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INTRODUCTION

The Annex Harm Reduction Program (hereafter referred to as the Annex) is both a
component of, and a compliment to, Seaton House Men’s Hostel. Located in downtown
Toronto, Seaton House and the Annex within it serve the most marginalized of homeless men.
The Annex is primarily noted for being Canada’s first ‘wet shelter’ or ‘alcohol maintenance
program.” It also features Canada’s first infirmary and palliative care program for the homeless,
as well as the first training program for medical students in the area of homeless health.

The goal of this report is to develop an understanding of the Annex as a health promotion
strategy, by analyzing it according to basic health promotion principles and the Interactive
Domain Model or IDM (Goodstadt & Kahan 2001, 2004). The IDM will be used to structure the
report, define health promotion concepts, facilitate the creation of an ideal health promotion
response, and recommend a course of action that will bring the current Annex program closer to
the ideal. Information about the Annex was made available through interviews and discussions
with the program creator and director, Arthur Manuel, as well as a counselor and a client service
worker, who each have five years experience at the Annex.

Issue and Response

The Annex was created to respond to a homelessness crisis in 1995, in which three
homeless men froze to death on the streets of Toronto. The subsequent Coroner’s inquest found
that a number of homeless men, who used alcohol, would avoid all of Toronto’s 140 shelters
because each required abstinence (Bernstein 1997; CAMH 2005; Wysong 2002). As well as

providing immediate sustenance, including food, safety and a place to sleep, the shelter system is
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the first point of access for homeless men to get off the street and into contact with services that
offer more permanent alternatives to homelessness, including ongoing medical care, counseling,
and housing referrals. Without shelter support, most men are caught in a ‘revolving door’
between emergency rooms, jail, and the street.

The Annex is the response that program director, Arthur Manuel, came up with when
given “a green light to do something” about homeless alcoholics. In contrast to other shelters,
the Annex does not require abstinence to reside there, and currently serves limited quantities of
alcohol to clients who comply with their case plans. This creates an opportunity to break the
revolving door cycle and open the first gateway; if men decide to enter and stay at the shelter
because they are served alcohol, they are better able to access other services that will help them
stay off of the street.

Over the last nine years, the Annex has expanded to be an alternative for those men who
are non-functioning because they are marginalized, vulnerable and in need of substantial care.
The Annex now houses men who are psychiatric survivors and those with severe addiction,
concurrent disorders, severe behavioural problems, and/or a long history of homelessness. The
men who constitute this population® are also referred to as “chronically hard-to-house,” but this
more accurately describes their chronic exclusion from social services. The purpose of the
Annex is to provide residential stability for those who cannot be served or sheltered anywhere
else and to facilitate life changes. Homelessness among these most marginalized of men
continues to be a problem in Toronto, and over the years the Annex has grown exponentially to

respond to this issue.

! Throughout the report, the “population” refers to men who are eligible for care at the Annex, which include
homeless men who are the most marginalized and non-functioning. Contrary to most health promotion literature
that would characterize this group as a “community” and the social environment around them as the “population,”
the terms in this report are switched to reflect a lack of cohesion and stable characteristics among this group of men.
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Health and Health Promotion

Health promotion is a “values-based approach to promoting health” (Raphael & Bryant
2002) that takes a critical look at the socio-environmental context in which individuals live. In
Canada, the Ottawa Charter (1986) is most often used to define health promotion:

Health promotion is the process of enabling people to increase control over, and to
improve, their health. To reach a state of complete physical, mental and social well-being,
an individual or group must be able to identify and to realize aspirations, to satisfy needs,
and to change or cope with the environment. Health is, therefore, seen as a resource for
everyday life, not the objective of living. Health is a positive concept emphasizing social
and personal resources, as well as physical capacities. Therefore, health promotion is not
just the responsibility of the health sector, but goes beyond healthy life-styles to well-
being.
These definitions structure health promotion activities around certain ideal goals, values and
assumptions that are rooted in social justice. The Ottawa Charter states that shelter is one of
the fundamental conditions and resources for health; others include peace, education, food,
income and equity. The purpose of health promotion activities is to secure these prerequisites
by advocating, enabling and mediating.

It is important to understand that health promotion has a very particular definition of
health. In contrast to negative or biomedical definitions, which suggest that health is the
absence of disease, the Ottawa Charter and other advocates (Epp 1996; Ewles & Simnett
2003; Laverack 2004) suggest positive definitions of health as a state of well-being. Health is
physical, mental, emotional, social and spiritual wellness. Health is the ability to function. It
is implied that health is a continuum on which the potential for wellness can be achieved and

compounded at different levels to create different qualities of life. This is the holistic view of

health and healing.
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Steps to Develop Understanding

To understand and analyze the Annex as a health promotion strategy, the three
components of the IDM model will be assessed. Part one of this report will critically examine
the foundations on which the Annex rests. Part two will examine the strategies used in the
program, as well as the environmental contexts in which the program operates. These two parts
will describe a complete picture of the current program and how it can be characterized as a
health promotion strategy. Part three will utilize the IDM to suggest an ideal health promotion
response to the issue of homelessness among non-functioning men, identify gaps and limitations
in the current response of the Annex, and propose an action plan to bring this response closer to
health promotion ideals.
PART ONE: THE FOUNDATION

The goals, values and assumptions held by the Annex staff are vital to the program’s
function, and are the absolute driving force in its growth. Processes of strategy discernment and
day-to-day decision-making are rooted in the foundation, which is composed of three layers:
goals and objectives; values and ethical positions; and theories, beliefs and assumptions. Formal
and informal sources of evidence also contribute to the foundation. Aside from explicit goals
and theories, the other parts of the Annex foundation are implicit in the strategies used and
decisions made. The Annex has not constructed specific mission statements, vision statements,
objectives or values and these, therefore, are not available in written or oral formats. Based on
personal communications with staff, the author has inferred the components of all sections of the
foundation and how they relate to health promotion, except the primary goals and identification

of theories. The strengths and limitations of this proposed foundation will conclude Part One.
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I. Goals and Objectives

According to Goodstadt & Kahan (2005), the Annex’ goals are what they are trying to
achieve. Goals are their intended outcomes or impacts. Objectives are the observable or
measurable results of specific activities that the Annex undertakes to achieve its goals.

The primary goals of the Annex are identified as:
e To reduce mortality and morbidity among the most marginalized and vulnerable of
homeless men
e To provide residential stability

The secondary goals of the Annex are identified as:
e To increase stability, function and health among individuals in this population
e To create a program that removes the barriers, and offers opportunities, to break the
revolving door cycle between jail, emergency rooms and the street
e Todirect clients onto stable and healthy life paths and to journey with them as far as they
desire

The objectives of the Annex are identified as:

Reduced mortality and morbidity in this population of homeless men

Provision of shelter for this population

Increasing numbers of men who come into the program instead of staying on the street
Increased self care and healthy decision-making among clients

Improved physical and mental health outcomes for clients

Increased ability for clients to access social services, such as medical care, stable food
sources, identification, substance abuse treatment, housing support, legal and financial
counseling, job counseling, social support and counseling

e Positive shifts in physical, environmental and social determinants of health

Annex goals and objectives can be matched to the health promotion goals and objectives
suggested by Epp (1996), Goodstadt & Kahan (2001, 2004) and the Ottawa Charter (1986). The
main goal of health promotion is to increase the health of individuals and communities. Health
promotion objectives that are exemplified by the Annex include: enriching individual and
community life; creating supportive environments; facilitating the development of personal
skills; increasing preventive action; enhancing people’s ability to cope; and fostering self care.

Though it appears that the primary goals of the Annex concentrate on a negative

definition of health, the Annex meets health promotion’s goal and objectives, if the focus is
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shifted. The Annex helps men improve their health and quality of life by strengthening their
access to resources and their personal capacities. This has the effect of reducing harm (morbidity
and mortality) in the short and long-term.

After promoting healthy qualities of life, strengthening personal capacities is the biggest
overlap between the Annex and health promotion objectives. The Annex program is designed to
facilitate life changes, which are not the same as ‘lifestyle changes.”® Life changes refer to
changes in environments, relationships and access to resources, as well as the development of
decision-making skills, behavioural skills and coping skills that aim to increase functioning. The
Annex supports life change though increasing individual control, which is vital to empowerment,
another health promotion objective.

Other objectives of health promotion include: building healthy public policy, facilitating
social justice and equity, strengthening community action, reorienting health services,
contributing to healthy environments, encouraging participation, sharing power and building
alliances (CPHA 1996; Goodstadt & Kahan 2001, 2004; Ottawa Charter 1986). Some of these
latter principles are achieved by the Annex as a consequence of meeting their primary goals and
objectives. Others are being increasingly employed by the Annex as strategies to facilitate the
program’s growth, though they are not currently seen as primary drivers for the program (see
part three for a more detailed exploration of this transition).

Figure 1 examines how Annex goals and objectives build upon each other sequentially

and overlap with health promotion goals and objectives. While the intent is to read down the

2 The approach of ‘lifestyle change’ in contemporary and popular health promotion practice most often includes
strategies that stress lower-risk choices for those located in middle and upper-class strata, such as healthy eating or
anti-smoking campaigns. This approach emphasizes individual responsibility and assumes the freedom, desire and
ability to make and implement lower-risk choices. Its goal is to create individual behaviour change by reinforcing
dominant power relations and moral judgments that are dependent on receiving, and complying with, information
about risk reduction that comes from outside the individual.
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‘columns,” which map the impact of each primary goal, each component in the figure can also be
conceptualized as an aim, a strategy and an outcome, depending on where one begins to read. If
all arrows are reversed, the underlying drivers of decision-making, and the outcomes or

strategies of the Annex program, are exposed.
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Figure 1. The Annex strives to “Stabilize, Abilize and, where possible, Mobilize”
- Program Director, Arthur Manuel
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I1. Values and Ethical Positions

Values and ethical positions are one group of drivers that influences decision-making.

Values are the preferences and priorities that are shared within the Annex community (Goodstadt

& Kahan 2001, 2005). Ethical principles “provide guidelines for appropriate values-based

conduct” (Goodstadt & Kahan 2005).

The values of the Annex are identified as:

Social justice

Respect

Patience

Compassion

Tolerance

Acceptance

Unconditional support

Individual choice and responsibility
Honesty and pragmatism
Accessibility

Equity

Human rights, especially the right to life, health and shelter, among other basic
necessities

The ethical positions of the Annex are identified as:

Dignity: Respect the life, death and choices of each individual by supporting him

First, Do No Harm: The first principle of the Hippocratic Oath

Help Others: People have a duty to contribute to each other’s health and sustainment
Client-centered: Prioritize the client and his needs and experiences

Firm Compassion: Consistency in respect and the expectations of conduct lead to peace,
which is vital to the program’s function and the safety of the clients and staff
Discernment: Assess each situation individually and choose appropriate actions based on
the potential consequences of that action

Positive reinforcement: Judgment and forced behaviour changes will not lead to positive
life change

Annex values and ethical positions can be matched to health promotion principles of

social justice, respect, equity and holistic health (CPHA 1996; Goodstadt & Kahan 2004). The

Annex aligns itself with health promotion’s support of the power and dignity within each
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individual (CPHA 1996), the effects that social and environmental determinants have on health,
and the rights of individuals to the basic necessities of life and health (Ottawa Charter).
I11. Theories, Beliefs and Assumptions

The theories listed below are ways of systematically viewing the problem of
homelessness and the Annex solution. These theories are descriptive ways of understanding the
history and direction of strategies used at the Annex, rather than being tools that are consciously
employed by the staff in daily decision-making. The theories of homelessness and harm
reduction are combined with the Annex’ values and goals to produce beliefs, all of which are rife
with assumptions about the nature of the problem and response.
Theory of Homelessness

The black hole theory of homelessness is also called the stage theory of homelessness
(personal communications with Mr. Manuel, echoed in Austen & Sirko 2003) and explains the
nature of the problem (see Figure 2). Homeless people either pass through the stages
sequentially or are able to secure housing and leave the street and/or shelter. The first stage is
usually precipitated by a crisis, such as a loss of employment or social and community support.
While all homeless people experience the first stage, 70% will find homes and leave the
street/shelter within a week. The second and third stages are usually experienced by those who
have mental illness, addictions, concurrent disorders, behavioural problems or poor physical
health. Out of this 30% who will continue to be homeless and will begin cycling through
various institutions, 24% will find homes within a year, with the aid of social services. The
remaining 6% will experience chronic homelessness and will live in streets/shelters for 1 to 30

years. Annex clients have been homeless for an average of 15 years.
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This final stage is that of the “black hole,” when the chronic homeless become
“decompensated.” Their new standard is the street/shelter and their capacities and resources
decrease in a downward spiral. An enormous amount of energy is directed towards this group,
with little impact:
Our emergency response system is not designed to handle these people, who present in
emergency rooms with a multitude of physical, mental, emotional, and personal problems
including schizophrenia, clinical depression, chronic alcoholism, diabetes, cirrhosis of the
liver, level four cancers, no personal identification or money, no family or friends, and
with no intention of giving up alcohol. (Austen & Sirko 2003)

This 6% uses 54% of the resources directed toward the homeless. The entire purpose of the

Annex continues to be to respond to stage-three, chronic homeless men, and all strategies are

designed to support them.

Figure 2. Stage Theory of Homelessness

Stage One Stage Two Stage Three

Amount of time as 2 days — 1 week Upto 1 year 1 year +

homeless

% of homeless who 100% 30% 6%

experience this stage

Capacities Need support Are stunted Are damaged or non-
existent

Amount of support Low High Extremely high

needed for change

Theory of Harm Reduction
The theory of harm reduction explains how and why the Annex chose to approach
chronic homelessness with their specific type of programming, as well as how its efficacy can be
evaluated.
Harm reduction is grounded in the empirical knowledge of a continuum [of activity] where
harm may occur at any level... The primary focus of harm reduction is on people who are

already experiencing some harm ... The most appropriate interventions, whether macro or
micro, are those geared to movement from more to less harm. (CAMH 2003)
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Harm reduction strategies encourage the achievement of immediate and realizable
changes, over hoping for dramatic and idealistic changes in the future. The reduction of harm
happens incrementally and constant re-evaluation is useful to ensure efficacy. Harm reduction’s
tenets include: pragmatism; respect; evidence-based practice; non-judgment; tailored needs and
responses; flexibility; improved quality of life; prioritizing individuals’ goals; and empowerment
(CAMH 2003; Cavalieri 2005; CHRN; HRC 2001). Respect for autonomy and individual
decision-making is a core principle that differentiates harm reduction from other ways of trying
to reduce harm, including criminal justice sanctions or abstinence-only programs that increase
stigma, punishment and long-term harms (CAMH 2003).

It is easy to see that these tenets overlap with the goals, objectives and values of the
Annex and of health promotion. The concepts of empowerment and holistic health are central to
both health promotion and harm reduction. Instead of stigmatizing past choices, behaviours or
circumstances, harm reduction encourages capacity building by focusing on the individual’s
ability to make healthy decisions in present situations. This overlap in approaches may be the
reason Mr. Manuel states, “Harm reduction is what we used to call good social work.”

Beliefs and Assumptions

The theories of homelessness and harm reduction, along with the Annex’ goals,
objectives, values and ethical positions, are dependent on specific beliefs and assumptions for
their continuation. Beliefs are propositions that are held as truth (Goodstadt & Kahan 2005).
The following beliefs and assumptions guide decision-making in planning Annex strategies.

Beliefs and assumptions about the nature of the problem of homelessness are based on
staff experience with clients, as well as evidence from the program and outside sources. These

beliefs explain the significance of homelessness and how society works to perpetuate it.
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In regard to the nature of homelessness, the Annex believes that:

homelessness escalates, deteriorates, cycles and confines

men who have lived on the streets the longest are the most marginalized and non-
functioning

shelter is a fundamental determinant of health and functioning

current criminal justice, medical and social systems are inadequate and detrimental; they
inflict harm on this population by not offering the support required, by being hard to
negotiate for someone seeking care, by being compartmentalized and hard to coordinate,
and by lacking staff training and program standards of action on homelessness

for this population, there is no other alternative to the street

homelessness results from, and exacerbates, a loss of control in one’s surroundings and/or
behaviour

clients experience anger and a loss of hope on the street and will resist help for varying
periods of time

social, legal and medical systems are hard to manage, not the men themselves®

Other beliefs and assumptions explain how change happens and guide decisions about how the

program can be implemented and evaluated.

In regard to how change happens, the Annex believes that:

there are alternatives to death, loss, illness and depression

there are alternatives to homelessness

everyone deserves and has a right to life, health and a home, among other basic
necessities

shelters provide the physical space that is required for accessing other services
providing shelter removes the largest barrier for accessing these services

shelters provide stability that allows opportunities for the acceptance of other services
stability is necessary for healthy decision-making

providing access to alcohol removes one barrier for entering shelters and facilitates
clients staying in the program

life change is possible, though it may take time

change can occur within individuals and, therefore, tailored approaches are useful

small changes add up to create a dramatic life change

at some level, at some time point in time, the client will have a desire to change and this
desire is the biggest facilitator of change, if support programs are readily accessible
clients will stay in the shelter when they recognize that the benefits of staying outweigh
the costs

controlling choices, environments and behaviours are possible and desirable for healthy
functioning

® This is Mr. Manuel’s response to the characterization of Annex clients as the “hardest to manage” of all the
homeless.
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e strategies for giving support should be practice and action-oriented; guidelines for
efficacy are developed from experiences of trial and error

e staff can make demands of clients and take action to protect the peace and safety of those
in the shelter through the use of minimal rules and social control

e change does not happen in a vacuum: staff, physical space and other environmental
influences must be supportive

e evidence of program efficacy is drawn from a variety of sources: personal experiences
with clients, staff and the community; subjective and objective changes in the mental and
physical health of clients; reduced morbidity and mortality in the larger community;
economic savings in social systems

e itisthe role of public, and medical, health systems to address the issue of homelessness
by reducing harm and promoting health

The Annex espouses the following health promotion beliefs and assumptions:
e health is holistic and exists on a continuum
e social structures influence health

e individuals cannot reach a state of health completely on their own, because of limitations
in their resources or capacities
e itis the role of health promotion to work towards a more equitable distribution of

resources
e itis possible to facilitate change by mediating, enabling and advocating

Ultimately, the Annex assumes that giving people the help that they need is the purpose
of well-executed social work, harm reduction and health promotion. This assumes that an
individual or group with more resources can “give help” to those with less resources and is
consistent with the initial steps in the health promotion process of enabling, wherein the
promoter has more privilege than the client. In health promotion strategies that enable and
encourage participation, the promoter seeks to share more and more power with the client as time
passes. The health promotion value and objective of power sharing seeks to shift control to the
client and this is part of the Annex’ plan to increase functioning and facilitate life change.
IVV. Sources and Uses of Evidence

Evidence is “information that is used in making decisions” (Goodstadt & Kahan 2005)

and, therefore, influences the approaches used at the Annex. The program’s creation was

spurred by evidence that showed a service gap and demanded that this gap be filled. The 1995
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Coroner’s inquest found that homeless alcoholic men had no place to get shelter or other social

services. There was no existing evidence from which to draw, as it was the first program of its

kind in Canada. The program’s design was based on harm reduction because its goals matched

the outcomes desired. The results (impacts, outcomes, changes) of the strategies are the biggest
sources of evidence.

The program’s current function is based on experiential evidence. The Annex’ continued
existence is supported by evidence that there is a need for the program; it is filled to capacity
every night, grows in size every year, and houses men for years of their life. Some clients have
lived at the Annex since it was created nine years ago. Most clients’ only experiences of shelter
have been at he Annex, and without other alternatives, most clients have been permanent
residents of the Annex for years. While death on the street has decreased, death in the Annex has
increased. Though this occurrence is troubling, it is seen as evidence that health was fostered,
because death was delayed and because it took place in a supportive and comfortable
environment.

Most of the Annex’ day-to-day operation is based on ‘tiny wins’ (small life or behaviour
changes) experienced by staff and clients. The staff evaluates progress through the subjective
judgment of goal achievement or life change, adherence to the program’s flexible code of
conduct, and adherence to the individual’s case plan. Evidence of life changes includes: change
in behaviours and capacities (developing manners, getting a job, reuniting with family,
developing friendships, eating well, decreasing drinking); change in access to services
(counseling, health cards, ID cards, medical help, job placement, housing placement);
improvement in mental and physical health; and reducing the possibility of future harm.

Experiential evidence is readily and immediately available, and is thus part of the feedback loop
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in which individual strategies are tailored to each client. Tiny wins and large changes also
encourage clients and staff to keep working together.

Evidence of the program’s efficacy is also available in, and from, outside sources. The
theories of homelessness and harm reduction support the Annex’ approach by presenting
evidence that demonstrates the efficacy of certain types of interventions with homeless men.
Two major investigations have documented evidence of the effects of the Annex in the homeless
population and the larger community. The first evaluation was performed by the City of Toronto
after the first year of operation (Bernstein 1997). It provided evidence of the need for the
program and recommended its continuation. A second evaluation has recently been performed
by the Annex’ medical doctor, Dr. Tomislav Svoboda, for his PhD. It provided evidence of the
social, time and economic cost savings that the Annex provided by reducing the use of criminal
justice, medical and social services. This theoretical and research-based evidence is used
primarily by those who are not located within the program, perhaps because they do not have
access to experiential evidence and perhaps because they have different goals than the Annex.
V. Strengths and Limitations of the Foundation
Strength: Broad Definitions of Health and Healing

As mentioned previously, the Annex’ original and primary goals emphasize negative
definitions of health. Upon examination it becomes clear that Annex objectives, values,
assumptions and theories are based on broad, positive definitions of health used by health
promotion. The goal to reduce barriers and increase opportunities also reflects the aspects of
empowerment and social justice that are central to holistic health. The use of harm reduction has
reinforced this breadth and allowed flexibility in creating approaches that treat and prevent

disease, and enhance the quality of life of non-functioning homeless men.
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Strength: Flexibility

Since most of the components of the foundation are implicit, there is no tension between
ideals and realities. Practice is always rooted and relevant because the main, and only explicit,
decision-making guide indicates that staff just “do what has to be done” to reduce harm and
increase functionality in any given situation. Another strength of having few explicit foundations
is that approaches can be tailored to meet individual needs. Efficacy is developed through
experience and interaction not by following a recipe. Other groups can learn, but not copy, the
Annex program, which results in resource and capacity building among staff.
Strength: Multiple Levels of Impact

By supporting individual men, who are non-functioning, the Annex is having an impact
on this homeless population as a whole and on the larger community in which these men are
situated. The pragmatic and tailored approaches that the Annex employs have resulted in
changes at various levels of society. At the micro level, individual men are given support to get
into, and stay within, the shelter. This results in increased individual capacities. At the meso
level, the most marginalized homeless are sheltered and their addictive, mental and behavioural
problems are addressed. This results in a more equitable distribution of the basic necessities of
life for this population. At the macro level, homelessness, homeless death, crime, poverty and
economic and time costs are reduced.
Limitation: Implicit Foundations

The implicit nature of the foundations does make it hard to apply the Annex program
elsewhere. It also makes it difficult for the Annex to self-evaluate, grow and affect broader
social policy in the area of homeless health. A lack of systematically collected and documented

evidence also hinders self-evaluation and replication in other communities.
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Limitation: Role of Relationships

There is a lack of information and indication of the role of relationships in the foundation.
It is unclear what the Annex assumes about human nature and the capacities of its clients and
staff. It is unclear how clients and staff view and relate to each other. For example, it would be
helpful to know how power relations are formed and maintained. It is very hard to infer the
impact of these relationships on the operation of the Annex, without observing interactions.
However, a superficial understanding of the role of relationships will develop in Part Two’s
description of strategy implementation.
Limitation: Experiential Evidence

The uses of evidence at the Annex are congruent with how health promotion uses
evidence. The use of experiential evidence reinforces the definitions of, and contributes to the
attainment of, holistic health and healing. Both the Annex and health promotion, as a discipline,
are currently faced with increasing demands for formal research and evaluation, and for the
creation of evidence-based practice (or documentation-based practice). These demands may
limit the future of Annex and health promotion strategies, as they currently operate, by restricting
funding and other resource supports.
Defining Shelter, Providing Hope

Mr. Manuel’s description of the Annex as being the “antithesis of other shelter programs”
indicates that the Annex has a unique purpose in Toronto. In contrast to shelters that offer
security and custodial care, jails that offer holding cells for punishment, emergency rooms that
offer temporary respite, and streets that offer disease and death, the Annex offers a sanctuary, a

home, and, most importantly, the only alternative. The Annex seeks to bring men into the
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program and to rehabilitate them within its walls. The Annex will encourage clients to leave
only if they have a better place to go, which is rarely a possibility.

The foundations of the Annex make it different than every other shelter in Toronto.
Holistic health and healing are possible when health promotion and harm reduction principles are
applied in a sanctuary setting. In this shelter the foundation is securely constructed, and the
woodwork of its frame is exposed. The Annex operates by keeping this frame, or purpose, in
sight at all times. Part Two will examines how environments impact the operation of the Annex

and how they interact with the foundations to guide the strategies used.

Resources Cited

Austen, Andrea & Anne Marie Sirko. Public Health and Community Services Department, City
of Hamilton. October, 2003. “The Homelessness Continuum: A City Plan for Hamilton.”
Available online at <http://www.city.hamilton.on.ca/phcs/Homelessness/Docs/AppendixJ.pdf>
[accessed February 9, 2005]

Bernstein, Joyce. October 1997. Evaluation of the Annex Harm Reduction Shelter. Toronto
Department of Public Health. Available online through Alcohol Policy Network at
<http://www.apolnet.org/actpacks/pr_homZ1.html> [Accessed February 7, 2005]

Canadian Harm Reduction Network (CHRN). “Harm Reduction Q and A.” Available online at
<http://www.canadianharmreduction.com/readmore/Harm_Reduction_Q_and_A.pdf> [Accessed
February 10, 2005]

Canadian Public Health Association (CPHA). 1996. Action Statement for Health Promotion in
Canada. Ottawa: CPHA.

Cavalieri, Walter. Canadian Harm Reduction Network, Facts and Arguments, “Harm Reduction
in Practice.” Available online at <
http://www.canadianharmreduction.com/readmore/facts_hr_practice.php> [Accessed February 7,
2005]

Centre for Addiction and Mental Health (CAMH). “Special Populations Section: Homeless
People.” Available online at < http://sano.camh.net/resource/home.htm> [Accessed February 9,
2005]



Strategies for Health Promotion: The Annex Harm Reduction Program
Natalie Comeau - 20

CAMH - Special Ad Hoc Committee on Harm Reduction. 2003. “CAMH and Harm Reduction:
A Background Paper on its Meaning and Application for Substance Use Issues.” Available
online at < http://www.camh.net/public_policy/harmreductionbackground.html> Updated
October 25, 2004 [Accessed February 10, 2005]

Epp, J. 1996. “Achieving health for all: A framework for health promotion” pp.23-33 in
PAHO/WHO, Health Promotion: An Anthology. Washington, D.C.

Ewles, Linda & Ina Simnett. 2003. Promoting Health: A Practical Guide, 5" Ed.. Edinburgh:
Bailliere Tindall.

Goodstadt, Michael. Updated January 31, 2005. “Glossary of IDM Best Practice Terminology.”
Available online at < http://www.bestpractices-healthpromotion.com/coursereadings/id23.htmi>
[Accessed January 24, 2005]

Goodstadt, Michael & Barbara Kahan. 2001. “The Interactive Domain Model of Best Practices
in Health Promotion: Developing and Implementing a Best Practices Approach to health
Promotion.” Health Promotion Practice 2 (1) 43-67

Goodstadt, Michael & Barbara Kahan. 2004. Application of the Interactive Domain Model of
Best Practices in Health Promotion Practice: Workbook. Centre for Health Promotion,
University of Toronto.

Harm Reduction Coalition (HRC). Updated January 24, 2001. “Principles of harm reduction.”
Available online at <http://www.harmreduction.org/prince.html> [Accessed February 10, 2005]

Laverack, Glenn. 2004. Health Promotion Practice: Power and Empowerment. London: Sage
Publications.

Ottawa Charter for Health Promotion. November, 1986, Ottawa.

Raphael, Dennis & Toba Bryant. 2002. “The limitations of population health as a model for a
new public health.” Health Promotion International, 17 (2) 189-199

Wysong, Pippa. Updated 2003. “Home Care for the Homeless” Medical Post, November 5,
2002, Vol. 38, Issue 40. Available online at
<http://www.medicalpost.com/mpcontent/article.jsp?content=/content/EXTRACT/RAWART/38
40/37A.html> [Accessed February 9, 2005]



Strategies for Health Promotion: The Annex Harm Reduction Program
Natalie Comeau - 21

Strategies for Health Promotion: The Annex Harm Reduction Program
Part Two and Three: Environmental Contexts and Practices
Natalie Comeau (990230576) — March 30, 2005

Changes made to Part One:

-Annex uses negative definition of health

-Annex goals and objectives that match with HP: increase access by creating supportive
environments, develop personal capacities

-do do lifestyle/behaviour change, but also address SDOH (directly and indirectly)

PART TWO: ENVIRONMENTAL CONTEXTS

According to Arthur Manuel, “change does not happen in a vacuum.” He stresses that
every detail of the Annex’s environment is consciously decided-upon, whether it is planned far
in advance or chosen on the spot. Decision-making is dependent on maximizing situations,
relationships and resources. This results in a unique approach that must be fostered if the Annex
is to continue to reach its goals.

I. Nature and Origins of the Issue of Marginalized Homeless

The Annex program was created as the response to the issue of homelessness among
vulnerable men in Toronto. The theory of homelessness and the beliefs of the Annex staff
present micro theories of why homelessness exists in this population. Losses of employment,
family, money, and/or social support create crisis situations in which individuals will find
themselves struggling to survive (and function) without a home. The onset of physical and
mental health issues may lead to self-medication and concurrent disorders, making it even harder
to access supports for these issues and find a home. The Annex believes that the men that they
house are chronically marginalized because of their alcohol, behavioural, physical health and
mental health dysfunctions. The Annex aims to help these men regain their functioning in as

many areas of life as possible.



Strategies for Health Promotion: The Annex Harm Reduction Program
Natalie Comeau - 22

Macro theories of why homelessness exists seek to explain why social and material losses
occur. Mr. Manuel describes how general economic recessions and cuts to social services,
including various types of health care and income provision, may precipitate or exacerbate
losses.* He notes that homelessness is reinforced when medical, criminal justice and social
systems are unsupportive, compartmentalized and hard to negotiate. Homelessness is also
reinforced through stigma and social sanction in personal relationships, in relationships with
one’s community, and in relating to institutional systems.

According to the Annex and to health promotion, homelessness is a health-related issue
because housing is a prerequisite for, and social determinant of, health and well-being.
Homelessness among Annex clients directly influences their health by contributing to their
physical and mental diseases and by creating barriers for them to get help related to their
diseases. Homelessness also indirectly creates barriers for accessing other prerequisites of
health, such as a stable food source.

Vulnerable homeless populations have fragile relationships with shelter systems and
often make up a large part of the “absolutely homeless,” a group who does not use shelters
(Gaetz 2004). Many of the absolutely homeless suffer from mental health and addictions issues,
or concurrent disorders, which compromise their ability to overcome the barriers to accessing

health care and shelter services. Homeless men who suffer from mental health and addictions

* Mr. Manuel ‘credits’ Ontario government cuts to welfare and a general devolution of social support systems with
contributing to homelessness in general. In a report to the UN on homelessness, Hulchanski (1998) stated that
stricter regulations for welfare, disability and unemployment supports (as well as their benefits) were enforced in the
early 1990s, which coincided with an end to federal spending on social housing in 1994, and resulted in a decrease
in renters’ incomes and a general increase in homelessness (see also Gaetz 2004). A lack of national housing
program (implying political prioritizing) is cited as one of the biggest obstacles to overcoming homelessness (Crowe
2004, Hulchanski 1998).
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issues are more vulnerable to illness and injury, less likely to be allowed entry into shelters, and
more likely to be discriminated against by medical, criminal justice, employment, income and
housing providers, as well as other homeless people and community members (CAMH 2005;
Crowe 2004; Gaetz 2004). Mr. Manuel argues that the deinstitutionalization of those with
mental health issues is contributing to the numbers of marginalized homeless.
I1. Response to the Issue of Marginalized Homeless

The current response to the continued issue of homelessness is dependent upon the
Annex’s success in operating as an organization. The Annex organization influences, and is
influenced by, external and internal environments.

A. External Environment: Analysis of Political and Economic Factors

Initial Socio-Political Climate

It was a 1996 Coroner’s Inquest that made the issue of homeless among marginalized
men into a crisis in Toronto. The Inquest found that some homeless death was caused by a
combination of homelessness and alcohol use (Bernstein 1997; CAMH 2005; Wysong 2002).
Alcohol users were barred from, and resisted entering, Toronto’s shelters because the programs
required abstinence.

It is not clear why the deaths of three homeless men, within one winter, shocked the city
(Crowe 2004) and spurred the creation of the Annex. Three does not seem like a large number,
so the author wonders what sort of political climate existed to support of a harm reduction
response at that time. Housing advocates were seeing increasing homelessness, particularly
among people with severe health issues (Crowe 2004). Perhaps their voices were strong and
unified. Perhaps economic interests prevailed; the Coroner’s Inquest uncovered that many

homeless alcohol-users were not using the shelter system, but were using many emergency
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medical and criminal justice services. The vulnerable homeless were identified and labeled as
the ones who were most troublesome to the city in terms of financial and human resources.

Certainly, the Inquest drew attention to the ongoing problem of homelessness, and some
powerful interest group was watching, as money was made available to Seaton House to start the
program. It is also unclear why Seaton House was chosen (or offered) though the program is
known for housing the “worst” of the homeless (those most disturbed and disturbing).
Unfortunately, the issue of homelessness among marginalized groups is only increasing and calls
for harm reduction, supportive housing and other specialized