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Abstract 

Background: Indigenous people are overrepresented in urban homeless populations 

internationally, a consequence of racialized policies and structural violence. As a step 

toward reconciliation Canadian and international policies have recently affirmed 

Indigenous rights to self-determination. The objective of this dissertation was to identify 

distinct service needs, gender differences and trajectories to homelessness among 

Indigenous people in Canada, and to undertake an Indigenous-led process to develop 

recommendations for action.  

Methods: Data were drawn from the Vancouver and Winnipeg sites of Canada’s At 

Home/Chez Soi study. Retrospective analyses were conducted on baseline data from both 

study sites. Transcripts of interviews with Indigenous participants in Vancouver were 

thematically analyzed. A traditionally-inspired sharing circle was facilitated by an 

Indigenous elder and comprised of Indigenous people who had experienced homelessness 

as well as Indigenous service providers. The sharing circle dialogue employed imagery 

and symbols to express major themes related to the past and possible future of housing 

and inclusion among Indigenous peoples.  

Results: When compared to non-Indigenous participants, Indigenous peoples were more 

likely to have been homeless at a younger age, to experience ongoing symptoms of 

trauma, and to have young children. Among Indigenous participants, Indigenous women 

experienced significantly more symptoms of trauma, higher suicidality, and more 

experience as victims of violence. Indigenous narratives described situations of intense 

violence, family disconnection and the lasting harms of generational trauma. 

Recommendations for action affirmed that government action to promote self-

determination is essential. 

Conclusions: This dissertation documents the distinct historical and current character of 

Indigenous homelessness, and the need to transform colonial practices that oppress 

Indigenous Canadians, particularly women and young people. Community developed 

recommendations for action emphasized the urgent need for practices that promote self-

determination and strengthen the resurgence of Indigenous culture.   
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Glossary 

Aboriginal In Canada, the term Aboriginal has been used to refer to the 
first inhabitants of North America; it includes three distinct 
cultural groups of Indigenous people, each with their own 
culture, languages, and traditions: First Nations, Inuit, and 
Métis peoples. In recent years, some Indigenous scholars have 
argued that the term Aboriginal is a governmental label used to 
describe Indigenous Canadians homogenously. Aboriginal 
identity is purely a state construction and can be perceived as 
the continued action of colonial authority (Stergiopoulos et al., 
2012).  

 
First Nations 
 
 

 
 

The term First Nations refers to Indigenous people who are 
neither Métis nor Inuit. Indigenous people who are First 
Nations have also been referred to as status or non-status 
Indians as defined under the Indian Act (1876) (Royal 
Commission on Aboriginal Peoples, 1996). Indian refers to 
First Nations’ individuals who are federally recognized as 
registered under the Indian Act or have been assigned a 
number under this act based on their blood quantum. Those 
who are registered as status are entitled to certain services and 
rights that those who are non-status are not.  
 

Indian The term Indian is considered derogatory to many Indigenous 
peoples but will be used throughout this paper in direct 
reference to government policies, such as the Indian Act, or in 
direct quotations. 

 
Indigenous Since the creation of the United Nations’ Declaration on the 

Rights of Indigenous Peoples (United Nations, 2008), a more 
global perspective has been applied to discussions on the rights 
of Indigenous groups across the globe. As a result, the term 
Indigenous has been used more often throughout Canada to 
describe the first descendants of groups who were the original 
inhabitants of a territory before colonial influences; people 
who have preserved intact the customs and traditions of their 
ancestors, despite being placed under a state structure 
characterized by national, social, and cultural characteristics 
that differ from their own. The term Indigenous is used 
throughout this paper and does not represent a legal category. 
The diversity of Indigenous groups is acknowledged and 
respected.  
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Inuit The term Inuit refers to the Indigenous groups who inhabit 

Canada’s arctic regions in 53 communities. These groups 
account for approximately 60,000 people spread across the 
Inuvialuit Northwest Territories, Nunavut, Nunavik, and 
Nunatsiavut. This vast region is called Inuit Nunangat; it 
accounts for approximately 35% of Canada’s landmass and 
half of the country’s coastline (Inuit Tapiriit Kanatami, 2018).  

 
Métis The term Métis refers to Indigenous people who are 

descendants of people born to Indigenous women and 
European fur traders in the 18th century, when distinct 
communities developed along the fur-trade routes and across 
the Northwest Territories. Approximately 400,000 people 
across Canada have reported that they are Métis (Métis Nation, 
2018).  
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Preface 

This thesis has been developed in the “three-manuscript format” as described by 

the Faculty of Health Sciences at Simon Fraser University. At the time of writing, the 

first and second manuscripts included in this thesis have been published in peer-reviewed 

journals and the third manuscripts is under review. Brief details are provided below.  

The first of the three manuscripts (presented in Chapter 2 of this thesis) 

“Indigenous and non-Indigenous people experiencing homelessness and mental illness in 

two Canadian cities: A retrospective analysis and implications for culturally informed 

action” was published (February 2019) in BMJ Open (CC BY-NC License) with co-

authors Moniruzzaman, A., Patterson, M., Distasio, J., Sareen, J., O’Neil, J. & Somers, 

J.M.. This study investigated the history and current status of Indigenous and non-

Indigenous people experiencing homelessness and mental illness in two Canadian cities 

(Bingham, Moniruzzaman, Patterson, Distasio, et al., 2019a).  

The second manuscript (presented in Chapter 3 of this thesis) “Gender differences 

among Indigenous Canadians experiencing homelessness and mental illness” was 

published (August 2019) in BMC Psychology (CC BY License) with co-authors 

Moniruzzaman, A., Patterson, M., Sareen, J., Distasio, J., O’Neil, J. & Somers. J.M. This 

study was conducted using baseline data from the At Home Study from both Vancouver 

and Winnipeg to examine gender differences in mental health, substance use and service 

use among Indigenous people who are homeless and mentally ill (Bingham, 

Moniruzzaman, Patterson, Sareen, et al., 2019b).  

At the time of writing, the third manuscript “Indigenous pathways to 

homelessness and community-driven and articulated solutions: Examining Indigenous 

homelessness narratives and an Indigenous community sharing circle tot informed 

culturally grounded recommendations” (presented in Chapter 4) is under review at 

Qualitative Health Research as: Bingham, B., Buchholz, M., Price, R. & Somers, J.M. 

This study conducted an Indigenous sharing circle with community experts to examine 

and interpret narrative data from semi-structured interviews with Indigenous people who 

experienced long-term homelessness in Vancouver, BC. Graphic facilitation methods 
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were used to create a graphic image representing the narrative data and the sharing circle 

findings.   

An introductory chapter provides an extensive context for the manuscripts and a 

concluding chapter synthesizes the results presented and discusses their implications for 

housing programming and policy. Permission to include the published manuscripts in this 

thesis was obtained from the respective journals through the licenses mentioned above.  

The research presented in this thesis addresses differences in Indigenous 

homelessness and the impact of gender on Indigenous homelessness in two Canadian 

cities, Vancouver, British Columbia (BC) and Winnipeg, Manitoba (MB). Innovative 

methodologies, including Indigenous methodologies and graphic facilitation, were 

employed to analyze personal narrative interviews with Indigenous community 

stakeholders and their recommendations for solutions to Indigenous homelessness. The 

At Home Study, at the centre of this thesis, was approved by the Research Ethics Boards 

at Simon Fraser University; The University of British Columbia; and the University of 

Manitoba, with endorsement from the University of Winnipeg. 
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Chapter 1.  
 
Introduction 

“There are no hopeless cases, only hopeless methods” ~ Elder Gerry 
Oleman 

1.1. Thesis Overview & Objectives 

This thesis comprises five chapters. The introduction chapter provides an 

overview of current literature pertaining to Indigenous health and homelessness in 

Canada summarizing the historical and structural determinants of Indigenous people’s 

health as well as providing a summary of theoretical approaches which inform this thesis 

and interpretation of the data. Chapters 2–4 describe the detailed methods used to 

investigate the distinct needs of Indigenous people who are homeless and mentally ill 

utilizing cultural and gender sensitive lenses. Chapter 2 specifically examines the 

differences between Indigenous and non-Indigenous people experiencing homelessness 

and mental illness with a focus on providing recommendations for culturally informed 

homelessness responses. Chapter 3 presents a gender sensitive analysis of the unique 

service needs for Indigenous women who are homeless and suffer from mental illness in 

Vancouver and Winnipeg. Chapter 4 examines Indigenous narrative perspectives from 

participants in the Vancouver Housing First Trial in order to inform Indigenous specific 

housing approaches. Chapter 5 summarizes the findings from Chapter 2 to 4 and 

describes implications of the current research for programming and policy planning as 

well as examining areas for further research in this area. A more detailed description of 

study objectives are presented in section 1.9.  

1.2. Indigenous homelessness 

Indigenous homelessness is a human condition that describes First Nations, 
Métis, and Inuit individuals, families, or communities, lacking stable, 
permanent, appropriate housing, or the immediate prospect, means, or 
ability to acquire such housing. Unlike the common colonialist definition of 
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homelessness, Indigenous homelessness is not defined as lacking a structure 
of habitation; rather it is more fully described and understood through a 
composite lens of Indigenous worldviews. These include individuals, 
families, and communities isolated from their relationships to the land, 
water, place, family, kin, each other, animals, cultures, languages, and 
identities. Importantly, Indigenous people experiencing these kinds of 
homelessness cannot culturally, spiritually, emotionally, or physically 
reconnect with their Indigeneity or lost relationships (Aboriginal Standing 
Committee on Housing and Homelessness, 2012; Thistle, 2017).  

This Indigenous definition of homelessness is, first and foremost, key to understanding 

the complexities of Indigenous homelessness within the Canadian context. The complex 

interactions among the factors of Indigenous homelessness interact with mainstream 

definitions of homelessness, including “unsheltered,” “emergency sheltered,” 

“provisionally accommodated,” and “at risk of homelessness” (Thistle, 2017). These 

alternate categorizations of homelessness are closely linked to current housing markets 

and housing availability; however, Indigenous responses to homelessness cannot be 

understood as simple responses to these circumstances. Indigenous homelessness must be 

contextualized and understood as a direct outcome of historically constructed 

environments, resulting from Indigenous Canadians being displaced and dispossessed 

from their territories, communities, and worldviews (Thistle, 2017). 

Whether in mainstream or Indigenous research, there is no single and agreed upon 

definition of homelessness. Early definitions defined homelessness as simply not having 

regular access to a conventional dwelling (E. Peters & Kern, 2016). More recently, 

definitions have expanded to include relative homelessness, which refers to having access 

to housing that may lack quality, safety, or security; and, hidden homelessness, which 

refers to individuals living with family members or friends because they cannot obtain 

their own home. Hidden homelessness is a form of relative homelessness and has been 

identified as a particular issue among Indigenous Canadians (E. Peters & Kern, 2016). 

The Canadian Homelessness Research Network defines homelessness as follows:  

Homelessness describes the situation of an individual or family without stable, 

permanent, appropriate housing, or the immediate prospect, means, and ability of 

acquiring it. It is the result of systemic or societal barriers, a lack of affordable and 
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appropriate housing, the individual/ household’s financial, mental, cognitive, behavioural 

or physical challenges, and/or racism and discrimination. Most people do not choose to 

be homeless, and the experience is generally negative, unpleasant, stressful, and 

distressing (Gaetz et al., 2012).  

Homelessness among Indigenous people is a global concern. Indigenous 

populations are overrepresented in all cities where data on homelessness has been 

collected (J. T. Anderson & Collins, 2014). High-income countries have faced a fast rise 

in housing costs without comparable rises in income; this, along with a combination of 

policy and economic factors such as reduced spending on social and health supports, has 

exacerbated urban homelessness. Yet, despite the increasing presence of Indigenous 

people in urban centres, there has been little international comparative research on the 

high prevalence of homelessness among Indigenous peoples worldwide (J. T. Anderson 

& Collins, 2014). Anderson and Collins (2014) conducted a scoping review of the 

literature in Canada, Australia, and New Zealand to determine the prevalence of 

homelessness among Indigenous peoples in these countries. Results demonstrate that in 

the majority of Canadian cities, the prevalence of Indigenous people among the homeless 

population was five times that of non-Indigenous Canadians. There were also five times 

more Maori people among the homeless in Auckland, New Zealand. In Australia, 

Indigenous people comprised 9% of the homeless population, while accounting for only 

0.4%–1.2% of the urban population in the cities surveyed (J. T. Anderson & Collins, 

2014).   

The general risk factors for homelessness, such as extreme poverty, mental 

illness, deinstitutionalization, substance use, lack of affordable housing are not sufficient 

to explain why Indigenous peoples are overrepresented among the homeless on a global 

scale and across other policy settings (Canadian Population Health Initiative of the 

Canadian Institute for Health Information, 2009; Perissini, 2009). This prevalence is 

reflective of systemic determinants of health and historical trauma resulting from 

colonization and cultural genocide (J. T. Anderson & Collins, 2014; Gaetz, Dej, & 

Redman, 2016). In the global context, Indigenous homelessness must be examined 

through the shared experiences of the structural and systematic legacies of colonialism; 
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related policies must be used to contextualize these experiences and frame innovative 

solutions (J. T. Anderson & Collins, 2014).  

In Canada, there is a lack of reliable data on rates of Indigenous homelessness and 

best practices for housing Indigenous populations (Belanger, 2013). Homelessness in 

Canada has become a dramatically more complex problem since the 1980s, when a small 

number of single men experienced homelessness. Today more than 235,000 Canadians 

from diverse backgrounds experience homelessness (Gaetz et al., 2016). Young people, 

women, Indigenous peoples, Immigrants, and LGBTQ2S1 peoples have also become 

more likely to be without homes. This has resulted in a shift in the response to 

homelessness and new, innovative approaches are being supported by Canadian policy 

makers.  

Emergency shelter data across Canada shows that adults between the ages of 25 

and 49 years comprise 52% of the Canadian homeless population. Youth under the age of 

24 years account for 19% of the homeless population and women 27%. Family 

homelessness continues to be a problem, with family shelters at high occupancy, and 

women comprise 89% of the heads of families in shelters (Gaetz et al., 2016). Rates of 

Indigenous homelessness continue to rise rapidly in urban settings, and 28%–34% of the 

shelter population across Canada is Indigenous (Belanger, Weasel Head, & Awosoga, 

2012; Gaetz et al., 2016). A recent homeless count in Vancouver, British Columbia (BC) 

found that 38% of the homeless population identified as Indigenous, while representing 

only 2.5% of the population in the City of Vancouver (Thomson, 2016). Data confirms 

that, although shelter use is in the decline, shelters continue to operate at over 90% 

capacity, highlighting a continued need to find solutions for transitioning to safe and 

affordable housing. Gaetz and colleagues (2016), recommend confronting the historical 

                                                
1 LGBTQ2S is used to refer to those who identify as Lesbian, Gay, Bisexual, Trans, Queer and Two-Spirit. 
Two Spirit is a term used in some Indigenous communities, encompassing sexual, gender, cultural and 
spiritual identity. Two-Spirit is reflective of complex understandings of gender in Indigenous cultures. There 
is a spiritual, cultural and historical component to being two-spirit originating from Indigenous cultural 
beliefs and practices pre-contact and it is important to acknowledge that this differs from identifying as 
LGBTQ+ Indigenous.  
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roots and contemporary factors of Indigenous homelessness with a focus on Indigenous-

led solutions.  

The Canadian cities of Vancouver, BC and Winnipeg, Manitoba (MB), at the 

centre of this study, represent unique policy landscapes and diversity across Canadian 

contexts. Indigenous people are significantly overrepresented among the homeless 

population in both cities. Vancouver is the most populous city in western Canada with 

2,463,431 residents, of which 74,700 identify as North American Indigenous (Statistics 

Canada, 2017b). Vancouver’s Downtown Eastside (DTES) is recognized as Canada’s 

poorest postal code and is characterized by drug-using populations and an open drug 

scene, high rates of crime, and thriving shadow economies (i.e., largely sex work and 

drug dealing) (Culhane, 2004; Fast, Shoveller, Shannon, & Kerr, 2010). The DTES is 

home to approximately 18,000 people. Large numbers of people in the DTES are not well 

connected to the formal healthcare system and are at high risk of negative health 

outcomes. Due to their lack of connection to care, many individuals predominantly 

receive treatment through hospital emergency departments (Currie, Moniruzzaman, 

Patterson, & Somers, 2014).  

Winnipeg is a mid-sized, prairie city with a population of approximately 730,000. 

It is home to the largest Indigenous population in Canada, and 84,305 residents identified 

as Indigenous in the 2016 census (Distasio, Sareen, & Isaak, 2014; Statistics Canada, 

2017a). A growing urban Indigenous population accounts for 11.9% of the city’s 

population (Statistics Canada, 2017a) . It is estimated that more than 80% of the homeless 

population in Winnipeg is Indigenous (Distasio et al., 2014). Despite their pronounced 

overrepresentation among the homeless population in the city and the hypermobility of 

Indigenous people in and out of urban settings, there is a shortage of research on 

Indigenous homelessness in Winnipeg (Distasio et al., 2005).  

Like all Canadian cities, both Vancouver and Winnipeg have experienced the 

impact of the affordable housing crisis. In Vancouver, affordable housing has typically 

been found in single-room occupancy hotels, most of which are characterized by 

extremely poor-quality living conditions, often with bed-bug infestation, and the presence 
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of criminal and drug activity (Currie et al., 2014). The Vancouver DTES neighbourhood 

is juxtaposed with extremely-high housing prices and a 0.5% vacancy rate across the city. 

The gap between the average rental price and shelter allowance is more than $500 per 

month (Currie et al., 2014), placing those with housing and income challenges, combined 

with mental-health and substance-use challenges, with nowhere to go. Winnipeg vacancy 

rates have been below 2% since 2001, and there are long waitlists for shelter beds. A 

large proportion of the rental housing supply (40%) is located in the inner city, where 

housing is often low quality and in need of repair (Distasio et al., 2014). 

The Truth and Reconciliation Commission (TRC) (2015) heard from more than 

7,000 witnesses to document the trauma endured by Indigenous Canadians. Based on 

these hearings 94 recommendations and calls to action were outlined to hold the 

Canadian government accountable (Truth and Reconciliation Commission of Canada, 

2015b). Although the TRC does not specifically mention homelessness, the homelessness 

crisis among Indigenous peoples can be attributed to historical and contemporary 

pathways, which are unique to the Indigenous population. A noteworthy gap in the 

research literature and a lack of data on Indigenous homelessness across Canadian 

settings has resulted in a lack of evidence to inform culturally relevant homelessness 

strategies and solutions that are closely linked to the findings of the TRC.  

Colonial and oppressive structures have produced the inequity that has persisted 

for Indigenous communities for generations and increasingly researchers are referring to 

colonialism as a structural determinant of health (Reading, 2015). Understanding the 

complexity and interconnections of the determinants of Indigenous peoples health and 

how historical structures have continued to shape the lives of those who are homeless and 

living on our Canadian streets is essential to examining pathways to homelessness and 

outlining solutions.  

1.3. Pathways to Indigenous homelessness: The historical and the 
contemporary 

A number of historical and contemporary factors have been highlighted that 

contribute to the pathways to Indigenous homelessness in Canada. Discussion of these 



7 

pathways must be embedded within the context of the colonization, dispossession, and 

marginalization of Indigenous peoples; this context is not only historical but is 

manifested in contemporary and persistent structural violence (E. Peters & Christensen, 

2016). The Truth and Reconciliation Commission of Canada’s (TRC) final report 

identified a collective responsibility among all Canadians to acknowledge the 

intergenerational trauma inflicted on Indigenous Canadians from the residential school 

legacy. While this report did not specifically speak of homelessness, the 

overrepresentation of Indigenous peoples on Canadian streets can be viewed as directly 

linked to the impact of residential schools (Gaetz et al., 2016; Truth and Reconciliation 

Commission of Canada, 2015a). Scholars have agreed that policies of assimilation and 

Indigenous dispossession and displacement have direct influence on the Indigenous 

experience of homelessness in Canada (J. T. Anderson & Collins, 2014; E. Peters & 

Christensen, 2016; Thistle, 2017). Key pathways identified to contribute to Indigenous 

homelessness include: colonial racialized policies, the child-welfare system and trauma 

of uprooting, intergenerational trauma, substance use and addiction, discrimination, lack 

of access to and stable housing, mobility and migration, the criminal justice system and 

violence, and environmental dispossession (J. T. Anderson & Collins, 2014; E. Peters & 

Christensen, 2016). The following sections will summarize the literature on pathways to 

homelessness that are identified for Indigenous Canadians.  

1.3.1. Colonial and Racialized Policies 

The origins of the health disparities that burden Indigenous Canadians today can 

be traced back to interactions between the First Peoples and the colonists in the 16th 

century and the years of oppression and social marginalization that took place thereafter 

(Kirmayer, Tait, & Simpson, 2009b). At the heart of colonization was the colonial project 

of Indigenous disappearance, which was necessary for the creation of a prosperous 

society of settlers. Policies of assimilation began with historic treaties in which the First 

Nations gave up parts of their land to the Canadian government in exchange for reserves, 

annual payments, fishing and hunting rights, farm equipment, and educational resources 

(Kelly, 2011). In 1867, the British North America Act legislated the authority of the 
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federal government over Indians2 and the lands reserved for Indians. It defined Indian 

affairs as falling under federal jurisdiction and healthcare as a provincial responsibility 

(Brandt Castellano, Archibald, & DeGagné, 2008; Kelly, 2011).  

The Indian Act (1876) 

The Indian Act, which continues to govern First Nations communities to this day, 

provided the federal government with authority over reserve lands and communities. It 

determined who is defined as Indian and granted status to those who met the legislated 

criteria. The Indian Act also established reserves and restricted the federal government’s 

responsibility for providing healthcare to those residing on reserves (Brandt Castellano et 

al., 2008; Kelly, 2011). The Indian Act, and its preceding act, the Act for Gradual 

Enfranchisement of Indians (1869), had lasting negative impact on Indigenous women by 

affording them fewer legal rights than men in their communities (Brandt Castellano et al., 

2008). The Indian Act further marginalized women by defining an Indian as “any male 

person of Indian blood.” (Brandt Castellano et al., 2008)(p.122). Legislation continued to 

be passed regulating Indigenous women’s traditional roles and autonomy in their 

communities and controlling many aspects of their lives. First Nations’ women who 

married non-status men were then no longer afforded Indian status under the Indian Act. 

If a woman married a man from another nation, they lost all rights within their home 

community and became registered with their husband’s community (Brandt Castellano et 

al., 2008).  

The disenfranchisement of status women through marriage has impacted their 

children for generations (Hunt, 2015). Ultimately the goal of these policies was to reduce 

the number of Indians that the government was responsible for in the long term and to 

increase the power men had over women. Enfranchisement allowed Indians to sell their 

status, and involuntary enfranchisement allowed the government to repeal one’s Indian 

status under certain conditions, such as going to university or becoming a doctor or a 

                                                
2 Indian was the term designated for Aboriginal peoples of Canada in Canadian legislation and is still used 
today throughout the Indian Act. This term is considered derogatory by many Canadian Indigenous peoples 
when used among non-Indigenous peoples and is referred to in this paper only when referring to current 
Canadian policies for which this term pertains to.  
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lawyer. Enfranchisement was not abolished until 1982 with Bill C-31, which aimed to 

revise the Indian Act in accordance to the Canadian Charter of Rights and Freedoms 

(Brandt Castellano et al., 2008). Bill C-31 called to reinstate status to those who had lost 

it, going back one generation. Although C-31 was a step forward in ending 

discrimination, it did not eliminate certain conditions that prevented the children of those 

reinstated from gaining status.  

The Indian Residential School System (1892–1969) 

The Davin Report in 1879 was the beginning of more aggressive assimilation 

policies. This report mandated that Aboriginal children must become civilized by being 

removed from their parents and receiving an education that would teach them to talk, 

think, and act like British Canadians (Kirmayer, Tait, & Simpson, 2009b). The Indian 

residential school system operated between 1892 and 1969; however, the last residential 

school did not close until 1996 (Brandt Castellano et al., 2008). It is estimated that 

100,000 Indigenous children, ages 4–18 years, were placed in residential schools (D. 

Smith, Varcoe, & Edwards, 2005). As recently as 1991, 13% of Canada’s Indigenous 

people were residential school survivors (Dion Stout & Kipling, 2003). There were 22 

residential schools in BC, which was more than in any other Canadian province.  

Residential schools used regimented behaviour, corporal punishment, and strict 

discipline to teach Indigenous children to be ashamed of their culture, language, identity, 

and family. Indigenous children in residential schools were subjected to many forms of 

abuse at the hands of school employees (Dion Stout & Kipling, 2003; Pearce et al., 2015; 

E. Peters & Christensen, 2016). The disciplinary regime often involved verbal, sexual, or 

physical assault; and there are documented cases of children being confined in dark 

closets, being beaten physically, or having their heads shaved for speaking their native 

language (Dion Stout & Kipling, 2003). The residential school regime created a general 

climate of fear for the children, and its impact is felt at the individual, family, and 

community levels.  

Many individual survivors of residential schools adopted destructive patterns of 

behaviour, and many died an early death as a result of suicide, violence, or alcohol-
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related causes (Dion Stout & Kipling, 2003; D. Smith et al., 2005). The patterns of 

behaviour learned in residential schools were often brought back to families and 

communities, creating a cycle of violence and abuse and impacting future generations of 

children. Survivors of residential schools often indicate that their experiences left them 

unprepared to become parents. After being taken from their parents at young ages, 

survivors did not have opportunity to learn child rearing and parenting techniques from 

their own parents. Being raised in an institutional setting, with authoritarian caregivers 

and a lack of emotional support, left survivors with difficulties in showing affection to 

their own children (Dion Stout & Kipling, 2003). “Like a pebble dropped in a pond, the 

effects of trauma tend to ripple outwards from victims to touch all those who surround 

them, whether parents, spouses, children, or friends” (Dion Stout & Kipling, 2003). The 

legacy of residential schooling in Canada, whether directly or intergenerationally, 

continues to impact the youngest generations of Indigenous people (D. Smith et al., 

2005). 

1.3.2.  The Child Welfare System and the trauma of uprooting 

The residential school era was closely followed by the cultural assimilation 

policies of the child-welfare system in Canada. In the 1950s, responsibility for First 

Nations’ health, education, and welfare was transferred from the federal government to 

the provinces. The provinces received payment for each First Nations child apprehended 

by the child-welfare system (Crey & Fournier, 1997). In 1959, only 1% of all children in 

care were First Nations. By the end of the 1960s, close to 40% of children in care were 

First Nations (Kirmayer, Tait, & Simpson, 2009b). At that time, First Nations people 

comprised less than 4% of the national Canadian population (Crey & Fournier, 1997). 

The large numbers of Indigenous children apprehended in those years was dubbed the 

“60’s scoop” (R. Sinclair, 2007).  

Once children were placed in foster care or adopted, they rarely returned home 

and most were sent to live with non-Indigenous families in other provinces or even in the 

United States. Children grew up with little understanding of their culture and were often 

the victims of discrimination in cities or towns where few Indigenous people resided 
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(Crey & Fournier, 1997; R. Sinclair, 2007). Many children also suffered physical or 

sexual abuse at the hands of their foster or adoptive parents. Most children apprehended 

were taken from parents who had attended residential schools and were unable to care for 

their children, or were being raised by elderly grandparents in the absence of their parents 

(Crey & Fournier, 1997). Some children were apprehended for legitimate reasons of 

abuse but many were apprehended because of impoverished living conditions or because 

they required medical care.  

The removal of children from First Nations’ communities was devastating, and 

many communities lost an entire generation of their children to the child-welfare system 

(Crey & Fournier, 1997; R. Sinclair, 2007). Generations of First Nations’ children who 

suffered the effects of the child-welfare system are now dealing with issues of identity; 

searching for their parents, culture, and communities; and trying to heal from the trauma 

of abuse. Recent statistics indicate that Indigenous children remain significantly 

overrepresented in the child-welfare system (John, 2016; Kirmayer, Tait, & Simpson, 

2009; Trocme, Knoke, & Blackstock, 2004). The vast numbers of Indigenous children in 

care today are a symptom of the systemic marginalization of Indigenous people and 

families in Canada. This issue must be addressed at the policy level, beginning with 

acknowledgement of and healing from the trauma of residential schools and colonial 

policies.  

Indigenous children and youth represent the fastest growing demographic in the 

BC child-welfare system; however, according to the Ministry of Child and Family 

Development data, less than 10% of the population of BC children is Indigenous (John, 

2016). As of May 2016, 60% of children in youth care in BC were Indigenous. 

Indigenous children and youth are 15 times more likely to be in the child-welfare system 

than non-Indigenous children and youth (John, 2016). It is particularly concerning that 

Indigenous children are significantly more likely to enter the child-welfare system as a 

result of neglect. Chief Ed John’s inquiry into Indigenous child welfare in BC shows a 

direct link between cases of neglect and intergenerational trauma and broader issues of 

poverty and isolation. Cycles of intergenerational trauma continue to be directly linked to 

lack of parenting skills, poverty, and cycles of abuse. Cultural genocide, as outlined in the 
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TRC report, has led to entrenched trauma and the fracture and disconnection of families 

and communities (John, 2016).  

The child welfare system plays a profound and central role in the individual 

trajectories to homelessness for both Indigenous parents and children (Christensen & 

Andrew, 2016). The loss of a child to the welfare system is a deeply traumatic experience 

for parents. Foster care is a structural pathway to homelessness as many young adults age 

out of care and are left with few resources to care for themselves, often turning to the 

streets (Christensen & Andrew, 2016). Transitions to independence from foster care with 

little supports can present risk for many young people, one researcher found that up to 

22% of children who age out of foster care become homeless within one year (Pecora et 

al., 2005; Piat et al., 2015). 

1.3.3.  Intergenerational trauma: A multigenerational impact 

The concept of intergenerational trauma is based on the idea that the effects of 

traumatic events can be passed on to younger generations (Haskell & Randall, 2009). 

Colonialism and racialized policies, such as the Indian Act, residential schools, and child-

welfare policies, have had profound and lasting intergenerational impact on Indigenous 

communities and families. This intergenerational trauma continues to shape the pathways 

to homelessness for Indigenous peoples (Christensen & Andrew, 2016). On June 11th, 

2008, Prime Minister Stephen Harper publicly apologized to the victims of residential 

schools in Canada. He stated that the  

Two primary objectives of the residential school system were to remove and 
isolate children from the influence of their homes, families, traditions and 
cultures and to assimilate them into the dominant culture. These objectives 
were based on the assumption that Aboriginal cultures and spiritual beliefs 
were inferior and unequal. Indeed, some sought, as it was infamously said, 
“to kill the Indian in the child.” Today, we recognize that this policy of 
assimilation was wrong, has caused great harm, and has no place in our 
country. (CBC Digital Archives, 2008).  

Harper also acknowledged that the legacy of residential schools has contributed to many 

of the social problems in Indigenous communities today, and that young people continue 
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to suffer from this legacy. For many First Nations’ communities this was a first step in 

healing from the trauma of residential schools. 

On April 29, 2009, in an address at the Vatican in Rome, Pope Benedict XVI 

acknowledged the abuse and reprehensible treatment that Indigenous children suffered at 

residential schools run by the Catholic Church (CBC News, 2009). The Catholic Church 

ran 75% of the residential schools in Canada. The Pope offered his “sympathy and 

prayerful solidarity” to those who were abused by church members. He further 

acknowledged the suffering that residential school survivors continue to experience. The 

leader of the Assembly of First Nations, Phil Fontaine, commented that the Pope’s words 

were a significant statement, and the fact that the word “apology” was not used does not 

diminish the significance of this event for residential school survivors (CBC News, 

2009).  

The legacy of colonization for Indigenous peoples has been referred to as a “soul 

wound” or the Indigenous holocaust (E. Duran, Duran, Heart, & Horse-Davis, 1998). 

Historical trauma can be defined as “a collective complex trauma inflicted on a group of 

people who share a specific group identity or affiliation—ethnicity, nationality, and 

religious affiliation” (Evans-Campbell, 2008). Brave Heart, Chase, Elkins, and Altschul 

(2011) further describe historical trauma response as “a constellation of characteristics 

associated with massive cumulative group trauma across generations” (Brave Heart, 

Chase, Elkins, & Altschul, 2011).  

Unresolved trauma can be intergenerationally cumulative and can manifest as 

health problems. In Indigenous communities, many community members experience 

historical trauma reactions (Evans-Campbell, 2008). This legacy of trauma has led to a 

desperate situation in many Indigenous communities where unresolved grief has led to a 

continuous string of current trauma related issues, devastating many communities with 

high rates of suicide, drug use, alcohol abuse, violence, and mental health problems. The 

ongoing trauma Indigenous peoples face in Canada is compounded by discrimination, 

which continues to impact the youngest generations (Evans-Campbell, 2008). 
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In a pivotal study exploring homelessness and intergenerational trauma among 

Indigenous men by Menzies (2009), qualitative interviews elicited key factors to build an 

explanatory model to better understand the individual, family, community and national 

indicators of homelessness (Menzies, 2009). Based on concepts of the medicine wheel 

and traditional teachings holism and balance among all things, the model in Figure 1.1 

was developed. The medicine wheel divides life constructs into the four directions: east, 

south, west and north. This model assumes that public policies have disrupted this 

balance between directions. Outside the large circle is the influence of historical policies 

such as the Indian Act and the residential school system. The outer circle represents 

Indigenous culture and four smaller circles represent individual, family, community and 

nations. Public policy elements have weakened the role of culture in supporting the inner 

elements. Indicators of intergenerational trauma are described within the four circles. The 

model suggests that trauma has permeated all four spheres (Menzies, 2009). Although 

this study is an introduction to this model and is exploratory, the development of this 

model contributes to the understanding of the distinct factors that have contributed to an 

Indigenous homelessness crisis in Canada. Expanding on this model with other diverse 

groups of Indigenous peoples and genders is recommended.  
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Figure 1.1. Indigenous men’s homelessness: Menzies’ (2009) Intergenerational Trauma Model. 
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1.3.4. Substance Use and Addiction 

The historical legacy of loss and disconnection has been considered the root cause 

of addiction in Indigenous communities (Alexander & Somers, 1990; J. T. Anderson & 

Collins, 2014; Chansonneuve, 2007). The TRC found that many survivors of residential 

schools developed addictions in order to cope with their trauma (Truth and Reconciliation 

Commission of Canada, 2015b). Addiction is a recognized pathway to homelessness for 

diverse populations and as a way to cope with trauma. Addiction, often co-occurring with 

mental illness, can impact one’s ability to maintain stable housing and connections with 

friends, family, and community supports (J. T. Anderson & Collins, 2014). People 

struggling with addictions are overrepresented among those who are unstably housed and 

face higher risk of eviction because of substance use behaviours and associated stigma 

(A. B. Collins et al., 2018). Anderson and colleagues (2018) highlight that urban housing 

environments are gendered and racialized, producing structural barriers to stable housing 

that disproportionally impact women and create invisible experiences of homelessness. 

They found that gendered barriers for maintaining housing resulted in increased risk of 

harm for women who struggle with addictions. Housing barriers have been noted as 

reinforcing marginalization but not enough attention has been paid to how these barriers 

reinforce violence risk for marginalized women including Indigenous women.  

Consistent and reliable data on the prevalence of substance use among Indigenous 

people is limited, despite problematic substance abuse being documented as in many 

Indigenous communities (National Collaborating Centre for Aboriginal Health, 2012). 

The Regional Health Survey conducted in BC in 2002/2003 found that First Nations 

people living on reserve consumed alcohol with less frequency than the general Canadian 

population, yet consumed more drinks on a single occasion than other Canadians 

(National Collaborating Centre for Aboriginal Health, 2012). The on-going opioid crisis 

in Canada has disproportionately affected Indigenous people. More than 9,000 lives were 

lost to opioid overdose between 2016 and 2018 and First Nations people were five times 

more likely to experience overdose and 3 times more likely to die from overdose than 

their non-First Nations counterparts (Canadian Aboriginal AIDS Network, 2019; First 

Nations Health Authority, 2017). British Columbia and Alberta have been the most 
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affected by this crisis across Canada. First Nations women are disproportionately affected 

in BC representing a larger proportion of overdose fatalities compared to First Nations 

men. Indigenous youth who use injection drugs are 13 times more likely to die of 

multiple causes, such as overdose, than non-Indigenous youth (Canadian Aboriginal 

AIDS Network, 2019). Problematic substance use can lead to high rates of incarceration, 

violence, health risks and have devastating impacts on families and communities.  

1.3.5. Discrimination 

Racial discrimination is a key determinant of health for Indigenous Canadians 

(Loppie Reading & Wein, 2009). Race based beliefs developed through colonization 

have served to justify pervasive racism throughout Canada’s structures and systems. 

Interpersonal racism is the most obvious form of racism however racism at structural 

levels has had a significant role in driving health inequity. Colonial ideologies have cut 

across social determinants of health having an impact on health, wellness, employment, 

access to education and housing. Anderson & Collins noted racial discrimination is 

recognized as a key contributor to homelessness in Canadian and Australian studies (J. T. 

Anderson & Collins, 2014). Discrimination was commonly mentioned as a factor for 

increased wait times for housing and high rates of rejection and eviction. Additionally, 

Indigenous women experience discrimination when accessing housing due to stigma 

related to addictions and mental illness. The role of racial discrimination in health care 

and the impact this has had tangible impacts on health outcomes and access to health care 

for Indigenous peoples (Browne et al., 2012; Loppie Reading & Wein, 2009; Tang & 

Browne, 2008).  

Race-based policies such as the uneven distribution of health resources, 

government determined identities and the creation of the non-insured health benefits 

(NIHB) program has shaped Indigenous peoples access to health care services. Further, 

racism and discrimination in the health care experience is widespread and at times fatal. 

One such case, the story of Brian Sinclair’s death at the Winnipeg Health Sciences centre 

after waiting in the emergency room for 34 hours with a bladder infection, highlights the 

tragic outcome of unnecessary racism (Allan & Smylie, 2015). In response to widespread 
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challenges in accessing safe and effective services many community-directed and 

Indigenous-led health delivery options have emerged. Further, addressing racism within 

health care interactions through cultural safety initiatives has been increasingly 

prioritized in some health systems, although there are few publications documenting the 

effectiveness and impact of these initiatives.  

1.3.6. Lack of access to and stable housing 

Indigenous people are more likely to live in poor housing conditions in both on 

reserve and off-reserve settings. Difficulty securing housing in urban centres is widely 

mentioned in the literature across Canada, Australia and New Zealand (J. T. Anderson & 

Collins, 2014; Distasio, Sylvestre, & Mulligan, 2005; 2010; Patrick, 2014). In addition to 

the problem of a general lack of adequate and affordable housing Indigenous people are 

further constrained in their access to housing due to systemic discrimination (Patrick, 

2014). With an estimated 30,000 people who struggle with shelter each night in Canada, 

many of these individuals find themselves in temporary and unstable housing situations 

such as shelters and SRO’s (Distasio, Zell, McCullough, & Edel, 2019). Persistent 

inequities arising from the creation of the reserve system has limited Indigenous peoples 

ability to obtain mortgages or loans to improve housing resulting in many households on-

reserve existing in a state of infrastructure deficiency which significantly affects quality 

of life and health (Patrick, 2014). Substandard housing conditions and housing shortages 

on-reserve has had an impact on migration to urban areas however, housing conditions 

off-reserve are not much better. There is a significant lack of affordable housing and 

shelter options for the Indigenous population in Canadian cities. The relationship between 

on and off-reserve housing issues are closely linked through historical policies and 

migration. In order to better understand Indigenous patterns of homelessness it is 

necessary to examine migration patterns and the economic realities for Indigenous people 

that have been shaped by policy both historically and currently.  
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1.3.7. Mobility and migration  

Indigenous people have migrated to urban centres at increasing rates since the 

1950’s. Increases in urban migration have coincided with decreases in the availability of 

social housing in urban centres (E. Peters & Kern, 2016). Little is known about 

Indigenous peoples’ patterns of mobility and how these patterns impact their experiences 

of housing and homelessness and their interactions with essential services and supports. 

Available data shows that Indigenous peoples have higher rates of urban mobility, often 

moving between their home communities and the city. Peters and Kern (2016) found that 

mobility rates were high among Indigenous people in Winnipeg as were rates of hidden 

or diverse types of homelessness. Indigenous people in their sample often stayed with 

family, couch surfed, or utilized other strategies to avoid homelessness. Little is known 

about hidden homelessness and its impact on Indigenous pathways to homelessness (E. 

Peters & Kern, 2016).  

Previous research has shown that individuals with mental illness move to areas 

where they receive care. Migration to urban centres has also shown to be a contributing 

factor to higher rates of homelessness in these areas. Somers, Moniruzzaman & 

Rezansoff (2016) examined migration as a contributor to the spatial concentration of 

homeless people in Vancouver, BC. They found through examining administrative data 

linked to the Vancouver At Home study data that there was significant movement into the 

Vancouver Downtown Eastside area where there is a high concentration of community 

medical services. While individuals are moving to areas with a high concentration of 

services this does not necessarily indicate that effective pathways to recovery are found 

here and further exposure to health and social risks due to poverty may also be 

experienced. Further research is urgently required to examine the unique migration 

patterns of Indigenous people in and out of urban centres and on and off reserve (Somers, 

Moniruzzaman, & Rezansoff, 2016a).  

1.3.8. The Criminal Justice System and Violence 

Interaction with the criminal justice system has consistently been identified as a 

pathway to homelessness and one of particular importance for Indigenous people. 
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Indigenous Canadians comprise almost of quarter of the federal prison population (Gaetz 

et al., 2016). The Department of Justice Canada reports that in 2014, 28% of Indigenous 

people over the age of 15 were victimized in the past 12 months compared to only 18% 

of non-Indigenous Canadians (Department of Justice Canada, 2019). In 2017, Indigenous 

people accounted for 24% of all homicide victims a rate that is 6 times higher than for 

non-Indigenous people (Department of Justice Canada, 2019). Indigenous women are 

overrepresented in incarcerated populations accounting for almost one-third or Canadian 

prison populations (Walsh, Krieg, Rutherford, & Bell, 2013). The issues of homelessness, 

violence and incarceration among Indigenous women are inextricably linked. Those who 

are homeless are at increased risk of violence and incarceration and those who have 

recently been released from prison are at increased risk of homelessness and violence. 

Indigenous women reported 220 violent incidents per 1,000 people in 2014 compared to 

110 for men (Department of Justice Canada, 2019). Indigenous women also had a higher 

rate of sexual assault when compared to non-Indigenous women, 115 incidents per 1,000 

population compared to 35 per 1,000 (Department of Justice Canada, 2019). The 

Department of Justice Canada found that increased violence among Indigenous people is 

related to other risk factors such as childhood maltreatment, homelessness, drug use, poor 

mental wellness and social disorder in one’s neighbourhood (Department of Justice 

Canada, 2019). However, even when controlling for these risk factors, Indigenous 

women their rates of victimization still remained higher than their non-Indigenous 

counterparts (Department of Justice Canada, 2019). Walsh et al (2013) highlights that 

Indigenous women often leave their communities for reasons of violence and lack of 

resources to address the violence, women are often placed in shelters while the abusers 

remain in the home, often leaving women to flee a community and find safety where they 

have little interpersonal or community networks (Walsh et al., 2013). Fleeing violence 

during childhood or youth years is a common pathway to homelessness (J. T. Anderson 

& Collins, 2014).  
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1.3.9. Environmental dispossession: Indigenous connection to the land and 
homelessness: Homeless on our own lands 

Thistle (2017) considers Indigenous homelessness as a direct result of 

disconnection from “all my relations,” including disconnection and dispossession from 

Indigenous lands, territories, and ways of knowing. Research has more recently begun to 

discuss the special relationship Indigenous cultures have with their lands and territories 

and the health-supporting role of Indigenous lands (Corntassel, 2012; E. Peters & 

Christensen, 2016; Richmond, 2015; Richmond & Ross, 2009). Indigenous peoples’ 

relationship to the land is characterized by a deep spiritual connectedness. The land is a 

fundamental part of Indigenous culture, traditions, and communities and is central to 

wellness. At the core of the lasting impact of colonialism is the dispossession of 

Indigenous lands and the cultural impact this has had on Indigenous people on many 

levels.  

Richmond and Ross (2009) define environmental dispossession as “the processes 

through which Indigenous peoples’ access to the land and resources of their traditional 

environments is reduced or fundamentally altered”(p.403). Reduced access to traditional 

lands has had a lasting impact on the acquisition of Indigenous knowledge across 

generations; it has compromised relationships and communities’ ability to rely on the 

land for subsistence and to consume a traditional diet. Displacing Indigenous peoples 

from their lands was one of the first colonial acts among global Indigenous populations 

with the goal of triggering significant culture loss and disempowering Indigenous people. 

In contemporary Indigenous communities, traditional lands and food supplies are often 

threatened by industrial projects, which often cause contamination of local food sources 

and traditional foods (Richmond & Ross, 2009). It is not surprising that a population of 

Indigenous peoples, who have been dispossessed and displaced from their lands and 

disconnected from their essential connection to the land, are now overrepresented among 

those living without a place to call home. Thistle (2017) first made the link between 

environmental dispossession and homelessness when he identified historic displacement 

as a key factor in an Indigenous definition of homelessness.  
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Richmond & Ross (2009) discuss the limitations of the social determinants of 

health framework in Canada for understanding the health determinants for Indigenous 

peoples and call for a deeper understanding of that factors that lead to the construction of 

these determinants. New studies by Indigenous scholars have begun to use reconnection 

to Indigenous lands and land-based healing as an intervention approach for vulnerable 

populations, particularly in the area of youth suicide. Studies linking Indigenous well-

being and self-determination are being termed, Indigenous resurgence. Some Indigenous 

resurgence scholars have argued that the only way to address the social suffering caused 

by the colonial disconnection from traditional ways is to facilitate Indigenous people’s 

reconnection to their homelands and restore land-based cultural practices, to essentially 

rebuild Indigenous nations (Alfred, 2009; Stergiopoulos et al., 2012). Indigenous people 

who are without a home, without connection to their people, culture, and lands are 

disconnected in the truest sense. Future research that explores the impact of land- based 

healing and reconnection among Indigenous homeless peoples is imperative.  
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1.4. An Indigenous Truth and Reconciliation Movement 

In response to the forced assimilation through residential schools in Canada 

reconciliation processes have been initiated and are in the early stages. Addressing 

Indigenous homelessness is key to achieving reconciliation as the pathways to Indigenous 

homelessness cut across many issues outlined in the key reconciliation documents such at 

the Truth and Reconciliation Commission and the United Nations Declaration of 

Indigenous Peoples.  

1.4.1. The Truth and Reconciliation Commission (TRC) 

The TRC originated in the largest class-action lawsuit in Canadian history, which 

was initiated by the survivors of residential schools. The Canadian government settled 

with close to 86,000 survivors with a common experience, a total compensation package 

of C$2 billion (Jeffrey Reading, Loppie, & ONeil, 2016). The settlement included the 

creation of the TRC to document the experiences of residential school survivors. The 

TRC defines reconciliation as,  

Establishing and maintaining a mutually respectful relationship between 
Indigenous and non-Indigenous peoples in this country. For that to happen, 
there has to be awareness of the past, acknowledgement of the harm that has 
been inflicted, atonement for the causes, and action to change behaviour. 
(Truth and Reconciliation Commission of Canada, 2015b)(p. 3).  

According to the TRC, reconciliation depends on self-determination and constructive 

action to address the legacies of colonialism that have led to inequity in child welfare, 

education, health, justice, and economic prosperity (TRC, 2015). In 2015, the TRC 

released 94 calls to action, including, but not limited to, steps to reduce the number of 

children in the child-welfare system; calls to reduce inequities in education, health, and 

justice; and calls to protect and support efforts to build Indigenous language and culture, 

including widespread support for funding Indigenous healing centres, which focus on 

addressing the physical, mental, emotional, and spiritual harms of residential schools 

(Truth and Reconciliation Commission of Canada, 2015a). Other calls to action include 

calling upon the healthcare system to recognize the value of Aboriginal healing practices, 
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increase the number of Aboriginal health professionals, and provide cultural-competency 

training for all healthcare professionals (Truth and Reconciliation Commission of 

Canada, 2015a).  

The TRC asserts that in order to move towards reconciliation on all levels, the 

framework of the United Nations Declaration on the Rights of Indigenous Peoples 

(UNDRIP) must be used. (Truth and Reconciliation Commission of Canada, 2015b) 

1.4.2. United Nations Declaration on the Rights of Indigenous Peoples 
(UNDRIP) 

In 2007, 143 states adopted the UNDRIP, which describes the rights of 

Indigenous peoples across the world. The declaration includes 46 articles based on 

principles of equality, partnership, good faith, and mutual respect (N. Sinclair, 2016). 

Canada, the United States, Australia, and New Zealand voted against the declaration at 

the time, based on concerns regarding provisions for Indigenous lands, territories, and 

resources. In 2015, Canada committed to implement the UNDRIP, with a commitment to 

recognition of Indigenous peoples' rights and to respect, cooperation, and partnership 

with Indigenous peoples. UNDRIP is monumental because it was created with 

participation of the Indigenous rights holders themselves and sets a minimum standards 

for rights where states are free to apply higher standards than those that are defined here 

(Indigenous Bar Association, 2011).  

The main drivers behind UNDRIP were the persistent denial of basic human 

rights for Indigenous people including dispossession, colonization and racist legal 

policies. Housing as a human right has been previously acknowledged through the 

Universal declaration of human rights 1948 and the International Covenant on Economic, 

Social and Cultural Rights 1966 (Office of the United Nations High Commissioner for 

Human Rights, 2009; Ontario Federation of Indigenous Friendship Centres, 2018). The 

right to adequate housing includes non-discriminatory access to adequate housing; the 

right to choose one’s residence and housing that respects and takes into account the 

expression of cultural identity (Office of the United Nations High Commissioner for 

Human Rights, 2009). Article 23 of UNDRIP states: “Indigenous people have the right to 
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determine and develop priorities and strategies for exercising their right to development. 

In particular, Indigenous peoples have the right to be actively involved in developing and 

determining health, housing and other economic and social programmes affecting them 

and, as far as possible, to administer such programs through their own institutions.” 

(United Nations, 2008).  

1.4.3. Addressing homelessness as a measure of reconciliation 

 In 2015, the Metro Vancouver Aboriginal Executive Council (MVAEC) released 

the Metro Vancouver Strategy for Urban Aboriginal Housing and Wellness for 2015–

2020. In this strategy, MVAEC refer to the TRC’s calls to action to address many of the 

key factors that influence Indigenous people’s pathways to homelessness, including 

child-welfare policy, health, and Indigenous languages and culture. Within the context of 

the TRC, creating culturally-responsive housing that addresses other determinants of 

wellness for Indigenous people can help to close the gap in homelessness (Metro 

Vancouver Aboriginal Executive Council, 2015).  

In 2017, a National Housing Strategy was released. This strategy included the 

principles of people, communities and partnerships (Government of Canada, 2017). The 

strategy outlines a key principle of partnerships with First Nations, Inuit and Métis 

nations to co-develop housing strategies that are founded on self-determination, respect, 

cooperation and reconciliation. The strategy aims to co-develop distinctions-based 

housing strategies to address the Indigenous housing crisis. The housing strategy 

mentioned increased investments in Aboriginal homelessness and significant investments 

in improving housing in First Nations on-reserve communities, specifically referring to 

the renovation of existing housing and improved management of housing portfolios. 

More recently Reaching Home, a community-based program was initiated, aimed at 

preventing and reducing homelessness through providing funding to urban centers and 

Indigenous communities. It is unclear whether this funding stream will support the 

creation of Indigenous-led and culturally informed homelessness interventions 

(Government of Canada, 2017). 
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1.5. The Housing First (HF) approach 

The predominant service model to address the needs of chronically homeless 

populations was operated on a linear residential treatment model or continuum of care 

(Supportive Housing), which consisted of several program components beginning with 

outreach, treatment and culminating with permanent housing (Tsemberis & Eisenberg, 

2000). First chronically homeless people were engaged through outreach and offered 

referral to other programs or treatment and then transitional housing. Clients were 

worked with to establish housing readiness and eligibility for housing providers. Once 

they have complied with treatment for mental illness and substance use, they were often 

able to find housing as the final point on this continuum. Within this model housing 

status was closely linked to the client’s clinical status. Flaws identified in this model were 

the lack of consumer choice and freedom and the time it takes to reach the final stage of 

actually obtaining housing in addition to other barriers created by requiring recovery to 

happen before basic needs such as housing are met (Tsemberis & Eisenberg, 2000). This 

approach provided support services outside of the home, thereby protecting the tenancy 

rights of the individual (Nelson, 2010).  

Supportive housing has a variety of configurations, from scattered sites to 

dedicated buildings, and has had a positive impact on addressing the problem of 

homelessness in a variety of settings. However, as residents within the supportive 

housing model moved along the continuum towards independent housing, they were 

often left with little or no support; this outcome was particularly problematic in 

communities that do not have support services along the housing continuum (Nelson, 

2010). Furthermore, this model assumed that the client must stabilize clinically before 

they are able to live independently (Tsemberis, Gulcur, & Nakae, 2004).  

Housing First (HF) which has also been called supported housing, is a recovery-

oriented approach, which involves moving those who are homeless into permanent and 

independent housing as quickly as possible with little or no barriers. Additional services 

and supports are then provided with the underlying assumption that in order for homeless 

people to improve addiction or mental health outcomes they must first be housed (Gaetz, 
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Scott, & Gulliver, 2013). Researchers have suggested that client choice in housing and 

treatment has resulted in improved housing stability, greater housing satisfaction, and a 

number of other positive outcomes (Gulcur, Stefancic, Shinn, Tsemberis, & Fischer, 

2003).  

Pathways to Housing, established in 1992, developed a supported-housing 

program to meet the needs of homeless people with mental illness in New York City 

(Tsemberis & Eisenberg, 2000). The program was created for those who were unable to 

obtain housing in the linear-residential-treatment model (or housing continuum model), 

which was the dominant model in New York. This linear-residential-treatment model 

involved outreach programs and referrals as well as permanent housing in congregate 

settings. The end point of the continuum was independent living with limited support 

with the overall goal of preparing clients to live completely independently. Some key 

flaws of this model are that clients lack freedom and choice in the type of housing they 

live in, and individuals are required to accept treatment in order to get housing 

(Tsemberis & Eisenberg, 2000).  

Pathways to Housing was “founded on the belief that housing is a basic human 

right for all individuals, regardless of disability; the program provides clients with 

housing first – before other services are offered” (Tsemberis & Eisenberg, 2000). 

Pathways to Housing employs an assertive, community-treatment model and allows 

clients to choose their own apartment, with approximately 70% of the cost covered by 

government. Clients can choose which type of treatment they want to participate in, and 

they can choose not to receive treatment at all. A harm-reduction approach is employed 

and relapse does not result in loss of housing (Tsemberis & Eisenberg, 2000). Over a 5-

year period, 88% of Pathways to Housing clients remained housed. Clients with 

concurrent disorders were more likely to lose their housing while in the program; 

however, this approach has been demonstrated to be more effective than models that 

require treatment first (Nelson, 2010; Salyers & Tsemberis, 2007).  

Gulcur, Stefancic, Shinn, Tsemberis, and Fischer (2003), conducted a study to 

compare housing first to continuum of care and examined housing outcomes and 
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hospitalization over a 24-month period (Gulcur et al., 2003). A total of 225 participants 

were randomized to either Housing First or continuum of care. The authors found 

considerable support for the Housing First model, as it reduced homelessness and 

psychiatric hospitalization among the participants. The Housing First model was most 

successful in reducing the time those who were recruited from a psychiatric hospital 

spent hospitalized during the study. Gulcur and colleagues speculate that the dimension 

of individual choice in the housing first model was integral to producing positive 

outcomes for clients, as they were able to choose the treatments they needed most to 

remain housed and out of hospital.  

The core principles of HF include: (1) immediate access to permanent housing 

with no housing readiness requirements – program participation is voluntary and clients 

are assisted in finding secure and permanent housing without conditions; (2) consumer 

choice and self-determination – HF is rights-based, emphasizing client choice over types 

of housing, location and supports; (3) recovery orientation – ensures access to a range of 

supports with a focus on harm reduction; (4) individualized and client driven supports – 

supports are unique and tailored to the individual; (5) social and community integration – 

a focus on integrating into the community and participating in meaningful activities 

(Gaetz et al., 2013). Although ideally HF programs share these critical elements there has 

been great variation in how the model is applied in different settings.  

1.5.1. Models of case management 

Housing First is implemented through Assertive Community Treatment (ACT) 

teams and Intensive Case Management (ICM) Teams. The type of team is dependent on 

the needs of the client or the contextual factors of the setting in which the intervention is 

delivered.  

Assertive Community Treatment (ACT): ACT is a model for providing services to 

those with severe mental illness. The ACT approach includes services that are provided 

by a multidisciplinary team in a community setting, with a ratio of one staff to ten clients 

(Calsyn, Yonker, Lemming, Morse, & Klinkenberg, 2005). The team works together and 

discusses client issues and a team member is always available to clients 24 hours a day. 
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ACT teams within the Pathways to Housing model integrate a harm-reduction philosophy 

to meet the needs of clients with dual diagnosis and offer a range of services, including 

assistance with housing, mental health, vocational rehabilitation, and substance abuse 

treatment (Gulcur et al., 2003). These teams may consist of physicians, psychiatrists, 

substance abuse specialists, social workers, peer support workers and other multi-

disciplinary team members (Gaetz et al., 2013). When compared to usual care, ACT has 

been demonstrated to result in fewer in-patient days, increased community housing, more 

psychiatric symptom improvement, decreased psychiatric hospitalizations, and increased 

tenure in community housing (Frankish, Hwang, & Quantz, 2009; Gulcur et al., 2003).  

Intensive Case Management (ICM): ICM is a model of community care for people 

who suffer from mental illness and is considered an evidence-based treatment for this 

population (R. King, 2006). ICM commonly includes clear program processes, team-

based care delivery and responsibility for continuity, mobile response services, extended 

hours of service response and crisis services, high contact-frequency, and integrated 

clinical rehabilitation and social supports (R. King, 2006). ICM has been demonstrated to 

have a positive impact on social functioning and mental health symptoms and is a cost-

effective method to reduce the frequency and duration of acute in-patient visits.   

1.5.2. Indigenous perspectives on Housing First 

Although Housing First (HF) has been identified as an effective model of care for 

the homeless and mentally ill, compared to the continuum-of-care model, there is little 

research on its efficacy among Indigenous people (Bodor, Chewka, Smith-Windsor, 

Conley, & Pereira, 2011). The successful implementation of HF in some settings raises 

the question of whether it can be effectively adapted for Indigenous people who reach 

homelessness through different pathways. Bodor and colleagues (2011) assert that both 

treatment-first and housing-first models of care are based on a western worldview, as the 

goal is to integrate families and individuals into mainstream society. They call for 

interventions that address the systemic factors that contribute to Indigenous 

homelessness:  
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From a western perspective housing stability of formerly homeless 
individuals and families is a first step towards individual self-sufficiency in 
society. From an Indigenous perspective, housing stability of formerly 
homeless peoples is a starting point from which Indigenous people can get 
onto the path of miyo pimatisiwin, the good life—a journey of healing into 
balance between physical, emotional, mental, and spiritual aspects of self in 
relationship with other beings(Bodor et al., 2011).  

Employing Indigenous methodologies, Bodor and colleagues (2011) investigated the 

perspectives of Indigenous participants in a housing first intervention in Edmonton, 

Alberta. Findings demonstrate the importance of life-skills training based on both western 

and Indigenous worldviews, including, basic-life-skills training, such as filing taxes, 

computer skills, and nutrition; and Indigenous cultural training, such as ceremonial 

knowledge and education. Participants in this study recommended that Indigenous elders 

should be incorporated in the HF model and that having a team of people work with one 

individual would be more fitting with Indigenous ways, as it would create a better sense 

of community than the one worker and one client approach (Bodor et al., 2011). 

Indigenous participants also called for more relational and therapeutic supports, 

specifically peer mentorship or peer support; resources to deal with the legacy of 

intergenerational trauma; and Indigenous staffing using decolonizing frameworks within 

the housing first model. Bodor and colleagues (2011), called for more research on the 

effectiveness of HF for Indigenous peoples and predictive factors for homelessness 

among Indigenous individuals and families.  

1.6. Conceptual frameworks 

Conceptual frameworks make visible the way we see the world. Within 
research these frameworks are either transparent or not, yet they are always 
present. The rationale for explicit representation of one’s conceptual 
framework is that it provides insight into a researcher’s beliefs about 
knowledge production, in general, and how those beliefs will impact the 
research project (Kovach, 2009)(p.41).  

This section of the dissertation discusses a number of overarching conceptual 

frameworks that were drawn upon to guide interpretation of the data presented in this 

thesis, including perspectives from Indigenous research methodologies (IRMs); two-eyed 

seeing; and rights-based perspectives including critical social justice. The nature of this 
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research requires two-eyed seeing as a primary perspective with the combination of 

Indigenous ways of knowing and views being represented by Indigenous members of 

research teams in collaboration with non-Indigenous views and western research 

methodologies. Cultural safety perspectives are used to frame opportunities to improve 

Indigenous peoples’ interaction with services. Structural violence perspectives are used in 

the interpretation of data to incorporate context as it is embedded within structural level 

forces. Particularly when discussing Indigenous homelessness, structural violence is 

contextualized within the historical context as it impacts the current marginalization of 

Indigenous peoples. Life-course perspectives are utilized in this research as a conceptual 

framework to map out factors and patterns that create health risk for Indigenous peoples. 

As an Indigenous researcher, I am guided by Indigenous ways of viewing the 

world and IRMs in my interpretation of data regardless of what methods were used when 

the data was originally collected. Indigenous ways of knowing are integral to my use of 

conceptual frameworks and perspectives in interpreting and bringing meaning to the data 

in this study. The basis of my interpretation is a combination of the knowledge I have 

gained as an Indigenous person grounded in traditional Coast Salish knowledge as well as 

a researcher trained within a western academic system. IRMs do not require the 

researcher to separate themselves as an objective observer of the research; instead the 

researcher is grounded within their Indigenous knowledge and the unique perspectives 

this brings to the interpretation of the knowledge gained through research. In this case I 

approach the research as an advocate of social justice for Indigenous peoples specifically 

related to Indigenous rights to living self-determined lives with safe and secure shelter 

from the streets which occupy their own Indigenous lands. These rights include the right 

to health equity and to access services at any point within the system and receive 

culturally safe care free from discrimination and stigma.  

I ground myself as a researcher within the principles of relational accountability, 

central to IRMs, which asserts we are inherently interrelated and responsible for one 

another as Indigenous peoples. This impacts how research is linked closely to 

recommendations for action and that Indigenous peoples sharing their intimate life stories 

and details as part of this research is not taken lightly but held with great responsibility to 
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bring this data forward in a way that creates change and impact. I approach this research 

not just through the use of IRMs but also using a two-eyed seeing approach as an 

individual researcher in how I interpret data by bringing in the Indigenous knowledge I 

have gained through the process of this research intertwined with western research 

methods.  

1.6.1. Indigenous research methodologies (IRMs) and perspectives 

This dissertation draws upon various Indigenous research methodologies and 

overarching perspectives. Specifically, I view research through a relational and 

decolonizing lens. Kovach (2009) claims that within Indigenous research there has been 

an attempt to weld Indigenous methods to existing western research approaches. She 

mentions that this is a common approach when non-Indigenous researchers are principal 

investigators and have extensive western research records and a junior Indigenous co-

investigator, who does not have an extensive western research record, is on the research 

team. The research design may include Indigenous methods and design; however, central 

to the methodology are strategies that allow for credibility among the western research 

community, and overall the research does not challenge the status quo (Kovach, 2009). 

Kovach asserts that Indigenous methods are not derived from western philosophies but 

flow from Indigenous or tribal knowledge and epistemologies. Indigenous methods and 

frameworks are difficult to recognize within western academe; as Indigenous knowledge 

is grounded in place.  

Although Indigenous knowledge and traditions are diverse, even within BC, there 

are commonalities in worldview that lead to common beliefs and knowledge about the 

world (Kovach, 2009). As such, Indigenous research methods and frameworks can be 

created and shared across different tribal backgrounds. Kovach asserts that western 

research frameworks can be adapted to enable Indigenous researchers to include 

metaphorical, visual, and symbolic representations within their research design. Kovach 

utilized Indigenous methodology based on her Cree roots and knowledge systems. She 

recommends incorporating a decolonizing agenda within contemporary Indigenous 
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inquiry to combat persistent colonial influences on Indigenous voices in research 

(Kovach, 2009).  

Linda Tuhiwai Smith (1999) argues that “research, is probably one of the dirtiest 

words in the Indigenous world’s vocabulary. When mentioned in many Indigenous 

contexts it stirs up silence, it conjures up bad memories, it raises a smile that is knowing 

and distrustful” (L. T. Smith, 1999). Indigenous peoples have experienced research that 

has been exploitative and from an Indigenous perspective ‘outsider’ research brings with 

it a set of values, competing theories of how knowledge is generated and valued and 

structures of power. Typically, research has used various processes such as, 

categorization, systems of representation, and criteria of evaluation to categorized and 

code Indigenous people into western systems of knowledge. Furthermore, Smith argues 

that concepts or race and gender are categories linked to colonialism. Gendered 

descriptions of Indigenous women by European settlers have created a history of 

marginalization of Indigenous women in the colonized society.  

Smith (1999) asserts that the ‘Indigenous problem’ is a racialized and sexist way 

of positioning Indigenous peoples as the ‘other’ within a colonial and imperial landscape. 

This framing of the ‘Indigenous problem’ has guided research, media and all discourse 

around Indigenous issues since the times of early colonialism. The complete exclusion of 

Indigenous knowledge has moved towards a struggle for recognition that Indigenous 

people have unique ways of knowing and of generating knowledge. Smith proposes that 

research be conducted within a decolonizing framework, with the self-determination of 

Indigenous peoples as central to the research agenda. Self-determination is linked to the 

concept of social justice and has the goal of leading to mobilization, decolonization, and 

transformation and healing (L. T. Smith, 1999). The Indigenous research agenda is being 

advanced both through community-based projects and through academic research that 

uses innovative community-based approaches.    

Another political response to colonial approaches to research with Aboriginal 

peoples has been the creation of the OCAP Principles. OCAP stands for ownership, 

control, access, and possession. OCAP has been referred to as self-determination applied 
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to research (Schnarch, 2004). OCAP originated in a First Nations context but is 

applicable to other Indigenous groups. Ownership refers to the cultural knowledge, data 

and information of a community and its relationship to the people. A community owns 

their own information. Control refers to the rights of First Nations people to control their 

own information and data as part of the research that will impact them. Access refers to 

the right of communities and individuals to access their own information and data 

regardless of where it is being held. Possession refers to a mechanism by which 

ownership of data can be asserted or protected (Schnarch, 2004).  

Indigenous scholar Shawn Wilson writes about relationality and relational 

accountability in Indigenous research. “An Indigenous paradigm comes from the 

foundational belief that knowledge is relational (Wilson, 2008). Knowledge is shared 

with all of creation. It is not just interpersonal relationships, not just with the research 

subjects I may be working with, but it is a relationship with all of creation.” (p.74). A 

relational way is at the heart of what it means to be Indigenous. Indigenous people are 

grounded in their relationships with the land, ancestors and future generations, all our 

relations. Wilson asserts that for Indigenous research to have relational accountability the 

methodology used must be based in a community context and also demonstrate 

reciprocity, responsibility, respect (Wilson, 2008).  

Two-Eyed Seeing 

Two-eyed seeing is a methodological and theoretical approach that recognizes the 

need to weave both western and Indigenous ways of knowing in research, program and 

policy development, and knowledge translation. The two-eyed seeing approach refers to 

seeing through one eye with the strengths of Indigenous ways of knowing and seeing 

through the other eye with the strength of western ways of knowing, while encouraging 

the use of both eyes together (Bartlett, Marshall, & Marshall, 2012; Marsh, Coholic, 

Cote-Meek, & Najavits, 2015). The two-eyed seeing approach can also be used to 

describe research within which Indigenous perspectives and western perspectives are 

interwoven in order to interpret the data and present findings.  
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Sharing Circles and Conversational Methods 

Storytelling has been part of all Indigenous cultures since time immemorial and is 

central to the Indigenous oral tradition and passing down of cultural knowledge through 

generations (Kovach, 2010; Lawrence & Paige, 2016). “Telling a story…may be one of 

the most personal and intimate things we can do. Through storytelling we can come to 

know who we are in new and unforeseen ways. We can also reveal to others what is 

deepest in our hearts, in the process, building bridges” (Stone, 1996)(p.3). Chapter 4 of 

this dissertation used Indigenous storytelling and conversational methods to bring 

additional meaning to Indigenous homeless narratives. As part of this research a sharing 

circle was conducted using relational and conversational story telling methods. Sharing 

circles are traditionally used as a method of healing for all participants, all members of 

the circle are viewed as equal as information and knowledge are shared, thereby 

removing unnecessary power dynamics that can negatively impact the relationality of this 

work. Indigenous researchers use sharing circles as a way of gaining knowledge through 

discussion and storytelling (Dawson, Toombs, & Mushquash, 2017; Lavallée, 2009). The 

process of conducting a sharing circle begins with outlining the expectations of the circle 

and a traditional welcoming to the circle led by an Indigenous elder and at times 

traditional medicines are shared. Often an item of significance is passed around the circle 

to denote that every participant is given time to share their story or answer to a particular 

research question. Participants are emotionally supported through the use of traditional 

medicines, elder support and the support of the circle. Traditionally a meal is shared 

among the group as a relational way to bring the participants together and build 

relationships. Decolonizing approaches to data collection are necessary within the 

Indigenous research paradigm as key to combatting the social inequities and settler-

Indigenous power dynamics that have historically silenced marginalized peoples 

(Kovach, 2010).  

Graphic Facilitation 

Graphic facilitation is increasingly being incorporated into research approaches as 

a unique visual practice that not only generates imagery that represents the storytelling 

taking place but is also a way to facilitate a session and guide the discussion. Participants 



36 

are able to see their words and stories being represented in a visual art product in live 

time as the discussions are taking place. The visual product can be changed as 

participants wish and tailored to the narratives that emerge from the group. The graphic 

facilitator not only represents the information visually but brings added meaning to the 

words spoken by visually demonstrating the importance of different aspects of the 

narratives. Graphic facilitation methods represent a promising practice for working with 

marginalized groups who may respond differently to visual and arts-based methods. This 

method serves to further build upon relational approaches and build trust between 

research teams and participants as the way information is represented in the visual 

product is transparent and visible to the participants in live time, removing any question 

as to how the researcher will interpret the words spoken. Sam Bradd, a leading visual 

practitioner and graphic facilitator writes about graphic facilitation as a method of 

connecting rich oral traditions with artistic traditions central to Indigenous cultures 

(Bradd, 2016). Bradd comments on the importance of creating cultural safety embodying 

cultural humility when working to create these visual products with Indigenous groups. 

Creating a graphic product, as a sharing circle group is symbolic of one heart and one 

mind working together to create a shared original product representing the stories shared. 

Chapter 4 of this dissertation is the first time the candidate has found that the particular 

combination of graphic facilitation methods of this kind has been used as a method of 

qualitative narrative analysis combined with a community-driven qualitative analysis. 

This method demonstrates promise for future research with marginalized Indigenous 

groups yearning to have their voices heard and represented in unique ways.  

Xpey’ Relational Environments Framework 

The Xpey’ relational framework is an analytical framework used to map some of 

the barriers and facilitators for health equity for Indigenous peoples. Figure 1.2 is a visual 

representation of the framework, which represents the proximal, intermediate and distal 

determinants of Indigenous peoples health. The metaphor of the tree is significant to 

Indigenous cultures as representing three interconnected elements, the crown, the trunk 

and the roots of the tree, all of which are depended on one another and the environment 

that nourishes or damages them (Kent, Loppie, Carriere, MacDonald, & Pauly, 2017). 
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The stem represents the environments that impact Indigenous peoples individual and 

community health; including, relationships with service providers or barriers to services. 

The core represents environments that connect between the stem and the roots and can be 

conceptualized as systems, policies, and institutional or community barriers or 

facilitators. Finally, the roots represent that multifaceted historical, cultural, political and 

social contexts that impact all other environments, namely the complex colonial and 

intergenerational history underlying Indigenous health inequity. The Xpey’ framework is 

drawn upon as a visual and conceptual representation of the important contexts within 

which Indigenous homelessness experiences are rooted (Kent et al., 2017). Permission 

was obtained by the authors Kent et al., 2017 to use the tree illustration by artist: 

Kireihiryu. 

 
Figure 1.2. Visual representation of Xpey' Relational Environments Framework  

1.6.2. Critical social justice 

Social justice is a framework that aids in understanding the context of the lives of 

society’s most vulnerable and the root causes of inequities (J. M. Anderson et al., 2009; 

Clingerman, 2011). Social justice can help to illuminate the complex factors that impact 

the health of vulnerable groups of people, in particular Indigenous people who are 
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homeless and suffer from mental illness. A social justice lens allows for awareness of the 

socioeconomic determinants of health and to examine how these determinants impact 

one’s potential (Clingerman, 2011). Some scholars use the term critical social justice to 

focus on the root causes of inequities in health and differential access to healthcare 

among different groups within society (J. M. Anderson et al., 2009). Social justice 

provides a lens from which we can view the power dynamics that contribute to social and 

health inequity (J. M. Anderson et al., 2009). A social justice perspective distinguishes 

between inequality and inequity. Inequality can be described as unavoidable differences 

in health, for example men being more prone to different types of cancer in comparison 

to women. Inequity refers to the differences in health that are avoidable and unjust or 

unfair for a particular group of people (Clingerman, 2011).  

Pacquiao (2008) proposes a model of culturally competent care for vulnerable 

populations which demonstrates the universal ethical principle of advocacy for social 

justice and protection of human rights. This model is used within the context of refugees 

and asylum seekers seeking healthcare but can be extrapolated to other marginalized 

populations. Advocating for the rights of a marginalized group of people is a matter of 

social justice when their capacity to self-advocate or to navigate the health system has 

been compromised (Pacquiao, 2008). Cultural competence within this model means that 

actions taken must be culturally appropriate and that advocacy for a group must be 

culturally informed. Pacquaio asserts that social justice and human rights frameworks are 

complimentary and necessary for one another and that culturally competent care is 

achieved when a health care provider is committed to both principles. Culturally 

competency is embedded in cultural preservation, accommodation and re-patterning. 

Cultural preservation refers to maintaining the cultural practices, beliefs and values of a 

group or individual while cultural accommodation negotiates with existing cultural 

differences to find ways in which cultural differences can co-exist in a meaningful way. 

Cultural re-patterning aids groups to make alterations to their ways of life to achieve a 

health and safety (Pacquiao, 2008).  

Although this model is aimed at explaining cultural competency among 

vulnerable groups such as refugees it can be applied to groups of Indigenous people who 
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are marginalized and seeking health care. The interplay of social justice and human rights 

to health care are particularly issues in the lives of homeless Indigenous people who may 

at times not have the ability to advocate for themselves. Incorporating cultural 

competency and compassion into care is of particular importance. Some would argue that 

cultural competency does not include cultural re-patterning or creating ways for distinct 

cultures to adapt or assimilate. However, this principle could also be viewed as a way to 

embrace changes to cultural practices. In urban settings with growing diversity of 

cultures Indigenous homeless people may participate in cultural activities from a variety 

of different sources, which may or may not reflect the cultural values they were born 

with. What must be acknowledged is the right and importance of creating one’s own 

distinct cultural practices and sense of community within the environment in which they 

live. This adapting to a variety of different cultural practices as well as working to 

maintain one’s own culture is becoming increasingly important for Indigenous people 

that become a member of an urban Indigenous community.  

1.6.3. Cultural Safety 

The concept of cultural safety has more recently been used in research 

investigating how to provide services and institute social policies that benefit and 

improve the health of Indigenous peoples. Cultural safety is of particular importance to 

Indigenous people who are homeless and face intersecting stigma and discrimination 

when accessing health and social services. The concept of cultural safety has been 

identified as key to transforming and decolonizing health services to better serve 

Indigenous people but has not often been discussed within the context of housing 

intervention. The definition and concept of cultural safety and its application to policy 

remains vague (Brascoupe & Waters, 2009). Most of the literature on cultural safety is 

from New Zealand and Australian research focused on its applicability in health care 

practice, particularly nursing. The majority of the literature on cultural safety has been 

qualitative inquiry or anecdotal with little statistical evidence of its benefits. A larger 

body of literature exists that examine cultural competence and cultural consideration 

within a health care context (Brascoupe & Waters, 2009). The preliminary research on 

cultural safety identifies it as a promising tool to be used in the development and delivery 
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of policy and services for Indigenous people. Cultural safety is a concept that 

incorporates the idea of power structures in health care settings and within the nursing 

practice definition means providing care for people of different cultures within the 

cultural values and norms of the patient.  

It is important to distinguish between cultural safety and cultural competency. 

Cultural safety is the idea that quality care can be provided within the cultural values and 

norms of the patient in contrast to cultural competency, which is typically defined as a 

high level of cultural understanding demonstrated by health care professionals. Both 

cultural safety and cultural competence are often used interchangeably however both can 

be better understood as being on a continuum (Brascoupe & Waters, 2009). On one end 

of the continuum lies cultural incapacity, which is where colonization lies and on the 

positive side of the continuum is cultural pre-competence and cross-cultural sensitivity or 

a growing awareness of Indigenous culture. Cultural safety can be seen as the 

transformation of the patient provider relationship where the Indigenous voice and needs 

takes the predominant role. Cultural safety has been described as the final stage or 

outcome of the learning process with cultural safety building upon cultural competence 

(Brascoupe & Waters, 2009). Cultural safety unlike cultural competence depends on the 

perceived experience of the service recipient. There are five principles that have been 

identified as necessary for cultural safety:  

(1) Protocols – respect for cultural forms of engagement; (2) Personal 
Knowledge – understanding one’s own cultural identity and sharing 
information about oneself to create a sense of equity and trust; (3) Process 
– engaging in mutual learning, checking on cultural safety of the service 
recipient; (4) Positive Purpose – ensuring the process yields the right 
outcome for the service recipient according to that recipients values, 
preferences and lifestyle; (5) Partnerships – promoting collaborative 
practice (Brascoupe & Waters, 2009) p.11).  

Cultural safety can also be conceptualized with a social determinants of health 

framework. In order for cultural safety to be achieved the past, present and future must be 

considered. The past refers to the history of colonization, the present is the current 

conditions and lifestyle factors that impact health and the future is the future of the 

people and future improvements in health and opportunities (Brascoupe & Waters, 2009). 
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Considering cultural safety within a social determinants framework demonstrates that as 

a concept it has a wide variety of applicability. However, the literature has primarily 

investigated cultural safety from a nursing perspective. Browne, Smye, and Varcoe 

(2005) assert that postcolonial theories help to direct attention to how race, ethnicity and 

culture create conditions of inclusion, exclusion and power imbalance within a health 

care setting (Browne, Smye, & Varcoe, 2005). Postcolonial theories help to explain how 

the legacy of colonialism continues to shape the lives of Indigenous people and impact 

their health and well-being. Several key tenants of postcolonial theories are the need to 

revisit the colonial past and examine and analyze the current manifestations of 

colonialism and its legacy. The term postcolonial implies that there are contemporary 

effects resulting from colonialism not to imply that colonialism is completely in the past 

(Browne et al., 2005). The cultural safety framework provides a useful framework for 

research on the health of Indigenous people who struggle with homelessness. Providing 

services and supports to Indigenous homeless individuals that are not only culturally 

competent but that are culturally safe are essential for improving the health and well-

being of this population.  

1.6.4. Gender-based analysis  

Socioeconomic disadvantage and barriers to accessing housing and health 

services are experiences shared by many Indigenous men and women in Canada. 

Indigenous women have been shown to be disproportionately impacted by the barriers to 

housing services, in particular women who have children (Patrick, 2014; Thistle, 2017). 

Single Indigenous women are now a large proportion of the homeless population in 

Canada and have unique needs and housing preferences distinct from Indigenous men 

(Schiff & Waegemakers Schiff, 2010). Indigenous women require culturally appropriate 

supports that take into account issues that result from a history of colonization and the 

legacy of residential schools and its impact on families and communities (Dion Stout & 

Kipling, 2003; Halseth, 2013; Schiff & Waegemakers Schiff, 2010). There is a paucity of 

research that has investigated marginalized Indigenous women’s housing and health 

service and support needs.  
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Schiff and Waegemakers Schiff (2010) interviewed Indigenous women with 

addiction issues who were attending drug treatment court in Saskatchewan, Canada to 

explore their housing needs and preferences. Indigenous women called for more 

culturally appropriate services and alternative housing models that are appropriate for 

different stages of addiction recovery. There remain significant barriers for Indigenous 

women with children or intimate partners to obtain stable housing situations. Many 

Indigenous women lacked the necessary skills to navigate the complex systems of social 

support and health services including housing supports (Schiff & Waegemakers Schiff, 

2010). Although some research has documented the unique barriers to housing and health 

services experienced by Indigenous women the experiences of both Indigenous men and 

women has yet to be explored. 

It has been well established that incorporating sex and gender into health research 

is important (Johnson, Greaves, & Repta, 2009). Incorporating sex and gender into 

research can provide us with important information for how to improve interventions and 

correct social and health inequities. Using a Social Determinants of Health framework 

brings focus to the differential health patterns based on gender, race and class. The Social 

Determinants of Health framework emphasizes the macro level influences on health and 

disease and incorporates gender as a factor influencing health inequity. In studies that use 

a Social Determinants of Health framework the diversity within and among genders can 

be acknowledged through incorporating the different determinants of health. Sex and 

Gender Based Analysis is essential for creating effective policies and programs which in 

turn is a matter of social justice (Johnson et al., 2009). An intersectionality framework 

can help to examine the intersections of these biological and social impacts on health.  

Intersectional frameworks focus on the experiences and patterns that are 
created at the intersection of multiple health determinants, based on the 
understanding that intersecting variables and categories create unique health 
circumstances that are more than the addition of multiple factors, 
experiences or roles (Ogliffe & Greaves, 2012).  

There remains a significant gap in the research literature that examines the diverse 

gendered experiences among Indigenous people who are marginalized, suffering from 

mental illness and homelessness.  
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Kuokkanen explores the link between self-determination and gendered violence 

against Indigenous women (Kuokkanen, 2012). When the widespread violence against 

Indigenous women is considered within a human rights framework it becomes clear that 

self-determination cannot be achieved without first considering these interconnections. 

Indigenous people’s human rights have been described and adopted as part of the UN 

Declaration on the Rights of Indigenous peoples. As described earlier the colonial project 

was also gendered and remains an influence on gender specific human rights violations 

that continue, including Indigenous women’s right to safety and security and their ability 

to care for their children and family’s health and wellness free from racism and 

discrimination. Within discussions of Indigenous homelessness research it is imperative 

that the continued structural violence and the interconnected systems of domination 

affecting Indigenous women’s lives remain at the forefront of analyses (Kuokkanen, 

2012).  

Indigenous scholars call for an examination of the use of racialized gender 

categorizations that are central to the colonial agenda. Examination of gender from an 

Indigenous world view goes beyond a gender binary as this narrow conception of gender 

was a colonial concept established with patrilineal racialized policies (Hunt, 2015). 

Research has yet to account for the diverse experiences of trans, two-spirit people, girls, 

women, boys and men living an Indigenous reality. Indigenous gender-based analysis 

goes beyond these categorizations to examine the intersections with other health 

determinants in diverse spaces. In traditional Indigenous societies pre-contact many 

diverse gender roles were documented, respected an honoured in Indigenous cultural 

practices (Hunt, 2015). The restoration of diverse Indigenous gender roles including the 

recognition of two-spirit people within Indigenous cultural practices is central to an 

Indigenous gender-based analysis and moving towards Indigenous self-determination.  

1.7. Rationale for the current study 

Despite a growing body of literature on homelessness interventions in Canada 

there remain significant gaps in the literature investigating Indigenous homelessness from 

cultural and gender sensitive lenses. The shortcoming of the existing research in this area 
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is an inability to speak to the diverse and unique needs of Indigenous peoples and 

Indigenous women and factors that affect their housing needs and inform Indigenous 

homelessness strategies. The current Canadian context is working towards reconciliation 

and incorporating human rights perspectives to housing, health and Indigenous people’s 

rights. However, even with this focus little attention has been paid to determining how to 

best move forward with housing interventions, which also work to address the impacts of 

intergenerational and colonial trauma.  

Gaining an understanding of the needs of Indigenous people who are homeless 

and more specifically Indigenous women’s needs is a priority for national level planning 

in homelessness prevention and interventions and aligns with the TRC and UNDRIP calls 

to action. The current research details preliminary data and its interpretation to begin to 

address the research gap on Indigenous homelessness in Canada and providing 

recommendations for culturally and contextually informed solutions as well as nation-

wide Indigenous homelessness strategies. 

1.8. The At Home Study Design and Methodology 

1.8.1. Cross-site methodology 

The At Home/Chez Soi study is a randomized controlled trial which was 

conducted in five cities across Canada: Vancouver, Winnipeg, Montreal, Moncton and 

Toronto between 2008 and 2013. The study is a multi-site field trial of the effectiveness 

of Housing First (HF) with the intention of providing policy relevant evidence of the 

effectiveness of a complex housing support intervention. Prior to this study, only a small 

number of controlled trials in the US had examined the effectiveness of housing 

interventions for people with mental illness. Each study site had the option to define a 

third intervention arm that was specific to their site. The site-specific arm in Vancouver 

consisted of a congregate housing model or project based housing which has been found 

to be effective for people who are homeless and substance using (Goering et al., 2011). In 

Winnipeg participants with moderate needs were randomized to an Aboriginal peer 

support model. The project includes funding for the implementation of the intervention 
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through collaboration with existing service agencies. The cross-site, At Home/Chez Soi 

study objectives are as follows: 

1. To determine whether housing first results in better outcomes than 
treatment as usual (TAU) for unaccompanied homeless adults with 
high and moderate needs living in five urban settings with respect to: 
(a) housing stability; (b) quality of life; (c) medical psychological and 
physical health status; (d) social functioning; and (e) community 
integration.  

2. To examine the cost-effectiveness of housing first in comparison to 
TAU.  

3. To examine the correlates of different trajectories of interest such as 
housing stability, mental health, medical conditions and employment 
over time.  

4. To identify critical ingredients of the housing first model and what 
modifications are needed to effectively serve particular sub-
populations (e.g., Aboriginals, ethnic groups, those living in 
congregate or rural settings). 

(Goering et al., 2011)(p.3) 

The At Home Study was undertaken in response to the critical lack of basic 

service components to address homelessness among the mentally ill. At the Vancouver 

site, 15% of participants self-identified as Aboriginal, and in Winnipeg 70% of 

participants were Aboriginal. At baseline, enrolled participants completed a detailed 

questionnaire that included information on sociodemographic, mental illness, substance 

use, physical health, service use and quality of life. Participants were followed for 2 years 

and face to face interviews were conducted at 6, 12, 18 and 24 months and telephone 

interviews were conducted at 3, 9, 15 and 21 months.  

The At Home Study is the first of its kind in Canada and as a large multi-site trial 

of a complex housing and support intervention allows for mixed method analyses of 

measure of housing, health status, functioning, community integration, quality of life and 

health, social and justice use for Aboriginal people who are homeless in Canadian cities. 

With limited research investigating the health of homeless Aboriginal people and in 

Canada the At Home Study creates a unique opportunity to start creating a body of 



46 

research in this area and provide recommendations for policy reform. A detailed 

description of the study methodology has been published elsewhere (Goering et al., 

2011). 

1.8.2. Vancouver Site Methodology  

The Vancouver At Home (VAH) project implemented two randomized controlled 

trials in Vancouver, BC in collaboration with the similar projects in 4 other Canadian 

cities. The VAH is the first study of its kind to examine the health and housing status of 

the homeless and mentally ill population in Vancouver. The VAH project responded to 

the unique Vancouver context where a central downtown neighbourhood, the Downtown 

Eastside is characterized as an open drug market with single room occupancy hotels and 

with many who are homeless as a result of the ‘deinstitutionalization’ from regional 

psychiatric facilities which were closed to implement community based supports (Somers 

et al., 2013).  

1.8.3. Winnipeg Site Methodology 

The Winnipeg At Home project implemented a culturally appropriate Housing 

First project that randomized 513 participants to either receive Housing First (HF) or 

Treatment as Usual (TAU). Winnipeg was chosen as a site due to the overrepresentation 

of Indigenous people who are homeless in the city and the model was based on creating 

culturally safe partnerships with Indigenous organizations. There were three culturally-

based intervention teams delivered as HF at the Winnipeg site. Wiisocotatiwin supported 

participants with high needs using an ACT model. NiApin, the Aboriginal Health and 

Wellness Centre of Winnipeg provided a moderate needs service and supported 

participants using elements of the medicine wheel and ICM. Wichewin supported 

moderate needs using ICM for both Indigenous and non-Indigenous participants.  
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1.9. Study aim and objectives 

 The overall aim of this study is to conduct a preliminary examination of the 

distinct needs of Indigenous people who are homeless and mentally ill utilizing cultural 

and gender sensitive lenses. The study addresses the following objectives:  

1. To examine the distinct needs for Indigenous and non-Indigenous people 

experiencing homelessness and mental illness in Vancouver and Winnipeg, and 

whether differences are consistent with distinct trajectories leading to homelessness. 

Chapter 2 provides the results of a retrospective analysis of a combined sample of the 

Vancouver and Winnipeg baseline At Home/Chez Soi data. It was hypothesized that 

Indigenous people would demonstrate higher rates of trauma, displacement earlier in life 

and different patterns of substance use when compared to non-Indigenous peoples.  

2. To assess the impact of gender for mental health, substance use, service use 

among Indigenous homeless peoples in Vancouver and Winnipeg. Chapter 3 provides 

the results of a retrospective analysis of a combined sample of the Vancouver and 

Winnipeg baseline At Home/Chez Soi data. It was hypothesized that compared to men, 

women would have significantly higher rates of trauma, suicidality, substance 

dependence and experiences of violence. 

3. To share and interpret the stories from the personal narratives of a sample of 

Indigenous people who experience homelessness in Vancouver through conducting 

an Indigenous community-driven and arts-based analysis. Chapter 4 presents an 

analysis of personal story narratives from ten Indigenous participants of the Vancouver 

At Home Study. These narratives are thematically analyzed and then interpreted by a 

group of Indigenous community members, service providers and people of lived 

experience. The thematic analysis and community discussion were graphically facilitated 

using arts-based methods of analysis.  
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Chapter 2.  
 
Indigenous and Non-Indigenous People Experiencing 
Homelessness and Mental Illness in Two Canadian Cities: 
A Retrospective Analysis and Implications for Culturally 
Informed Action 

2.1. Abstract 

Objectives. Indigenous people in Canada are not only over-represented among the 

homeless population but their pathways to homelessness may differ from those of non-

Indigenous people. This study investigated the history and current status of Indigenous 

and non-Indigenous people experiencing homelessness and mental illness. We 

hypothesized that compared with non-Indigenous people, those who are Indigenous 

would demonstrate histories of displacement earlier in life, higher rates of trauma and 

self-medication with alcohol and other substances. Design and setting. Retrospective 

data were collected from a sample recruited through referral from diverse social and 

health agencies in Winnipeg and Vancouver. Participants Eligibility included being 19 

years or older, current mental disorder and homelessness. Measures. Data were collected 

via interviews, using questionnaires, on sociodemographics (e.g., age, ethnicity, 

education), mental illness, substance use, physical health, service use and quality of life. 

Univariate and multivariable models were used to model the association between 

Indigenous ethnicity and dependent variables. Results. A total of 1,010 people met the 

inclusion criteria, of whom 439 self-identified as Indigenous. In adjusted models, 

Indigenous ethnicity was independently associated with being homeless at a younger age, 

having a lifetime duration of homelessness longer than 3 years, post-traumatic stress 

disorder, less severe mental disorder, alcohol dependence, more severe substance use in 

the past month and infectious disease. Indigenous participants were also nearly twice as 

likely as others (47% vs 25%) to have children younger than 18 years. Conclusions. 

Among Canadians who are homeless and mentally ill, those who are Indigenous have 

distinct histories and current needs that are consistent with the legacy of colonization. 

Responses to Indigenous homelessness must be developed within the context of 
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reconciliation between Indigenous and non-Indigenous Canadians, addressing trauma, 

substance use and family separations. 

2.2. Background 

Indigenous (The term Indigenous will be used throughout this paper to 

collectively describe the Indigenous peoples of Canada, inclusive of those who identify 

as Aboriginal or First Nations, Métis and Inuit. This term is used while also 

acknowledging the diversity of cultures, languages and traditions that exist among 

Indigenous Canadians) people are over-represented among homeless populations in every 

part of the world where these rates are documented (J. T. Anderson & Collins, 2014). 

Indigenous people struggling with mental illness, substance use or homelessness often 

share experiences involving structural inequities and trauma related to colonization. 

Despite a visible presence of Indigenous peoples in the urban homeless populations of 

North America, Australia and New Zealand, there is limited research investigating the 

prevalence and causes of Indigenous homelessness (J. T. Anderson & Collins, 2014). 

Indigenous Australians comprise 9% of the homeless population compared with 3.3% of 

the general population. Similarly, in New Zealand, Maori homelessness has been reported 

to be five times that of non-Maori (Anderson & Collins, 2014).  

In Canada, homelessness among Indigenous people is eight times more prevalent 

than among all others (Patrick, 2014). Indigenous people comprise about 6% of British 

Columbia’s population, yet in 2018 accounted for 40% of Vancouver’s homeless of 

whom close to half are unsheltered (46%; (City of Vancouver, 2018)). The Vancouver 

area is home to approximately 62 000 Indigenous people representing 23% of B.C.’s 

Indigenous population (Statistics Canada, 2016). Women accounted for 53% of the 

Indigenous homeless people in Vancouver, and 46% were under 25 (City of Vancouver, 

2018). Homelessness among youth has increased in Vancouver, with those under 25 

representing 24% of the overall homeless population (Wesley-Esquimaux & Smolewski, 

2004).  
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Pathways to homelessness integrate poverty, mental illness, addiction, lack of 

affordable housing and socio- economic inequities (Bird et al., 2010; Perissini, 2009; 

Somers, Moniruzzaman, & Rezansoff, 2016a). The high prevalence of mental illness 

among the homeless (Evans, Wells, & Moch, 2003; Forchuk et al., 2007) is related to 

sustained disinvestment in institutional models of care and insufficient attention to the 

design and implementation of community-based approaches to delivering housing and 

support (Nelson, 2010). Fragmentation between systems responsible for healthcare and 

social services amplifies the challenges faced by people who are mentally ill and 

homeless (Forchuk et al., 2007). Many marginalized and homeless people must navigate 

a maze of multiple systems to receive essential supports, leading one scholar to describe 

them as “system survivors” (Forchuk et al., 2007). Multidisciplinary models integrating 

primary care and specialized services have been recommended for people with multiple 

and complex needs (Canadian Collaborative Mental Health Initiative, 2006).  

Indigenous pathways to homelessness are likely inclusive of the above factors. In 

addition, current inequities in the health of Indigenous peoples are directly related to past 

and present colonial policies that created and sustain systemic racism, cultural 

oppression, disempowerment and dispossession of Indigenous peoples’ lands (Bird et al., 

2010; Patrick, 2014; D. Turner et al., 2010). The Indian Act (1876) and related policies 

served to dispossess Indigenous peoples of land, disrupt the practice and transmission of 

traditional knowledge, undermine the matriarchal role of women and remove generations 

of children from their communities into settings where abuse was widespread. Canada’s 

Truth and Reconciliation Commission (TRC) identified the residential school era as the 

beginning of inter-generational cycles of trauma for Indigenous Canadians (John, 2016; 

Truth and Reconciliation Commission of Canada, 2015b) and concluded that the actions 

are taken under the Indian Act and related policies amounted to “cultural genocide” 

(Truth and Reconciliation Commission of Canada, 2015b). Child welfare policies 

continue to separate Indigenous children from their families and communities. 

Indigenous youth are vastly over-represented in the child welfare system and foster care, 

disrupting Indigenous families and contributing to homelessness (Patrick, 2014). In 

Canada, Indigenous children and youth are 15 times more likely to be in government care 

than non-Indigenous children and youth (John, 2016). The 60s scoop refers to a time at 



51 

the height of the residential school era in the 1950s and 1960s, where an amendment to 

the Canadian Indian Act gave provinces authority over their child protection policies, 

leading to a dramatic increase in the number of Indigenous children in the child welfare 

system. Trauma arising from these experiences affects communities across generations 

(John, 2016).  

These differences have led to the development of a distinct definition of 

Indigenous homelessness in Canada:  

Unlike the common colonialist definition of homelessness, Indigenous 
homelessness is not defined as lacking a structure of habitation; rather, it is 
more fully described and understood through a composite lens of 
Indigenous worldviews. These include: individuals, families and 
communities isolated from their relationships to land, water, place, family, 
kin, each other, animals, cultures, languages and identities. Importantly, 
Indigenous people experiencing these kinds of homelessness cannot 
culturally, spiritually, emotionally or physically reconnect with their 
indigeneity or lost relationships (Thistle, 2017). 

A related insight can be found in the final report of the TRC, which examined the urgent 

and complex relationships between Indigenous and non-Indigenous peoples in Canada 

and does not mention the term homelessness at all, but includes the term home 146 times, 

usually in the context of loss and enforced separation (Truth and Reconciliation 

Commission of Canada, 2015b).  

Among relevant empirical studies, disparities have been reported concerning 

Indigenous peoples’ access to appropriate and responsive primary healthcare (Allan & 

Smylie, 2015; Browne et al., 2011; 2016). Pervasive racism and discrimination against 

Indigenous peoples in the Canadian healthcare system has been widely reported and, in 

many cases, has led to Indigenous patients strategizing for how to avoid racism before 

seeking care or avoiding care altogether (Browne et al., 2011; Tang & Browne, 2008). 

Despite the high need (HN) for mental health, substance use and healthcare among 

homeless populations there remain substantial gaps in research examining the 

implications of historical and current differences between Indigenous and non-Indigenous 

peoples as they relate to policies and services addressing homelessness. The need for 

further research into the effects of ethnicity on homelessness has been well established 
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(Rog et al., 2014). Indeed, few studies have examined the potential upstream causal 

factors that contribute to the over-representation of Indigenous people among the 

homeless (J. T. Anderson & Collins, 2014). Such information is essential to the 

development of effective policies. 

The current study investigated differences between Indigenous and non-

Indigenous people who experienced homelessness and mental illness, and whether 

differences are consistent with distinct trajectories leading to homelessness. We 

hypothesized that Indigenous participants would be more likely to have experienced 

homelessness earlier in life and have higher prevalence of trauma and substance use, and 

that non-Indigenous participants would be more likely to experience serious mental 

illness such as schizophrenia. 

2.3. Methods 

2.3.1. Data source and sample 

The At Home/Chez Soi Study took place in five Canadian cities and enrolled 

participants who were homeless and mentally ill (Goering et al., 2011; Somers et al., 

2013). The current study includes baseline data from Vancouver and Winnipeg, the sites 

with the highest proportions of Indigenous people who are homeless. Further details 

related to the trial protocols and methods that are not essential to the current study have 

been published elsewhere (Goering et al., 2011; Somers et al., 2013).  

Eligibility criteria included being a legal adult (19 years or older), current mental 

disorder and being absolutely or precariously housed. Absolute homelessness was 

defined as having no place to stay for more than seven nights and little likelihood of 

finding a place in the next month (Goering et al., 2011). Precarious housing referred to 

living in a rooming house, hotel or transitional housing and having at least two episodes 

of homelessness, as defined above, in the past year (Goering et al., 2011; Somers et al., 

2013). Participants were recruited through referral from diverse agencies including: 

homeless shelters; drop-in centres; homeless outreach teams; hospitals; community 

mental health team and criminal justice programs. Organizations that serve women, 
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youth, Indigenous peoples and gay/lesbian/transgender were targeted to obtain a diverse 

sample. 

An initial face-to-face interview was conducted to determine if referred 

individuals met the inclusion criteria. On meeting criteria, participants completed written 

informed consent obtained by the interviewer and were enrolled and administered the 

baseline questionnaire that included information on sociodemographics, mental illness, 

substance use, physical health, service use and quality of life. Participants were not 

eligible for recruitment if they could not give informed consent. Consent procedures were 

tested prior to study implementation (Strehlau et al., 2017) and interviewers were trained 

by senior clinicians with ongoing support from a clinical psychologist and psychiatry 

resident. Interviews were postponed or rescheduled if a participant was unable to give 

informed consent to the study details (e.g., randomization) for any reason (Somers et al., 

2013). Participants received a cash honorarium of US$30 on completion of the baseline 

interview and US$20 for each subsequent interview. Results are based on data from the 

baseline questionnaires of 497 Vancouver participants and 513 Winnipeg participants. 

2.3.2. Patient and public involvement 

Indigenous people and community stakeholders were engaged in the development 

and implementation of this research. Community meetings (including advertised open 

meetings) and six focus groups were conducted with key informants (Somers et al., 

2013). In total, 58 individuals were convened and met with a facilitator who prepared 

reports of the proceedings. Focus group participants advised on procedures, reducing 

risks and maximizing benefits to participants and on how to incorporate the expertise of 

individuals with direct experience of homelessness into the study. Narrative feedback 

from participants was incorporated into the grant application and the project. Service 

providers were also consulted extensively during the design of the research. More 

specifically, in Winnipeg, where Indigenous homelessness was a specific focus, an 

Indigenous research steering committee was created, composed of elders and traditional 

teachers, to provide cultural advice and guidance to the research team to ensure that 

Indigenous perspectives were incorporated. In addition, a Lived Experience Circle was 
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created which honoured and promoted Indigenous lived experience through the research. 

In Winnipeg, persons with lived experience (PWLE) were involved in multiple roles on 

the project as representatives on an advisory committee and employed as research staff. 

PWLE assisted in facilitating integrated knowledge exchange, working with staff of the 

interventions and directly to bring patient perspectives into the research and 

interventions. Since completion of the trial, across all study sites findings have been 

reported at a variety of academic forums distributed to diverse audiences including 

provincial governments, municipalities, health authorities and community agencies. In 

April 2018, a forum was held where key members of community service organizations 

that work with Indigenous people who are homeless were invited to review study results, 

provide their recommendations and guide the interpretation of meaning. The current 

findings will be disseminated following publication via the established network of local 

service providers, stakeholders and participants of the research forum. 

2.3.3. Variables of interest 

Indigenous or Aboriginal ethnicity status was derived from self-report. 

Participants were asked if they identify as Aboriginal and to check all that apply: Inuit, 

Métis, First Nations status, First Nations non-status, Indigenous from outside Canada and 

other. For the purposes of these analyses, participants who identified as any of these 

categories of Aboriginal were considered to be Indigenous. The cluster of severe mental 

disorders includes at least one of current (i.e., past month) psychotic disorder, mood 

disorder with psychotic features and hypomanic or manic episode, as identified through 

the MINI International Neuropsychiatric Interview 6.0 (MINI; (Sheehan et al., 1998)). 

The MINI is a structured, short diagnostic interview often used for psychiatric evaluation 

and outcome tracking, with an administrative time of about 15 minutes. The less severe 

cluster includes at least one of current major depressive episode, panic disorder and post-

traumatic stress disorder (PTSD). In addition, diagnosis of alcohol and substance 

dependence was assessed determined using the MINI. Substance use severity in the past 

month was assessed using the Global Assessment of Individual Need-Substance Problem 

Scale, a 16-item subscale that integrates research and clinical assessment for people 

presenting for substance abuse treatment (Goering et al., 2011). Frequency of use 
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included all illicit drugs and alcohol. Bloodborne infectious disease was based on a 

positive self-report diagnosis of HIV, hepatitis B or hepatitis C. Self-reported 

involvement with health services was collected for the past 6 months including visiting a: 

family doctor, psychiatrist, emergency room (ER) and being transported by ambulance to 

an ER. Access to healthcare was elicited by the questions “Is there a place that you 

usually go to when you’re sick or in need of advice about your health?” and “In the past 6 

months, was there ever a time when you needed healthcare but you did not receive it?” 

Criminal justice services included: Contact with the police that did not result in arrest; 

contacts that resulted in arrest; or being held in a police cell for less than 24 hours. Rates 

of imprisonment were not differentiated from this item. However, further analysis of 

administrative records for the Vancouver sample found that 14% had been in custody 

during the 6 months prior to study recruitment (Somers, Moniruzzaman, Currie, 

Rezansoff, et al., 2016b). Participants were categorized as either moderate needs (MN) or 

HN. Inclusion in the HN category was based on a score of 62 or lower on the Multnomah 

Community Ability Scale (MCAS) or current bipolar or psychotic disorder as well as one 

of the following: legal involvement in the past year; substance dependence in the past 

month and two or more hospitalizations for mental illness in the past 5 years (Barker, 

Barron, McFarland, Bigelow, & Carnahan, 1994). All other eligible participants were 

categorized as MN in the study (Goering et al., 2011). The MCAS is a 17-item scale 

measuring the degree of functional ability through 17 indicators. Indicators are rated into 

a 5-point scale across health, coping, social and behavioural domains. Detailed 

descriptions and psycho-metric information for study instruments is published in the At 

Home/Chez Soi Trial protocol (Goering et al., 2011).  

2.3.4. Statistical analysis 

Pearson χ2 or Fisher’s exact test were used to conduct comparisons between 

baseline sociodemographic characteristics for Vancouver and Winnipeg participants and 

to make comparisons between Indigenous and non-Indigenous participants. Comparisons 

of numeric variables (e.g., age at enrolment) between groups were conducted using the 

Student’s t-test and Wilcoxon rank-sum test. Comparisons were conducted across 

sociodemographic variables, homelessness variables, mental health, substance use, health 
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conditions and service use for individuals of Indigenous versus non-Indigenous ethnicity. 

Univariate and multivariate logistic regression analyses were used to model the 

independent associations between Indigenous ethnicity and a series of outcome variables. 

Statistical significance (variables that were significant at the p<0.05 level), as well as 

subjective assessment, was considered to select outcome variables for the multivariable 

logistic regression analyses. The multivariable model adjusted for potentially 

confounding variables which may have been unevenly distributed based on ethnicity 

(Roos et al., 2014; Somers et al., 2013). The following controlling variables were used 

for the multi- variable model: age (continuous); gender (man, woman); need level (high, 

moderate); marital status (single, other); site (Vancouver, Winnipeg); education 

(completed high school, incomplete high school); have children (under age 18). Both 

unadjusted and adjusted odds ratios (UOR and AOR) and 95% CIs are reported. SPSS 

V.21 was used to conduct these analyses. 

2.4. Results 

 Descriptive characteristics of participants recruited in Vancouver (n=497) and 

Winnipeg (n=513) are presented in Table 2.1. In Vancouver, the mean age of participants 

was 41 years (SD=11) and the majority were male (73%), white (56%), single/never 

married (70%) and had not completed high school (57%). In Winnipeg, the mean age of 

participants (n=513) was 39 years (SD=11) and the majority were male (64%), 

Indigenous (71%), single/ never married (70%) and had not completed high school 

(69%). Participants at the Vancouver and Winnipeg sites significantly differed with 

respect to: need level; gender; ethnicity; education; hospitalizations; arrests; housing 

status; mental illness severity and suicidality (p<0.05). 
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Table 2.1. Sociodemographic, Mental Health, Substance Use and Service Use 
Characteristics for Vancouver and Winnipeg At Home Study 
Participants (n=1,010) 

Variable 
Vancouver Site  
N (%) 
497 (49.2) 

Winnipeg Site  
N (%) 
513 (50.8) 

P value 

Need level 
High need 297 (59.8) 199 (38.8) <0.001 
Moderate need 200 (40.2) 314 (61.2)  
Gender 
Male 359 (72.8) 326 (63.8) 0.002 
Female 134 (27.2) 185 (36.2)  
Age at enrolment 
Youth 36 (7.2) 64 (12.5) 0.020 
25–44 years 281 (56.5) 277 (54.0)  
44 plus years 180 (36.2) 172 (33.5)  
Ethnicity 
Indigenous 77 (15.5) 362 (70.6) <0.001 
White 280 (56.3) 112 (21.8)  
Mixed/other 140 (28.2) 39 (7.6)  
Education 
High school or higher 214 (43.3) 157 (30.7) <0.001 
Less than high school 280 (56.7) 354 (69.3)  
Marital status 
Single (never married) 343 (69.6) 359 (70.3) 0.971 
Married/partner 25 (5.1) 25 (4.9)  
Separated/widow/divorced 125 (25.4) 127 (24.9)  
Have children (under 18) 122 (25.1) 238 (47.1) <0.001 
Hospitalized for mental illness over 6 months  
in past 5 years 

57 (11.7) 23 (4.5) <0.001 

Hospitalized for mental illness over two times 
in the past 5 years 

253 (52.7) 111 (21.9) <0.001 

Arrested/imprisoned/probation/community 
sanction in past 6 months 

221 (45.2) 179 (35.0) 0.001 
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Variable 
Vancouver Site  
N (%) 
497 (49.2) 

Winnipeg Site  
N (%) 
513 (50.8) 

P value 

Spend one or more night in hospital, detox, 
shelter and jail in past 6 months 

65 (84.4) 321 (88.7) 0.298 

Length of homelessness lifetime    
1–3 years 257 (52.3) 262 (53.0) 0.827 
3 years plus 234 (47.7) 232 (47.0)  
Length of homelessness longest single period 
12 months 246 (50.1) 227 (46.9) 0.317 
13–60 months 182 (37.1) 192 (39.7)  
60 months plus 63 (12.8) 65 (13.4)  
Age first homeless 
18 years or less 110 (22.4) 138 (27.2) 0.173 
19–30 years 158 (32.2) 151 (29.8)  
31–40 years 94 (19.1) 106 (20.9)  
Over 40 years 129 (26.3) 112 (22.1)  
Housing status 
Absolutely homeless 388 (78.1) 354 (69.1) 0.001 
Precariously housed 109 (21.9) 158 (30.9)  
Mental illness 
Less severe mental illness 264 (53.1) 436 (85.0) <0.001 
Multiple mental disorders (≥2)  
PTSD  
Current suicidality (high) 

240 (48.3) 
129 (26.0) 
373 (75.1) 

338 (65.9) 
233 (45.4) 
447 (87.1) 

<0.001 
<0.001 
<0.001 

Chronic disease and service access 
Bloodborne diseases 157 (31.9) 113 (22.2) 0.001 
Two or more physical illness 402 (80.9) 458 (89.3) <0.001 
Have a regular medical doctor 320 (64.5) 337 (65.7) 0.695 
Place you usually go when you are sick  
or need advice about your health 

395 (80.8) 430 (84.1) 0.161 

Needed healthcare, but did not receive it  
in past 6 months 

209 (43.2) 278 (55.0) <0.001 
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Variable 
Vancouver Site  
N (%) 
497 (49.2) 

Winnipeg Site  
N (%) 
513 (50.8) 

P value 

Substance use 
Current alcohol dependence 29 (37.7) 261 (72.1) <0.001 
Current substance dependence 57 (74.0) 183 (50.6) <0.001 
Age first alcohol use (categorized by median)  
(>14; <13) 

33 (44.0) 140 (39.9) 0.510 

 42 (56.0) 211 (60.1)  
Age first drug use (After >14; <13) 37 (49.3) 160 (47.1) 0.721 
 38 (50.7) 180 (52.9)  
Global Assessment of Individual Need score  
(0–3 less severe);  

34 (48.6) 214 (62.8) 0.027 

(4–5 severe) substance use 
in past month 

36 (51.4) 127 (37.2)  

 

Univariate comparisons between Indigenous (439) and non-Indigenous (571) 

samples from both study sites are presented in Table 2.2. The majority of Indigenous 

participants met criteria for the MN condition (59%), were male (61%), had not 

completed high school (75%) and had a lifetime duration of homelessness greater than 3 

years (52%). Compared with non-Indigenous participants, Indigenous participants were 

more likely to have children under the age of 18 (52% vs 25%) and were first homeless at 

a younger age (63% vs 51% reporting being first homeless before the age of 30). 
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Table 2.2. Sociodemographic, Mental Health, Substance Use and Service Use 
Characteristics for Vancouver and Winnipeg At Home Study 
Participants by Indigenous Ethnicity (N=1,010) 

Variable Indigenous N (%) 
439 (43.5%) 

Non-Indigenous  
N (%) 
571 (56.5%) 

P value 

Need level 
High need 180 (41.0) 316 (55.3) <0.001 
Moderate need 259 (59.0) 255 (44.7)  
Gender 
Male 265 (61.1) 420 (73.7) <0.001 
Female 169 (38.9) 150 (26.3)  
Age at enrolment 
Youth 53 (12.1) 47 (8.2) 0.043 
25–44 Years 266 (60.6) 292 (51.1)  
44 plus years 120 (27.3) 232 (40.6)  
Education 
High school or higher 110 (25.2) 261 (46.0) <0.001 
Less than high school 327 (74.8) 307 (54.0)  
Marital status 
Single (never married) 313 (71.6) 389 (68.6) 0.018 
Married/partner 29 (6.6) 21 (3.7)  
Separated/widow/divorced 95 (21.7) 157 (27.7)  
Have children (under 18) 222 (51.5) 138 (24.6) <0.001 
Hospitalized for mental illness over 6 months 
in past 5 years 

22 (5.1) 58 (10.3) 0.003 

Hospitalized for mental illness over two times 
in the past 5 years 

107 (24.7) 257 (46.5) <0.001 

Arrested/imprisoned/probation/community 
sanction in past 6 months 

171 (39.0) 229 (40.7) 0.585 

Spent one or more nights in hospital, detox, 
shelter and jail in past 6 months 

386 (87.9) 510 (89.6) 0.393 

Length of homelessness lifetime    
1–3 years 205 (48.3) 314 (56.0) 0.018 
3 years plus 219 (51.7) 247 (44.0)  
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Variable Indigenous N (%) 
439 (43.5%) 

Non-Indigenous  
N (%) 
571 (56.5%) 

P value 

Length of homelessness longest single period 
12 months 189 (45.2) 284 (51.0) 0.074 
13–60 months 166 (39.7) 208 (37.3)  
60 months plus 63 (15.1) 65 (11.7)  
Age first homeless 
18 years or less 130 (30.0) 118 (20.9) <0.001 
19–30 years 142 (32.7) 167 (29.6)  
31–40 years 86 (19.8) 114 (20.2)  
Over 40 years 76 (17.5) 165 (29.3)  
Housing status 
Absolutely homeless 309 (70.4) 433 (76.0) 0.046 
Precariously housed 130 (29.6) 137 (24.0)  
Mental illness 
Less severe mental illness 370 (84.3) 330 (57.8) <0.001 
Multiple mental disorders (≥2) 290 (66.1) 288 (50.4) <0.001 
Post-traumatic stress disorder 215 (49.0) 147 (25.8) <0.001 
Current suicidality (high) 381 (86.8) 439 (76.9) <0.001 
Chronic disease and service access 
Bloodborne diseases 122 (28.1) 148 (26.1) 0.488 
Two or more physical illness 389 (88.6) 471 (82.5) 0.007 
Have a regular medical doctor 299 (68.1) 358 (62.8) 0.080 
Place you usually go when you are sick or 
need advice about your health 

373 (85.4) 452 (80.3) 0.036 

Needed healthcare, but did not receive it in 
past 6 months 

224 (51.7) 263 (47.3) 0.167 

Substance use 
Current alcohol dependence 290 (66.1) 153 (26.8) <0.001 
Current substance dependence 240 (54.7) 289 (50.6) 0.201 
Age first alcohol use (categorized by  
median) (>14; <13) 

173 (40.6) 301 (55.4) <0.001 

 253 (59.4) 242 (44.6)  
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Variable Indigenous N (%) 
439 (43.5%) 

Non-Indigenous  
N (%) 
571 (56.5%) 

P value 

Age first drug use (After >14; <13) 197 (47.5) 327 (63.1) <0.001 
 218 (52.5) 191 (36.9)  
Global Assessment of Individual Need score 
(0–3 less severe); (4–5 severe) substance 
use in past month 

248 (60.3) 405 (75.4) <0.001 

 163 (39.7) 132 (24.6)  

 

Effect size estimates as (UOR and AOR) and 95% CIs are presented in Table 2.3. 

Results from multivariable logistic regression analyses indicate that self-reported 

Indigenous ethnicity independently predicted a younger age first homeless <25 years 

(AOR 1.56; 95% CI 1.06 to 2.27), a longer lifetime duration of homelessness (more than 

3 years) (AOR 1.41; 95% CI 1.01 to 2.0), PTSD (AOR 1.91; 95% CI 1.35 to 2.70), not 

meeting criteria for ‘severe’ mental disorder (AOR 1.72; 95% CI 1.16 to 2.56), alcohol 

dependence (AOR 2.64, 95% CI 1.90 to 3.68), more severe substance use in the past 

month (AOR 2.43; 95% CI 1.67 to 3.56) and infectious bloodborne diseases (AOR 1.59; 

95% CI 1.08 to 2.34). 
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Table 2.3. Logistic Regression Analysis to Estimate the Association Between Indigenous Ethnicity and Homelessness, 
Mental and Physical Illness and Service Utilization Among Vancouver and Winnipeg At Home Study 
Participants (n=1,010) 

Dependent variable Unadjusted  
OR (95% CI) P value Adjusted†  

OR (95% CI) P value 

Homelessness 
Age first homeless (<25 years) 1.54 (1.19 to 1.98) 0.001* 1.56 (1.06 to 2.27) 0.023* 
Lifetime duration of homelessness  
(more than 3 years) 

1.36 (1.05 to 1.75) 0.018* 1.41 (1.01 to 2.0) 0.041* 

Longest single episode of homelessness  
(more than 1 year) 

1.26 (0.98 to 1.63) 0.074 1.10 (0.79 to 1.52) 0.590 

Mental illness 
Post-traumatic stress disorder 2.76 (2.12 to 3.60) <0.001* 1.91 (1.35 to 2.70) <0.001* 
Multiple mental disorders (>2) 1.91 (1.48 to 2.47) <0.001* 1.27 (0.90 to 1.78) 0.169 
Less severe mental disorder 3.92 (2.89 to 5.32) <0.001* 1.72 (1.16 to 2.56) 0.008* 
Severe mental disorder 0.46 (0.35 to 0.59) <0.001* 0.73 (0.50 to 1.07) 0.104 
Substance use 
Current alcohol dependence 5.32 (4.06 to 6.97) <0.001* 2.64 (1.90 to 3.68) <0.001* 
Current substance dependence 1.18 (0.92 to 1.51) 0.201 1.31 (0.92 to 1.86) 0.132 
Age first alcohol use (after >14; <13) 1.82 (1.41 to 2.35) <0.001* 1.35 (0.97 to 1.87) 0.077 
Age first drug use (After >14; <13) 1.90 (1.46 to 2.46) <0.001* 1.68 (1.20 to 2.37) 0.003* 
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Dependent variable Unadjusted  
OR (95% CI) P value Adjusted†  

OR (95% CI) P value 

Global Assessment of Individual Need score  
(0–3 less severe); (4–5 severe) substance use  
in past month 

2.02 (1.53 to 2.67) <0.001* 2.43 (1.67 to 3.56) <0.001* 

Chronic disease 
Infectious (bloodborne) disease—HIV,  
hepatitis C or hepatitis B 

1.10 (0.83 to 1.46) 0.489 1.59 (1.08 to 2.34) 0.018* 

Multiple comorbid conditions (two or more) 1.65 (1.15 to 2.40) 0.007* 1.02 (0.64 to 1.64) 0.923 
Three or more physical conditions 1.90 (1.41 to 2.60) <0.001* 1.28 (0.87 to 1.90) 0.212 
Service use 
Have regular medical doctor 1.27 (0.97 to 1.65) 0.080 1.49 (1.05 to 2.10) 0.024* 
Needed healthcare but did not receive it  
in past 6 months 

1.19 (0.93 to 1.54) 0.167 0.79 (0.57 to 1.10) 0.166 

Taken to ER in P6M 1.21 (0.94 to 1.56) 0.145 1.37 (0.99 to 1.92) 0.062 
Multiple ER visit (>1 visit) 0.89 (0.68 to 1.16) 0.382 1.07 (0.75 to 1.51) 0.719 
Taken by ambulance to hospital P6M 1.29 (1.0 to 1.67) 0.052 1.86 (1.32 to 2.61) <0.001* 
Arrested in the past 6 months 0.89 (0.68 to 1.17) 0.416 1.10 (0.76 to 1.60) 0.604 
Court appearances P6M 0.95 (0.73 to 1.25) 0.717 1.06 (0.74 to 1.52) 0.761 
Participated in justice service programs  
(e.g., drug treatment court, mental health court,  
Indigenous justice) 

1.30 (0.86 to 1.96) 0.218 1.13 (0.66 to 1.94) 0.652 

† Controlled for age (continuous), gender (male, female), need level (high, moderate), marital status (single, other), site (Vancouver, Winnipeg), education (high school or higher, 
less than high school) and have children (under 18). 
*p<0.05 



65 

2.5. Discussion 

Our findings suggest that the trajectories leading to homelessness among 

Indigenous and non-Indigenous people differ meaningfully from each other, and that they 

can be understood as consequences of harmful government policies. Consistent with the 

legacy of colonization and cultural genocide, when compared with others, Indigenous 

participants experienced homelessness and first used substances at a younger age, spent 

more of their lives living homeless, were more frequently taken by ambulance to hospital 

and were more likely to meet criteria for PTSD, severe substance use and have an 

infectious disease. Conversely, non-Indigenous participants were more likely to meet 

criteria for schizophrenia or other severe mental illness, suggesting links to 

deinstitutionalization and the inadequate implementation of alternative community-based 

treatment. These differences require consideration in the development of culturally 

appropriate housing and support services that are specific to the needs of Indigenous and 

non-Indigenous peoples. Programs for Indigenous people must prevent homelessness 

early in life, stemming the grossly disproportionate rates of removal of Indigenous 

children and youth into state-administered foster care (John, 2016; Patterson, 2015). 

Within our sample of Indigenous people, we found that almost half of the 

participants met criteria for PTSD (49% compared with 26% among non-Indigenous), 

consistent with a significant body of literature documenting the historical and continuing 

trauma experienced by Indigenous people in Canada (Aguiar & Halseth, 2015; Bombay, 

Matheson, & Anisman, 2009; Wesley-Esquimaux & Smolewski, 2004). Bombay et al. 

(2009) proposed that trauma can be transmitted across generations, based on findings that 

children of trauma survivors were more likely to have negative responses to stressors and 

more likely to develop PTSD or depression as a result (Aguiar & Halseth, 2015; Bombay 

et al., 2009). Inter-generational trauma represents a complex subtype of PTSD that must 

be addressed in housing interventions for Indigenous people. 

Indigenous homeless participants in our study were significantly more likely to 

have used drugs at a younger age (13 years) compared with non-Indigenous participants. 

Indigenous participants were also more likely to report severe substance use in the past 
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month. These findings are consistent with research involving non-homeless samples and 

showing that Indigenous youth compared with non-Indigenous youth have a higher 

likelihood of experimenting with substances at a younger age and using substances 

persistently into adulthood (Canadian Centre on Substance Use and Addiction, 2007; 

Kelly, 2007). Early initiation into drug use poses a significant risk for adverse outcomes 

such as infectious disease and other morbidity or mortality. Youth who initiated injection 

drug use at an earlier age have been found to be more likely to become infected with HIV 

and hepatitis C, demonstrating the need for targeted and early intervention for youth at 

risk of drug use (Miller, Strathdee, Kerr, Li, & Wood, 2006). Observers have consistently 

reported that Indigenous youth are at disproportionately high risk for problematic 

substance use. However, few studies have investigated the protective factors related to 

substance use trajectories for Indigenous youth (Rawana & Ames, 2011). Mainstream 

substance use treatment models have demonstrated limited success for Indigenous people 

(McCormick, 2000). This may be because the factors responsible for substance use, (as 

well as homelessness and trauma) are unique to the experience of Indigenous people, and 

require treatments that restore and rebuild Indigenous culture and rights. Approaches that 

create reconnection to community, culture and traditions have been shown to have a 

positive impact on substance use (McCormick, 2000). Rawana and Ames (2012) reported 

that optimism, participation in recreational activities and attendance at religious or 

spiritual services were found to be protective against alcohol misuse for Indigenous 

youth. Prevention and early intervention of problematic substance use among Indigenous 

youth is urgently required in on-reserve and urban settings. Culturally, relevant curricula 

increased access to psychosocial supports, youth recreation and peer support models and 

trauma-informed services are also required. 

In 2016 in the Metro Vancouver homeless count, home- less youth had increased 

to the highest level recorded in the region with 397, or 24% of the overall homeless 

population, under the age of 25. Youth reported that they had been affected by the lack of 

youth services or cuts to youth programs from one or more levels of government 

(Thomson, 2016). Street-involved youth often fall between services tailored to children or 

adults, and this issue is further complicated for Indigenous youth in the child welfare 

system who age out of many system supports on adulthood (Roos et al, 2014; Fowler, 
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Toro, & Miles, 2009). Developmental resources grounded in Indigenous cultural 

practices are required to prevent homelessness among youth who are transitioning from 

foster care settings and also to support youth who experienced trauma in foster care 

settings (Fowler, Toro, & Miles, 2009; Roos et al., 2014). 

Indigenous participants in both sites were significantly more likely than non-

Indigenous people to have a regular medical doctor and were also more likely to have 

been taken to the hospital by an ambulance in the past 6 months. This seemingly 

contradictory finding may indicate that medical care alone is insufficient to prevent acute 

emergencies caused by environmental, social and historical harms. Moreover, ER visits 

may be for reasons other than those typically addressed in a primary care setting such as 

acute psychotic symptoms, overdose, acute trauma and other serious health complications 

caused by long-term homelessness. Further research is required to investigate the impact 

of stigma and discrimination on service utilization for Indigenous people who are 

homeless and the need for culturally safe services for this population. 

The use of ambulance services for those who are homeless and mentally ill is 

indicative of the lack of essential supports to sustain wellness. Consistent with research 

with non-homeless samples, we found that Indigenous participants were more likely than 

non-Indigenous people to report positive status for HIV, hepatitis C or hepatitis B Virus 

(B. D. L. Marshall et al., 2008; Monette et al., 2011). Marshall et al (2008) examined 

HIV prevalence among street-involved youth and found that Indigenous ethnicity was a 

correlate of HIV infection and that hepatitis C coinfection was less common among 

Indigenous participants. Indigenous people also face disparities in HIV outcomes and 

treatment, as they are likely to be diagnosed and initiate treatment later than non-

Indigenous patients. Indigenous people have been noted to suffer higher mortality even 

after receiving antiretroviral treatment, suggesting that social determinants may need to 

be addressed in order to realize the expected effectiveness of medical treatment (Monette 

et al., 2011). Interventions must consider the intergenerational context of Indigenous 

homelessness, and promote the health of children through investments in families and 

communities. 
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This analysis has strengths and limitations. Strengths of the study include a large 

sample size, structured diagnostic interviews and self-report measures validated against 

administrative data sources (Somers, Moniruzzaman, Currie, Rezansoff, et al., 2016b). 

Limitations include the possibility that current mental illness or substance use symptoms 

may have compromised some participant responses. Although participants were asked if 

they were First Nations, Inuit, Métis and status versus non-status, the current study did 

not allow for analysis to elicit unique differences between these smaller and distinct 

groups. It is recommended that further research investigate the differences between First 

Nations, Métis and Inuit service needs as well as differences between those recognized as 

status and non-status under the Indian Act to elucidate the diversity of service needs 

within Indigenous groups. Finally, we relied on self-reported ethnicity and it is possible 

that Indigenous people may not have self-identified due to concerns related to stigma and 

discrimination. 

2.6. Implications 

 Pathways leading to homelessness differ meaningfully between Indigenous and 

non-Indigenous adults who meet criteria for current homelessness and mental illness. 

Consistent with our hypotheses, Indigenous participants experienced homelessness at a 

younger age, were homeless longer, had greater substance-related problems, less formal 

education, more health emergencies and higher rates of infectious disease than non-

Indigenous participants. Indigenous participants were also significantly more likely to 

satisfy our study’s ‘mental illness’ criterion with PTSD, while non-Indigenous 

participants were more likely to meet criteria for schizophrenia or bipolar disorder. Our 

findings are consistent with the view that solutions to Indigenous homelessness—both 

prevention and treatment—must involve practices that restore social and cultural power 

to Indigenous communities. 

By contrast, non-Indigenous participants showed strong indications for the 

appropriateness of housing and assertive community treatment, as promised by 

governments during the era of deinstitutionalization. Further research is needed to 

replicate these findings in other regions and where the historical experiences of 
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Indigenous peoples differ based on varying degrees of political and social autonomy and 

the preservation of cultural practices. 
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Chapter 3.  
 
Gender Differences Among Indigenous Canadians 
Experiencing Homelessness and Mental Illness 

3.1. Abstract 

Background. Indigenous people are over represented among homeless populations 

worldwide and the prevalence of Indigenous homelessness appears to be increasing in 

Canadian cities. Violence against Indigenous women in Canada has been widely 

publicized but has not informed the planning of housing interventions. Despite historical 

policies leading to disenfranchisement of Indigenous rights in gender-specific ways, little 

is known about contemporary differences in need between homeless Indigenous men and 

women. This study investigated mental health, substance use and service use among 

Indigenous people who met criteria for homelessness and mental illness, and 

hypothesized that, compared to men, women would have significantly higher rates of 

trauma, suicidality, substance dependence, and experiences of violence. Methods. This 

study was conducted using baseline (pre-randomization) data from a multi-site trial. 

Inclusion in the current analyses was restricted to participants who self-reported 

Indigenous ethnicity, and combined eligible participants from Vancouver, BC and 

Winnipeg, MB. Logistic regression analyses were used to model the independent 

associations between gender and outcome variables. Results. In multivariable regression 

models among Indigenous participants (n = 439), female gender was predictive of 

meeting criteria for post-traumatic stress disorder, multiple mental disorders, current high 

suicidality and current substance dependence. Female gender was also significantly 

associated with reported physical (adjusted odds ratios, AOR: 1.52, 95% confidence 

intervals, CI = 1.10–2.23) and sexual (AOR: 6.31, 95% CI = 2.78–14.31) violence. 

Conclusions. Our analyses of Indigenous men and women who are homeless illustrate 

the distinct legacy of colonization on the experiences of Indigenous women. Our findings 

are consistent with the widely documented violence against Indigenous women in 

Canada. Housing policies and services are urgently needed that take Indigenous historical 

contexts, trauma and gender into account. 



71 

3.2. Background 

Indigenous peoples are overrepresented among homeless populations worldwide 

and urban Indigenous homelessness is on the rise (J. T. Anderson & Collins, 2014; 

Distasio et al., 2005; Gaetz et al., 2016; Patrick, 2014). In Canada, Indigenous people are 

five times more prevalent among the homeless compared with the general population (J. 

T. Anderson & Collins, 2014; Gaetz et al., 2016). Indigenous people account for 2.5% of 

Canada’s population but comprise 38% of the homeless in Vancouver, British Columbia 

(BC) (Thomson, 2016). Recent estimates indicate that over 30% of the Canadian shelter 

population is Indigenous, a crisis that is rooted in historical determinants and systemic 

discrimination (Gaetz et al., 2016). Longstanding structural inequities associated with 

colonization (e.g., the Indian Act, residential schools, marginalization and systemic 

racism, and dispossession of lands) are commonly noted as contributors to Indigenous 

homelessness (J. T. Anderson & Collins, 2014; Gaetz et al., 2016; Patrick, 2014; 

Thurston, Turner, & Bird, 2016). However, The effects of colonial policies, including 

disconnection from community, culture, and lands are experienced differently by 

Indigenous men and women, and these gendered perspectives have received little 

attention from researchers (Patrick, 2014; Thurston et al., 2016).  

Historically, Indigenous women played central and powerful roles in their 

communities as matriarchs and the custodians of cultural and tribal traditions (Halseth, 

2013). Indigenous women have been subjected to coercive racialized policies intended to 

subjugate their traditional matriarchal roles and authority (McGrath & Stevenson, 1996). 

In 1850, The Canadian government introduced a definition of “Indigenous”, whereby 

women forfeited their Indigenous status when they married a non-Indigenous man, while 

Indigenous men retained their status regardless of spousal ethnicity (McGrath & 

Stevenson, 1996). Furthermore, Indigenous women were legally denied the right to any 

marital property upon divorce or separation with men retaining the right to the family 

home (Stratford, 2007). The right to property defined under the Indian Act, has had far 

reaching implications in the lives, mobility and safety of Indigenous women. A 

patriarchal social structure was imposed by European settlers, and over time the belief 

that women were inferior to men began to influence Indigenous communities as 
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increasing numbers of Indigenous women were disenfranchised and compelled to raise 

their families without customary connections to tradition, culture or community. A 

gendered hierarchy was also integral to the operation of Indian residential schools and 

continues to influence the marginalization of Indigenous women (Hunt, 2015). 

Indigenous gendered health disparities must be framed by discussions of the distinct 

historical experiences of Indigenous men and women and the contemporary impact these 

factors have on Indigenous marginalization, street involvement, trauma and 

homelessness. 

Menzies (2009) qualitatively examined the experiences of homeless Indigenous 

men and found that family disconnection, intergenerational trauma and violence were 

subjectively the key influences on their life trajectories. Despite the shared historical 

traumas of Indigenous men and women, Indigenous women in Canada bear a 

disproportionate burden of disease, poverty, homelessness, violence and incarceration 

(Allan & Smylie, 2015). Violence toward Indigenous women in Canada has been 

identified as a national human rights crisis (Amnesty International, 2014; Bellamy & 

Hardy, 2015). There have been more than 160 cases of missing or murdered Indigenous 

women and girls in the province of BC and 79 cases in Manitoba, most of which are 

unsolved (Amnesty International, 2014; Hunt, 2010; The Lancet, 2016). Indigenous 

Canadians’ rates of violent victimization are more than double those of the non-

Indigenous population and rates of sexual assault are nearly three times higher than for 

non-Indigenous Canadians (Hotton Mahony, Jacob, & Hobson, 2017). Violence shapes 

the context within which Indigenous women access (or avoid) housing and health 

services, and contributes to their “invisibility” (Kirkby & Mettler, 2016; Whitzman, 

2010). Indigenous scholars have called for research examining how colonialism, racism 

and sexism determine health and healthcare access among Indigenous women (Allan & 

Smylie, 2015; Ghosh, Benoit, & Bourgeault, 2017; Halseth, 2013). Little is known about 

homelessness among Indigenous women and their experiences of violence, trauma, and 

coercion, which may shape their interactions with service providers.  

 Beyond ethnicity, additional barriers are experienced by women who are mothers 

struggling to maintain housing for their families (Zlotnick, Tam, & Bradley, 2010). 
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Thurston, et al. (2016) discuss the role of domestic and interpersonal violence (IPV) as a 

key contributor to homelessness among Indigenous women, and the racialized barriers 

Indigenous women face when seeking support for IPV, including the absence of 

culturally appropriate supports for women and their children. In addition, being female 

and Indigenous carries an increased risk of trauma (e.g., post-traumatic stress disorder), 

often as a consequence of violent assault (Bellamy & Hardy, 2015). Recent research has 

discussed the crucial importance of expanding culturally relevant and safe services for 

Indigenous peoples’ as a whole (Allan & Smylie, 2015). However, few studies have 

investigated the relevance of cultural and gender-based differences within marginalized 

Indigenous groups (Browne et al., 2012).  

Indigenous women are overrepresented among homeless women (Gaetz et al., 

2016; Ruttan, LaBoucane-Benson, & Munro, 2008; Schiff & Waegemakers Schiff, 2010; 

Walsh, MacDonald, Rutherford, Moore, & Krieg, 2011), and are more likely than men to 

provide care for children or other family members while experiencing core housing need 

(Christensen, 2016; Gaetz et al., 2016). No known research to date has quantified the 

impact that homelessness among Indigenous women has on the ability of their children 

and future generations to thrive. In 2016, 60% of children and youth in care in BC were 

Indigenous and this percentage has been increasing over time with Indigenous children 

15 times more likely to be in care than non-Indigenous children (John, 2016). 

Intergenerational trauma is a direct result of colonial child welfare policies from the 

1960s at the height of the residential school era, when provinces removed Indigenous 

children and placed them in foster care, most often with non-Indigenous families (John, 

2016). Indigenous women are five times more likely than non-Indigenous women to be 

single parents (Halseth, 2013). Research on marginalized women engaged in sex work in 

Vancouver found that over one-third had their children forcibly removed and that 

Indigenous women had a 66% greater odds of child apprehension compared to non-

Indigenous women (Duff et al., 2014). Some authors contend that continued 

apprehension of Indigenous children into government care is contemporary cultural 

genocide, evidenced by the fact that the number of children in care today exceeds the 

number at the height of residential schools (Crey & Fournier, 1997; John, 2016). Little is 
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known about the impact of historical and current child apprehensions on homeless 

Indigenous women’s levels of trauma and trust for government programs and services. 

Several studies indicate that pathways to homelessness differ based on gender 

(Riley et al., 2007; Whitzman, 2012). For example, homeless women are more likely to 

be victims of violence compared to men and more likely to report family disruption or 

dysfunction while men are more likely to report loss of a job, mental illness, and 

substance use problems as precursors to homelessness (Rich & Clark, 2005). Clark and 

Rich (2003) highlighted that homeless populations are diverse in ethnicity, gender and 

pathways to homeless and recommended matching housing interventions to the 

characteristics of the service users. However, few studies have focused on the distinct 

needs of Indigenous women who are homeless, contributing to their invisibility in the 

public policy realm (Whitzman, 2006).  

Our study aimed to address this gap by investigating the relevance of gender in a 

large sample of Indigenous people who experienced homelessness and mental illness in 

two Canadian cities (Vancouver, BC; Winnipeg, Manitoba). Our study focus was within 

Indigenous peoples, and not a comparison between people of differing ethnicities. We 

hypothesized, based on the forgoing historical and contemporary rationale, that compared 

to Indigenous men, Indigenous women would have significantly higher prevalence of 

current trauma, suicidality, substance dependence, and recent experiences involving 

violence and threats.  

3.3. Methods 

This study is part of a 4-year research demonstration project, the At Home Study, 

which investigated the effectiveness of Housing First3 in five Canadian cities, with each 

site contributing a different emphasis specific to the local context. The Winnipeg site 

                                                
3 Housing First (HF) originated from the Pathways model in New York City and involves building a portfolio 
of rental accommodations scattered in different neighbourhoods providing  clients  with meaningful choices 
in the location and setting of their residence. Clients are supported in their homes with Assertive Community 
Treatment or Intensive case management depending on their needs. HF has been shown to promote residential 
stability and community integration (Somers et al., 2013]. 
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addressed the needs of Indigenous people, while Vancouver addressed addiction 

(Goering et al., 2011; Somers et al., 2013). The current study drew from baseline data 

from both Vancouver and Winnipeg due to the over-representation of Indigenous people 

among those who are homeless in both cities (Bingham, Moniruzzaman, Patterson, 

Distasio, et al., 2019a; Goering et al., 2011; Somers et al., 2013).  

3.3.1. Ethics statement and community engagement 

 Our multi-site randomized trial included people who met criteria for 

homelessness and mental illness. Community engagement processes were specific to 

each site. In Vancouver, focus groups and advertised open meetings were conducted with 

people who had been or were homeless, convened in custody and community settings, 

and at an Indigenous support centre (Bingham, Moniruzzaman, Patterson, Distasio, et al., 

2019a; Goering et al., 2011). Indigenous people and other community stakeholders were 

engaged in the development and implementation of this research. Investigators engaged 

organizations providing services to Indigenous people who were homeless or 

precariously housed. People with Indigenous ancestry were members of the investigative 

team in roles as field researchers, research coordinator, and co-investigators (Bingham, 

Moniruzzaman, Patterson, Distasio, et al., 2019a). Winnipeg convened a Cultural Lens 

Committee comprised of elders and traditional teachers to provide guidance to the 

project. Indigenous teachings and practices were integrated into the interventions 

delivered in Winnipeg, and a Lived Experience Circle was created to ensure that 

Indigenous experiences were honoured and promoted through the research. Throughout 

the Winnipeg site, participants and persons with lived experience (PWLE) were involved 

extensively with multiple roles on the project such as representatives on an advisory 

committee, employed as research staff and assigned key roles working with service 

providers (Bingham, Moniruzzaman, Patterson, Distasio, et al., 2019a). PWLE assisted in 

facilitating integrated knowledge exchange working with staff of the interventions and 

directly to bring participant perspectives into the research and interventions (Distasio et 

al., 2014). Details of the study protocols are published elsewhere (Goering et al., 2011; 

Somers et al., 2013). The parent trials are registered as follows: ISRCTN42520374; 

ISRCTN57595077; ISRCTN66721740. All variables were collected pre-randomization. 
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Ethical review and approval was conducted by the Research Ethics Boards at Simon 

Fraser University, The University of British Columbia and the University of Manitoba 

with endorsement from the University of Winnipeg. 

3.3.2. Study sites 

Vancouver has a large visible population of homeless and mentally ill individuals 

located within a central downtown neighbourhood which is characterized by high crime 

rates and an open drug market (Somers et al., 2013). The Downtown East-side of 

Vancouver (DTES) includes a high number of single room occupancy (SRO) hotels 

which comprise the least expensive housing in the area and have been characterized as 

bed bug infested places of criminal predation (A. B. Collins et al., 2018; McNeil, 

Shannon, Shaver, Kerr, & Small, 2014). SROs have become the only housing option for 

many low income individuals who depend on government assistance (Linden, Mar, 

Werker, Jang, & Krausz, 2012). The greater Vancouver region is home to 11 First 

Nations communities neighbouring or within the urban centre (Metro Vancouver, 2018). 

BC is home to 203 distinct First Nations province-wide, many of which come to the city 

centre of Vancouver to receive health services. Métis Nation BC represents 38 distinct 

Métis communities and there are nearly 90,000 self-identified and 18,000 provincially 

registered Métis people in BC (Métis Nation, 2018). Vancouver is a city characterized by 

extremely high property prices and lack of affordable housing as well as the 

“deinstitutionalization” of those with mental illness to community setting with 

insufficient supports (Somers et al., 2013).  

The city of Winnipeg was selected as a site for the At Home/Chez Soi study due 

to an over-representation of Indigenous people in the city who were homeless and living 

with mental illness. Winnipeg is a prairie city with a population of approximately 

730,000 and home to the country’s largest urban Indigenous population with over 72,000 

identifying in the last census (Distasio et al., 2014). The growing urban Indigenous 

population is younger than the general population, with Indigenous children representing 

closer to 30% of the total Indigenous population in Winnipeg (Distasio et al., 2014). It 

has been estimated that more than 80% of Winnipeg’s homeless have originated from 
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Indigenous communities. Winnipeg has had a vacancy rate below 2% since 2001and long 

waitlists persist for those seeking affordable shelter. Similar to Vancouver, rental housing 

supply in Winnipeg is located mostly in the inner city where often housing is older or in 

need of repair (Distasio et al., 2014). 

3.3.3. Participants 

Participants were recruited through referral from over 40 agencies in Vancouver, 

and 50 agencies in Winnipeg, including: homeless shelters, drop-in centres, homeless 

outreach-teams, hospitals, community mental health teams, and criminal justice 

programs. Eligibility criteria included: being a legal adult (19 years or older), current 

mental disorder, and being absolutely or precariously housed (Patterson, Moniruzzaman, 

& Somers, 2014; Somers et al., 2013). Absolute homelessness was defined as living in a 

shelter or on the streets for a minimum of 2 weeks in the past year (Goering et al., 2011). 

Precarious housing was defined as living in a rooming house, hotel or transitional 

housing, individuals must also have experienced at least two episodes of absolute 

homelessness in the past year with one episode lasting for at least 4 weeks (Goering et al., 

2011; Patterson, 2015; Somers et al., 2013). For inclusion, participants must have 

experienced two or more episodes of absolute homelessness in the past year or one 

episode lasting at least one month in the past year (Somers et al., 2013). 

3.3.4.  Data collection 

An initial face-to-face interview was conducted to screen for eligibility. Trained 

research staff conducted interviews and obtained written informed consent from all 

participants (Goering et al., 2011; Somers et al., 2017). Enrolled participants provided 

socio-demographic information and details concerning homelessness, mental illness, 

substance use, physical health, service use, and quality of life (Goering et al., 2011). The 

following standard questionnaires were administered: Health service access (Goering et 

al., 2011); Community integration scale; Health related quality of life (EuroQol 5D; 

(Corrigan, Giffort, Rashid, Leary, & Okeke, 1999; Corrigan, Salzer, Ralph, Sangster, & 

Keck, 2004; Latimer et al., 2006); Global Appraisal of Individual Needs (GAIN-SPS), 
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Substance Problem Scale (Dennis, Chan, & Funk, 2006); SF-12 Health Survey (Lamers, 

Bouwmans, van Straten, Donker, & Hakkaart, 2006); Quality of Life Index, 20-item 

(Uttaro & Lehman, 1999); Mini International Neuropsychiatric Interview (MINI; 

(Pettersson, Modin, Wahlström, af Winklerfelt Hammarberg, & Krakau, 2018); Social 

support items and food security; Health, social, and justice use inventory (Goering et al., 

2011); and Multnomah Community Ability Scale (MCAS; (Barker et al., 1994); 

Recovery Assessment Scale, 22-item (Corrigan et al., 1999; 2004); and Adverse 

Childhood Experiences Questionnaire (Goering et al., 2011). Detailed descriptions of the 

instruments included in the questionnaire are described in previous protocol papers 

(Goering et al., 2011). Participants received a cash honorarium of $30 upon completion 

of the baseline interview and $20 for each subsequent interview.  

3.3.5. Variables 

Independent variables included gender, ethnicity, and level of need. Gender was 

categorized based on the question, “What is your gender? Do you identify as: male, 

female, transgender, transsexual, other, declined.” Indigenous ethnicity was self-reported 

and did not include participants who indicated they were part-Indigenous or who self-

identified as “Mixed/Other”. Participants who self-identified as Indigenous and were 

asked to specify: Inuit, First Nations Status, Indigenous from outside Canada, Métis, First 

Nations Non-Status, and other. Participants’ level of need was categorized high needs 

(HN), based on the MCAS score of 62 or lower or current bipolar or psychotic disorder; 

as well as one of the following: legal involvement in the past year, substance dependence 

in the past month, and two or more hospitalizations for mental illness in the past 5 years. 

All other eligible participants were categorized as moderate needs (MN; (Somers et al., 

2017). Dependent variables included post-traumatic stress disorder (PTSD), multiple 

mental disorders, suicidality, substance and alcohol dependence and experiences of 

violence. 

Participants’ mental illness was categorized as severe or less severe. The severe 

cluster of mental disorders includes at least one of current (i.e. past month) psychotic 

disorder, mood disorder with psychotic features, and hypomanic or manic episode, as 
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identified through the MINI. The less severe cluster includes at least one of current major 

depressive episode, panic disorder and post-traumatic stress disorder (PTSD; (Somers et 

al., 2017). Substance dependence was also identified using the MINI and GAIN-SPS. 

Frequency of use included all illicit drugs (i.e. not alcohol). Infectious disease was based 

on a positive self-report diagnosis of HIV, Hepatitis B, or Hepatitis C (Somers et al., 

2017). Experiences of violence in the past 6 months were identified by asking participants 

“During the past 6 months, did anyone take or try to take something from you by force or 

threat of force?”. Participants were also asked “During the past 6 months, did anyone 

threaten to hit or attack you, or threaten you with a weapon?” and “During the past 6 

months, has anyone forced you or attempted to force you into any unwanted sexual 

activity, by threatening you, holding you down or hurting you in some way?” Participants 

who answered “yes” were considered to have experienced violent victimization in this 

analysis. Self-reported involvement with health services was collected for the past 6 

months and included visiting a family doctor, psychiatrist, Emergency Room (ER), and 

transport by ambulance. Access to health care was categorized based on the questions, “Is 

there a place that you usually go to when you’re sick or in need of advice about your 

health?” and “In the past 6 months, was there ever a time when you needed health care 

but you did not receive it?” Criminal justice services included contact with the police that 

did not result in arrest and contact that resulted in arrest or being held in a police cell for 

less than 24 hours.  

3.3.6. Statistical analysis 

Pearson Chi-square tests or Fisher’s exact test were used to conduct comparisons 

of categorical variables between groups (Vancouver vs. Winnipeg participants; 

Indigenous vs. non-Indigenous participants and Indigenous female vs. Indigenous male 

participants). Comparisons of numeric variables (e.g., age at enrolment) between groups 

were conducted using the Student t-test and Wilcoxon’s rank-sum test as appropriate. 

Comparisons were conducted across socio-demographic variables, homelessness 

variables, mental disorder, substance use, health conditions, trauma, violence and service 

use. Univariate and multivariable logistic regression analyses were used to model the 

independent associations between gender and a series of a priori outcome variables. 
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Outcome variables that were significant at the p < 0.05 level in univariate analysis were 

considered for inclusion in the multivariable logistic regression analyses. Each 

multivariable model included gender (primary independent variable) and the following 

controlling variables: age (continuous); gender (male, female); ethnicity (Aboriginal, 

White, other); need level (high, moderate); marital status (single, other); site (Vancouver, 

Winnipeg); education (completed high school, incomplete high school); have children 

(under age 18). Given the exploratory nature of our study we did not control for multiple 

comparison (Althouse, 2016; Rothman, 1990). Both unadjusted and adjusted odds ratios 

and 95% confidence intervals (CI) are reported. SPSS Version 21 was used to conduct 

these analyses. Institutional review and ethics approval was provided by Simon Fraser 

University’s office of Research Ethics application number 2009 s0231. 

3.4. Results 

3.4.1. Sample characteristics 

In Vancouver, 497 participants met eligibility criteria and 77 (16%) identified as 

Indigenous. Of the 513 eligible participants in Winnipeg, 362 (71%) identified as 

Indigenous. Selected baseline characteristics for the full sample (N = 1010) are 

summarized here and additional details have been published elsewhere (Bingham et al., 

2019). Differences in the proportions of Indigenous and non-Indigenous people in each 

site were associated with further differences involving need level, gender, ethnicity, 

education, hospitalizations, arrests, housing status, mental illness severity, and suicidality 

(p < 0.05). In both Vancouver and Winnipeg, most participants were male: 359 (73%) 

and 326 (64%) respectively. Five participants self-identified as transgender and two 

participants identified as transsexual. Although the small number of transgender and 

transsexual does not enable separate analyses, it is worth noting that five of the seven 

people who identified as transgender or transsexual also identified as Indigenous. 

In total, 439 people (44%) from the combined sample identified as Indigenous. 

Most Indigenous participants were male (61%); categorized as moderate needs (59%); 

had not completed high school (75%); and reported a lifetime duration of homelessness 
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greater than 3 years (52%). Compared to non-Indigenous participants, Indigenous 

participants were more likely to have children under the age of 18-years; report 

hospitalization for mental illness; and report lifetime durations of homelessness longer 

than three years. 

Compared to Indigenous men, women were significantly more likely to be 

younger (p = 0.002); single (p = 0.03); and have minor-aged children (p < 0.001; see 

Table 3.1). Indigenous women were also more likely than Indigenous men to meet 

criteria for high levels of suicidality (p <.001); PTSD (p = 0.002); less severe mental 

disorder (p = 0.034); and two or more mental disorders (p = 0.002). Furthermore, 

Indigenous women were more likely than Indigenous men to report experiences of 

violence, including: forced or attempted unwanted sex (p < 0.001); attempts to take 

something by force or threat (p = 0.048); threats to hit or attack them (p = 0.039). 

Table 3.1. Socio-demographic, Mental Health, Substance Use and Service Use 
Characteristics for Vancouver and Winnipeg Indigenous Female and 
Male Home Study Participants (N = 439) 

Variable 
Indigenous female 
n = 169, 38.9% 
N (%) 

Indigenous male 
n = 265, 61.1% 
N (%) 

P value 

Need Level    
High Need 74 (43.8) 104 (39.2) 0.348 
Moderate Need 95 (56.2) 161 (60.8)  
Age at Enrolment    
Youth 25 (14.8) 28 (10.6) 0.002* 

25–44 Years 100 (59.2) 161 (60.8)  
44 Plus Years 44 (26.0) 76 (28.7)  
Education    
High School or Higher 42 (25.0) 67 (25.4) 0.008* 
Less than High School 126 (75.0) 197 (74.6)  
Marital Status    
Single (never married) 117 (69.2) 191 (72.6) 0.030* 
Married/Partner 18 (10.7) 11 (4.2)  
Separated/Widow/divorced 34 (20.1) 61 (23.2)  
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Variable 
Indigenous female 
n = 169, 38.9% 
N (%) 

Indigenous male 
n = 265, 61.1% 
N (%) 

P value 

Have Children (under 18) 111 (66.5) 111 (42.7) < 0.001* 

Hospitalized for mental illness  
over 6 months in past 5 years 

9 (5.4) 13 (5.0) 0.870 

Hospitalized for mental illness  
over 2 times in the past 5 years 

44 (26.7) 62 (23.6) 0.471 

Arrested/Imprisoned/Probation/ 
Community sanction in past 6 months 

57 (33.9) 111 (41.9) 0.098 

One or more nights in hospital, detox, 
shelter and jail in last 6 months 

155 (91.7) 226 (85.3) 0.046* 

Length of Homelessness Lifetime    
1–3 years 81 (49.7) 123 (47.9) 0.714 
3 years plus 82 (50.3) 134 (52.1)  
Length of homelessness lifetime    
12 months 33 (20.2) 56 (21.8) 0.833 
13–60 months 72 (44.2) 106 (41.2)  
60 months plus 58 (35.6) 95 (37.0)  
Length of homelessness longest single 
period 

   

12 months 67 (41.6) 121 (47.8) 0.216 
13–60 months 69 (42.9) 95 (37.5)  
60 months plus 25 (15.5) 37 (14.6)  
Age first homeless    
18 years or less 50 (29.8) 78 (29.8) 0.643 
19–30 years 54 (32.1) 86 (32.8)  
31–40 years 30 (17.9) 56 (21.4)  
Over 40 years 34 (20.2) 42 (16.0)  
Housing Status    
Absolutely homeless 111 (65.7) 196 (74.0) 0.064 
Precariously housed 58 (34.3) 69 (26.0)  
Mental illness & substance use    
Less severe mental illness 150 (88.8) 215 (81.1) 0.034* 



83 

Variable 
Indigenous female 
n = 169, 38.9% 
N (%) 

Indigenous male 
n = 265, 61.1% 
N (%) 

P value 

Multiple mental disorders (≥2) 126 (74.6) 160 (60.4) 0.002* 
Current PTSD 98 (58.0) 114 (43.0) 0.002* 
Current suicidality 160 (94.7) 216 (81.5) < 0.001* 
Current alcohol dependence 111 (65.7) 176 (66.4) 0.875 
Current substance dependence 108 (63.9) 130 (49.1) 0.002* 

Age first alcohol use    
 > 14 yrs. 62 (38.5) 111 (42.7) 0.397 
 < 13 yrs. 99 (61.5) 149 (57.3)  
Age first drug use    
 > 14 yrs. 73 (45.9) 124 (49.4) 0.491 
 < 13 yrs. 86 (54.1) 127 (50.6)  
GAIN-SPS score of substance use    
Less severe (0–3) 86 (55.1) 158 (63.2) 0.106 
Severe  70 (44.9) 92 (36.8)  
Physical illness, service utilization and 
trauma 

   

Blood borne diseases 46 (27.5) 74 (28.2) 0.875 
Two or more physical illness 159 (94.1) 225 (84.9) 0.004* 
Have a regular medical doctor 131 (77.5) 164 (61.9) 0.001* 
Place you usually go when you are sick or 
need advice about your health 

146 (86.4) 222 (84.4) 0.572 

Needed health care, but did not receive it  
in past 6 months 

91 (54.5) 130 (49.8) 0.344 

During past 6 months did anyone take or  
try to take something from you by force or 
threat of force? 

78 (47.0) 97 (37.3) 0.048* 

During past 6 months did anyone threaten 
to hit or attack you, or threaten you with a 
weapon? 

105 (63.6) 139 (53.5) 0.039* 
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Variable 
Indigenous female 
n = 169, 38.9% 
N (%) 

Indigenous male 
n = 265, 61.1% 
N (%) 

P value 

During past 6 months has anyone forced 
you or attempted to force you into any 
unwanted sexual activity, by threatening 
you, holding you down or hurting you in 
some way? 

31 (18.7) 9 (3.5) < 0.001* 

Notes: PTSD: Post-Traumatic Stress Disorder; GAIN-SPS: Global Assessment of Individual Need –Substance 
Problem Scale. * outcome variables that were significant at the p < 0.05 level.  

Unadjusted (UOR) and adjusted odds ratios (AOR) and 95% confidence intervals 

included in the univariate and multivariable analyses are presented in Table 3.2. Results 

from multivariable logistic regression analyses confirm the findings of the bivariate 

comparisons and indicate that among the Indigenous participants, female gender was 

predictive of meeting criteria for PTSD (AOR: 1.81; 95% CI = 1.22–2.69); multiple 

mental disorders (AOR: 1.86; 95% CI = 1.20–2.86); current high suicidality (AOR: 3.97; 

95% CI = 1.88–8.4); and current substance dependence (AOR: 1.91; 95% CI = 1.26–

2.91). Female gender was also predictive of reports of violence such as, someone taking 

something from them by force or threat of force (AOR: 1.52, 95% CI = 1.10–2.23), 

someone threatening to hit or attack them or threatening them with a weapon in the past 6 

months (AOR: 1.51, 95% CI = 1.00–2.27), and someone forcing or attempting to force 

sexual activity on them by threatening or holding them down or hurting them (AOR: 

6.31, 95% CI = 2.78–14.31). 



85 

Table 3.2. Logistic Regression Analysis to Estimate the Effect of Gender on Mental Illness, Substance Use, Trauma and 
Violence Among Vancouver and Winnipeg Indigenous At Home Participants (n = 439) 

Dependent variable 
Unadjusted OR 
(95% CI) 

P value 
Adjusted 
OR 
(95% CI) 

P value 

Current PTSD 1.83 (1.24–2.70) 0.002* 1.81 (1.22–2.69) 0.003* 

Multiple mental disorders ( > 2) 1.92 (1.26–2.94) 0.003* 1.86 (1.20–2.86) 0.005* 

Current suicidality 4.03 (1.93–8.45) < 0.001* 3.97 (1.88–8.4) < 0.001* 

Current substance dependence 1.84 (1.24–2.73) 0.003* 1.91 (1.26–2.91) 0.002* 

During past 6 months did anyone take or try  
to take something from you by force or threat of force? 

1.49 (1.00–2.21) 0.048* 1.52 (1.10–2.23) 0.042* 

During past 6 months did anyone threaten  
to hit or attack you, or threaten you with a weapon? 

1.52 (1.02–2.27) 0.039* 1.51 (1.00–2.27) 0.046* 

During past 6 months has anyone forced you or attempted to force  
you into any unwanted sexual activity, by threatening you, holding you  
down or hurting you in some way? 

6.35 (2.94–13.74) < 0.001* 6.31 (2.78–14.31) < 0.001* 

Notes: Controlled for age (continuous), need level (high, moderate), marital status (single, other), site (Vancouver, Winnipeg), education (high school or higher, less than high 
school), have children (under 18). PTSD: Post-Traumatic Stress Disorder. *outcome variables that were significant at the p < 0.05 level. 
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3.5. Discussion  

The results of this study are consistent with the hypothesis that Indigenous women 

who become homeless are markedly afflicted by violent victimization, post-traumatic 

stress and suicidality. Indigenous women were six times more likely than Indigenous men 

to be victims of forced sexual violence, and were significantly more likely to exhibit 

symptoms of PTSD and suicidality. Our findings support the interpretation that 

Indigenous women continue to experience forms of violence, social exclusion, and 

marginalization. Women comprised a substantially higher percentage of our Indigenous 

sample (39%) compared to our non-Indigenous sample (26%). These findings can be 

meaningfully interpreted as a reflection of colonizing practices that sought to extinguish 

Indigenous women’s historic roles as matriarchs and custodians of cultural continuity. 

However, our research design does not address the causal role of these historical factors. 

Our results highlight the importance of recognizing the distinct experiences of 

Indigenous women when providing housing and relevant support services, particularly 

those emphasizing culturally and trauma informed care. Consistent with other research 

(Hotton Mahony et al., 2017; Patrick, 2014), our study found that Indigenous women 

experience violence at alarming rates. A 2009 Statistics Canada study reported that rates 

of violent victimization for Indigenous women (63% of females between the ages of 15 to 

34) were three times higher than for non-Indigenous women (Brennan, 2011; 

Brownridge, 2008). Homelessness literature has discussed differential impacts of sexual 

victimization among women compared to men in terms of increased psychopathology 

and legal involvement (Rich & Clark, 2005; Tolomiczenko & Goering, 2001). Halseth 

(2013) discusses violence as a serious threat to the wellbeing of Indigenous women, 

perpetuating a gender-specific form of marginalization established under colonization. 

Support services for Indigenous women survivors of violence urgently need to be 

strengthened to reverse these historically rooted forces. 

Indigenous women in this study were almost two times more likely than 

Indigenous men to be diagnosed with PTSD. PTSD is closely linked to historical and 

current experiences of violence experienced by Indigenous peoples. Research has 
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documented that women are more likely to develop PTSD than men (Gwadz, Nish, 

Leonard, & Strauss, 2007), and high rates of PTSD have been described among 

residential school survivors; however with known low rates of service engagement in 

Indigenous communities these may be underestimates (Bellamy & Hardy, 2015). 

Indigenous women in this study were close to four times more likely than 

Indigenous men to have high suicide risk or suicidality. Almost every Indigenous woman 

in this analysis actively thought about death and suicide with high suicidality among 95% 

of respondents. This shocking statistic is consistent with the sparse research that exists 

documenting the suicide crisis among Indigenous Canadians, particularly that Indigenous 

women are more likely to commit suicide than other Canadian women (Halseth, 2013). 

Suicide among Indigenous people is an issue of global concern and continues to devastate 

communities across Canada (M. King, Smith, & Gracey, 2009; Nasir et al., 2016). Global 

evidence has shown that experiences of intimate partner violence among women are 

significantly associated with poor health, suicidal thoughts, prior attempts, and poor 

mental health (Ellsberg, Jansen, Heise, Watts, & Garcia-Moreno, 2008). Eynan and 

colleagues (2002) studied 330 homeless adults and found a high prevalence of suicidal 

ideation (61%). Furthermore, in their study 78% of female participants compared to 56% 

of male participants reported suicidal ideation, and 57% of the women had attempted 

suicide compared to 28% of the men (Eynan et al., 2002; Tolomiczenko & Goering, 

2000). 

Substantial research has shown that suicide rates among Indigenous communities 

in Canada are of epidemic proportions. Despite significant investments, research 

investigating the determinants of suicidality within the Indigenous population and 

identifying promising interventions remains preliminary (MacNeil, 2008). Indigenous 

scholars have raised concerns about using a homogenous approach to suicide 

interventions highlighting the diversity within the Indigenous population and variation in 

suicide rates. Research that examines intersectional meanings of identity, environment, 

Indigenous culture and community in relation to suicide is required (Ansloos, 2018). 

Some scholars have recommended addressing Indigenous suicidality through the 

implementation of culturally-relevant programming, which incorporates Indigenous 
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worldviews, culture, ceremony, elders and spirituality (Chandler & Dunlop, 2015). 

Chandler has asserted that Indigenous communities with low suicide rates are marked by 

multiple community factors including: higher levels of self-determination on the 

community level, self-government, active attempts to restore traditional land title, 

preserve Indigenous language, culture and women’s roles in governance (Chandler & 

Dunlop, 2015). Individualistic approaches to addressing Indigenous suicide have failed 

continually and with an absence of promising interventions, Indigenous suicide research 

must be reoriented to focus on critical community level factors that foster cultural 

resurgence, reclamation and self-determination (Ansloos, 2018; Chandler & Dunlop, 

2015). 

It has been argued that mainstream definitions of homelessness do not adequately 

describe the meaning of Indigenous homelessness. For example, Thistle (2017) described 

Indigenous homelessness as not simply the lack of a structure for habitation but a 

disconnection and isolation from kin relations and relationships to the land as understood 

through Indigenous worldviews. Thistle calls for acknowledgement that racism and 

discrimination are entrenched in Canadian society and prevent Indigenous people from 

thriving. He asserts that homelessness must be culturally understood and that Indigenous 

worldviews and experiences must inform solutions. The current study indicates that 

gender should be added to the contextualization of Indigenous homelessness, and must 

inform the development of interventions and supports. With abundant evidence that the 

unravelling of Indigenous cultural systems perpetuates Indigenous homelessness, it is 

clear that decolonizing approaches are essential, particularly for Indigenous women (J. T. 

Anderson & Collins, 2014; M. King et al., 2009; Patrick, 2014; Thistle, 2017). 

Indigenous scholars have called for the development of Indigenous gender-based 

analytic approaches that account for the experiences of all members of communities 

including girls, women, trans and two spirit peoples (Hunt, 2015). Several studies have 

shown that LGBTQ2S4 young people are overrepresented among youth experiencing 

                                                
4 The acronym LGBTQ2S is used to refer to those who identify as Lesbian, Gay, Bisexual, Trans, Queer and 
Two-Spirit. Two Spirit is a term used in some Indigenous communities, encompassing sexual, gender, 
cultural and spiritual identity. Two-Spirit is reflective of complex understandings of gender in Indigenous 
cultures. There is a spiritual, cultural and historical component to being two-spirit originating from 
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homelessness (Abramovich, 2018; Abramovich & Shelton, 2017; Novac, Darden, 

Hulchanski, Seguin, & Berneche, 2002; Thistle, 2017). Research on LGBTQ2S 

homelessness is scarce yet it is important to acknowledge that Indigenous gendered 

experiences of homelessness, violence and mental health are not simply limited to binary 

gender experiences. Hunt (2015), describes the erasure of two-spirit people as part of 

colonial violence resulting from racialized gender hierarchies that has led to current 

conceptions of gender as binary in health research. Although the current study did not 

collect data on two-spirit and other experiences of gender, this gap in research is 

important to acknowledge in the framing of gendered health disparities among 

Indigenous Canadians, particularly because Indigenous LGBTQ2S individuals are at risk 

for both violence and homelessness and yet are largely unrepresented in discussions, 

analyses and recommendations. 

3.6. Study limitations 

Despite the strengths of our study design (e.g., large sample size, structured 

diagnostic interviews), several limitations should be considered. Our reliance on self-

report may have introduced recall-bias and other sources of error. A study comparing 

self-report measures in the current study with corresponding administrative records 

supported the validity of information collected in our trials (Somers, Moniruzzaman, 

Currie, Rezansoff, et al., 2016b). However, the validation did not include the primary 

variables included in the current study. Further, given that the participants were selected 

based on current mental disorder this may have further compromised some of their 

responses. Baseline interviews were conducted prior to randomization to a housing 

intervention, which may have introduced bias if participants believed that their responses 

might influence assignment. However, it is not clear what direction such bias might take. 

Gender was self-identified with the categories of male and female and did not allow for 

an examination of other sexual orientations. Indigenous ethnicity was also measured 

through self-report and categorized as “yes/no,” although participants were asked if they 

                                                
Indigenous cultural beliefs and practices pre-contact and it is important to acknowledge that this differs from 
identifying as LGBTQ+ Indigenous. 
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identify specifically with First Nations, Inuit, Métis, or status and non-status. This study 

was not adequately powered to investigate differences between these identity groups. As 

a result of a long history of mistreatment within the healthcare system, many Indigenous 

people choose not to identify as Aboriginal in survey instruments for fear of 

discrimination. It is unknown whether similar concerns may have suppressed disclosure 

of Indigenous ethnicity in our study. We combined samples between sites with very 

differing proportions of Indigenous people (15% vs 70%). These differences were 

expected based on prior knowledge of the Winnipeg and Vancouver contexts, but it is not 

clear whether there are meaningful differences between Indigenous participants in 

different sites. Further research is required to investigate and identify best practices for 

Indigenous people who are homeless and mentally ill, and their generalizability across 

settings. Housing First strategies have promise, particularly if they incorporate culturally-

relevant services that account for trauma histories, gender, and structural violence. Our 

study was an exploratory investigation secondary to the main objective to examine 

housing stability post-randomization. Our multi-variable and univariate comparisons are 

preliminary and should be interpreted as hypothesis generating. 

3.7. Conclusions 

Housing policies and interventions for Indigenous Canadians must incorporate 

evidence of distinct needs associated with gender. Indigenous people experience 

homelessness in the context of historical and contemporary colonization. Violence and 

ongoing trauma have particularly forceful effects on the wellness of Indigenous women, 

their families, and communities. Yuan et al. (2015) described a research agenda for 

violence against American Indian and Alaska native women, calling for participatory 

research to develop culturally appropriate, strengths based interventions (Yuan, Belcourt-

Dittloff, Schultz, Packard, & Duran, 2015). Similarly, Canadian researchers (Browne et 

al., 2016) have described an approach to developing Equity Oriented Services, 

emphasizing culturally-safe care, trauma- and violence-informed care, and contextually-

tailored care, all operating in partnership with Indigenous people. Further research and 

Indigenous leadership are required to investigate how culturally-safe, trauma informed 

care can be incorporated into existing housing policy and programming. The current 
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study found that the repercussions of colonization were evident in distinct ways among 

Indigenous men and women who were living with significant psychological distress and 

homeless in Canada. Practices that are informed by these differences are essential to 

redressing the displacement of Indigenous women into homelessness, violence, and other 

forms of societal victimization. 
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Chapter 4.  
 
An Indigenous-led Analysis of Narrative Interviews with 
Indigenous People Who Experience Homelessness and 
Mental Illness in Canada 

4.1. Abstract 

Indigenous people are overrepresented among homeless populations worldwide due to 

colonial policies and persistent societal inequities. In this study, Indigenous methods 

were used to analyze and interpret narrative data collected via semi-structured interviews 

with Indigenous people who experienced long-term homelessness in Vancouver, Canada. 

A group of Indigenous leaders from the local community met in a sharing circle to 

examine narrative themes and develop recommendations using graphic facilitation and 

imagery familiar to Coastal Indigenous peoples. Our results emphasized themes of early 

trauma and loss, persistent barriers to social stability, and resilience in the face of 

profound adversity. Our findings also confirm the feasibility and importance of applying 

Indigenous methods to social challenges faced by Indigenous peoples.  

4.2. Introduction 

Indigenous5 peoples are overrepresented among homeless populations worldwide 

(J. T. Anderson & Collins, 2014). Despite the prevalence of homelessness on an 

international scale, research on Indigenous homelessness remains limited. In Canada, 

Indigenous people comprise only 4.3% of the population but represent 28–34% of the 

national homeless population (Gaetz et al., 2016). In Vancouver, British Columbia (BC), 

Indigenous people were 38% of the enumerated homeless population while comprising 

2.5% of the broader population (Thomson, 2016). Rates of Indigenous homelessness 

continue to rise rapidly in urban settings across Canada (Gaetz et al., 2016), although 

                                                
5 The term “Indigenous” is used throughout this paper to describe, collectively, the Indigenous peoples of 
Canada and is inclusive of those who identify as “Aboriginal,” or First Nations, Métis, and Inuit. This term 
is used while acknowledging the diversity of cultures, languages, and traditions that exist among Indigenous 
Canadians. 
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Indigenous communities themselves are rarely consulted in the development and 

implementation of solutions. As a result, published literature fails to include sources of 

guidance to develop culturally informed approaches based on the use of Indigenous 

methods of inquiry and the development of knowledge. 

 Indigenous pathways to homelessness are shaped by intergenerational trauma that 

results from colonial policies and the displacement and dispossession of Indigenous 

peoples as reflected in the legacy of residential schools and the ongoing practice of 

targeted child apprehension (Christensen, 2016). Scholars and elders alike have 

recommended that Indigenous-led and self-determined initiatives can break down some 

of the systemic barriers that marginalized Indigenous peoples face (National 

Collaborating Centre for Aboriginal Health, 2011; O'Neil et al., 2016; Charlotte Reading, 

2015).  

 Thistle provided a definition of Indigenous homelessness based on consultations 

with Indigenous people over a period of 1.5 years (Thistle, 2017). Rather than placing 

emphasis on lack of shelter, the definition acknowledges “individuals, families and 

communities isolated from their relationships to the land, water, place, family, kin, each 

other, animals, cultures, languages and identities. Indigenous people experiencing these 

kinds of homelessness cannot culturally, spiritually, emotionally or physically reconnect 

with their Indigeneity or lost relationships” (Thistle, 2017). Indigenous homelessness is 

not simply a response to the circumstances of unaffordable or limited housing but must 

be understood as an outcome of historically constructed environments and ongoing 

colonization and racism which continues to displace and dispossess Indigenous peoples 

from their traditional systems and worldviews (Thistle, 2017). 

 Thistle identified “12 dimensions of Indigenous homelessness articulated by 

Indigenous peoples across Canada”: (1) historical displacement from pre-colonial lands; 

(2) contemporary geographic separation from Indigenous lands; (3) spiritual 

disconnection from Indigenous worldviews; (4) mental disruption and imbalance caused 

by colonization and marginalization; (5) cultural disintegration and loss; (6) 

overcrowding homelessness; (7) relocation and mobility; (8) barriers to going “home” 
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after living outside of community and lateral violence; (9) complete lack of access to 

shelter; (10) escaping or evading harm to survive; (11) emergency crisis homelessness; 

(12) climatic refugee homelessness or entire communities whose food and subsistence 

patterns are impacted by climate change (Thistle, 2017). Thistle’s research provides a 

tool to frame definitions of homelessness within an Indigenous worldview and a 

framework for understanding some of what Indigenous families and communities need to 

thrive and prosper.  

 The present study aimed to engage members of the Indigenous urban community 

in the analysis of narratives from Indigenous people who experienced homelessness in 

Vancouver and were participants in a larger study (Somers et al., 2013). Traditional 

Indigenous methods of dialogue and expression were used to conduct a narrative thematic 

analysis of Indigenous people’s life stories. We aimed to support the autonomy and 

expertise of Indigenous people in the interpretation of data. Due to the novelty of this 

approach our research is an exploratory investigation of the consequences of developing 

responses to homelessness with Indigenous community-based experts.  

4.3. Materials and methods  

Decolonizing and Indigenous approaches to research are particularly important 

when conducting research with marginalized populations of Indigenous people, such as 

those who experience homelessness. For many Indigenous people “research” is linked 

with a complex and often traumatic history, in which their voices have not been 

represented, and an overwhelming amount of deficit-based dialogue. Mixed-methods 

research is a western term used to describe a combination of qualitative and quantitative 

methods of research (Dawson et al., 2017). Some Indigenous scholars have proposed 

mixed methods as also describing the combination of Indigenous and western methods of 

research. Western methods of qualitative research are often used with Indigenous 

populations and some scholars have combined these methods with Indigenous methods, 

such as storytelling, traditional songs, talking or sharing circles, which resonate with 

Indigenous culture (Dawson et al., 2017; Kovach, 2010). Storytelling is a profound 

traditional activity in Indigenous cultures and can be used as a qualitative research 
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method where participants can describe their answers to research questions orally, either 

in the process of data collection or in analysis stages. Maori health research has used 

whanau (a Maori term for extended family) research methods, which are guided by 

principles of kaitiakitanga (i.e., being a guardian of data and knowledge revealed in 

research). This research involves whanau members in the qualitative process by 

collaborating with researchers on the interpretation of narrative data (Dawson et al., 

2017). This study used mixed western, arts based and Indigenous methods to conduct a 

narrative thematic analysis of Indigenous homeless individuals’ life stories collected as 

part of a larger project. Traditional Indigenous approaches to inquiry include the use of 

talking circles and storytelling within culturally safe environments. These approaches 

create reciprocal and relational experiences between all the parties involved in the 

research, and honor participants’ narratives using Indigenous ways. A noted benefit of 

using Indigenous methodologies is the ability to include marginalized or community 

voices and provide Indigenous people with ways to contribute to the research findings in 

meaningful ways, shifting from doing research on Indigenous people to doing research 

with Indigenous people (Dawson et al., 2017). 

4.3.1. Data sources  

This study draws on data from personal story interviews with Indigenous 

participants and an Indigenous sharing circle with Indigenous community stakeholders. 

Thematic findings of the indigenous personal story interviews were visually presented, 

using a graphic-facilitation drawing, to a group of Indigenous community stakeholders at 

a sharing circle gathering. The sharing circle participants’ feedback was further used to 

create another graphically facilitated drawing, which documented the participants’ 

discussion and individual feedback on the interview themes as well as the group’s 

recommendations for homelessness solutions.  

Personal story interviews with 10 homeless and mentally ill Indigenous 

participants from the VAH study were analyzed. These data were collected as part of a 

longitudinal intervention for adults who experience mental illness and homelessness. 

Eligibility criteria included being 19 years of age or older, meeting criteria for a current 
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mental disorder, and being absolutely homeless or precariously housed (See: (Goering et 

al., 2011; Somers et al., 2013)). Participants were recruited from more than 40 different 

community and institutional agencies in Vancouver, BC.  

Participants in the narrative personal story interviews were both randomly and 

purposively selected from the study sample. Purposive sampling was based on unusual or 

typical cases while effort was made to represent differences across gender, ethnicity, 

sexual orientation, and other socio-demographic factors. Participants were asked, within 

the first month of their study participation, if they agreed to participate in a personal story 

interview; 31 participants agreed from the first 400 participants enrolled between October 

2009 and December 2010. The current study examines 10 narrative interviews, extracted 

from the larger sample, with participants who self-identified as being Indigenous, 

inclusive of First Nations, Métis, and Inuit. An Indigenous sharing circle was held to 

further assist in the interpretation of the interview data and provide recommendations for 

Indigenous homelessness solutions. The sharing circle session included Indigenous 

people with lived experience (PWLE), service providers from local Indigenous 

organizations, and an elder. Eligibility criteria for the sharing circle included, self-

identification as Indigenous and direct work with Indigenous people who are homeless or 

unstably housed in Vancouver, BC. PWLE were also invited to participate.  

4.3.2. Data collection 

Indigenous personal story interviews 

Personal story interviews for the study were conducted by three university-based 

researchers and one peer interviewer. The peer interviewer had lived experience with 

homelessness. Interviews lasted between one and two hours and were conducted at a 

location of the participant’s choosing. Interviews were often held at a shelter or an 

institution where the participant was staying. Participants signed informed consent letters 

and received a $30 honorarium at completion of the interview. The Simon Fraser 

University Research Ethics Board approved the protocol for this study 2018s0075. 
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 A semi-structured interview format was used for the interviews. Participants 

worked with the interviewers to create a personal story, which highlighted a number of 

key themes, including: (1) pathways to homelessness; (b) experiences of being homeless 

or inadequately housed; (c) experiences around first learning that they had a mental 

illness and obtaining help for their illness; and (d) high, low, and turning points in their 

life. All interviews were audio recorded, transcribed verbatim, and anonymized. All 

transcripts associated with participants who identified as Indigenous and completed 

personal story interviews (n=10) were examined by the lead author (BB) in the current 

analysis.  

Indigenous sharing circle and graphic facilitation 

Gathering stories through sharing circles is a method of research inquiry that fits 

within Indigenous epistemologies. The sharing circle is a healing method in Indigenous 

cultures; and, in a research setting, it is used to gain knowledge through discussion with 

participants of the circle, who share all aspects of themselves, heart, mind, body, and 

spirit, with permission of the facilitator to report on the findings of discussion (Lavallée, 

2009). The circle often begins with a smudging ceremony, or a ceremony led by an elder, 

and discussion goes clockwise or counterclockwise with a traditional object passed 

around to signal an individual’s turn to share (Lavallée, 2009). Principles of reciprocity 

or “giving back” are central to Indigenous methodologies. Participants sharing their 

stories and the knowledge gained by all participants of the circle is a gift.  

In this study, the sharing circle was held in partnership with a prominent and 

established Indigenous led housing organization in Vancouver, BC in April 2018. The 

lead researcher (BB) worked with this organization to invite their Indigenous community 

partner organizations to attend a 3-hour sharing circle. Inclusion for the sharing circle 

was for individuals to self-identify as Indigenous and work directly with Indigenous 

people who are homeless or unstably housed in Vancouver. Indigenous people with lived 

experience (PWLE) were also invited to participate. PWLE participants were paid 

honoraria for their participation, a traditional lunch was provided, and all participants 

were gifted with a bundle of traditional medicines. Two Indigenous elders, with extensive 

experience working with Indigenous people who are homeless, assisted BB in leading the 
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sharing circle and actively participated in it. Participants were presented with an 

overview of the research, the preliminary themes that emerged from the VAH narratives 

through a presentation of the graphic product completed and produced by an Indigenous 

graphic facilitator prior to the talking circle. 

Graphic facilitation is a method, which, more recently, has been used with 

marginalized populations and with Indigenous sharing circles in community-based 

participatory research. Graphic facilitation encourages participation, ownership, and 

creativity in community-based research. Graphic facilitation allows the participants to 

interact with the data that is being produced by seeing the themes of discussion 

represented in real-time in the graphic product being created by an experienced and 

Indigenous facilitator. This interaction with the data can also be considered a form of 

integrated knowledge translation, as removes the researcher’s interpretation of participant 

comments, and allows participants to work with researchers to create a product that 

accurately represents their input.  

Sam Bradd a leading graphic facilitator, who has worked with Indigenous peoples 

extensively, writes about using graphic facilitation to lead dialogue and explore difficult 

issues more than in a traditional meeting setting. Indigenous participants who experience 

this method have commented that graphic facilitation connects to a rich oral history and 

to art traditions of Indigenous cultures (Bradd, 2016). In graphic facilitation, the 

facilitator visually represents themes from the conversations. Using graphic methods of 

recording data requires the facilitator to interact in an empathic way with participants, 

understand the ideas the participants hope to portray and their diverse worldviews. This 

method of portraying Indigenous voices and storytelling facilitates creating a space built 

upon respect, and understanding, and sensitive to cultural safety (Bradd, 2016).  

The presentation of the interview themes in the sharing circle, of pathways to 

Indigenous homelessness and experiences on the streets, was used as a framework within 

which to discuss recommendations for Indigenous housing and homelessness strategy and 

policy as well as ways to move toward culturally safe and relevant housing interventions 

for Indigenous people in Vancouver, BC. The graphic facilitator (Michelle Buchholz) 
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was trained extensively under the leadership of Bradd’s graphic facilitation framework 

for facilitation. Buchholz completed the thematic representation of the interviews and 

also performed all graphic facilitation for the sharing circle discussion. Participants of the 

sharing circle actively engaged with the graphics as they were produced during the 

session (See Figure 2). The sharing circle session was audio recorded with approval of all 

sharing circle participants. The audio file was transcribed verbatim and all identifying 

information was removed. This project received ethics approval from the Simon Fraser 

University Research Ethics Board (2009s0231; 2018s0075).  

4.3.3. Data analysis 

The data analysis for the current study included: (1) thematic analysis of interviews; 

(2) preliminary graphic illustration of the identified themes; and (3) graphic illustration of 

the discussion from the sharing circle; and (4) thematic analysis of the sharing circle 

discussion transcript. After thorough review of the personal stories as a whole, thematic 

areas where identified by an Indigenous doctoral-level researcher (BB). Themes and 

illustrative quotes from participants were presented to an Indigenous graphic facilitator 

(MB) by the Indigenous lead researcher (BB). Discussion between the researcher and 

graphic facilitator of these themes from an Indigenous worldview led to the creation of a 

preliminary graphic representation of the themes. These two members of the research 

team reflected upon the data and quotes and re-read transcripts to ensure agreement and 

accuracy on the interpretation of the themes. The sharing circle transcript was further 

analyzed to pull out additional quotes representing key themes and recommendations for 

Indigenous homelessness. Thematic linkages were made to the personal story interview 

themes. Data results are presented in two sections. First the narrative interview results 

which include, key themes from the Indigenous personal story interviews; and second the 

sharing circle results, which include key themes from the Indigenous community sharing 

circle session focused on Indigenous solutions to homelessness.  
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4.4. Results  

4.4.1. Indigenous narrative personal story interviews  

Sample characteristics  

The VAH narrative interview sample was comprised of five male, three female 

and two transgendered or two spirit participants, with a mean age of 40 years. Most were 

single and never married (n=8). One participant reported finishing high school, five 

others reported not graduating and four reported completing grade 8 or less. Five 

participants had children under the age of 18, and most (n=7) were absolutely homeless.  

Interview themes 

A visual representation of the themes from the narrative interviews is represented 

in Figure 4.1. Key themes identified in the personal story narratives were: trauma and 

abuse, child apprehension and foster care, grief and loss, violence, disconnection, 

criminal justice involvement, experiences on the streets and resiliency.  
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Figure 4.1. Graphic facilitation visual representation of the thematic analysis of Indigenous personal story interviews. 



102 

“It was a very abusive life”: Narratives of early trauma 

Indigenous participant narratives told stories of significant trauma, abuse, and 

violence originating during their childhoods. Participant stories described significant 

physical, sexual abuse, and childhood neglect. For example, a participant who identifies 

as transgendered, described growing up in an abusive household and suffered abuse as a 

result of identifying as bisexual.  

“When I was growing up with my family — it was a very abusive life. My 
dad…since I was eight…my dad was trying to make us work all the time, 
and he was a very abusive man…. When I was seven years old he knew I 
was bisexual…so he started beating me, and he threw me off the balcony.” 

Child apprehension and adoption was commonly described as a source of early trauma. 

Another participant described being neglected as an infant and later being apprehended 

and adopted. This early experience of severe neglect and trauma was described as the 

beginning of an adoption journey that later resulted in family disconnect.  

“I was adopted when I was 16 months old. I was apprehended from my 
natural mother due to some mistreatment…. The police had been called, 
and they came and found me when I was 9 months old in a crib…. I was 
covered in open sores, which were later determined to be bedsores from 
being left in a crib for 9 months. I couldn’t sit up, I couldn’t roll over — I 
couldn’t perform the normal activities of a healthy one-month-old child 
because of neglect…. I was taken to the…hospital…where I spent the next 
4 months…. I never cried once when I was there. Later on, it was 
determined that the reason for that is because it’s a learned response 
[crying]; and obviously crying, when I was with my natural mother, never 
got me anything so I didn’t do it. Apparently the back of my skull hadn’t 
even hardened…because I lied on it for 9 months; it was like mush. I got 
healthy in the hospital, and these people came and adopted me…. That 
was all right for a couple years until they started disbanding. My mother left 
the home when I was around 4.” 

A female participant, describes dealing with sexual abuse and grief and loss at a young 

age which culminated in leaving the family home and engaging in substance abuse to 

cope:  

“When I was young, I got molested as a kid. And then, we got rid of that 
guy — fucked him all up — and then, when I was about 13, that’s when the 
shit hit the fan. My favorite brother passed away. That’s what happened, 
and I just went.... Ran away from home, started drinking every day.”  
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 “I thought I’d lost the world”: Narratives of grief and loss 

Participants described experiences of grief and loss as significant events in their 

lives and the precipitants to their diminished mental wellness. Experiencing depression, 

loss of a family member and lack of family support or effective coping was consistently 

described by participants. For example, one female participant, discussed her struggle 

with depression and substance use stemming from experiences of grief.  

My depression — I go through depression every day…. Depression is a 
really hard thing to live with, because I’ve never lived with it so bad in my 
whole entire life. Even as a young girl — I was about seven or eight. After 
I lost my step-dad, I thought I’d lost the world. It actually killed me. I went 
on a really bad binge — I went to drugs, I went to drinking.... we had a week 
at the house, and I was pissed on crack out back, and my mom didn’t 
realize...the state I was in. She was too busy with her own. Her friends were 
actually the ones that took me to this house and I got drunk on a case of 
beer, but...it’s quite sad. It was a sad day — a hard day. I didn’t even want 
to live. That’s how bad it was. 

“I am always in an abusing situation”: Narratives of violence 

Indigenous female participants narratives were consistent with the national 

dialogue on the widespread violence experienced by Indigenous women. Indigenous 

women described being powerless in abusive-relationship dynamics, where they are 

taken advantage of and physically abused. One female participant spoke of the way her 

partners take advantage of her:  

Basically I am always in an abusing situation with them because for one 
thing, you can save money by living with a hooker, and…because I’m 
Native, he wants a status – like the benefits of it – healthcare and stuff like 
that; and, if he’s going to do it, what can I do about it right? 

Another female participant described how being a victim of violence was a repeated 

experience she had in her lifetime: 

I left my boyfriend. He kept on beating me, and I didn’t like that part. This 
is the first time I’ve actually stood my ground and said “No! You can’t come 
back to me. I’ve been beaten lots in my life. 
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“I was always a different color than my parents”: Narratives of disconnection and 
child welfare 

The findings demonstrate that Indigenous participants experienced disconnection 

from birth families, being raised by other family members, being adopted or moving from 

group home to foster care. Interacting with child welfare services was common for 

participants whether through apprehension or adoption. Participants described living 

independently at a young age, raising younger siblings and being apprehended due to 

parental substance use, poverty or neglect.  

I raised my sister when she was growing up, and I had my own place when 
I was 15 years old…. and I was raising her, but child services took her 
away.  

A transgendered participant described: 

I always knew that cause I was adopted, right — since I was 3 and a half. 
So, I was always a different color than my parents, the rest of my family, 
the people around me…. That’s a big thing. I’ve always been different that 
way. Sexually, I guess I knew when I was a young kid, young like 8 years 
old. The first time, I was with a friend, just fooling around and being 
different. Other than that, I just always knew. Just when I was growing up I 
could tell — everybody else could tell I was different.  

 Participants also spoke of being apprehended due to child neglect or parental or 

family substance use issues.  

My mom, I’d say my mom was just a teenager when she had me. She was 
15 years old. She also had a problem. She’s a drinker, an alcoholic. The 
alcohol got in the way…. But, I think my mom had trouble with housing too 
because she was in foster homes as a little girl, and I did a lot of foster 
homes, an orphanage.  

The same participant went on to describe the reason for apprehension into the child 

welfare system: 

My aunt had told me that my mom used to go sit in a bar after work, and 
she’d put me in a box and cover me, and – she’d put liquor in there, I think 
– and cover me with newspaper and then a blanket. And give me a bottle 
of watered down warm wine. And my aunt found out, and that’s how I got 
taken away from her.  
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“I grew up with my grandparents”: An invisible generation of parents and 
disconnection from kin relations 

 Findings indicate that family disconnection and being disconnected from 

Indigenous kin relations is significant in the participants lives. Participants often 

discussed a significant disconnection from primarily their parental generation. Many 

participants described being cared for by other family members or having no family 

contact.  

I’ve been homeless for a while. I grew up with my grandparents, and then 
I moved out when I was 16, and I’ve been homeless since.  

I got adopted when I was young. My step-dad died of cancer at a very 
young age. I was only 8 years old. I used to take off all the time from my 
mom. So, I experienced the streets quite early. Sometimes I was gone for 
a couple of days. And one longer time, they had the cops out after me. But, 
as I experienced as a youngster being thrown out into the street area, it 
was just a natural habitat. So, I was able to survive, but not really.  

Another participant, described how his experiences in foster care perpetuated the 

disconnection from parents and siblings:  

No one really cared about me and my brother and sister. They just wanted 
their money, and we were brought up poor while they had all our money. 
And they wouldn’t let us see our family either because they’d be scared 
that we’d tell them what was going on.... So every time my grandparents 
and my mom and dad would come to visit, they’d take up their whole time 
until it was time for them to leave. They’d let us visit for a couple minutes, 
and then they’d be gone. 

“I’ve got a record about that thick”: Criminal Justice Involvement 

 Participants described experiences of entering in and out of the criminal-justice 

system. It was common for participants to describe a lack of resources for adjusting to 

life after being in prison and becoming homeless upon leaving prison due to no options 

for affordable or safe housing. For example one participant described: 

I’ve spent 14 years in the penitentiary, from approximately 1990 to 2004. I 
got out, I lived inside for one month at the Regent Hotel. And...when I use 
drugs, I get into my own paranoid thoughts. After abusing them for so 
long...I couldn’t remain inside…. And I walked around downtown 
Vancouver for 6 years. Six years I was homeless, walking around, selling 
crack and heroin and staying high.  



106 

A female participant described leaving the criminal justice system with no knowledge or 

skills of how to live and survive out of prison: 

Well, when I got out of jail and my time was up, they just kicked you out. 
And they didn’t tell you to set up anything or go anywhere. They just said, 
‘Your time’s up and you gotta go’.... Cause when you get out, after you do 
more than five years, you don’t know how to live out here.  

“I was homeless at 15 and I’ve been homeless ever since”: Experiencing 
homelessness first at a young age 

 Participants’ histories emphasized profound social and structural instability at 

young ages. The majority of participants spoke to becoming homeless at a very young 

age with little or no family or community support. As children, participants were left to 

fend for themselves on the streets and resorted to criminal activity and substance use to 

survive.  

They started trying to put me in group homes...when I was 12. I wanted no 
part of that apparently, and I don’t remember much of it, except that I would 
take off and end up down on [the street] when I was a young kid. Started 
using hash and weed...ended up doing crime. Ended up in juvenile facilities 
and camps and...ended up continuing to use drugs. Drugs were the 
problem and I went into detox the first time when I was 15...trying to get off 
heroin. That was the first time. 

A transgendered participant left the home of his adoptive parents when they were 13 

years old:  

Interviewer: “Was that the first time you were homeless?” 

Participant: Yeah. And I stayed on and off at their place for like not too 
long, till I was put into foster care — ‘cause I was still too young 
to get welfare myself…. I went to foster care for about a year 
and a half…back to my parents’ house and then…I was 
homeless at 15, and I’ve been homeless ever since. 

Interviewer: What was going on at 13 that you didn’t want to stay at 
home? 

Participant: My sexuality was a big thing and drinking was a big thing 
for me at that time.  
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“It’s like they’re saying, you’re not our type”: Barriers to obtaining and 
maintaining housing 

 Barriers to obtaining and keeping housing was commonly discussed. In particular, 

participants noted being rejected from housing due to racial discrimination or stigma. As 

well as barriers due to living with other family members.  

When I was 16 on my own...I got an apartment — I had one daughter 
already, and I started high school. My mother moved in with me, my cousins 
— ‘cause I did share a place with my cousins. They would move in on me, 
and then I’d get kicked out, and I’d have to look for another apartment. 

Other participants shared similar stories of facing stigma and discrimination in attaining 

housing.  

It’s like they’re saying, “you’re not our type” or you’re a welfare bum or 
something. Or they just look at you and just...look at you. We don’t want to 
rent to you because of this or that.  

Last month I had trouble with my landlord. I was in a basement suite. I 
started thumping him because he was being prejudice against me for 
having HIV. I thought he was going throw my stuff while I was away from 
the place.  

Because I’m Native, a lot of people used to put me down to being a drunk. 
Which I can’t say I put out, but I can’t say that I was quite equal to other 
people by saying, “Well, yeah, I do drink.” But, it’s like, why do people put 
down people. You know if you can’t look at yourself and judge yourself then 
you can’t judge others.   

Two participants described some of the key factors and common barriers to finding and 

maintain housing, including affordability, allowing pets, credit scores, and age limits for 

guests or family visits.  

Finding a place that’s affordable, that will let me in with my cat, and just 
give me a chance basically. A lot of the places, I can’t even get in the door. 
I found that, or you have to have this huge credit check, just to rent a place.  

I like that I can come and go whenever I want, but I don’t really like how 
they have an age limit for who my guests are at a certain time. I tried to get 
my little brother to spend the night here after we finished work the other 
night and he’s only 21, and they said, ‘Oh, we can’t have people under 25 
after this time.’ I was like, ‘Well he’s my little brother, what does it matter?’ 
‘Oh we still can’t. It’s policy.’  
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 When participants were asked what contributed to becoming homeless, most 

described psychological struggles and little understanding of what type of mental illness 

they suffered from or how to effectively manage mental illness.  

I guess some type of mental illness. Yeah.... I would have to say...I don’t 
know what. Apparently bipolarism, but I never really understood what that 
was.  

A female participant, on the other hand, is unsure of her mental health: 

No. I’ve never seen... a psychiatrist...but my mother had a mental — a 
nervous breakdown —so, I don’t really know if I have a mental problem. 
Somebody tried to call me schizophrenic...but I don’t even know what that 
means. What is schizophrenia? Is it something to do with the nervous 
system?  

One male participant, in response to a question about what contributed to his depression 

he described cumulative factors leading to diminished mental wellness:  

Just, a lot of stuff. Relationships, kids, people passing away when you’re 
not there, other things…stuff that you couldn’t be there when you could’ve 
been… There are a lot of things. So I can’t really pinpoint each one — it 
just builds up and builds up and builds up. 

 “I like that you can come and go anytime you want”: Experiences with services and 
shelters 

 Participants described their experiences staying in shelters, of not feeling 

comfortable and dealing with stigma.  

At first it wasn’t so easy, but like everything else...I got over 
the...psychological aspect of needing to stay in a shelter...and started 
believing I needed a shelter. A guy in a shelter — that’s the kind of person 
I am. Obviously I’ve got a lot of problems.  

The conditions in the shelters are discussed as a key barrier to their use.  

I like that you can come and go anytime you want. You’re allowed to go 
there drunk or high. You’re allowed to do basically whatever you want at 
the [shelter]. And they have bunk beds instead of little mats. That’s what 
they have at the [other shelter] — just little mats that you sleep on. They 
give you this tiny little thin blanket, and...I never really liked the [other 
shelter] because I didn’t feel comfortable there.  
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The last shelter I stayed at I had bed bug marks all over my legs. Stopped 
staying there and started staying in my tent, and I haven’t been bit by bed 
bugs.  

“I’ve never been out on a limb this bad”: Life on the streets 

Participants commonly described how experiencing life on the streets and a consistent 

absence of personal safety added to experiences of trauma. One female participant 

describes her experiences on the streets: 

Participant: Just being homeless. It’s because I don’t understand... I’m 
a smart person, but I’ve never been out on a limb this bad. And 
it’s hard to say what my experience is, going through it, but it’s 
really...I don’t know, it gets stressful.  

Interviewer: I like your phrase: “out on a limb,” like you’re on this edge, 
and you don’t know whether you’re going to fall or not. 

Participant: It’s being on a razor’s edge too — it can be sharp.... You 
can see things — they contrast to your own views, but other 
people expect you to see it through your eyes. You can’t see 
through your own eyes what you see through others.  

 “Something I can call my own”: The meaning of home 

Participants were asked to describe their meaning of home. It was common for 

participants to mention safety, security, independence and a place that is their own.  

Somewhere of security and comfort.  

Well, something I can call my own. And I don’t have to rely on…’cause 
sometimes I pay people just to stay at their place. But it’s not really my 
home. So, now, I can do what I want. A place that you can call home…that 
you’re welcome.  

Turning points and resiliency 

Despite participants surviving experiences of trauma from young ages and 

continuously throughout their lives, most participants demonstrated resiliency and hope 

for the future. They were asked to describe turning points in their lives. Several described 

harm reduction services such as safe injection sites as a turning point or getting into a 

detox program, while others had hope for pursuing education. 
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The phone rang and I was told that I could go over to Insite, the drug 
program. They’re waiting for me.... So that’s a turning point. Things are 
getting better.  

When I got my HIV, I found that I had to change my life around. Change 
the things that I wanted to go for. Me, I’m planning on going back to school 
to get my grade 12. Not just to prove to my sons that I can do it, but to prove 
to other people that even at my age, I can, you can, succeed. At anything 
you want.  

When I say I’ve hit rock bottom, I’ve been there, but I don’t like going down 
anymore. I always climb up. And that’s the way I am. ‘Cause no matter 
what they throw at you — life — I’ve seen it. Sometimes I work through it. 
So, right now I’m going up the ladder. Basically, it’s a big turning point right 
now.  

Sharing circle themes  

Participants of the sharing circle included people with lived experiences of 

homelessness or street involvement, Indigenous elders, service providers who work with 

Indigenous people who are homeless. The sharing circle discussion was rich, raw, 

emotional and profound. Participants shared personal stories as they related to the themes 

from the interviews discussed and related their stories to the pathways to solutions to 

Indigenous homelessness. In order to create a circle of trust with participants they were 

assured that their quotes would not be identifiable or attributed to their names. Key 

themes that emerged from the sharing circle include: the colonial impact on Indigenous 

homelessness, Indigenous lives matter, the ongoing surveillance of Indigenous mothers, 

keeping families together, Indigenous leadership, Indigenous housing options and 

homelessness prevention. (See Figure 4.2) 
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Figure 4.2. Graphic facilitation visual representation of the themes from sharing circle. 
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The Colonial impact on Indigenous homelessness  

Sharing circle participants drew significant focus to the colonial impact that 

continues to drive Indigenous homelessness. The colonial history has led to persistent 

racism and discrimination that is detrimentally affecting even the youngest generations. 

In addition, family disconnection was described as one of the most devastating impacts of 

colonization.  

Assumptions, racism….is what keeps our children, and our mothers, and 
our people homeless.... That should be the government’s ultimate goal, to 
keep us together after what they’ve done to us for many, many, many 
generations. 

I'm speaking for so many women I talk to, we don’t have family. Our families 
have been torn apart from colonization. Our children have been torn away 
from us from colonization. We have lost our family. 

Indigenous lives matter 

Participants discussed the need for Indigenous people and communities to support 

and uplift one another in this journey and the positive impact that can have on individuals 

who are struggling with homelessness and marginalization.  

When one of our sisters or brothers fall we help them. We help them and 
we say how can we make it better? We don’t sit in judgment and say, well 
if you hadn’t done that, you wouldn’t have been in that way. So bringing 
back that sense of love, that unconditional love I receive from my elders 
and sharing that unconditional love on a daily basis, which I’ve heard in this 
circle.  

Surveillance of Indigenous mothers 

A sense of surveillance on Indigenous mothers and systemic judgement on their 

ability to parent effectively was a significant part of the discussion and identified as a key 

issue for families and communities. Indigenous women felt they are watched by social 

and child welfare services more than other mothers and described intense fear around 

being seen publicly with their children. Furthermore, young mothers receive little support 

and due to the fear of child welfare many young mothers will not reach out when they 

need help.  
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They put us in these…. homes that are watching our children. I am almost 
9 years clean and sober, and I cry every day when that phone rings when 
it’s the school board or something. I expect them to come take my kids. 
And I shouldn’t. I don’t even smoke cigarettes and I’m still afraid because 
they need any excuse to come take our kids. Your house is messy, your 
dog is this, your dog is that. And we’re stuck. 

The single moms and their children, I know the fear of the Ministry and 
knocking at your door; and I see so many young moms just hiding in their 
apartments with their kids and never see their kids playing outside because 
they don’t want anybody to know….what they’re doing, or scared their 
children are going to go out and say something, and somebody will hear 
the wrong thing; and that’s not a way for families to live. We need to 
strengthen our mothers. We need to help these mothers find the strength 
within themselves to not be afraid of the Ministry, to stand up and just say 
no, you can’t take this from me. 

A lot of the women that we work with, they are from the system. They grew 
up in abusive homes. So there’s a lot of stuff that we have to look at 
because we can’t just tell them what they need to do to better themselves. 
We need to empower them to make those better choices, and one of the 
things that I know that we all have to have, structure and routine; but when 
it’s so strict there’s no room for flexibility, you’re just setting up the families 
to fail because there’s no balance within the organization. 

A lot of the challenges do stem from young mothers. I was a young mom 
myself with three children. You’re scared to move. You’re scared to be 
watched. You’re scared. There’s not enough information out there, there’s 
not enough help. 

Keep families together 

The importance of keeping Indigenous families together was a strong theme of the 

conversation and a strong recommendation of moving towards homelessness solutions. 

Indigenous children transitioning out of foster care directly to homelessness cannot be 

commonplace moving forward. Participants focused on the importance of supporting 

young children and families to become healthy and well. As well as reviving, reclaiming 

and incorporating traditional and cultural values and family structures. 

Kids coming out of foster care and a lot of them just end up straight 
homeless or not getting connected to any really good services. So I think 
that’s a lot — relates to a lot deeper issues than just the housing and the 
foster care. For me, I think traditionally we, in our home communities, we 
usually have roles and responsibility as men and women, and we play roles 
within our families, roles within our communities; so, when you have 
children that are aging out of foster care and they’re not connected, they 
don’t know their role, they don’t know where to take their place in the 
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community or within their families or with whatever; so, it’s hard for them to 
find the foundations to deal with that. 

We need healthy children. They eventually are going to have families. And 
where are their families going to be?... How are they going to raise this 
child? There’s just not enough support out there for them. 

There’s been so many young fathers that have been stepping up to the 
plate and there’s nothing out there for them either. We need to help them 
too, because they’ve stepped up to take care of their children, and they 
want better for their children; and that too needs to be focused on…there’s 
so many young, single fathers out there, there’s no programming for them. 
There’s no housing, there’s nothing out there for them, and we need to help 
these young men to… support them, so that their goal is to have their 
children succeed in life as they want to themselves success in life. 

Indigenous leadership and homelessness at the policy level 

Building Indigenous leadership capacity for homelessness solutions at the policy 

level was a key theme of the dialogue. Due to colonial policies that have led to this 

current homelessness crisis, participants call upon policy makers to create space for 

solutions that are led by Indigenous leadership and communities. One participant 

discusses the federal policies and the continued impact these structures have on the 

youngest Indigenous generations.  

I think the effects of homelessness… especially affecting our young 
children, is we need to go to the top with that. Who I hold to account for 
what happened to five generations of my family. It’s not everybody walking 
down the street, although a good number of them hold racism in their minds 
strongly. Who I hold to account is the federal government, its laws, and its 
policies that are entrenched in the constitution. This is why our children are 
homeless, are rejected, are falling through big, fat cracks. And sure the 
government, it’s their wisdom that they’re trying to push onto our 
Indigenous people by saying, oh yes, we can create these institutions for 
you that will help you people; but when those institutions that are created, 
there is no template to respect and recognize Indigenous ways of knowing 
and Indigenous ways of life like we had it in the past. 

We hold to account the federal government, the provincial governments, 
the people in power and that we urge our Indigenous leaders that work with 
them to listen to us as community members, as hard working staff within 
those systems that they actually open up their ears and listen and follow 
through with what our community members and our hard working staff are 
saying to them around this institutional and structural violence against our 
people in housing and homelessness. 
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One participant calls upon Indigenous leaders to bring Indigenous voices and 

ways of knowing to set policies.  

I also speak on behalf of my brothers and sisters who ran away from the 
torture of the foster home that we were in because they couldn’t stand the 
torture. They were 11, 12, and 13. All of them are passed away now…. My 
sister became one of the missing and murdered, only found because she 
was murdered…. We need to call upon our Indigenous leaders to go at the 
government to say, hey…. allow us to give you input on our Indigenous 
ways of knowing and how we care for our children, and our grandchildren, 
and our great grandchildren. Not you setting the policy, not you making up 
the laws. Allowing us to contribute. 

This participant speaks to structural violence and the larger policies that impact women 

and children perpetuating colonial policies of the past in the present.  

So that’s what I want, for those institutional and structural violence to come 
crashing down. 

Those institutions adopt the larger society policies and framework that 
continue to treat this dear mother like they have treated her, put her under 
surveillance to take her children away. What we need to bring within those 
institutions is elders that are strong women, matriarchs that can sit at the 
table and show people how to behave. 

Often when I sit in those social work meetings there’s 10–12 workers and 
one mom. And they point out all the bad things that this mom is doing, and 
they don’t know ceremony. They don’t know the respect of our Indigenous 
ways of knowing. The last meeting, I went into the social worker, who just 
started launching off into this attack on the mother; and I just stood up with 
my cedar boughs, and I said, I wish for you to know that when there’s elders 
present, we start off with ceremony and blessing. So I brought that around. 

We hold our hands up to this mom. We don’t sit in judgment. Even our own 
people adopt that framework and policy because they won’t allow our 
Indigenous ways of knowing and respect. 

Indigenous housing options 

Indigenous leadership in developing housing options that are responsive to 

Indigenous needs was discussed. Additionally, the need to value Indigenous voices and 

expertise in developing wise practices for Indigenous housing and breaking down barriers 

that exist within the systems of care. One participant spoke to Indigenous-led housing 

interventions and self-determination.  
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If we’re going to do our housing, it should be our housing. We’re the 
experts, and I really believe that it’s not just as simple as a design, it’s 
looking at the legislation, what policy are we developing?... Basically for me 
it’s about being the expert, having the expertise of our own people and 
having the freedom to implement it. 

Almost all participants discussed housing barriers and housing issues across the life 

course including stereotypes and discrimination. Furthermore, the importance of housing 

for seniors or elders that facilitates keeping family members together rather than housing 

people in isolation was discussed. It was discussed to bring back structures that used to be 

prominent in Indigenous communities where young people knew their roles and 

responsibilities within the community and were supported to develop based on their 

strengths. This type of model would support young people but would need to be built into 

structures from the ground up.  

There’s a multitude of barriers and issues that we face as Indigenous 
people. Definitely first is the abundance of stereotypes that you show up at 
the door with, that you didn’t intend to bring, but people have the 
preconceived notion of. 

Our seniors, our elders. There is so much family being put into different 
units, and a form of isolation happens because you end up having to go to 
all the different units to keep your family together, especially whoever is — 
and usually it’s women, again the matriarchs — overseeing all the different 
levels of the family. 

All of our children have a place on the floor, and in the old days I challenged 
my Chief all the time with this, they would grow up and use that gift they 
were down with; but it was all of our responsibility to help them develop that 
gift to its full potential. And I’d like to see that, bring that into our buildings 
rather than just deviating our design a bit and making it look more 
Indigenous. Let’s build the structure from the bottom up being Indigenous. 

Resilience is found in culture and ancestral teachings 

A central theme of the sharing circle discussion was the inclusion and resurgence 

of traditional Indigenous knowledge, cultural traditions and ways of knowing in the 

solutions to homelessness. Reviving these traditional ways was discussed as a key to 

interventions and to resilience for Indigenous people who are homeless.  

Including the knowledge keepers and the elders in everything that we do, 
whether it’s in our workplace, like you mentioned earlier, in our family lives, 
and in those institutions where we’re under surveillance at all times. 
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Bringing in the culture, bringing in the Indigenous ways of knowing will help 
us get over that fear of those cameras being on us, of those eyes that are 
watching, even if it’s in our own Indigenous relations that are keeping us 
under surveillance. If we bring in the elders, we bring in the knowledge 
keepers, we bring in the ceremonial people, that will bring a little, tiny bit of 
solace that will go a long way.... So, bringing those ways of caring about 
our neighbours. Now we’re so individualized in society. Before it was 
community taking care of people and community. 

It’s good to bring that culture back into the systems. It’s good to teach 
everyone and to get to know them as an individual. To bring out their 
strengths, to build them up where they need to be built up because not 
everybody’s the same. 

We have hard days, we have bad days, and we’ll fall, but we need to get 
back up and someone has to be there to help them get back up and refocus 
on their lives. And…I think that, for me, what helped me was learning my 
mother’s ways, my grandmother’s ways, the Mi’kmaq ways, the matriarchal 
way of living and that’s what gave me the strength to maintain my dignity 
throughout my life. 

Maybe there could be something out there where women could be paired 
up with elders in housing to learn their ways, to get your history back, to 
get more of your culture back, to get so we don’t lose those roots. 

On prevention for youth homelessness  

Ending cycles of homelessness and uplifting and supporting the youngest 

Indigenous generation was key in the discussion. Reclaiming the traditional roles of 

youth in Indigenous communities and returning Indigenous youth to cultural ways and 

traditions was discussed.  

There is a role and a responsibility that you carry traditionally and showing 
them what that is, where you can look to for acceptance and for 
responsibility, for leadership. All those things come within our culture and 
our practices. 

We need to bring back ceremony as much as possible. We need to look 
upon those within our nations of elders and knowledge keepers that have 
the strength to role model to those families that yes, that little tiny dot of 
light at the end of the tunnel can be bigger. We need to keep our families 
together as much as possible. 

I appreciate my community because in the downtown east side we have a 
strong Indigenous community. We hold each other up in the best way we 
can. You drive by, you see the ugliness. You live in the downtown east side 
like I do, you can see the beauty. We hold each other up. We are each 
other’s family because we don’t have family.  
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The sharing circle discussion was profound and the inherent wisdom of the group 

was apparent. The journey towards solutions for Indigenous homelessness according to 

the circle, lies in Indigenous self-determination, truth telling, acknowledging the past 

atrocities and that the past continues to impact the present for all generations. There was 

also a focus on supporting youth as the future and breaking cycles of homelessness by 

reviving cultural traditions and practices.  

4.5. Discussion  

Our findings reinforce that Indigenous people experience homelessness as a 

structural, social, and spiritual crisis that involves disconnection from “all my relations” 

(Thistle, 2017). Consistent with Indigenous health literature (J. T. Anderson & Collins, 

2014; Patrick, 2014; E. Peters & Christensen, 2016), participant narratives included 

extreme trauma in childhood, grief and loss, violence, family disconnection, 

apprehension by child welfare, substance use, homelessness at a young age, and barriers 

to housing that include experiences of racism and discrimination.  

 Our study also supports the feasibility of engaging members of the Indigenous 

community and PWLE to interpret results and create products for action. The connection 

of research to action is a key principle of respectful and reciprocal Indigenous research. 

The community sharing circle discussions reinforced and enriched the narrative data. 

Participants of the sharing circle discussed racism and stereotypes about Indigenous 

peoples and how these shape interactions with services. A key point of discussion was the 

need to keep Indigenous families together and end the removal of children into colonial 

care. The impacts of colonial child-welfare policies are still felt strongly by Indigenous 

people residing on Canada’s streets. Cross and Blackstock and Trocme et al, describe the 

progression of colonial power beginning with taking land, resources, suppressing self-

governance, delegitimizing culture, and finally removing children (Cross & Blackstock, 

2013; Trocme et al., 2004). Cross and Blackstock call on Canada to uphold the United 

Nations Declaration on the Rights of Indigenous Peoples (United Nations, 2008) and the 

rights of Indigenous peoples to care for their own children. Further, they call upon child-
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welfare organizations to fully engage in reconciliation (Cross & Blackstock, 2013; United 

Nations, 2008).  

 A key theme of the sharing circle was the ongoing surveillance of Indigenous 

women and the impact of the threat of child apprehension on their interaction with 

services and supports. Women felt that they were under constant threat of government 

intervention and were concerned about being questioned as fit mothers. Gendered 

colonial policies have led to an environment of structural violence toward Indigenous 

women (Halseth, 2013; Jeff Reading, 2009). Consistent with the UNDRIP emphasis on 

Indigenous women and children and freedom from violence and discrimination 

(Kuokkanen, 2012), participants prioritized keeping families together, reclaiming the 

matriarchal ways of Indigenous societies, and raising Indigenous children to reclaim 

cultural practices.  

 Approaches to homelessness prevention and intervention that support Indigenous 

women’s self-determination and mobilization to advocate for their rights as mothers and 

leaders of their families are urgently required. Sharing circle participants also drew 

attention to the need for supports for Indigenous men and fathers. Participant narratives 

and sharing circle both linked early exposure to homelessness with early experiences of 

violence, trauma, substance use, and housing challenges. A life course approach is useful 

to discuss the trajectories of homelessness for the Indigenous population and should be 

considered within the context of Indigenous ways. Creating points of intervention 

opportunities across the life course and interventions in early childhood at key turning 

points are necessary.  

 This study engaged Indigenous community-based experts in the interpretation of 

research findings using familiar Indigenous methods such as a talking circle and use of 

imagery for story-telling. The use of graphic facilitation methods facilitated integrated 

knowledge translation and building of trust between the researchers and the sharing 

circle, seeing their words visually represented in a live format allowed participants to 

trust that they are truly being heard accurately.    
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 Our study responds to call for consumer involvement in policy planning and 

programming decision-making, and the demonstration that consumer-led interventions 

lead to improved outcomes for marginalized populations (O’Donnell, Tierney, O’Carroll, 

Nurse, & MacFarlane, 2016; Snow, Tweedie, & Pederson, 2018; Vahdat, 

Hamzehgardeshi, Hessam, & Hamzehgardeshi, 2014). Indigenous communities who 

serve the homeless and those who are homeless themselves have seldom been involved in 

guiding the policy and planning for Indigenous housing solutions. New and innovative 

research methods that incorporate both western and Indigenous approaches to the 

analysis of complex issues, such as homelessness, are required to ensure that Indigenous 

people are the designers of change.  

 A common challenge of qualitative research is to represent accurately the 

meaning of stories told by marginalized populations, when most often the researchers 

themselves occupy roles of privilege, the need for reflexive practice for the researcher 

becomes apparent (Connolly, 2007). In this case, community members aided the 

researcher in conducting analysis and bringing meaning to their own community 

members’ narratives in both words and images. Our experience and results confirm the 

promise of this approach for engaging Indigenous groups, and the importance of 

convening entirely Indigenous groups of people in research about their community 

members. 

 Thistle discusses the difficulty Indigenous people experience connecting to their 

Indigenous kin system or the traditional concept of “all my relations” and that the key to 

reconnecting to relations depends on honoring self-determination in definitions of 

homelessness and their solutions as determined by Indigenous people themselves 

(Thistle, 2017). Participants called for reconnection to family, ancestral teachings and 

traditional ways as a method of healing and support for those who are homeless. Sharing 

circle participants noted that they are experts in what they need in terms of housing 

policy and the housing itself. They described pathways to solutions based on a resurgence 

of Indigenous traditional ways that extends from the community to the policy level. 
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4.6. Challenges and limitations  

Findings from this study may not be generalizable to settings outside of Canada as 

the historical context of Indigenous peoples’ relations with the nation-state is unique. 

Participants may have under-reported the effects of mental illness, substance abuse, 

homelessness, and physical illness in effort to avoid stigma or discrimination or due to 

their awareness of a power imbalance between themselves and the interviewer. In an 

effort to mitigate this limitation peer interviewers with lived experience were paired with 

university researchers when conducting the interviews. An additional limitation is the 

small sample size. It is recommended that future research include a larger sample of 

qualitative interviews with Indigenous participants to explore further aspects of 

Indigeneity that impact homelessness and housing experiences. The Indigenous sharing 

circle represents a small sample of key stakeholders that could be engaged in these 

discussions. It is recommended that future research continues to engage with PWLE and 

stakeholders to incorporate community voices into homelessness solutions.  

4.7. Conclusions 

Our study found that the life experiences of Indigenous people who were 

homeless emphasized early trauma, abuse, intense grief and loss, violence, family 

fracture and disconnection, early risk experiences, and structural barriers to obtaining and 

maintaining housing and employment. Despite these themes, some Indigenous 

participants demonstrated resilience and hope for the future. The study used Indigenous 

community-driven methods to develop recommendations, and is a proof of concept 

regarding the feasibility and utility of using these methods within existing structures. 

Recommendations called for a resurgence and inclusion of traditional methods, ancestral 

teachings, and leadership in any deliberations concerning services and policies for 

Indigenous people who are homeless.  
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Chapter 5.  
 
Discussion, Implications, and Conclusions 

5.1. Summary of findings 

This dissertation had the primary aim of conducting a preliminary examination of 

the distinct needs of Indigenous people who are homeless and mentally ill, using cultural 

and gender sensitive lenses to make a contribution to the prominent gap that exists in the 

literature on homelessness. This study presents the first evidence in Canada that is 

specific to Indigenous people’s distinct needs within a Housing First trial. Quantitative 

and narrative data was drawn from baseline data from the At Home/Chez Soi Study 

Vancouver and Winnipeg sites. The At Home study was a randomized controlled trial 

examining complex housing and support interventions for those who are homeless with 

mental illness. Data was collected between 2008-2013 in a total of 5 sites; Vancouver, 

Winnipeg, Toronto, Montreal, Moncton (Goering et al., 2011). Overarching goals of the 

project was to implement research demonstration projects to produce policy and program 

evidence as well as discover what service and system interventions achieve the best 

outcomes for people who are homeless and mentally ill. Baseline quantitative and 

narrative data was collected pre-randomization and was the focus of this dissertation.  

The findings have illuminated there are in fact distinct needs for Indigenous 

peoples who are homeless and the historical root causes of homelessness continue to 

impact Indigenous people in profound ways in these two Canadian cities. The principle of 

two-eyed seeing was applied throughout, reflecting that this dissertation is the product of 

an Indigenous researcher viewing and interpreting the research through both a western 

trained research lens and an Indigenous lens. Methodologically, the research presented in 

this thesis draws on strengths from both worlds. In addition, working within research 

teams of both Indigenous and non-Indigenous scholars the findings are examined and 

interpreted using contributions from both of those lenses. The Xpey’ Relational 

Environments Framework contextualizes findings by considering the social, political, 
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historical and cultural root environments that have led to the development of the health 

inequities manifesting as Indigenous homelessness.   

Christensen (2013) conducted 5 years of ethnographic research on Indigenous 

homelessness in the Canadian north. She stated that: 

“homelessness among Indigenous people tends to be perceived in two 
different ways. The first is somewhat romantic, ‘Indigenous-as-nomadic’ 
view that serves to undermine the real significance of material homelessness 
when one is living on his or her ancestral homelands. The second, and far 
more common view, however, reduces Indigenous homelessness to simple, 
material terms, and tightly links that material condition to social 
pathologies, such as poverty, addiction and poor mental health. The result 
is a dominant understanding of Indigenous homelessness in settler societies 
as entirely unsituated.” (Christensen, 2013)(p.821).  

Christensen further describes Indigenous homelessness as a multi-scalar issue that 

is experienced collectively as well as an individual. Keys Young (1998) refers to spiritual 

homelessness as “the notion of homelessness as a state of mind, an essentially spiritual 

rather than a physical state of being...stemming from experiences of dispossession and 

forced removal from their homeland or their family.” (Keys Young, 1998)(p.26). Further, 

the experiences of Indigenous homelessness are inextricably linked to sociostructural and 

neocolonial contexts with experiences that are rooted in the historical and ongoing effects 

of colonialism and collective trauma (Christensen, 2013; Keys Young, 1998). This 

dissertation aimed to situate discussion of Indigenous homelessness within the 

complexities of historical and contemporary colonization and the impact that is felt as a 

collective and individual level.   

The overall findings of this dissertation demonstrate that structural inequities 

produced by previous and current colonialism shape the lives of Indigenous people who 

are homeless. Traumas inflicted in the past have rippled outward to impact current 

generations of Indigenous people deeply. Results demonstrate that compared to non-

Indigenous participants, Indigenous people experienced homelessness at a younger age, 

had less severe mental illness and more infectious disease. Indigenous women who were 

homeless experienced significantly more trauma, violence, substance use and suicidality 

than Indigenous men. Finally, Indigenous community-driven dialogue and solutions to 
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homelessness were successfully generated using Indigenous ways of knowing and 

demonstrating the practical feasibility of supporting the resurgence of cultural knowledge 

and traditional ways of generating solutions.  

This dissertation began with an overview of the historical and structural context 

that has led to and continues to perpetuate an Indigenous homelessness crisis in Canada. 

Chapter 2 presents the distinct needs of urban Indigenous peoples’ who are homeless has 

been largely ignored in previous research, which has resulted in a substantial gap in the 

evidence to influence policy and programming to address the overrepresentation of 

Indigenous people among homeless populations. Chapter Two examined the distinct 

history and current status of Indigenous and non-Indigenous people experiencing 

homelessness and mental illness in both Vancouver and Winnipeg. This study highlighted 

key differences between Indigenous and non-Indigenous participants concluding that 

Indigenous participants were more likely to be homeless at a younger age, have a lifetime 

duration of homelessness that is longer than 3 years, have a diagnosis with post-traumatic 

stress disorder, less severe mental disorder, more severe substance use and diagnosis of 

infectious disease. These findings are consistent with recommendations that 

homelessness responses be developed within the context of Indigenous colonial history 

and continued colonial trauma.  

Building upon these findings, Chapter 3 applied a gender lens to investigate the 

mental health, substance use and service use among Indigenous participants, 

hypothesizing that compared to men, Indigenous women would have significantly higher 

rates of trauma, experiences of violence, substance dependence and suicidality. This 

study found that among Indigenous participants, female gender was predictive of PTSD 

diagnosis, multiple mental disorders, current high suicidality and current substance 

dependence. In addition, Indigenous women were more likely to have experienced 

physical and sexual violence. This study aimed to contribute to an existing gap in the 

literature considering gendered perspectives of homelessness. Consistent with the 

continued systematic violence against Indigenous women, Indigenous women who are 

homeless urgently require interventions that address complex trauma, violence and 

suicide prevention.  
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Finally, Chapter 4 conducted a thematic analysis of the personal story narratives 

of 10 Indigenous participants from the VAH study. Key themes from the personal 

narratives included stories of early life trauma and abuse, violence, grief and loss, family 

disconnection and interaction with the child welfare system, criminal justice as a 

precipitant to homelessness, experiencing homeless at a young age and multiple barriers 

to obtaining housing. These themes were visually represented by the work of a graphic 

facilitator. A community sharing circle was conducted using Indigenous methods that 

consulted with local Indigenous stakeholders and PWLE to receive input on the analysis 

of these narratives and to provide recommendations for Indigenous homelessness 

solutions. The sharing circle included rich and in-depth discussion and some key themes 

included the ongoing impacts of colonization such as family disconnection across 

generations, the ongoing surveillance on Indigenous mothers, the need for Indigenous 

leadership on homelessness at the policy level, trauma and the foster care system, barriers 

to housing and Indigenous housing options and the resilience that is found in culture and 

ancestral teachings. Chapter Four is the only study known of to date to employ 

Indigenous methodologies combined with graphic facilitation to conduct community-

driven analysis and validation of Indigenous narratives. This study highlights a 

potentially effective way to engage Indigenous community stakeholders and PWLE in 

respectful and culturally relevant ways to increase the visibility of Indigenous voice in 

the homelessness policy dialogue.  

5.2. Study contributions  

This dissertation makes several unique contributions to the body of research on 

Indigenous homelessness in Canada. Collectively, the research presented in this 

dissertation highlights the interconnected influence of historical racialized policies and 

contemporary structural factors on Indigenous homelessness. This study represents a 

preliminary inquiry into the needs of Indigenous people who struggle with homelessness 

and mental illness. This snapshot of Indigenous experiences can serve to initiate a 

broader dialogue on how to move towards taking action on addressing this stark 

overrepresentation of Indigenous men, women and two-spirit peoples on Canada’s 

streets. This dissertation makes key contributions to the Indigenous homelessness 
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literature by providing key insights into the needs of Indigenous people who are homeless 

with mental illness, providing a gendered lens through which to view Indigenous 

homeless experiences and developing a unique Indigenous approach to conducting 

community-driven analysis of Indigenous narratives.  

While there is a considerable body of research documenting the negative impact 

of policy and legislation on Indigenous health inequities, the findings presented in 

Chapter 2 extend this literature by documenting the specific differences relevant to 

intervention development for Indigenous people who are homeless. Findings concluded 

that Indigenous people are homeless younger and for longer duration, are more likely to 

have posttraumatic stress disorder and less severe mental disorders. This analysis 

highlights the need for different interventions tailored to addressing Indigenous trauma 

and ending cycles of early homelessness for Indigenous youth. Key trajectories for 

intervening in these cycles must be identified using a life course perspective as not only 

do we see young people becoming homeless but Indigenous participants are also twice as 

likely to have young children of their own. Delving deeper into these data to examine 

gendered experiences of Indigenous homelessness showed that among an Indigenous 

sample, women were more likely to report trauma, suicidality and be victims of violence. 

These findings add to literature on the violence and trauma experienced by Indigenous 

women living on Canada’s streets. Ending cycles of homelessness, violence and street 

involvement among Indigenous youth begins with uplifting and supporting Indigenous 

women.  

Considering the well-identified over representation of Indigenous people among 

those who are homeless, there is a considerable gap in research involving Indigenous 

community members in the interpretation of research study findings and development of 

recommendations. The 4th chapter of this dissertation makes an important contribution to 

Indigenous homelessness research by demonstrating the feasibility and value of using 

Indigenous methods and community grounded approaches. Graphic facilitation shows 

promise as a method for engaging with Indigenous community representatives and people 

with lived homelessness experience. This method of capturing group feedback assists in 

building trust between researchers and participants as they see their words represented 
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visually and contemporaneously. Interpreting narrative interviews with community 

members brings enhanced meaning to the narrative themes and drives the discussion 

towards solutions and action-oriented findings.  

5.3. Reflecting on Study Methods: Strengths and Limitations 

The overall strength of the analyses presented in this dissertation is the integration 

of mainstream scientific research and methods of inquiry rooted in Indigenous culture.  

Data were obtained from a registered randomized controlled trial, the At Home Study, 

drawing from both the Vancouver and Winnipeg sites. The results presented in this 

dissertation include the largest known sample of Indigenous people who were homeless.  

Detailed baseline findings were examined for culturally relevant information. This 

dissertation is the first known multisite investigation of the distinct needs of Indigenous 

people who are homeless. In addition to the large sample size, structured diagnostic 

interviews and self-report measures that were validated against administrative data 

sources also strengthen the robustness of the study design and generalizability of results, 

particularly within Canada.  

In addition to the empirical strengths of the study, conducting this work as an 

Indigenous researcher and conducting a community dialogue (see Chapter 4) is a further 

significant strength of the dissertation. As an Indigenous researcher with extensive 

experience conducting community-driven research, it was natural and familiar to engage 

respected community members in the development of results using a sharing circle. IRMs 

are relational by nature and as a member of an Indigenous community this provides a 

significant strength in building relationships with community members of the sharing 

circle through a shared understanding and acknowledgement of historical context. 

Personal and experiential Indigenous knowledge as an Indigenous researcher also adds 

depth to both the quantitative and qualitative analysis through interpreting findings using 

an Indigenous lens and informed by knowledge of the historical and colonial context that 

has shaped inequity. As an Indigenous researcher there is an inherent duty to create a 

research product that has relevance and impact for the Indigenous communities 
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themselves, leading to a key strength of this project overall, the inclusion of Indigenous 

voices to contextualize findings of the study and provide recommendations for action.  

This dissertation also has several methodological limitations. While limitations 

are presented individually in chapters 2 through 4, there are overarching limitations worth 

discussing. First, with large community recruited studies of this size the sample of 

Indigenous participants may not be representative of the Indigenous homeless population. 

Those who agreed to participate in a research study of this kind are likely individuals 

who are visible and interact with services at some level, missing a key part of the most 

marginalized Indigenous people who are homeless. A small sample of gender diverse 

Indigenous people in the study did not allow for further in-depth analysis of the needs of 

this population, which still represents a key gap in the homelessness literature. The larger 

At Home/Chez Soi initiative was not designed for Indigenous people specifically from 

the outset of the study design. Although the Winnipeg site was designed to specifically 

investigate Indigenous homeless there remain gaps in the data collected, both qualitative 

and quantitative that considers key historical and socio-structural issues that are unique to 

the Indigenous population.  

Another potential limitation is the reliance on self-reported measures, which are 

susceptible to various biases. Recall and social desirability bias may have influenced 

participant responses, particularly in the context of recalling traumatic experiences. 

Power differential between research teams and members of marginalized groups impact 

self-report measures, particularly in street-based environments characterized by stigma, 

discrimination, inequity, service barriers and culturally unsafe care. Participants may 

report answers differently for fear of discrimination, fear of differential access to needed 

services, mistrust of researchers and authority figures, fear of research. Indigenous 

communities’ historical relationships with researchers further complicate this 

relationship. Efforts to mitigate these challenges included the involvement of community 

peer researchers and Indigenous research staff, however this limitation is worth 

considering. Furthermore, due to stigma and discrimination, Indigenous participants may 

not self-identify leading to underestimates of the true Indigenous sample.  
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How we operationalize Aboriginal or Indigenous identity in homelessness 

research poses additional challenges. As stated earlier in this dissertation the term 

Aboriginal is a constitutionally recognized term referring to the legally defined categories 

of Métis, Inuit and First Nations in Canada. Furthermore, statistics Canada measures 

Aboriginal identity differently by discerning between registered or treaty Indian or 

member of an Indian band or First Nation (Belanger, 2013). There is no consistent 

method of collecting Indigenous identity across the homelessness literature therefore 

posing challenges for comparisons across the research data. The current study relied on 

self-report Indigenous identity. However, it does not allow for further in-depth analysis of 

different Indigenous groups, status, non-status, Métis or Inuit. Further research is 

required to conduct more detailed analyses of the unique experiences of these diverse 

Indigenous groups and implications for their service access and utilization.   

Menzies (2009), asserts that using a comparison group that is non-Indigenous is 

not required for research aimed at identifying Indigenous homeless experiences 

(Menzies, 2009). With differences beginning to be established in the research literature 

and given the unique historical context of the population these experiences warrant 

individualized inquiry and exploration. Comparative studies of Indigenous and non-

Indigenous homeless populations can lead to assumptions about what these differences 

may mean. With a contextual interpretation of the comparisons and critical analysis of 

these differences from an Indigenous perspective these limitations were taken into 

consideration. Framing Indigenous experiences with diverse types of data including 

comparative and quantitative data is essential to inform homelessness strategy 

(Klodawsky et al., 2016). 

5.4. Theoretical approach and methodological contributions 

Collectively, the research presented in these studies highlights the complexity of 

the determinants and trajectories that are unique to Indigenous people struggling with 

homelessness. These findings demonstrate the importance of Indigenous voices being at 

the centre of research on homelessness solutions in Canada. Urban settings are spaces 

where diverse groups of Indigenous cultures, backgrounds and experiences are 



131 

represented yet these voices and perspectives are seldom included in research. Chapter 4 

of this paper includes an innovative method of including Indigenous views from both an 

experiential viewpoint (those who have experienced homelessness themselves) and a 

service provider perspective using Indigenous methodologies combined with graphic 

facilitation approaches. Relational approaches and building trust between community and 

the researcher are of particular importance to this area of research where communities 

have seen an abundance of research and little to no action. Participants of the community 

circle expressed gratitude to the researchers for having their voices heard for participating 

in an important dialogue on solutions to Indigenous homelessness, many participants 

expressed hope for these dialogues to continue in future work.  

This dissertation underscored the relevance of conducting policy focused and 

community engaged qualitative analysis using Indigenous methods. Qualitative 

homelessness research with Indigenous people has great potential to represent the 

everyday realities of Indigenous homeless experiences in larger policy dialogues. The 

community sharing circle represents a starting point to a continued dialogue that is 

required. Engaging the Indigenous community through this format of dialogue 

demonstrated the viability of this approach in real world settings and further highlighted 

that there remains untapped capacity at the community level for outlining solutions and 

policy driven change. Further building upon Jessie Thistle’s community developed 

Indigenous homelessness definition more community dialogues on these issues are 

required to inform action in Indigenous homelessness going forward to be specifically 

tailored to the unique setting presented in Vancouver, BC and surrounding areas.  

5.5. Implications and Recommendations  

Central recommendations arising out of this dissertation fall into 6 key areas: 

Indigenous community-led solutions, Indigenous homelessness strategies, Housing First 

for Indigenous people, Prevention, System-wide transformational change and Indigenous 

Implementation Science and Knowledge Translation. Directions and recommendations 

for further research to work towards building an evidence base for directing action in 

Indigenous homelessness are included within the key areas listed below.  
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5.5.1. Indigenous community-led solutions 

The findings of this dissertation, chapter 4 in particular demonstrate the 

importance of engaging with Indigenous people to outline solutions to Indigenous 

homelessness. The community session resulted in a richness of dialogue that would not 

be found in research that was not community-led. Thistle developed the first Indigenous 

definition of homelessness through extensively consulting with Indigenous communities. 

Engaging across diverse communities to expand upon Thistle’s definition seems like a 

next logical step to developing diverse strategies for diverse settings.  

This dissertation demonstrates the need to incorporate Indigenous community 

voices in the creation of solutions to the homelessness crisis. The human rights 

perspective that underlies the Housing First approach presents an option for Indigenous 

leaders, communities and people of lived experience to adapt this approach to Indigenous 

cultural approaches driven by a self-determination and reclamation of cultural practices 

that have been disrupted by colonial attacks. The establishment of global and national 

calls to action such as UNDRIP and TRC create a policy environment that is ready for 

Indigenous self-determined solutions to homelessness. Corntassel states that “in order to 

live in a responsible way as self-determining nations, Indigenous peoples must confront 

existing colonial institutions, structures and policies that attempt to displace us from our 

homelands and relationships, which impact the health and well-being of the present 

generations of Indigenous youth and families. Indigenous resurgence means having the 

courage and imagination to envision life beyond the state.” (Corntassel, 2012)(p.89).  

Thurston, Turner & Bird (2016), conducted community-based research on 

Indigenous homelessness in Calgary. The authors propose community-engaged 

scholarship as being of critical importance to working with oppressed peoples and being 

respectful of guidelines for research with Indigenous peoples and using Indigenous 

methods. However, support for the development of innovative approaches for developing 

safe places for Indigenous people who are homeless is limited as a result of competitive 

funding structures. Community-engaged scholarship involves working with 

underprivileged groups who face structural inequity to ensure that their knowledge is 
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seen as valid and equal in the research relationship. Indigenous methodologies inherently 

privilege Indigenous knowledge and voice. Further research is urgently required that 

examines the complexity of Indigenous homelessness and solutions using community-

engaged and Indigenous approaches. Thurston, Turner & Bird, assert that Indigenous and 

non-Indigenous alliances are important to developing solutions to Indigenous 

homelessness and yet in order to build alliances a potential ally must talk to the 

Indigenous people themselves; essentially the success of community-engaged scholarship 

is dependent on a relational approach (Thurston et al., 2016).   

5.5.2. Indigenous Homelessness Strategy 

Adapting existing structures in order to create an impact on the Indigenous 

homelessness crisis requires the immediate development of an Indigenous homelessness 

strategy. Addressing Indigenous homelessness cuts across all other jurisdictions of 

investment including child welfare, health, social services, on reserve funding, 

prevention, research etc. Developing a framework and strategy to address Indigenous 

homelessness requires participation and partnership from all of these different areas as 

opposed to placing more pressure on Indigenous communities and governments to 

implement all of the solutions independently from within other funding pots. This cross-

cutting strategy will require strategic partnerships across all jurisdictions, and although 

Indigenous self-determination is key in developing solutions the outcomes cannot be met 

in isolation but only with alliances, partnership and genuine respect for Indigenous 

worldviews and approaches. Clear defined roles for partners in a comprehensive strategy 

is key to setting direction and moving forward. Defining what each partner is responsible 

for and what outcomes they must meet to support ending Indigenous homelessness. 

Furthermore, it must be acknowledged that Indigenous Canadians are a diverse group and 

targeted strategies will be required to address the needs of priority populations within the 

Indigenous population for example: youth homelessness, women and families, elders, 

those with mental illness and/or substance use, children/youth in foster care and 

LGBTQ2S individuals. A National strategy for Indigenous homelessness must address 

the unique policy challenges that exist for housing both on and off-reserve. Funding for 
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new solutions and supports for Indigenous people living both on or off-reserve is required 

(Gaetz et al., 2016).  

A national Indigenous homelessness strategy must be closely linked to 

overarching policies such as UNDRIP, TRC and the findings of the Missing and 

Murdered Indigenous Women and Girls Inquiry and calls to action (Government of 

Canada, 2019; Truth and Reconciliation Commission of Canada, 2015a; United Nations, 

2008). The goal of ending Indigenous homelessness in Canada can be set forward within 

the context of overarching reconciliation goals. An Indigenous strategy closely linked to 

these overarching policies, which calls for improved cultural safety training and access to 

culturally safe services will presumably include strategic goals for system and service 

transformation. In 2018, Canada’s first ever national housing strategy was released. This 

strategy was based upon the belief that every Canadian deserves safe and affordable 

housing (Government of Canada, 2017). The strategy outlines that distinctions-based 

Indigenous housing strategies are required that are founded on self-determination, respect 

and cooperation. This strategy mentions that First Nations are leading the development of 

a First Nations national strategy which will move towards a long-term approach that will 

support First Nations control and management of housing infrastructure. Despite this 

commitment, little detail is provided on how Indigenous people are incorporated into the 

larger National strategy as a key population group that is overrepresented.  

The Ontario Federation of Indigenous Friendship Centres published a response to 

the National Housing Strategy in 2018, which highlighted the absence of reference to 

urban Indigenous communities in the strategy and ensuring that urban Indigenous peoples 

needs are acknowledged (Ontario Federation of Indigenous Friendship Centres, 2018b). 

The report further discusses the migration of Indigenous people to urban centres and 

intense racism people face from potential landlords and rental markets. 

Recommendations for the development of an Indigenous homelessness strategy include 

engaging with Indigenous organizations across jurisdictions and in both on-reserve and in 

urban contexts to fully understand the complexity of homelessness and housing needs. 

The Ontario Friendship Centres response further identifies the need for self-

determination, incorporating cultural supports, access to clean water and healthy lands, 
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personal and community safety, and access to training, education and community-based 

learning (Ontario Federation of Indigenous Friendship Centres, 2018b). The response 

strongly concludes that high complexity in this crisis is not an excuse for inaction and a 

recommendation to focus on culture-based solutions that exist in communities paired 

with policy strategies aimed at the persistent inequities.  

Building an Indigenous homelessness strategy will require extensive community-

level leadership and consultation across diverse Indigenous settings. Engagement of 

service providers offering housing, social and health services to the Indigenous 

population across these settings will also be essential. An examination of the current, 

although lacking, evidence base on the service needs of Indigenous peoples in urban, 

rural, on and off-reserve settings will be required.  

5.5.3. Housing First for Indigenous people 

Housing First (HF) has been demonstrated in the research literature as being 

effective as a model that is humane and pragmatic with a focus on individual choice. The 

At Home/Chez Soi study demonstrated on a large scale that HF can lead to real 

reductions in homelessness and is an effective intervention for chronically homeless 

populations. However, this research needs to go further to determine what truly works for 

different subpopulations of Indigenous people, families, women, elders and those living 

on or off-reserve. The focus on self-determination, consumer choice, client-driven 

supports and community integration as core principles of HF when aligned with 

Indigenous cultural supports and Indigenous self-determination seems promising. The 

development of culturally appropriate, culturally safe and Indigenous-led HF initiatives 

seems like a logical next step in addressing Indigenous homelessness on a national scale. 

A key barrier to implementing any Indigenous HF Initiatives is the lack of housing 

availability in general, therefore the partnerships on all levels of government are of key 

importance.  

Incorporating Indigenous definitions of homelessness and Indigenous leadership 

in the adaptation of and delivery of HF interventions will be key to its success with this 

diverse population. Distasio et al. 2019, assert that HF needs to be undertaken from a 
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localized Indigenous perspective grounded in balance, healing, strength and thriving 

(Distasio, 2019). Gaetz 2016, recommends the broad adoption so HF for Canadians 

overall with no preconditions safe housing should be affordable with the support 

necessary to make it sustainable. Adopting Indigenous led HF interventions fits with 

human rights perspectives and a focus on Indigenous self-determination. However, this 

approach has not yet been developed, tailored and implemented on a larger scale for 

Indigenous communities. Next steps include the development of an evidence base on 

Indigenous adaptations of HF interventions and research that tests the impacts and 

evaluates areas for ongoing improvements.  

Belanger and colleagues (2013), highlight that despite growing rates of urban 

Indigenous homelessness there remains little to no research to adequately understand the 

Indigenous homelessness experience. Data on Indigenous homelessness relies heavily 

upon point in time counts of the homeless, front-line worker collected data for municipal 

policy development or researcher driven academic literature that is often developed 

according to academic interest with a disconnect from informing policy. Further, 

homelessness research has often relied on sampling from unhoused individuals who 

access certain services leaving a large proportion of the invisible homeless population out 

of the data (Belanger, 2013). In order to develop and adapt HF interventions in urban 

settings more evidence is required to determine the unique factors relevant to urban 

Indigenous clients.  

A considerable gap in the research literature exists for examining rural Indigenous 

homelessness across diverse settings. Capturing rural homelessness information has been 

primarily localized depending on the community and the region. A comprehensive plan is 

required to begin capturing common themes across rural Canadian communities that 

impact Indigenous homelessness, mobility and migration (Schiff, Turner, & 

Waegemakers Schiff, 2016). Research on rural homelessness has recognized ongoing 

housing instability both on and off-reserve and limited funding that further entrenches 

disparities in these settings. Disparities are further driven by racism in some rural areas 

with Indigenous people turning to larger urban centres to find Indigenous community 

organizations. Examining the rural experience is essential to further understanding 
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mobility and migration of Indigenous people. Schiff, Turner & Schiff (2016), describe 

Housing First as a potential promising option when adapted to rural settings. However, 

little research has documented its effectiveness in these settings. Further research is 

needed to build capacity of rural communities to test Housing First adaptations 

supporting these communities to tailor the approach to their needs and measure 

effectiveness and outcomes for ongoing improvement (Schiff et al., 2016).  

5.5.4. Prevention emphasis with life course and cultural perspectives 

This dissertation demonstrates that there is an urgent need to expand and focus on 

early prevention of homelessness among the next generation of Indigenous youth. Early 

trauma, abuse, substance use, violence and experiencing homelessness at a young age, 

present key areas to intervene and alter trajectories for homelessness among young 

people. It must be acknowledged that not all Indigenous youth are at risk for 

homelessness but to identify key targets for prevention among subpopulations within 

Indigenous groups. Gendered perspectives are of critical importance, particularly 

understanding the trajectories to homelessness for two spirit and LGBTQ2S youth.  

Cyndy Baskin (2013), refers to “shaking off the colonial inheritance” when 

describing homeless Indigenous youth resistance, reclamation and reconnection (Baskin, 

2013). She describes traditional indigenous beliefs that remain strong in Indigenous 

families and communities but are continuously disrupted by centuries of colonization. 

Indigenous children being raised by extended family members or a community of people 

supporting children was the norm in many communities. She points to the importance of 

examining the child welfare system as an extension of colonization and the connections 

between this system and widespread homelessness (Baskin, 2013). Highlighting how 

these structures continue to place Indigenous youth in precarious housing positions, 

disconnected from family and community support is key to transforming systems and 

making a real impact on this crisis.  

Reading and Wein (2009), developed the Integrated Life Course and Social 

Determinants Model of Aboriginal Health (Loppie Reading & Wein, 2009). This model 

accounts for the complex and intersecting determinants of Indigenous people’s health.  
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The “Integrated Life Course and Social Determinants Model of Aboriginal 
Health” depicts life stages, socio-political contexts and social determinants 
as nested spheres of origin, influence and impact; each affecting the other 
in temporally and contextually dynamic and integrated ways. The model 
incorporates four dimensions of health across the life course including, 
physical, spiritual, emotional and mental. The multi-dimensional construct 
reflects Aboriginal contexts and social determinants that not only have a 
direct impact on health but also interact with one another to create 
vulnerabilities and capacities for health (Loppie Reading & Wein, 
2009)(p.25). 

A model such as this is particularly relevant in examining the social determinants 

of Indigenous homelessness, identifying key factors that impact homelessness risk across 

the life course and developing new interventions that consider all of these complexities.  

A recent study by Kidd et al (2019), examined a sample of 332 Canadian 

Indigenous youth accessing homeless services in response to the significant literature gap 

that investigated Indigenous youth homelessness. The study found that when Indigenous 

youth are compared to non-Indigenous there are greater mental health and addictions 

challenges. Female, sexual and gender minority Indigenous youth are particularly at risk 

of becoming homeless at a younger age, face more violence and victimization and more 

addiction. The authors note a suicide attempt rate among Indigenous youth of 56.3% 

(Kidd, Thistle, Beaulieu, O'Grady, & Gaetz, 2019). Furthermore, Indigenous youth who 

live on-reserve were found to be exposed to more child protection and justice 

involvement. This preliminary examination of the unique needs for Indigenous youth 

highlights the need for quantitative research that builds upon these findings as well as 

qualitative research that further deepens understandings of the complex issues leading to 

Indigenous youth homelessness and to inform culturally relevant interventions for young 

people. Specifically, authors recommended the creation of culturally specific shelters, 

investments in family reconnection, programs that facilitate connection between youth 

and elders and strengthening cultural and language programs for children, youth and 

across the life course (Kidd et al., 2019).  

Applying life course perspectives is of particular importance when examining 

homelessness risk for Indigenous young women, who are most often the target of 

violence. Yuan and Colleagues (2015) conducted a review of research aimed at reducing 
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violence against American Indian and Alaska Native (AI/AN) women. They highlight 

that tribal leaders, grassroots organizations and federal agencies have all played a role in 

improving violence against AI/AN women however 3 main areas of recommendations 

are made for future research. First they recommend promoting participatory research that 

informs on developing interventions that are culturally appropriate, resiliency focused 

and strengths based (Yuan et al., 2015). Secondly, they recommend applying life course 

theories to further understand the connections between intimate personal violence and 

exposure to all types of violence across the life course. Finally, examining the historical 

and social determinants of violence is recommended. Further examination of the 

determinants of violence to understand the complex contexts of Indigenous communities 

and influences of social factors such as poverty are required (Yuan et al., 2015).  

5.5.5. System-wide Transformational Change 

Homelessness among Indigenous peoples is not foremost an issue of 

homelessness but rather is an issue of what it means to be Indigenous in the Canadian 

context and to navigate systematic structures that are aimed at perpetuating Indigenous 

marginalization, disconnection and poverty. To address the systematic and structural 

factors that continue to drive an Indigenous homelessness crisis system-wide 

transformational change is required. Firstly, the idea of system-wide transformation must 

go beyond improving existing systematic structures and functions and returning to the 

drawing board per se. It has become clear that systems as they are fail in any attempts to 

redress Indigenous trauma from colonial acts of racism, they fail to support Indigenous 

young people to thrive and fail to protect Indigenous women who are vulnerable and 

most of all have failed to keep Indigenous people housed. The solutions must be viewed 

not only from the larger picture and considering the entire complexity but also from the 

ground up. If the Indigenous lens and Western lens are at odds when viewing this crisis, it 

poses the question of what lens do we employ when we begin to outline solutions and 

how to we create system transformation that truly values two-eyed seeing for creating 

solutions to these complex problems.  
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Partnerships across systems and communities will be needed to create a culturally 

safe system of care for the most marginalized groups of Indigenous people. 

Understanding and mapping patterns of service use for Indigenous homeless people is 

key to identifying areas where silos of care need to be addressed as well as identifying 

where Indigenous people seek culturally safe and responsive care. The release of the 

Missing and Murdered Indigenous Women and Girls (MMIW) report and calls to justice 

provides clear evidence that a system that creates safety for Indigenous women is 

urgently and immediately required (Government of Canada, 2019). This report asserts 

that solutions must be led by Indigenous people, organizations and government with a 

foundation of self-determination as outlined in UNDRIP Article 3 and 4 (United Nations, 

2008). That being said self-determining solutions does not preclude governments and 

services on all levels from transformational change for the Indigenous women they serve. 

Instead it is essential that Indigenous and non-Indigenous governments work in tandem to 

create solutions and deliver services while respecting self-determination. The MMIW 

report also calls to recognize the diversity within Indigenous communities in terms of 

self-identification, geographical settings and where Indigenous people reside (on/off 

reserve, rural/urban, remote or in community). The need for cultural safety that goes 

beyond cultural appropriateness is called for in combination with trauma-informed 

approaches. The findings of this dissertation further affirm that a trauma lens needs to be 

applied to any homelessness services or interventions for Indigenous people. Creating 

system transformation that supports safety and self-determination for Indigenous women 

has far reaching impacts for Indigenous children, families and communities. Supporting 

Indigenous women is essential to redressing the colonial agenda of family disconnection, 

dismantling culture, families and communities.  

5.5.6. Indigenous Implementation Science, Evaluation and KTE 

This dissertation established the need to the development of interventions that are 

tailored to the unique context and diverse needs of Indigenous peoples. Interventions and 

practices to date have largely been comprised of one size fits all approaches that have not 

been developed by, with and for Indigenous peoples. Implementation research is “the 

scientific study of methods to promote the systematic uptake of research findings and 
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other evidence-based practices into routine practice designed to improve the quality and 

effectiveness of health services and care.”(p.183)(Casey, Clark, Smits, & Peters, 2013). 

New and promising intervention models are often not translated into practical 

applications for on the ground homelessness services to deliver. Furthermore, many 

models have been applied with little empirical support and without continuous rigorous 

evaluation. The development, adaptation and application of promising interventions for 

Indigenous peoples is immediately required followed up with deliberate methods of 

development, implementation, monitoring, evaluation and knowledge translation. Casey 

and colleagues (2013) suggested the use of the Interactive Systems Framework for 

Dissemination and Implementation as promising for homeless intervention services. This 

framework is flexible and can be adapted to modify key program components and apply 

to innovative models (Casey et al., 2013). The authors further highlight that 

implementation frameworks applicable to homelessness settings must include: the 

identification of practice evidence that is applicable to the homeless and subpopulations, 

review local policy and funding structures, assess community infrastructure and 

capacities, evaluate community provider knowledge and skills, and develop program 

principles that address hard to reach groups while providing permanent housing (Casey et 

al., 2013).   

The development of innovative and responsive interventions for the Indigenous 

homeless population must adopt implementation frameworks that provide a systematic 

method for the dissemination of services in diverse community-based settings while 

supporting the development of evidence-based wise practices applicable to Indigenous 

peoples. Beginning these cycles of innovative intervention development, implementation, 

testing, and refining approaches is urgently required for a strategic and effective 

Indigenous homelessness response.   

5.6. Conclusions 

In closing, this dissertation sought to provide evidence to improve inform and 

highlight the immediate need for national efforts to address the Indigenous homelessness 

crisis. I propose a discourse of reconciliation that is based on Indigenous peoples rights to 
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a place to call home on their own unceded lands and territories and to receive care and 

support that is not only free from discrimination but that reflects the reclamation and 

connection to their cultures, languages, families and communities that have been so 

disrupted and disconnected due to coordinated colonial atrocities. Reconciliation in 

Canada will not be achieved as long as our Indigenous men, women, two spirit, children 

and elders continue living and dying on our streets. The time for action is now.  
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