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It is widely recognized that physical and mental 
well-being and access to healthcare, to a large 
extent, are determined by a variety of situ-

ational factors referred to as social determinants of 
health (1). These factors have a significant impact 
on the causes of chronic disease and its care, 
particularly in the context of the most vulnerable 
segments of the population, such as Aboriginals, 
ethno-cultural groups and the homeless, who are 
disproportionately affected by diabetes and often 
struggle with many social determinants of health 
(2) (Table 1). 

Homelessness is rapidly escalating in both rural 
and urban Canada and is associated with serious 
implications for public health and our healthcare 
system. Homelessness can be defined in terms of 
specific housing situation (absolute, hidden or 
relative) and/or time, persistency and frequency 
of homeless episodes (chronic, cyclical, and tem-
porary) (4). True homelessness however, refers to 

individuals who are absolutely homeless and live 
on the streets, in parks, and in emergency shelters.

The latest federal estimate conservatively places 
the number of homeless individuals in Canada at 
about 150 000 (5). Most homeless advocates, how-
ever, estimate Canada’s true homeless population, 
not just those living in emergency shelters, to be 
300 000 (6). Youth homelessness in particular is 
an unacknowledged national crisis. An estimated 
65 000 young people are homeless in Canada (7). 
The majority of this socially and emotionally vul-
nerable group have not completed high school and 
are quickly becoming part of the street culture of 
violence and addiction. Homelessness occurs as a 
result of complex factors affecting all ages, ethnici-
ties and families, and both genders (8). 

Homelessness, diabetes and inequities
The risk factors and lifestyle associated with 
homelessness both causes and exacerbates poor 
health (9). Chronic physical and mental condi-
tions such as heart disease and stroke, hyperten-
sion, respiratory problems, mental illness, drug/
alcohol dependency, tuberculosis and HIV/AIDS 
are more prevalent and severe among the homeless 
(10). Children and youth experiencing homeless-
ness are also more likely to have acute and chronic 
health conditions due to psychosocial risks, family 
instability, poverty and limited access to social and 
health services (11).

Diabetes is a significant health issue among the 
homeless (12). Lack of equitable access to both 
preventative and remedial healthcare among the 
homeless is associated with higher risk for late 
diagnosis, poor glycemic control and more severe 
cases of complications, and is accompanied by fre-
quent emergency and inpatient visits, hospitaliza-
tion and early mortality, particularly if they live on 
the streets. 

Diabetes—another obstacle among many 
As shown in Figure 1, disparities in life-long man-
agement of diabetes among the homeless is due 
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Table 1. Social determinants of health (3)

1.	 Aboriginal status 

2.	 Disability 

3.	 Early life 

4.	 Education 

5.	 Employment and working conditions 

6.	 Food insecurity 

7.	 Health services 

8.	 Gender 

9.	 Housing 

10.	 Income and income distribution 

11.	 Race 

12.	 Social exclusion

13.	 Social safety net 

14.	Unemployment and job security 



to a complex interaction between environmental, 
physical, psychosocial and economic determi-
nants, including transience, food insecurity, pov-
erty, struggle with meeting basic survival needs, 
limited resources to follow a treatment plan, mis-
trust of providers and lack of access to healthcare 
services. Homeless people who suffer from mental 
illness and addictions may experience additional 
challenges in adhering to a treatment plan. Factors 
such as lack of a safe storage place for medica-
tions, secure place for insulin injection, coordina-
tion of meals with diabetes medications, and the 
stigma attached to homelessness may create addi-
tional obstacles for homeless people with diabetes. 
Homelessness also complicates delivery of health 
services (13).

Addressing diabetes care through social 
determinants—rethinking our roles
Like any other complex social and public health 
issue, diabetes services for homeless people are 
most effective when they are integrated, innova-
tive, broad-based and holistic, addressing clients’ 
medical and psychosocial needs. The emergence 
of limited initiatives aimed at addressing the 
unique health and social needs of the homeless is 
encouraging. These programs show the presence of 
empathetic and respectful relationships in which 
integration and coordination of care take place 
through creative strategies. However, there has 
been inadequate commitment at multiple levels to 
implement policies and dedicate resources to the 
programs that deliver sustainable and integrated 

diabetes prevention and management services. 
The Alberta Health Services Chronic Disease 

Program for homeless people in Calgary rep-
resents an innovative and collaborative service 
delivery model that has adequately addressed 
broader determinants of health by working 
with the community and homeless people. We 
previously reported that while standard dia-
betes pathways focusing on medical manage-
ment of diabetes is effective for the mainstream 
population, a community-driven and support-
ive case-management approach provided by a 
compassionate multidisciplinary team at a large 
homeless shelter in Calgary where homeless 
people congregate was more effective in enhanc-
ing access and health outcomes for this uniquely 
challenged population (14). The Calgary model 
has identified and responded to specific, immedi-
ate and long-term needs of the homeless related 
to social determinants and has actively engaged 
and mobilized the community resources. 

Implications for diabetes practice
The long-term and effective strategies that address 
the links between homelessness and diabetes lie in 
modifying the trends in our healthcare and social 
system that creates disparities for the homeless and 
other vulnerable individuals. 

More specifically,

At the program level
•	 The standard clinical practice guidelines and 

diabetes-care pathways need to be adapted 

Figure 1. Barriers to effective diabetes care among the homeless.
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in a way that adequately addresses the social 
determinants of health (15). A psychosocial and 
holistic approach, treating the “whole person” 
rather than a bio-medical approach treating “the 
disease” is recommended.

•	 Meeting people “where they’re at” and provid-
ing diabetes services in places where homeless 
people congregate would help to reduce obsta-
cles to care.

•	 Promoting healthy foods in the shelters, a 
secure place to self-administer insulin and use 
glucose-monitoring devices, and timely access 
to medications are critical.

•	 An enduring and trusting patient/provider rela-
tionship is a fundamental part of the care for 
homeless people.

•	 Providers should seize every opportunity to 
engage the homeless and to earn trust through 
patience, compassion and consistency.

•	 A combination of case management and a multi-
disciplinary team is needed to ensure that the spe-
cial and complex needs of the homeless are met.

•	 The system of care needs to be welcoming 
and accepting of people as they are—not just 
accessible. 

At the healthcare system level
•	 To effectively prevent and manage diabetes 

in vulnerable communities, there is a critical 
need for coordinated and collaborative efforts 
between key stakeholders–communities, 
healthcare organizations, policy and decision 
makers, and researchers. 

•	 There is a serious gap in research and knowl-
edge related to healthcare needs and inter-
ventions for the homeless, particularly youth 
and families with children. More research 
is needed to understand how broader social 
determinants impact the health of vulnerable 
people. This understanding is paramount 
for informed decision making, planning and 
resource allocation. 

Final note
No two people, situations stories are the same. Each 
individual wants to be seen, heard, acknowledged, 
understood, and recognized as a whole person, with 
a name and with a life. Such recognition creates the 
foundation for respect and dignity which, in turn, 
are the pillars for a caring connection. 
(Crocker & Johnson. 2006. Privileged Presence) 
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