addictions who are homeless 
a. Do you know of other programs/services which are currently being 

provided by other agencies? 
b. What specific agencies are currently providing services to these 

populations? 
c. Where can we intersect in the current system to provide supports 

for these populations? 
d. What regulations exist (or should exist) with regards to housing 

people with mental health needs and/or addictions?   
4) Description of other program/services (outside of HRM) for people with 

mental health needs and/or addictions who are homeless 
a. Do you know of other programs/services being provided outside of 

HRM for these populations that do not currently exist in HRM? 
5) Description of data collection which is needed on the topic of 

homelessness for people with mental health needs and/or addictions 
a. Do you feel we have an accurate understanding of homelessness 

in HRM for people with mental health needs and/or addictions? 
Probe:  What types of information do you feel should be collected? 
Probe:  From whom should this information be collected? 
Probe:  How should this information be collected? 
Probe:  How often should this information be gathered and by 
whom? 

6) What gaps have your programs/services identified exist within HRM for 
people with mental health needs and/or addictions who are homeless 
or at risk of becoming homeless? 
a. Probe: Gaps for people with mental health needs who are 

homeless? 
b. Probe: Gaps for people with addictions who are homeless? 
c. Probe:  Gaps for people with mental health needs and addictions 

who are homeless? 
d. Probe: Gaps for people at risk of becoming homeless due to mental 

health needs and/or addictions? 
e. Probe:  Gaps for people who are “hard to house”? 

7) Are there any gaps that have been identified which – should resources 
become available – that any agencies/organizations would be 
interested in adopting? 
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Appendix B:  Interview Guide for First Voice Participants 
 
The following interview guide has been designed to gather information on 
challenges, coping strategies, and potential harm reduction/housing services 
provided for people with mental health needs and/or addictions that are 
homeless or at risk of becoming homeless in HRM.   

 
 
1) How did you become homeless – (if currently) 
2) What is your choice of housing? 

a. What would be your ideal choice of housing? 
3) Have you looked for housing? 
4) Did you find anything? 
5) If not why not? 
6) Are you still there – Why? Why not? 
7) Where did you spend the night last night? 
8) Tell me how you found where you stayed last night.   
9) Do you consider yourself hard to house? 

a. Would you consider yourself as a difficult person to find appropriate 
housing? 

10) What mental health programs/services have you used (if any) in HRM? 
a. Have these programs/services met your needs? 
b. Why did you seek out the services? 

11) What addictions programs/services have you used (if any) in HRM? 
a. Have these programs/services met your needs? 

12) Have you used detox?  
a. How many times have you used it 
b. Has it been helpful? 
c. Has this program met your needs? 

13) What housing services have you used (if any) in HRM? 
a. Have these programs/services met your needs? 

14) What information do you feel needs to be collected in order to better 
understand homelessness for people with mental health needs and/or 
addictions in HRM? 
a. What types of information need to be collected? 
b. How should this information be collected? 
c. From whom should this information be collected and by whom? 

15) Is there anything else you think we need to know in order to 
understand the experience of homelessness and living with a mental 
health issue and/or addiction in HRM? 

16) Do you have any recommendations of other people we should speak 
to about these issues? 
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Appendix C:  Letter of Support and Review of Methodology 
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