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Executive Summary
The purpose of this report is to document the housing and food security needs of the hard to house
population in Vancouver’s Downtown Eastside and to provide population‐specific suggestions for
policies to address these needs. The intersection between food security and housing has seen an
increasing amount of activity in terms of programming but little in the way of research or policy. The
report provides three categories of evidence: 1) academic research findings regarding the relationship
between food security and health among vulnerable populations, 2) interviews with residents of the
DTES regarding the food security issues they face and 3) focus groups and interviews with food and
housing providers in the DTES on what types of infrastructure, programming and building contexts are
most critical for enhancing food security and housing in the neighbourhood.
Research findings on food security among vulnerable populations, such as the homeless, those with
HIV/AIDS, drug users and people with mental and physical health issues, have found that these
populations tend to suffer from micro and macronutrient deficiencies which contribute to higher rates
of morbidity and mortality. In addition, some individuals may also suffer from the over‐consumption of
calories and fat, resulting in diseases such as diabetes and hypertension. Finally, the type and quantity
of food consumed can also have an effect on mental status and behaviour. To date, interventions aimed
at improving health and behaviour through food provision have focused on increasing the intake of
specific nutrients such as omega‐3 polyunsaturated fatty acids and folate, which have been found to
improve mental health. Blood glucose may also play a role in self‐control and therefore a low glycemic
index diet may improve some behaviours.
Survey and interview results from residents of the DTES found that although access to food is generally
not a barrier given the large number of food providers in the area, there are several conditions that
contribute to food insecurity. These include problems accessing food on weekends, holidays and at
night, when most food programs are closed. Other barriers are health problems that make accessing
food difficult, such as mobility, mental health issues as well as drug addictions that reduce appetite and
interest in food. Finally, housing or lack thereof can have an effect on food access. Those respondents
who are homeless or marginally housed are the most dependent upon free or low cost food providers.
Providing food in‐house reduces the need to go outside of the building to access food and improves
food security as well as mental and physical health.

Food and housing providers recommend that programs should be developed that provide nutritional
support that is sensitive to an individual’s needs and capabilities with the understanding that these will
change over time. For those with severe addictions and/or mental health issues, this means on‐site
food provision. This can be accomplished through a cafeteria in the building or a food delivery program.
It was also noted, however, that as people’s physical and mental conditions improve, it is important to
provide them with a range of options to access food, including in‐room cooking facilities and/or
community kitchens. Community kitchens can provide an important transition between reliance on
food provision and cooking for oneself. They also provide opportunities to learn skills and socialize.
Recommendations for in‐room facilities are that there should be at minimum a bar fridge and a
microwave. Having access to these items provides an opportunity for residents to store and heat meals.
For individuals with greater interest in cooking for themselves, kitchenettes allow for greater autonomy.
Finally, it is critical to pay attention to amenities available within the neighbourhood. Without easy
access to free or inexpensive food in close proximity to their building, residents are likely to become
more food insecure. A summary of the policy recommendations for housing and food security in the
DTES are:
•

All contracts for new or refurbished housing should include a plan for ensuring food security for
residents. This plan should take into account the physical and mental health issues of the resident
population as well as the available resources within close proximity of the site. Food programs
within the building should be evaluated regularly to assess 1) whether they are meeting the
nutritional needs of the residents, 2) whether the food is acceptable to the residents, and 3) if
residents are obtaining new skills and knowledge through food programs (e.g., cooking skills
through a community kitchen).

•

Support food programs that deliver meals or provide meals in‐house to improve access for those
who have active addictions and/or physical or mental health issues that make accessing food
providers or cooking difficult. Where appropriate and feasible, utilize a community development
model that involves residents in meal planning and cooking.

•

Make cooking facilities a part of basic housing infrastructure. At minimum, provide a refrigerator
and microwave.

•

In situations where in‐room cooking facilities are not feasible, provide staffed communal kitchens
where residents can plan meals and cook together on a regular basis.

•

Make healthy food available with no barriers and where people are (e.g., the street) because the
hard to house are often not housed.

•

Promote greater linkages between harm‐reduction and nutrition, as addiction is a prime
contributor to homelessness and food insecurity.

•

For housing outside the DTES, ensure that a range of free and low‐cost food is easily accessible.

In addition, research should be conducted in the following areas to better refine these
recommendations.
•

What is the current nutritional status of residents of the DTES in terms of macro and micronutrient
intake and how does nutritional status vary according to housing situation and drug use?

•

What is the nutritional value of meals provided in the DTES in terms of macro and micronutrients?
What types of foods might be beneficial for residents of the DTES given the current research on
nutrition, health and behaviour?

•

How can healthy food be provided at a cost that agencies can afford? There are a number of food
programs that could be assessed regarding the potential cost‐benefits of meal provision.

•

What are the best models for food provision for those with addictions? The drug‐induced anorexia
is likely to have significant effects on the long‐term health of these people. Finding a food provision
model that works for them could result in significant savings of health care and other costs.

In order to assist researchers with examining the current literature on the relationship between housing,
health and food security for vulnerable populations, an annotated bibliography on this topic has been
created. For a copy, please contact
Claire Gram
Regional Coordinator, Healthy Communities & Community Food Security
Vancouver Coastal Health
604 875‐5600 local 67636
Email: Claire.Gram@vch.ca

Introduction and Background
The purpose of this report is to 1) demonstrate the relationship between food security and housing for
vulnerable populations, 2) present an overview of the current state of food security among residents of
Vancouver’s Downtown Eastside (DTES), 3) provide models of food provision for those living in the DTES
and 4) to present recommendations on the infrastructure, programming and building context for new or
renovated housing for the individuals that are hard to house. The intersection between food security
and housing has become an increasing concern, especially for those working with vulnerable
populations, yet there remains little research or policy focus on the issue. In this report, the focus is on
individuals who are hard to house, a population that have difficulty maintaining stable housing and
therefore may be marginally housed or homeless. While this report focuses on a specific population,
the research framework lends itself to other populations, such as seniors or low‐income families.

Methodology
The methodology used in this report includes 1) article and document review on issues related to food
security among individuals who are hard to house, particularly in terms of health, 2) focus groups and
interviews with food and housing providers in the DTES and 3) structured interviews with residents of
the DTES who are currently or have previously been homeless or marginally housed. The purpose of
these interviews was to document the specific factors that contribute to food security within this
population. This information was organized using a research framework (see Appendix A) that organizes
the research into 1) framing, 2) context and 3) policy. The framing data, which focuses on the
relationship between nutrition and health, helps to build the case that food is an important component
of health for people with multiple barriers and that food provision is a cost‐effective way to health
promotion. The context data provides support for the argument that the “hard to house” population in
the DTES is food insecure in very particular ways that can best be addressed by population‐specific
strategy. Finally, the policy‐level information provides specific recommendations on how best to
support food security through housing.

Background on Nutrition, Housing and Health
The following literature review outlines some of the nutritional and health issues that are of particular
concern to individuals who are “hard to house”. The term “hard to house” should be understood as a
description of an individual’s situation at a specific time and place and not a personal attribute. People
who are hard to house in one situation may not in another. People considered hard to house often have
“multiple challenges such as a severe mental illness or mental disability combined with a substance

addiction and a physical disability or illness such as Hepatitis C and HIV/AIDS. The combination of issues
makes these people virtually ineligible for most social housing.”1 These conditions also mean that
people are often “hard to feed”; paradoxically they often require high quality nutrition but often suffer
from malnutrition.
Homelessness, the Marginally Housed and Nutrition
Homelessness is a major contributor to poor health outcomes. In general, the homeless tend to suffer
higher than average rates of nutritionally‐related disease, such as diabetes, anaemia, obesity, and
hypertension.2 This is in part due to their lack of regular access to nutritious food which leads to
malnutrition and micronutrient deficiencies. For example, homeless youth in Ontario were found to
have inadequate intakes of folate, vitamin A, vitamin C, magnesium, and zinc and, and females were
also lacking vitamin B‐12 and iron.3,4 Other studies have found that, for the majority of homeless
people, the issue is often not a lack of food, but a lack of access to nutritious food. One study found that
29% of the homeless were malnourished, 22.7% of the homeless were obese and almost one‐third
suffered from a nutrition‐related disorder.5 In a study comparing chronically homeless (homeless more
than one year) to transitionally homeless (homeless less than one year), chronically homeless people
exhibited a greater prevalence of eating infrequent meals, fasting, inadequate food, subsistence eating,
and unaffordable food.6 This suggests that the longer someone is homeless, the more likely they are to
be food insecure. When comparing housed and homeless youth Tarasuk, Dachner and Li found that
homeless males had lower intakes of energy and all nutrients, and homeless females had lower intakes
of most nutrients. In addition, homeless females obtained a greater proportion of their energy from
alcohol while homeless males consumed less energy as carbohydrate or protein, but more as alcohol,
compared with housed males.7

There are a number of studies that have found that individuals relying on charitable food (e.g., food
banks and free meals), whether homeless, living in shelters or in temporary housing are often not
adequately nourished. Tarasuk et al. found that for street youth, 87% of males and 89% of females had
made at least some use of charitable meal programs, with drop‐in centres the most common source of
meals.8 Another study found that the dietary intake of female shelter residents did not meet USDA
requirements. In particular, their percent energy gained from fat and their total daily fat intake
exceeded the USDA recommendations, while consumption of fiber and fruits/vegetables fell below
recommendations.9 Another study from Ontario found that on average, charitable meals provided to

homeless people are below the average daily requirements in energy and nutritional content. Milk and
fruits and vegetables are often lacking from these meals.10 A study of homeless men who utilized soup
kitchens found that 94 per cent suffered from lack of nutrients, resulting in weakness, fatigue,
depression and other emotional problems.11 Finally, a New York study of the marginally housed found
that although most participants said that they could find enough to eat, their diets showed a high intake
of sodium, saturated fat and cholesterol. According to the authors, these poor dietary conditions likely
contribute to healthy and behavior problems.12
Mental Illness and Nutrition
Mental illness, including depression, schizophrenia, and bipolar disorder, is a prevalent problem for
people who are hard to house. Mental health issues can give rise to behavioural problems, including
antisocial behaviour, particularly for those with dual or concurrent diagnoses (e.g., also having a drug
addiction). These behavioural issues may make it more difficult for this population to find stable
housing and food, thereby increasing their vulnerability to additional health and social problems. There
is growing evidence that, in particular, homeless people with mental illness suffer from more physical
health problems, both acute and chronic. Sullivan et al. found that almost one in five people with
mental illness reported problems finding adequate food. In particular, homeless people with mental
illness were more likely to get their food from garbage cans or dumpsters. Moreover, when homeless
persons experience difficulties accessing food or shelter, these needs generally demand their full
attention and hinder them from seeking mental health treatment.13
Persons with serious mental illness are more likely to have other medical conditions than persons in the
general population. The odds of diabetes, lung diseases, and liver problems are particularly elevated.14
This may be in part due to metabolic disorders which include symptoms associated with obesity,
dyslipidaemia, insulin insensitivity, and hypertension often found in people with psychiatric disorders.
In addition, antipsychotic drugs have been associated to the development of obesity and metabolic
disturbances such as diabetes mellitus, dyslipidaemia and increased coronary risk.15 Finally, there is a
relationship between bipolar disorder and eating disorders, in particular bulimia nervosa and bipolar II
disorder, which may result in under‐nutrition for this population.16 Thus, nutrition is of particular
concern for those with mental illness. However, people with mental illness are often unable to manage
their nutrition due to a relative lack of shopping, cooking and budgeting skills and/or opportunities, and
due to the substance abuse issues that are prominent in this population. These issues are compounded
by underuse of services and food access problems among this population.17

Drug Addiction and Nutrition
Drug users are among the populations most vulnerable to malnutrition because of drug‐induced
anorexia, changes in dietary patterns associated with drug dependency and the related lifestyle, poverty
and infectious disease.18,19 In addition, one of the dangers of malnutrition among injection drug users
(IDUs) is the increased risk of infection, including HIV.20 One study found that among injection drug
users, all anthropometric measurements, except height, were significantly lower, suggesting calorie and
protein malnutrition as well as possible micronutrient deficiencies.21 Malnutrition among drug users has
been found to be more prevalent among the females and increases with more frequent drug use.22,23,24
For example, Tarasuk, Dachner and Li found that among females, heavy drug use was associated with
significantly lower intakes of vitamin B‐6, folate, thiamin, niacin, magnesium, and zinc, and lower mean
BMI.25 The prevalence of malnutrition can be due to a number of factors. One survey of IDUs found that
52% reported that they did not have enough to eat because of a lack of money, 60% reported that they
did not eat the quality or quantity of food they wanted because of a lack of money, and 65% reported
not eating or drinking enough because of an extended drug ‘run’.26

Drug use can also affect the quality or types of food consumed. Use of opiates tends to result in
individuals replacing foods that are rich in fat and proteins with foods rich in sucrose and relatively poor
in vitamins and minerals.27,28 Heroin users have been found to have low intakes of vitamin A, iron,
thiamin, ascorbic acid and calcium; low body mass index (BMI); protein‐energy malnutrition; higher and
delayed insulin response; and altered glucose tolerance and metabolism.29 Nakha et al. found that
among heroin users 45% were deficient in vitamin B6, 37% were folate deficit and between 13 and

19% were had thiamine, vitamin B12, riboflavin deficiencies.30 Several studies have examined the
nutritional intake of methadone users and found that there is a greater consumption of low‐nutrition
sweets and a lower intake of complex carbohydrates, fish and vegetable fats. 31 Those on methadone
also had a significantly higher body mass than controls and had a high prevalence of a dental caries and
chronic constipation. Finally, cocaine use has been associated with anorexia and eating disorders and
may have influence energy intake, energy requirements or immunity that differ from the effect of
opiates.32,33

HIV and Nutrition
Nutritional status is an important predictor of progression to AIDS and survival of HIV‐infected
patients.34 The WHO recommends that a person with HIV must consume 10% more calories in the
asymptomatic phase, 20 to 30 % more in the symptomatic phase, and 50 to 100% more in the
symptomatic phase where there is accompanying weight loss.35 There are a number of ways in which
food insecurity affects the health of those infected with HIV, including malnutrition, reduced drug
effectiveness and adherence, a compromised immune system and increased mortality. Food insecurity
can result in malnutrition, which can increase susceptibility to and exacerbating the effects of
HIV/AIDS.36 In addition, several protease inhibitors require food for maximal absorption, and the
absence of food may negatively influence the effectiveness of these drugs. However, studies have
found that HIV‐positive individuals who were severely food insecure are less likely to adhere to their
medication, which increases their risk of secondary infections.37 Finally, individuals who were food
insecure and underweight (BMI <18.5) were almost twice as likely to die as those who were neither food
insecure nor underweight.38 Even a 5% weight loss over a 6 month period has been shown to increase
mortality. Tang et al. conclude that “attention to weight loss in the current HIV climate, where patients
are maintaining more normal clinical status, remains important.”39

The rate of food insecurity among those with HIV/AIDS in North America varies. Studies in BC have
found between 52% and 70% of HIV positive individuals to be food insecure. In these studies food
insecurity was associated with low‐income, a history of injection drug and/or alcohol abuse, and living in
an unstable housing situation and having a lower CD4 cell count.40,41 One Ontario study found that 57%
of people with HIV experienced difficulty in buying enough food over the previous year and 57%
received food bank services in the previous 3 months.42 Finally, another Vancouver‐based study found
that food security and stable housing are linked to better clinical outcomes among individuals receiving
highly active antiretroviral therapy (HAART). The authors conclude that “This suggests that food security
and stable housing may be important neighbourhood‐level risk factors for poor treatment outcomes for
people living with HIV/AIDS and should be considered in the implementation of drug treatment
programs.”43
HIV, Drug Use and Nutrition
Because injection drug use is a risk factor for HIV infection, the co‐occurrence of HIV and drug addiction
is high. The B.C. Centre for Disease Control estimates that approximately 30 to 40% of IDUs in the DTES

have HIV. The combined issues of drug use and HIV infection can further exacerbate nutritional
deficiencies and weight loss. HIV‐related wasting continues to occur among HIV‐ infected drug users,
even among HAART recipients.44 For example, involuntary weight loss of more than ten pounds in the
previous six months was self‐reported in 5% of HIV negative drug users and 16% of HIV positive drug
users, suggesting that drug use compounds nutritional problems in persons infected with HIV.45 One
study found that BMI was lower among HIV positive drug users than for HIV positive non‐drug users, and
was lowest in cocaine users.46

BMI has also directly associated with CD4 count, which can indicate lowered ability to resist infection.
Quach et al. conclude that “HIV‐infected cocaine users may be at higher risk of developing malnutrition,
suggesting the need for anticipatory nutritional support.”47 Another study of HIV‐infected drug users
found that food insecurity and viral load were the only independent predictors of wasting.48 The danger
is that drug users with HIV may have difficulty maintaining or regaining weight following bouts of illness,
putting them at risk of mortality. There is also evidence that IDUs with HIV may suffer from nutritional
deficiencies. This is a concern because micronutrients such as vitamin B‐12, zinc, and selenium have
been associated with mortality risk in HIV‐positive populations.49 The diets of both HIV positive and
negative IDUs have shown low plasma levels of vitamins A, E, and Bs and zinc. In particular, vitamin A
was consumed below the RDA levels. The low intake may be of special concern for HIV positive
individuals, because low levels of serum vitamin A have been associated with more rapid HIV disease
progression and decreased survival.50,51
Other NutritionallyRelated Chronic and Infectious Diseases
There are also a number of chronic and infectious diseases which are directly and indirectly affected by
diet. Within Vancouver, the Downtown Eastside (CHA2) has the highest rates of nutritionally‐related
disease including colorectal cancer, diabetes, and diseases of the circulatory system.52 These conditions
may be in part a result of the diet. Homeless people who eat shelter‐provided meals have been found
to have high rates of hypertension and obesity and diets containing high amounts of saturated fats and
cholesterol.53 Being overweight is a contributing factor to Type 2 Diabetes, which is associated with
complications that include coronary heart disease and kidney, nerve, and retinal damage. Aboriginal
people are particularly vulnerable to food‐related disease because of their socioeconomic status,
typically poorer access to health care, and their predisposition to diabetes. Another disease closely
linked to diet and/or nutritional deficiencies is cancer. Studies have linked the consumption of fresh

fruits and vegetables to a decrease in cancers of the lung, esophagus, mouth, stomach, colon, and
pancreas.54 Finally, tuberculosis has been associated with malnutrition and nutritional deficiencies,
especially among those with HIV/AIDS.55 In 2006, the rate of tuberculosis infection was 36 per 100,000
in the DTES, which was double that of any other area of the city.56 Improved nutrition may help alleviate
these conditions, improve the quality of life for residents and ultimately reduce health care costs.
Nutritional Interventions
Nutritional interventions—providing or promoting enhanced nutrition in order to improve health
status—have been used in a variety of research and applied settings. There are numerous suggestions
for addressing the nutritional issues described above. In general terms, Davis et al. makes the following
recommendations about the quality of food served at charitable programs, such as shelters and soup
kitchens: 1) Serve a variety of nutritious, tasty foods low in fat, high in fiber, and skillfully prepared,
seasoned, and presented; 2) Encourage collaboration among clients, chefs, administrators, and food
bank managers to acquire more nutritious donations and emphasize nutrition improvement as a
fundraising priority; 3) Develop a chef training program to teach cooking and catering as a job skill and
to operate a catering business with profits designated to improve shelter meal quality; 4) Create a
community garden to grow fresh fruits, vegetables, and herbs for food preparation and resident
participation in food production; 5) Establish a community kitchen with storage space for personal
groceries, thus encouraging greater resident autonomy in food preparation and choices and meal in
times/locations; 6) Distribute meal vouchers and bus tokens for occasional visits to nutritious
restaurants.57 There are also recommendations for nutritional interventions among specific
populations. For those with HIV/AIDS, Godfry notes that, “Ensuring that patients have adequate meals
during an extended course of treatment in the outpatient clinic or that dieticians have meals available in
group settings or through home‐delivery services may be the most appropriate nutrition intervention in
these high‐risk patients.”58 Additional recommendations for addressing these issues include increasing
the intake of fruits, vegetables, and milk or milk products to ensure diet adequacy for this population
and the creation of culturally appropriate nutrition interventions incorporated into drug treatment,
HIV/AIDS prevention, street health outreach, syringe exchange, homeless shelters, drop‐in centres, and
other programs that provide services to IDUs.59

Nutritional interventions can also include targeting specific nutrients. There is growing evidence that
nutritional intake can have a significant effect on mental health status. For example, the consumption

of omega‐3 fatty acids, as well as some vitamins and minerals have been found to be related to
improved mental health and behaviour. While none of the nutritional interventions can be
recommended as the only treatment, they may play an important role in improving mental health
status, particularly for people who are malnourished or are not willing to take other medications.

One promising area of research has focused on fish consumption, and specifically on the intake of
omega‐3 polyunsaturated fatty acids often found in oily fish and some vegetable oils. Several studies
conclude that fish consumption is significantly associated with higher self‐reported mental health status
and fish oil.60,61,62 Fish oils have also been shown to reduce aggression.63 Buydens‐Branchey suggests
that low levels of some polyunsaturated fatty acids contribute to aggressive disorders. For example, a
comparison of the levels of aggressive and non‐aggressive cocaine users found that aggressive patients
had significantly lower levels polyunsaturated fatty acids in their bodies.64

Vitamin and mineral deficiencies may also have a negative effect on mood and behavior. Deficiencies of
folate, vitamin B12, iron, zinc, and selenium tend to be more common among depressed than
nondepressed persons.65 In particular, folate deficiencies may lead to an increased risk of depression
and poorer antidepressant treatment outcomes, as well as an increased risk of dementia and folic acid
supplements each have been used to successfully treat depression and self harming behaviours.66,67
Furthermore, low selenium (an essential micronutrient found in nuts, cereals, meat, fish, and eggs) is
associated with depressed mood, anxiety, and cognitive decline.68 Selenium therapy has been found to
decrease anxiety in HIV+ drug users who exhibit a high prevalence of psychological burden.69 In
addition, multi‐vitamin and mineral supplementation can decrease the incidence of violent and non‐
violent anti‐social behaviour.70 Bodnar and Wisner conclude that, “Greater attention to nutritional
factors in mental health is warranted given that nutrition interventions can be inexpensive, safe, easy to
administer, and generally acceptable to patients.”71

Finally, researchers have found a link between glucose levels and self‐control behaviours including
stress, impulsive actions and criminal and aggressive behaviour. According to Gailliot and Baumeister,
“It is possible that part of the well‐established link between poor self‐control and criminality may be
exacerbated by poor dietary habits.”72 Problems with self‐control are more likely when glucose levels
are low from either a lack of food or eating food with a high glycemic index. Foods with a high glycemic
index, such as white bread, potatoes, and processed cereals, quickly raise blood glucose prompting an

insulin response to reduce the level of glucose. The result of eating high glycemic index food can be low
blood glucose levels. In addition, alcohol reduces glucose and impairs self‐control. Therefore, a poor
diet combined with alcohol consumption can result in low glucose levels and problems with self‐control.
Furthermore, problems with self‐control are most likely later in the day when blood glucose levels are
lowest. Restoring glucose to a sufficient level typically improves self‐control. Many of the foods
currently being served in the DTES, such as white bread and donuts, have a high glycemic index.
Increasing the availability of low glycemic index foods, such as fruit, vegetables, whole grain bread and
low‐fat dairy, may help with behavior control.

Housing and Food Security for the in the DTES
Food security can be defined as: “when all people, at all times, have physical, social and economic
access to sufficient, safe and nutritious food which meets their dietary needs and food preferences for
an active and healthy life.”73 There is currently little known about the relationship between food
security and housing among individuals who are hard to house. While there has been research on the
food security status of homeless populations, less has been written about those who are marginally
house, for example, living in SROs or similar conditions. Nor has there been much research on the
relationship between housing and food security. There is abundant research, however, to suggest that
housing positively influences health status and a few studies have found a correlation between food
insecurity and unstable housing.74,75 Yet, there are a number of questions that have not been addressed
in the literature. For example, are people who are adequately housed more food secure? What kinds of
food programs work best for populations in who are hard to house and how can providing food and
housing together improve health? While the literature on providing housing mentions food as an
important “hook” for attracting and engaging with clients, there are typically no specific
recommendations about how this food should be provided.76

There are approximately 16,000 residents of the DTES, many of whom are homeless or living in
unsupported SROs. Approximately 13% of this population is “in crisis” meaning that they have no
permanent home, have behavioral and health problems and are not well connected to services.77 The
Downtown Eastside Demographic Study of SRO and Social Housing Tenants provides an even more
detailed socio‐demographic and economic profile of residents living in DTES SROs. Its findings conclude
that residents of SROs tend to be male, Caucasian and live in single person households. Approximately
half (52%) had previously been homeless, approximately one‐fourth (28%) assessed their health as poor
or terrible; and the majority (79%) reported health concerns. In terms of health status, 22% of SRO
residents indicated that they suffered from HIV/AIDS and/or Hep C and/or TB and 30% had a mental
illness.78 A survey of residents of the Portland Hotel found that 34% have a diagnosed mental illness,
33% are HIV positive, 88% have a drug or alcohol addiction and 73% are injection drug users.79
Among the homeless population, men also make up the majority, they are also predominantly single.*
The majority of the homeless population has at least one health problem; 33% percent of homeless had
*

These statistics are for the homeless population throughout the entire Metro Vancouver region, not only the
DTES.

a mental illness, 46% had a physical health conditions and 61% reported a drug addiction.80 Public
health personnel interviewed for this report noted high rates of cancer and uncontrolled diabetes
among the DTES population. In short, these statistics suggest that both the marginally housed and the
homeless in the DTES suffer from a number of conditions that affect their food security status

Within the DTES, there are several types of housing and shelter. This includes seasonal and all year
shelters that provide at minimum a place to sleep and one to two meals for those that stay there. There
are also a number of Single Room Occupancy Hotels (SROs). SROs typically consist of one room about 10
x 10 feet, with shared bathrooms and cooking facilities. SROs that are managed by non‐profit societies
often provide better maintained facilities than those of unregulated providers.81 While some privately‐
run hotels are in poor condition and lack services or amenities, those run by non‐profits often provide
services or links to services within the community. These units also tend to be better maintained. For
example, when PHS renovates a hotel, they make every effort to include a bathroom and kitchen in the
rooms.82 Many SROs managed by a non‐profit society have adopted a “housing first approach”, which is
focused on providing housing before other services and is low‐barrier. Some of the SROs in the DTES
also serve as supported housing, in which services are made available for individuals who have serious,
persistent issues that may make them vulnerable to homelessness including drug addiction, mental and
physical illness or disability (see Appendix B for a list of supportive/low‐barrier housing mentioned in
this report). . There are also residential treatment facilities that provide both housing and a meal
program. These programs are typically time‐limited and residents must find other accommodations
once their treatment is finished.

Interview Results with DTES Residents
The following section provides the results of structured interviews conducted with 47 individuals who
participate in the Lifeskills Centre or who reside in one of PHS Community Services’ hotels.† The
Lifeskills Centre is a low‐barrier resource centre providing job training, community kitchen groups, free
laundry, showers, internet and phones. The purpose of the interviews was to gather information on the
food security issues that affect this population, many of which are or have been homeless or marginally
housed. The findings suggest that housing plays a key role in overall food security. Those without
housing or were marginally housed without access to an in‐house meal program or cooking facilities
were most reliant on charitable food providers. This reliance means that they are not necessarily able to
access the food when they needed it. This is particularly true for individuals addicted to drugs who may
not be able to stand in line‐ups or attend meal programs at particular times. Having access to food
where they live can improve overall nutrition, behaviour and well‐being.

Interview questions included basic demographics (gender and age), chronic health conditions, history of
drug use, current and previous housing situation, where individuals access food, ease of access, and
their opinions regarding the quality of food provided in the DTES. If those interviewed had a history of
drug use and/or homelessness, they were asked to talk about food access during these times and if they
differed from when they were housed and/or not using drugs. Interviews took between 10 and 40
minutes and were recorded, transcribed and categorized into themes. The names or any other
identifiers are not included in this report to protect the confidentiality of respondents.

Demographics
The majority of those interviewed were Caucasian men, although efforts were made to include women
and representatives from other ethnicities (see Figure 1). The average age of the participants is 42. A
number of respondents reported having a health problem, including Hep C, mental illness, arthritis or
other mobility issues, HIV/AIDS, and digestive disorders. In addition, 89% reported current or former
drug use. The most commonly used drugs were cocaine/crack, heroin, crystal meth, alcohol and
marijuana.

†

This sample is not intended to be representative of all residents of the DTES or the hard to house. For example,
those with severe mental illness were not included in this survey. Rather, the intention is to reflect some of the
realities for some residents of the neighbourhood.

Figure 1
Gender

Number

Percent

Male

31

66%

Female

16

34%

Total

47

100%

Caucasian

24

51%

Aboriginal/Metis

16

34%

African/African Decent

4

9%

Latino

3

6%

47

100%

Ethnicity

In terms of their current housing situation, 55% are living in an SRO, 23% have no fixed address (either
they are living on the street, in a shelter or ‘couch surfing’), 15% are in a supported SRO or treatment
facility and 6% are in an apartment. Overall, this sample reflects the diversity of housing situations that
are experienced in the DTES. While those living in apartments or treatment facilities may no longer be
defined as “hard to house”, all had been homeless in the past and were included in this study because
they represent a population that has moved from being very housing insecure to relative stability.
Housing instability is one of the defining features of the “hard to house” population. In this sample, 85%
of respondents had experienced at least one period of homelessness and, for many; their time in the
DTES is typified by a series of SRO rooms interspersed with homelessness and/or time in a treatment
facility. For example, of those currently living in an SRO, 73% had been there for less than 1 year.
Where Food is Accessed
Food security is comprised of a number of different factors, including how available and accessible food
is within a given community. In terms of food availability, the DTES can be viewed as a “high resource”
food environment, with some 50 different organizations offering free or reduced‐cost meals. At the
same time, there are high rates of food insecurity within the DTES, creating a contradiction between

food availability and food security. This section describes the various ways that respondents said that
they accessed food.

When asked where they eat most of their meals, the majority of respondents (59%) reported using the
free or low‐cost food providers in the neighborhood. One respondent described their typical day,

“I start the morning at eight thirty at United Church. They serve you vegetables and soup. And
then somehow I end up here (Lifeskills) at ten o’clock and eat here. The food here is good and
it’s filling. Then I go next door to the Lookout, and then I go to the United Church or Union
Gospel [Mission]. It’s the “Hasting Shuffle,” there’s a lot of places to eat and some of them
aren’t that healthy but most of them are.”

Another 13% said that they utilized food programs and their own cooking facilities equally, while
another 13% reported that they primarily cooked in their residence. Those living in a supported SRO or
treatment facility had three meals provided for them and therefore ate exclusively at that location
(15%). Almost all respondents used free or low‐cost meal providers at least some of the time with the
exception of those in a treatment facility. Among the most commonly cited locations to access food are
the United Gospel Mission (UGM), Lifeskills Centre, First United Church, the Sisters of Atonement, and
the Evelyn Saller Centre (“the 44”). Respondents particularly liked the Evelyn Saller Centre because they
were able to choose what they wanted from a selection of items rather than simply being given what
was available. This issue of choice is a critical one to creating a food program that meets the needs of
different populations within the DTES.

When asked about other sources of food, 19% said that they used a food bank. Food bank use was
usually infrequent because in 2008 the Vancouver Food Bank closed its DTES depot, yet some programs
still provide food bags for their clients or in exchange for volunteering. 53% had attended a community
kitchen. Finally, 83% reported shopping at least occasionally for food. Purchasing food may be a
strategy preferred by some groups. For example, Gaetz et al. note that among homeless street youth in
Toronto “food purchasing was preferable [to charitable meals] because it gave them a choice over
when, where, and what they ate…”83 In the DTES, low‐cost food is available from a number of stores
such as Quest, the Washington Community Market and Sunrise, all of which respondents who shop for

groceries reported using. In addition, food can also be purchased on the street for relatively little
money.

Restaurants in the DTES are also an important place for accessing food. 63% said that they occasionally
ate at restaurants when they had the money. Most commonly cited were Flowers Café, pizza shops and
McDonalds. Flowers Café was chosen because it serves large portions at an inexpensive price.
Residents report that they prefer to go to a restaurant if they have money because they get better food
and can order what they want. Restaurants also serve as an option for those who have money from
working in the informal or underground economy, but for whatever reason do not want to stand in the
line‐ups.

“A lot of the working girls eat restaurant food. They get their payoffs on a daily basis and they
don’t have the time or the patience [to stand in line]. A lot of the working girls, they have issues
with standing in line where everyone can look at them and judge them. That’s why a lot of them
eat at restaurants…’cause they can afford it.”

Being able to go to a restaurant is also a form of empowerment. According to one community advocate
in the DTES, “There is the dignity of being a real customer and that someone is there to cater to you. It’s
an issue of power relations. Being able to afford a meal is good for people’s self esteem.” In addition,
restaurants are part of the economic vitality of the neighborhood and they are places where various
populations within the community can interact. While they serve a diversity of people, many try to
cater to those who have limited funds.

There are also a number of alternative ways that respondents said they accessed food, including trading,
sharing, stealing and getting food from bins.

“If you don’t have any food and you have the drugs, people will trade. See, like I had the drugs
and they had the food or it was the other way around, they had the drugs and I had the food.
So they were hungry and I needed my fix for the day, so I traded with them and it turned out
good. He got full and I got what I wanted. And if we didn’t have anything like that here, we
would probably starve and die from all the drugs.”

“Like the week before welfare, we go through our fridge and cupboards and stuff that we’ve
collected from food banks or Loving Spoonful [and if we won’t eat it]…we give it away.”

“I’ve been doing dumpster diving for years. Well, [a fast food chain] and stuff like that, they
throw out stuff every night and they usually put it beside the garbage too for you and they
usually have it all wrapped up for you too. Mainly downtown here, and [a coffee chain] they do
the same thing sometimes they’ll wrap up stuff and put it near the bins for you.”

In the next section, the report provides information on the various factors that can affect food security
in the DTES. These include 1) how food is provided, 2) health and other conditions that influence if and
how food is accessed, 3) food quality—is it acceptable and healthy? and 4) housing conditions.
Food Provision and Barriers to Food Security
When asked if it was easy or difficult to get enough to eat on a typical day, 83% of the interview
respondents said it was easy. Respondents frequently said that there is generally enough food in the
area, “you can’t starve in the DTES”, especially when compared to other cities in BC. At the same time,
there are gaps and restrictions within the current system. Saturdays, Sundays, long weekends, the week
before welfare Wednesday (especially in a long month) and night‐time were noted as being difficult
times to find food. For example, while there are meals provided on the weekends, there are fewer
available, which increases the demand on those providers who do offer food on those days.

“Yesterday it was difficult for being a holiday, long weekend. There were four places that hand
out food were shut down because of the holiday. It was hard to get some decent food because
that means all the other food line‐ups are doubled up and they run out.”

“Near, close to welfare. Like all this week, when it’s a 5‐weeker [it’s hard] because the welfare is
only geared for 4 weeks. So a 5‐weeker is when the line‐ups are long, long, long. [I think] ‘Well
I’ll just go home and have bread.’”

Those with physical or mental limitations may find it difficult to stand in line. There is also the threat of
violence and harassment within the line‐up, which is particularly difficult for women.

“I don’t go to [free food provider] because it’s too rough in the food‐lines. At 3 in the afternoon,
they’re burned out, they’re tired, they’re angry.”

“You spend so much time in line, it’s awful. Places that are open all day [are better] cause when
people stand line, there are fights in the line, it’s horrible.”

Some food providers have restrictions on behaviour and will either ban individuals from using the
service or will stop serving food.

“At [free food provider], if there’s an incident 20 people ahead of you, one person’s acting up,
the whole line gets shut down. Nobody gets nothing, they just close the door.”

Another deterrent to food access are restrictions that some food providers place on individuals that are
under the influence of drugs or alcohol.

“The problem is that if you’re hungry, you’re hungry. If you happen to be fucked up at the time,
at least they’re trying to get something to eat but [low‐cost meal provider] is really bad for
[barring people on drugs]. My partner went there on prescription medication and they’re like,
“you’re drunk” and she’s like “I don’t drink”. They’re like “no, you’re drunk, get out”.”

“Everyone is in a vulnerable position to begin with then you add on no sleep and drugs and
whatever and you have created the most vulnerable person and you’re denying them service.
That’s just fucked up”.

When asked why they chose certain places to eat over others, most respondents said that it was
because they were comfortable in that location and/or it was a place where they could access other
services such as laundry or a shower. For individuals who are hard to house, that is most often places
with a “no barrier” approach to food provision. In addition, women were inclined to prefer “women
only” food providers as they protected them from harassment and generally had a calmer environment
than places open to men. At the same time, being treated badly or being judged was a reason not to
use a particular service.

“If you go there [women only service provider] as transgender you have to be identified as a
woman. You have to look like a woman. You can’t go there with a shadow showing. A few
times I went with my shadow showing and they told me that I could not eat there. You have to
be dressed up to be going out, you can’t just go in there and say, ‘I work as a transgender.’”

Respondents also noted that the practice of “red zoning” constrains their ability to access food. “Red
zoning” involves restrictions put on people by the police after they have been arrested. The intent is to
keep them away from “triggering” (typically areas where there is a high degree of drug trafficking or
prostitution) areas of the city but these restrictions often exclude them from areas where food and
other services are available.

“Even if you’re in a food line‐up across the street getting a sandwich and a coffee and that’s
your red‐zone, they’ll pull you out of the line.”
Healthrelated Conditions that Affect Food Security
There are also a number of health‐related conditions common in the DTES that affect diet. These
include dental problems, which make eating hard food difficult, digestive diseases such as colitis and
inflammatory bowel disease that can restrict diet, and mental health issues that make it difficult for
people to eat around others.

“We get a lot of apples down here but a lot of people don’t have teeth or they have partial
plates or whatever and a lot of them can’t eat apples so they need a lot more softer fruit.”

Being HIV positive also influences diet. Some respondents said they need a full stomach in order to take
their medications while others noted that they need more energy and their metabolism seems to have
“sped up” because of either their medications or the disease itself.

Finally, addictions to drugs often resulted in severe and profound food insecurity. This was particularly
true for those using cocaine. All respondents who reported using cocaine said that their diet was
significantly worse and they ate fewer meals when they were using than when they were not using.
Respondents noted that when they were using drugs, their appetite decreased markedly and they were
less concerned with eating and drinking; often missing opportunities to access food from providers.

Those with addictions also said that they were often too busy trying to get money for drugs to stand in
the food lines. This resulted in weight loss, anorexia, malnutrition and dehydration.

“Sometimes I’d go 7, 8, 9 days without a meal. I’d eat candy, dope and booze and that would be
it, for days and days. ‘Cause with the dope, you don’t need anything. Your body doesn’t want
for anything.”

“Honestly, I’d be lucky if I ate an actual meal every three days. Yeah, I’d steal little bits, a
chocolate bar, very unhealthy but actual cooked food very seldom. Even though there’s lots
here, I wouldn’t have the time ‘cause I’d always have to be making money for heroin. You can’t
take a day off, it’s a full‐time job.”

When individuals stopped using drugs, they reported that their diet improved and their weight
increased.

“I’ve come off powder [cocaine], I’ve come off rock [crack cocaine]. So my diet has changed
‘cause I eat now and before I didn’t eat. I would eat maybe one [meal] every couple of days. It’s
crazy, with addictions you totally forget about eating and you totally forget about drinking
something. I went down to 98 pounds…”

In addition, those using drugs are also less likely to purchase food. Food line‐ups, community kitchens
and fast food become a critical source of food for this population.

“People are drug addicts down here. They don’t want to spend their money on groceries. They
spend their money on a 10 dollar toot and get a piece of pizza afterward.”

“I spend all of my money on drugs. Whenever I get money, I spend it on drugs. I need to have
meals like this [community kitchen] and the line‐ups just so I eat. I never have money to buy
groceries and I hate cooking.”

A few respondents said that they were aware of the problems of severe weight loss and dehydration
while using drugs and had developed strategies to try to avoid the worst effects. This could include

drinking Gatorade or Ensure to avoid dehydration or buying food to ensure that they had something to
eat if they weren’t able to access food providers.

“Once I touch it, the food doesn’t matter. That’s why I try every month I go and do my groceries
first off for stuff for the month like powered milk and canned stuff and peanut butter so that I
have enough through the month.”

“I take a lot of vitamins myself too and drink a lot of Gatorade if I’m on a long jag smoking crack.
You’ve got to keep your body hydrated. You gotta make sure, even if you’re losing the weight,
that you’re getting essential vitamins and stuff you need ‘cause that’s what will cause more long
term damage or problems with mental breaks.”

“I would try to eat once a day and I was drinking a lot of Ensure. I would go to the 44 and order
a double but I could never finish it all because I was too impatient to get back to work. But it
was really difficult to make myself eat because I was never really hungry. In the past, I would
binge for a day or two and then afterwards I would eat non‐stop as much as I could for a few
days to replenish what I’d lost, but the [last] binge never ended.”

In addition, many of the food providers serve extra meals prior to welfare Wednesday in order to ensure
that people are nourished.

“Day before welfare day [is good] because they know that everybody gets their welfare cheque
tomorrow. So for 3, 4, 5 days nobody will eat because they have money for dope. So all these
places they know that so they try to fill them up today so that they have food and vitamins in
their stomach.”

However, the cycle of drug induced anorexia and eating large quantities of food before and after the
drug binge, can result in disordered eating.

Food Quality
When asked about the quality of food they received, the majority of respondents said that it was “good”
both in terms of taste and healthiness. At the same time, respondents commented that their diet was
often monotonous, being heavy on sandwiches, pastries and bread.

“Their hearts are in it but the food is not the best…We get a lot of peanut butter. Most of us are
sick of peanut butter. But like I said, their hearts are in it and if you get hungry, you eat. “

“You get a lot of bread. I eat a lot of bread. It’s better than nothing but it gets monotonous and
I’m not sure how healthy it is to just fill up on bread.”

“I could do without sandwiches for a while. Maybe if they could serve something else. But it’s
low‐cost and it’s easy on people’s budgets so you can’t complain. Beggars can’t be choosers.”

One respondent noted that constipation is a perennial problem for those who use drugs and additional
fibre in the diet may be of benefit.

“The diet that I was eating primarily at [low‐cost food provider] is not really a high fiber diet. It’s
a little bit greasy, it’s a lot of processed, overcooked food…They don’t need to have such a high
fat, high protein diet for every meal. There’s bacon and eggs and these big pancakes. A lot of
bleached flour, there’s no real fiber in any of it. You can ask for brown toast but I’m pretty sure
it’s wonder bread. It not really the healthiest diet but it’s better than no diet.”

Some also felt that the food they received lacked high enough proportions of meat, as well as of fruits
and vegetables, although a number commented that the quality of food had improved over the past few
years.

“For free food and donated food, wow it’s a far cry from the old days. There’s a lot more fruit
and vegetables coming out.”

Among those that received the highest marks for good food were UGM, Lifeskills and the Evelyn Saller
Centre. Women also reported that the food was better and healthier at “women only” places.

“Just about all the women’s places give fruit and vegetables with their meals, that’s why it’s
good to eat at those places because they don’t really care about doing it at the men’s places
because a lot of the men will throw the vegetables away and throw the fruit away. They only
want the meat and potatoes.”

When asked about fruit and vegetable consumption, most respondents said they ate these nutritious
foods between once and twice a day. These items would either come through meal programs (e.g.,
vegetables in soup or salad) or occasionally from purchasing fruit from the local stands (e.g., Sunrise
market). While it is beyond the scope of this research to evaluate whether or not this population is
meeting the recommended intake of 7 to 10 servings of fruits and vegetables per day, it is likely that a
significant proportion are not. This is particularly true for those who had reduced dietary intake due to
their addictions.

Finally, access to water is another issue faced by the homeless and marginally housed.

“I find a lack of water down here. I’ve heard that from a few people. Your body is like a motor
and if you don’t give it water it seizes up, eh. And my body is seizing up ‘cause I don’t drink
enough water. “

Food providers noted that residents would typically drink coffee or tea, which are dehydrating and that
access to water is limited. Similar findings of chronic dehydration have been made in Toronto among
street involved youth.84
Housing and Food Security
Finally, housing conditions can have a significant effect on an individual’s food security. Factors such as
cooking and food storage facilities, as well as the building’s safety and cleanliness, can all contribute to a
person’s ability to access food. In this study, 77% of respondents reported that they had some access to
cooking facilities, either in their room/apartment or shared kitchen in their building. 11% had a full
kitchen, although these were primarily respondents who were living in an apartment. Of those that had
access to cooking facilities, 72% of respondents said that they used them at least once a week.
Commonly prepared foods were rice, potatoes, pasta and hamburger. Even in situations where people

only had a fridge and a microwave, they were used to store and heat meals obtained from food
providers, which is a benefit when food providers were closed.

Homelessness
Homelessness can have a number of detrimental effects on food security. Lack of access to cooking and
food storage means that homeless individuals are more dependent upon food providers. During bouts
of homelessness, some individuals reported that their drug use increased in order to deal with the
discomforts of living on the street or in shelters. This, in turn, which further decreased their food intake.

“When I was homeless, the problem was because I was homeless I was getting high and drinking
a lot and I missed the meals because I didn’t show up at the right time or whatever so I’d go
without food a lot longer.”

Having access to housing allows people greater flexibility in their ability to manage their own diets.

“Having a home, a place to stay and be healthy and to store food [is important]. Like before I
weigh 190 lbs now and before when I was homeless I weighed 135. I was very, very skinny.
Very not healthy. Yeah, there’s a big difference. Basically getting rest. Being able to wake up in
the morning and eat. If we’re sick, we’re able to stay home and take care of ourselves. Prior to
having a place, it was very bad.”

Compared to those with stable housing, access to cooking facilities is quite different for homeless
people. Only 2 homeless respondents reported having access to cooking facilities; one individual had a
camp stove and the other had a shared kitchen at the shelter where they were staying. Storing food is
also impossible on the street or in a shelter. In shelters food and other personal items may be stolen so
residents rarely bring in more than snacks.

“I buy munchies for myself and take it to the shelters but it’s really bad because people take
things that aren’t theirs.”

While those residing in shelters may have better access to food than those on the street, they are still
more vulnerable to food insecurity than most who are living in an SRO or other housing.

SROs
For those living in SROs, there are considerable challenges, including the lack of cooking and storage
facilities and pests. A 2005 survey of SROs in the DTES found that only a small percentage had contained
housekeeping rooms (although the facilities varied), or communal kitchens. The majority allowed some
type of cooking in their rooms, yet it was often up to the resident to supply a hotplate or other cooking
device (microwave, toaster or rice cooker).85 The lack of cooking and other facilities in many privately
run SROs forces people into streets, which in turn, contributes to drug use and social disorder.86

For the population surveyed for this report, there was a range in the quality of living conditions within
their SRO. In those SROs that are managed by non‐profits, facilities are generally well‐maintained and
there may be some services provided. Unregulated SROs, those which are privately run, typically offer
no services or building maintenance. In terms of access to cooking facilities, 92% of those living in an
SRO said that they had access to cooking facilities and 92% had a fridge in their room (often a small bar
fridge), 50% had access to a microwave, 38% had a hotplate, and 23% had a shared kitchen in their
building. Access to cooking facilities was often dependent upon the type of SRO; newer buildings (e.g.,
the Lux and the Pennsylvania) may come equipped with a kitchenette within the room but in most
instances residents have to purchase their own equipment. One resident of the Pennsylvania Hotel
described how he uses the cooking facilities there:

“I cook for myself about 4 days a week, something simple or I’ll heat up something…I make
spaghetti and sauce, Kraft dinner or I’ll get some ground beef and make hamburger helper.”

Housing that is of poor quality, infested with vermin, and unsafe could have a negative effect on
residents’ ability to store and cook food. One study found that 39.6% of SRO residents reported that
pests were a significant problem where they lived.87 Another found that 77% of SROs had rodents
and/or cockroaches.88 Among those who participated in this study, food storage was also a problem,
especially for those who lived in older, poorly maintained buildings.

“At the [SRO], there’s no way to eat at home there. There’s too many rodents and cockroaches
in the room to even think about storing food in my room. I didn’t have a fridge. So food in my
room was not an option. My room was so insecure that people were breaking in all the time. It
was a nightmare there.”

Often, residents with infestation problems kept food in their refrigerator or in sealed containers or only
kept cans. For many, having enough space to store food was also an issue as rooms can be extremely
small. At the same time, those living in the newer building reported having sufficient storage space and
no problems with vermin, thereby increasing their ability to store food.

Finally, the cost for a room in an SRO can affect an individual’s ability to purchase food. A study by the
Carnegie Community Action Project found that 40% of the SROs they surveyed changed $425 a month
for rent, which is $50 more than the shelter allowance provided to people on social assistance.89 This
forces residents to use a portion of their subsistence payment to cover their rent, resulting in less
money for food and other essentials.
Supported SROs and Treatment Facilities
For this study, 6 people who are currently in a treatment facility for addictions or in a supported SRO
were interviewed. Five of these individuals received 3 meals a day, plus snacks, at their residence, while
one, who was living in the supported SRO, received one daily meal. For those going through recovery,
meals that are provided can be an important factor in restoring their health.

“I’m maintaining, with minimal effort, 190 to 195 pounds. I went on a 3 year bender and I went
down to 155, 160 and came in at 158. My appetite has stabilized a bit. I get three squares
where I’m at now and if I want more, there’s more to eat. The kitchen is always open and
there’s all this food in the fridge so food is not a problem for me now. In the beginning, when I
came into stabilization, into detox, I just ate as much food as I could put into myself. I put on 10
pounds a week, boom, boom, boom. Actually, I put on my first 20 pounds in 10 days, 2 pounds
a day.”

In addition, meal provision allows people to have the time to work on other issues in their lives and
focus on their future.

“I’m kind of liking the time, the extra free time I get not having to cook my own food. I’m
thinking I might do another treatment centre next or I might go to a supported living type place
or even a shelter for a month or two where I can continue to be fed, like a little child (laughs). I

like to have the time to do the things that I need to work on myself. Eventually, I’m going to
have to join reality but I’m in no rush.”

“Coming down here [supported SRO], it’s quite a plus. Healthy body, healthy mind. The road to
recovery was a lot easier here. I’m situated now that I might look for a part‐time job. Being in a
clean environment, having good meals all the time, going back to work is a possibility in my
future. It’s going to be a little easier on the government if a lot of people are able to go back to
work, even work part‐time.”

In short, food provided as part of a detox program can be a critical component of the recovery process.
Housing Outside of the DTES
While most of the respondents of this survey lived in the DTES, a few had moved out of the area to live
in apartments. While living outside of the neighborhood was helpful for some as it enabled them to
escape old habits, it could also create a problem if they weren’t adequately supported. Since the DTES
provides the majority of free/low‐cost food and other services, former residents are motivated to make
occasional visits to the area.

“I finally got subsidized housing so I had to move out of the area, which really screws me in the
sense that now I’m away from all the services. But at least I have a decent place to live…If we
come downtown, it’s a chore, right, it costs me money to take the bus down here.”

“Everybody always wants us out of the area but all the resources are here. It doesn’t make
much sense to live a couple hours away and then we don’t have the resources. I get a fair
amount now on support but it’s still not a lot when you spread it over the course of the month.
I need the free laundry. There’s still a lot of costs, so we pretty much have to stay down here.”

It is critical that providers of new housing outside of the DTES take into account access to food services,
such as free and low‐cost meals and inexpensive grocery stores.

Focus Group and Interview Results with Food and Housing Providers
The rest of this document provides specific recommendations for newly built supported housing or
remodelled SROs based upon responses from both housing and food providers in the DTES. These
recommendations focus on the areas of 1) building infrastructure, 2) service provision and 3) the
building context. These recommendations were derived from focus groups and interviews.

There are few specific recommendations about food provision in supported housing within the current
literature. Recommendations regarding appropriate infrastructure vary according to the needs of the
individuals. Patterson et al. suggest that meal programs for low barrier housing residents may differ
depending up on the level of support they require. Those requiring minimal support, including those
with less problematic behavior but with significant health issues, active yet moderate addictions, and
untreated or marginally effectively treated mental illness, may not require a meal program. Instead,
Patterson et al. suggest “an off‐site, low‐cost meal program available nearby, or via delivery”. Those
requiring high levels of support – those with complex health issues including active and severe
addictions and untreated or marginally effectively treated mental illness – they suggest that because
this population will likely not access regular meals because they are barred from meal services or likely
will not pay for a meal, “an on‐site meal service is the best option for ensuring people are getting proper
nutrition, though it is also expensive.”90

In order to develop specific recommendations for Vancouver’s DTES, food and housing providers in the
neighborhood were asked to participate in either a focus group or one‐on‐one interview. In total 18
individuals participated in this part of the research representing a wide range of expertise (see Appendix
C). Participants were asked to comment on the current state of food and housing provision in the DTES
and which models appear to work best for individuals who are hard to house. In interviews and focus
groups, respondents noted that, for individuals with the most severe health and behavioral issues, a
meal program ensures that nutritional needs are being met.

“Some people just need food. They are unable to take part in anything other than eating. Those
who are more stable can access other opportunities. It’s inappropriate to send an active, low‐
functioning addict to a community kitchen or garden. “

“A certain percentage of people living in the DTES are living in a very self destructive state and
are unlikely to take advantage of an opportunity to prepare healthy food and will depend on the
service providers. “

Anecdotal evidence from program and housing staff in the DTES suggests that when healthy meals are
provided, there are a number of benefits. For example, when the food provided at the Lifeskills Centre
was improved from pastries to full meals (breakfast and lunch), staff reported an improvement in
behaviour, including increased attention span and reduced aggression, which in turn, has reduced the
amount of time staff has to devote to intervening in conflicts. Staff at the PHS Hotels, where one meal a
day is delivered, have noticed that there is reduced anxiety about accessing food, health and weights
have improved and that residents look forward to these meals.91,92,93 It is also possible that meal
provision has contributed to the decline in critical incidence reports to some of the hotels where meals
are provided.94 On‐site food provision may be especially important for women as going out for food can
be dangerous if they get caught up in street activities and if they are fed in‐house, they are less likely to
give their food to their partner.95

At the same time, it is important to give people options, including communal and individual kitchens.

“There are some people who would [cook] if they have skills. You need to give people an
opportunity to do all 3 things; cook for themselves, learn and just be fed.”

We don’t want to create dependence. Sometimes people need food provided for them but we
shouldn’t do that carte blanche. If you provide the infrastructure for people to cook for
themselves, good things can happen.“

Finally, there is the reality that there is no one model that will work for all members of this population.

“The idea of moving up the continuum is based on an assumption that there is a preferable
place in it—this may not be accurate. It may be that people enjoy eating breakfast alone, lunch
with a friend and supper with community … Independence is held as an important value but in a
situation where most people are single and live alone, in terms of cooking, does this mean that

each person would need a stove and fridge and cooking skills in order for the highest value to be
achieved?”
While there must be an awareness that one type of program will not work for all residents of the DTES,
it is recommended that new or refurbished housing should include a plan for ensuring food security for
residents. This plan should be based on the physical and mental health issues of the resident population
(e.g., HIV/AIDS, drug addiction, PTSD) as well as the available resources within close proximity of the
site. For example, what other food resources exist that can be easily accessed and are they appropriate
for that population. Food programs within the building should be evaluated regularly to assess 1)
whether they are meeting the nutritional needs of the residents, 2) whether the food is acceptable to
the residents, and 3) if residents are obtaining new skills and knowledge through food programs (e.g.,
cooking skills through a community kitchen).
The following sections provide more specific recommendations regarding building infrastructure,
program and services and building context.

Building Infrastructure
Building infrastructure refers to the physical resources that may be used to prepare and provide food.
This can include individual, communal or commercial kitchens as well as space for eating and growing
food.In a scan of housing providers in Vancouver’s Downtown Eastside, there were 5 different models of
food provision. The type of model utilized often depends upon the type of residents housed and the
facilities and funding available for food provision. These models also differ in their approach. Some
utilize a service delivery model in which food is provided by employees of agency managing the
residents. Others have adopted a community development model that involves residents in various
aspects of food provision. These models are:
1. No meal service or cooking facilities provided. This model is often found in unsupported, privately‐
owned SROs. In this type of housing, people access meals on their own. Cooking facilities may or
may not be allowed in the room and if they are allowed, residents must provide these on their own.
In this situation, residents often rely on charitable and other low‐cost food in the neighbourhood.
Problems with this situation include lack of ability to store perishable food safely, if there is no
refrigerator, and a lack of choice regarding what and when to eat. The risk of malnutrition is high.

2. Communal cooking facilities provided. In a communal kitchen, cooking facilities—refrigerator,
stove, sink, microwave—are available for communal use. Communal kitchens can either be

unstaffed and simply open to anyone to use or organized by staff members with resident
participation. For example, the Hampton, run by MPA, has a communal kitchen that is open to
residents to use but it is not organized. In some SROs, weekly community kitchens are organized by
the Downtown Eastside Community Kitchen (DECK). In these cases, food and cooking utensils are
provided by DECK while participants do the meal planning. Food is typically made in large quantities
so that other residents of the hotel can also share in the meal.

3. In‐room cooking facilities provided. In this model, each room is equipped with personal cooking
facilities which vary in terms of size and type of cooking equipment. Refrigerators can be bar‐sized
or full. Cooking equipment may be a full‐sized oven, a 2 burner stove or hotplate or a microwave.
While some private SROs allow cooking facilities in their rooms, often it is the responsibility of the
resident to purchase these items. Some of the newer SROs (e.g., the Pennsylvania and the Lux)
come equipped with kitchenettes which reduce the burden on residents to provide this equipment
themselves.

4. In‐house cafeteria. In some supportive housing, meals are provided through an in‐house cafeteria.
In this model, residents have reliable access to at least one meal a day, sometimes more. At the
Portland Hotel (PHS Community Services Society), one meal per day is provided by the Potluck Café,
which can either be eaten in the cafe or in the resident’s room. These meals are provided free of
cost to residents. This program will be enhanced with smoothies on a 7 month trial. At the
Windchimes Apartments (Raincity Housing) residents are provided 3 meals a day for a cost of $150 a
month which is taken out of their public assistance cheques. At the Hazelton Residence (Lookout
Emergency Aid Society) meals are available for purchase at on‐site dining room for $125 per month
for 3 meals and 3 snacks per day. There is also an option to purchase one or two meals per day.

5. Delivered meal program. Similar to the in‐house cafeteria, some supportive housing provide meals
through a delivered meal program. In other instances, agencies such as A Loving Spoonful, provide
frozen meals to hotel residents. Residents typically have to store and heat these meals in their
rooms. This can be problematic if meals are delivered weekly since residents may have difficulty
storing this amount of food. Since July, 2007, the Portland Hotel Society has been providing a meal
delivery system for the residents in the hotels it manages, several of which do not have cooking
facilities. These meals are cooked at the Smith‐Yuen Building and then delivered by bike to

residents of 6 PHS‐run hotels in the DTES (the Washington, the Sunrise, the Roosevelt, the Stanley,
the Pennsylvania and the Rainer). Currently, only one meal a day is provided to around 305
residents. The meals are around 12 oz in size and consist of dishes such as butter chicken, macaroni
and cheese or shepherd’s pie. In some instances, there is a combination of delivered food and food
prepared on‐site. For example, Potluck catering provides residents the Rainer recovery program
with two meals a day, lunch and dinner. However, simple breakfasts are prepared on‐site by staff.
Onsite Cafeteria or Meal Delivery Program
Those who are in need of the greatest support or who require stabilization, can be provided with
prepared meals; ideally with the option of engaging in communal meals or eating alone in their room.
This can be done through an on‐site cafeteria or delivered meal program. Having a delivered meal
program reduces the need for each residence to have its own commercial kitchen however it also
requires additional costs in terms of transporting the food to various locations.

In focus groups with food and housing providers, they noted the importance of providing meals for
individuals who are hard to house is because they are the least likely to access food on their own.
Providing food ensures that they are receiving appropriate nutrition. One respondent recommended
that there be,

“At least three full meals per day, prepared and consumed on site in the residences or shelters,
and high protein, high nutrition snacks, such as good sandwiches, available 24 hours per day. If
on‐site preparation is impossible, on‐site consumption should still be the goal.”

Other housing and food providers also promoted the idea of on‐site food provision for those with
addictions or mental health issues in order to ensure they can access food.

“The hard to house should also have access to an on‐site cafeteria. Those who are addicted or
with several mental health problems will eat whatever is available and that’s usually not
healthy.”

“People struggling with all of these issues come in and out of competence around managing
their food. For example, those with mental illness, especially schizophrenia, often cycle through

periods when they are very capable, and others when they aren’t. If food is available on‐site, or
some kindly person brings it to them, they eat. If not, they don’t.”

On‐site food provision is especially important for women as going out for food can be dangerous if they
get caught up in street activities. Furthermore, if women are fed in‐house, they are less likely to give
away their food to their partner.96
Onsite Communal Kitchens
Another model is to provide communal kitchens that can be accessed by residents. Typically, there is
one kitchen per floor. While providing a communal kitchen does enhance access to cooking facilities for
those without in‐room facilities, there are several drawbacks with this model. Many SROs have
communal kitchens but they are often not utilized because they are in poor condition or residents worry
that their food will be stolen.97 Furthermore, residents may not be motivated to cook on their own and
may lack the needed utensils and ingredients. For individuals who are hard to house, a communal
kitchen may be best used as a community kitchen with outside support that can provide some of the
organizational and material support.
Individual Kitchens
The Housing Plan for the Downtown Eastside recommends “that SRO replacement housing units should
contain … cooking facilities. A small kitchen allows the resident to prepare snacks and basic meals.”98
The Carnegie Community Action Project also recommends that all new housing in the DTES contain
kitchens. Among focus group and interview respondents, it was largely agreed among food and housing
providers that, at minimum, rooms should have a refrigerator and a microwave or hotplate. This would
allow residents to purchase, store and prepare some food. In some situations, microwaves may be
preferable because they reduce the fire danger from stoves and hotplates and are less costly than
stoves. According to one housing provider,

“For the hard to house, under 20% regularly use stoves. Refrigerators are more useful. The best
would be some kind of fridge and a microwave; they’re easy to use and easily replaced if they’re
damaged. “

As people become more stable, providing a full kitchen would allow them to prepare meals themselves.
However, it was noted in the interviews that simply providing cooking facilities was often not enough.
Providing in‐room cooking facilities also requires appropriate food storage infrastructure in order to
avoid contamination by insects and rodents. Buildings should be free of vermin and residents need
somewhere to store food that is safe from cockroaches. This includes shelving that is rat/mice proof
and well‐sealed refrigerators. Also important is a sink for food washing and hygiene. Furthermore, in
order to cook, people need access to pots, pans, bowls, knives and other cooking implements as well as
basic ingredients, spices and recipes. The Pennsylvania Hotel has rooms with cooking facilities and
residents are given some basic implements such as a frying pan and a cooking pot. In addition, the
Lifeskills Program has developed a cookbook that is designed for individuals with a minimum of cooking
facilities (e.g., a hotplate). A planned evaluation of cookbook on cooking and dietary habits is planned
for September 2009. Finally, it is critical to have access to free or low‐cost, healthy food from a grocery
store or food bank (see below).

Programming
In conjunction with physical infrastructure, there is a need to provide the personnel and programming
to utilize the facilities. These can range from cooks and kitchen managers in a commercial‐grade
kitchen/cafeteria set‐up to support staff who help run a community kitchen or other cooking programs.

For a commercial kitchen where meals are provided to residents, it is important to have a system of
meal planning that takes into account both nutritional needs and resident preferences. For example, at
Cordova House, the residents’ council meets once a month at to review the menu and suggest changes.
These suggestions are addressed as long as they meet recommendations in the Canada food guide. It is
also vital to have a kitchen manager who has experience with meal planning. According to one food
provider,

“Poor food quality is the result of a lack of organization and a poor use of dollars. A good
infrastructure prevents loss of money due to disorganized buying, buying fast foods due to lack
of time, food loss due to poor portioning and leftovers or poor storage etc.”

Having a trained and knowledgeable kitchen staff will ensure that meals are both healthy and appealing
to residents.

One alternative to the traditional supportive services model, in which support staff manage and
implement programs, is a community development approach. This approach involves residents in food
preparation and delivery and provides the additional benefit of training and employment opportunities
for residents. Using a community development model also helps with addressing power inequalities
between service providers and recipients by providing opportunities for people to become directly
involved with food provision. The Carnegie Cafeteria is one example of this model. Volunteers who
work in the kitchen are provided free meals in exchange for their work. The PHS’ DTES Lunch Delivery
also utilizes several volunteers for food preparation and delivery.

In instances where there is no direct meal provision but there is access to communal cooking facilities,
staff may work with residents in communal kitchens. There are also a number of hotels that have weekly
community kitchens run by DECK. However, community kitchens may not work for all populations,
particularly those with multiple issues and they typically require close supervision and conflict resolution
by staff and volunteers. In addition, because they are typically only offered once a week, they do not
contribute substantially to the overall diet of those involved. Due to poor storage facilities in their
rooms, participants often cannot take additional food with them.

Despite these difficulties, community kitchens have a number of benefits. A recent survey of DECK
participants found that the majority said that the program increased their access to food and cooking
skills and facilities.99 One advantage of a residence‐based community kitchen is that it provides an
opportunity for residents to interact with one another and with support staff. According to on
community kitchen facilitator,

“The purpose of a kitchen is to give people social opportunities, to be with other people. Many
people already know how to cook but don’t like to do that for themselves – they aren’t
motivated. This gives them a chance to use their skills.”

One community kitchen participant also said that even though he takes part in a community kitchen, he
does not cook for himself.

“I never cook at home. I go to the food lines, the soup lines. It’s too much work to cook. I have
a stove and fridge but I don’t use them. I never feel like cooking [for myself].”

In situations like this, community kitchens provide an opportunity for individuals to engage in cooking
when they otherwise would rely solely on food providers.

The DECK‐run community kitchens not only provide food for the participants, but typically meals are
made for all residents of a hotel. However, for this quantity to be prepared, it is necessary to have
adequate cooking facilities (e.g., two ovens). One benefit of this system is that DECK provides the
cooking utensils and food (supplied by the Vancouver Food Bank or purchased), which reduces the costs
on the facility. While a weekly community kitchen cannot address the nutritional needs of residents, it
does provide an opportunity for participants to learn menu planning and food preparation skills that can
be utilized in other contexts.

An unconventional twist to the traditional community kitchen model is the Roving Community Kitchen
that the DTES Neighborhood House has started. This program visits various sites throughout the DTES
to provide smoothies and teach people how to make them. The smoothies are created in order to be
healthy by using a variety of fresh fruit and are easy for people to ingest if they are sick due to drug use
or lack teeth. Because the timeframe is short and does not require extensive participation or food
preparation, it works as a good model for individuals who are hard to house.

Building Context
The building context refers to the surrounding amenities that residents can easily access. This is a
critical issue for buildings serving individuals who are hard to house as this population is unlikely to go
far to access resources, due to their lack of transportation and other barriers. Increasingly, residential
buildings have commercial space on the first floor, which provides a number of food‐related
opportunities.

The resources needed in the surrounding area are somewhat dependent upon the facilities within the
building. For example, for buildings that lack a cafeteria, it is critical that some type of free or low‐cost
cafeteria be easily accessible. Even for residents who have cooking facilities, the ability or interest to
cook may be low and having a cafeteria within easy access provides another option. In addition to

providing healthy meals, it is advisable that the cafeteria provide the option for people who prefer
privacy to take their meals back to their rooms.

Other amenities include easy access to low‐cost grocery stores or a food bank, especially if the building
provides cooking facilities. Other options are to have a “food store” integrated within the building or to
involve residents in a buying club or good food box program. Buying clubs and good food boxes provide
low‐cost groceries to residents with the added benefit that they are often delivered. In addition, there
are other food‐related programs that residents can participate in, including community gardens within
the community.

Conclusion
This report provides an overview of the housing and food security needs of individuals who are hard to
house residing in the DTES. Food and housing intersect in a number of ways— for example, poor
nutrition can play a role in exacerbating behaviour issues, which can contribute to homelessness. In
turn, homelessness and drug addiction can contribute to increased food insecurity, malnutrition and
disease. In contrast, access to healthy meals can play a significant role in alleviating many of these
issues. Thus, proper nutrition must be part of both a housing and a harm reduction strategy. There are
however, a number of areas that remain to be explored within both the research and policy arenas.

1. What is the current nutritional status of residents of the DTES in terms of macro and micronutrient
intake and how does nutritional status vary according to housing situation and drug use?

2. What is the nutritional value of meals provided in the DTES in terms of macro and micronutrients?
What types of foods might be beneficial for residents of the DTES given the current research on
nutrition, health and behaviour?

3. How can healthy food be provided at a cost that agencies can afford? There are a number of food
programs that could be assessed regarding the potential cost‐benefits of meal provision.

4. What are the best models for food provision for those with addictions? The drug‐induced anorexia is
likely to have significant effects on the long‐term health of this population. Finding a food provision
model that works for them could result in significant savings of health care and other costs.

Appendix A: Research Framework on Housing and Food Security

Questions

Framing

Context

Policy

What role does food play
in supporting the health of
residents of the DTES who
have multiple barriers?

What is the current food
security status of the
“hard to house” in the
DTES?

What are the optimal
programming, design and
locational supports for the
"hard to house"
population living in the
DTES?

•

•
•

Food and Chronic and
Acute Disease
(HIV/AIDS, Hep C,
Diabetes)
Food and Mental
Health/Behaviour
(e.g., violence)
Food and Addiction

•

•

•

What are the most
effective types of
food‐related
programming to
support food security
in this population?
What is the most
effective housing
design to support food
security?
What influence does
location have on the
food accessed?

Purpose

To investigate the
argument that food is an
important component to
health for people with
multiple barriers.

To document the barriers
to food security among
the “hard to house”
population in the DTES.

To provide specific policy
recommendations on how
best to support food
security through housing.

Data Sources

Literature review

Survey of residents living
in the DTES.

Focus groups and
interviews with housing
and food providers in the
DTES.

Appendix B: Low‐Barrier Housing in the DTES
In the DTES, low barrier housing or “housing first” is the main form of supportive housing. These are a
mix of non‐market apartment and hotel rooms (SROs). Table 2 provides a listing of some of the
supportive and low‐barrier housing in the DTES with details on the cooking and food provision services
available. While some buildings are made up entirely of supportive units, others such as the
Silver/Avalon Hotel and the Bridget Moran Place are only partially supportive.

SUPPORTIVE/LOW‐
BARRIER HOUSING
in the DTES
Avalon Residence
(SRA)

Service
Provider

Bridge Housing
(Non‐market
housing)

Bridge Housing
Society

36

Bridget Moran Place
(Non‐market
housing)

RainCity
Housing and
Support
Society
(formerly
Triage)
St. James
Community
Services

26

Cordova House

Cordova Residence
(SRA)
Hampton Hotel
(SRO)

Lookout
Emergency Aid
Society

Lookout
Emergency Aid
Society
Motivation,
Power &
Achievement
Society (MPA)

Number of
Supportive
Units
35

66

34

46

Kitchen /Food
Provision Facilities

Resident Profile

Communal cooking
area (stove only) on
each floor. Private
individual contracts
with the hotel
owners to provide
breakfast and lunch
each day. Breakfast
$3.25 per day, lunch
$4.25 per day.
Common kitchen
and dining room,
self‐contained
apartments. Have
community kitchen
twice a week.
Self‐contained
studio apartments
with kitchens. DECK
community kitchen

Mental illness and dual
diagnosis

On site cafeteria
offering three meals
and two snacks per
day for residents.
One shared kitchen.
Also provide food
pantry.
Self‐contained
suites. Also has a
communal kitchen.

45 years and older

Women with mental
illness/dual diagnosis

People with mental
illness

Addictions and physical
and mental health
problems.
Mental illness

Hazelton Residence
(SNRF)

Lookout
Emergency Aid
Society

39

Jeffrey Ross
Residence (non‐
market housing)

Lookout
Emergency Aid
Society

37

Jim Green Residence
(non‐market
housing, “third
stage” support)
Molson's Bank
Building/Roosevelt

Lookout
Emergency Aid
Society

66

PHS
Community
Services
PHS
Community
Services

45

Portland Hotel (non‐
market housing)

PHS
Community
Services

86

Princess Rooms
(SRO)

RainCity
Housing and
Support
Society

45

The Rainer

PHS
Community
Services

41 units (20
unit detox
program, 21
low‐barrier
housing)

Pennsylvania Hotel
(non‐market
housing)

44

Meals available for
purchase at on‐site
dining room. $125
per month for 3
meals/3 snacks a
day. Option to
purchase one or two
meals a day (may
include lunch which
is the big meal of the
day) at $65 per
month.
Self‐contained
apartments. Have a
monthly community
meal.
Self‐contained
apartments.
Courtyard with
gardens.
No in‐room cooking
facilities. One
delivered meal (PHS)
Self‐contained
studios with cooking
facilities. One
delivered meal a day
(PHS)
Self‐contained
apartments and
single rooms. Full
service cafeteria,
community kitchen.
One meal provided
in cafeteria.
Single rooms with
kitchenettes (some
removed). RainCity
also provides 1 meal
week.
Rooms with fridges.
Communal cooking
facilities. 1 delivered
meal provided
(lunch). Three meals
provided to detox
units.

Multi or dual diagnosis

65+ with mental illness

Mental illness, physical
health problems,
disability.
Individuals with
multiple barriers.
Individuals with
multiple barriers.

Singles in need of
support

Individuals with dual
diagnosis

Women recovering
from addiction.

Sakura So (non‐
market housing,
transitional)

Lookout
Emergency Aid
Society

38

Santiago /Cecilia
Apts (non‐market
housing)

St. James
Community
Services

32

Sereena’s House

Bridge Housing
Society

58

Stanley/New
Fountain (non‐
market housing)

PHS
Community
Services

65

Sunrise Hotel (non‐
market housing)

PHS
Community
Services

52

Tamura House

Lookout
Emergency Aid
Society

35

Vivian House
(Transitional
housing)

RainCity
Housing and
Support
Society
PHS
Community
Services

24

Windchimes Apts
(non‐market
housing)

RainCity
Housing and
Support
Society

27

Yukon Apts (Long‐

Lookout

37

Washington Hotel
(non‐market
housing)

84

Each room has two‐
burner stove, sink,
fridge. One
community shared
meal in communal
kitchen weekly at a
minimum.
Self‐contained
studios with
kitchens.
Single rooms with
fridges. 2 communal
kitchens. Recently
started a once a day
meal program.
Single rooms
without cooking
facilities. DECK
community kitchen.
One delivered meal
a day (PHS)
Single rooms
without cooking
facilities. One
delivered meal a day
(PHS)
Two shared kitchens
on each floor. DECK
community kitchen
on Wednesdays.
One communal
kitchen in building.
Rooms have bar
fridges.
Single rooms
without cooking
facilities. Grocery
store on the ground
floor. 1 delivered
meal a day (PHS)
Self‐contained
studios. Can access
Triage Emergency
Shelter cafeteria for
$150 month
Self‐contained units.

Individuals with mental
illness and physical
health problems.

Second stage and
independent
apartments for people
with mental illness.
Women with addiction,
street involved.

Low‐barrier

Individuals who are low‐
income with complex
needs

People with mental
illness and lack of social
skills.
Women with mental
illness and addictions

People with low‐income
with complex needs

People with mental
illness.

People with mental

term transitional
housing)
The Lux

Emergency Aid
Society
RainCity
Housing and
Support
Society

24

Self contained with
kitchens, also
communal kitchens
on each floor.

illness and dual
diagnosis
People with mental
illness and dual
diagnosis.

Appendix C: Organizations Participating in the Research
Atira Housing
Atira Women’s Resource Society is a community‐based organization that supports all women, and their
children, who are experiencing the impact of violence committed against them and/or their children.
Atira aims to be inclusive and barrier‐free in their services, as the target population of their housing and
food services often include women who are actively involved in the sex trade, drug‐addicted, and/or
suffering mental and physical health issues (e.g., HIV, Hep C, and cancer). Food services in Atira’s
housing projects vary according to the capacity of the organization and of the residents. These services
include a mixture of provision of free for residents to cook, provision of refrigerators in rooms,
community kitchens programs, meal programs, and staff‐assistance in purchasing and preparation of
food.
Carnegie Cafeteria
The Carnegie Cafeteria provides 3 meals a day: breakfast (serve around 50) for $1.75, lunch (serve
around 200) for $1.75 and dinner (serve around 100) for $3.00. The cafeteria also always has soup and
sandwiches, baked goods, yogurt etc. for sale. All volunteers at the Carnegie Centre receive food tickets
for meals in the cafeteria. Most customers are single, poor, homeless or living in unstable conditions,
while some also suffer mental health issues. The Carnegie strives to provide healthy, nutritious, and
affordable meals; the cafeteria currently has a vegetarian and vegan night that is slowly gaining
popularity among those who struggle with multiple health issues.
Carnegie Community Action Project
The Carnegie Community Action Project is a project of the board of the Carnegie Community Centre
Association with about 5000 members who live mostly in the DTES. CCAP works on getting better and
more housing and better incomes for area residents. It is also working to involve residents in developing
a low‐income resident‐driven plan for the neighbourhood.
DECK (Downtown Eastside Community Kitchen)
The Downtown Eastside Community Kitchen Project helps people form groups where they can learn the
necessary skills to cook nutritious meals together. The target population includes many with challenging
health conditions such as diabetes, hepatitis C, HIV/AIDS, and various addictions. DECK participants are
provided with all food and cooking supplies, as well as assistance in locating and securing a community
cooking space. Residents also gain the confidence and community connections that help them feed
themselves well. They become less isolated by working together and sharing meals. They also receive
education on food safety through DECK. Currently, DECK’s community kitchens operate on a weekly

basis, with groups from 5 participants upwards. Approximately 70% are men and 30% women. Most
significantly, food that is prepared is typically shared with other residents of the building; in total, 230
residents of DTES benefit from the DECK community kitchens, either through direct participation or by
receiving food prepared.
The Downtown Eastside Neighbourhood House
The DTES Neighbourhood House opened its storefront in 2007. Since its inception, it has maintained a
strong emphasis on food, including a food philosophy that considers such conditions as diabetes, Hep C,
and HIV/AIDS. The NH has a number of food‐related programs including the Banana Beat; providing
bananas to residents standing in line for their social assistance cheques and the Roving Community
Kitchens; in which members of the NH make smoothies at various sites in the DTES. The Neighbourhood
House has also participated in the BC Farmers Market’s Coupon Project since 2007.
Lifeskills Centre
Lifeskills is resource centre for high risk drug users and women in survival sex trade. Peer run, and low
threshold, the centre provides opportunities to reconnect with culture and community while
participating in job training, community kitchen groups, free laundry, showers, internet and phones.
The Centre provides 2 free meals a day to the community. It has also developed a resource guide and
map for free and low‐cost meals in the DTES and a cookbook for people with limited resources. The
Lifeskills Centre provides volunteers to the PHS’ DTES Lunch Delivery Program.
Lookout Emergency Aid Society
Lookout Emergency Aid Society provides services to the homeless, especially those living with multiple
disabilities. Lookout operates a 24‐hour emergency shelter service that assists 3,065 homeless
individuals annually. They also operate a Supportive/2nd Stage Housing program which provides
permanent housing for the chronically homeless, youth with multiple‐barriers, and individuals living
with multiple disabilities. On top of the housing programs, Lookout has a Living Room Drop‐In program
to engage individuals living with mental illnesses in community living. Specifically, those who are not
formally involved with the mental health system are encouraged to participate. The meal program at the
Living Room Drop‐In feeds 100~150 per day.
Loving Spoonful
A Loving Spoonful operates The Daily Meals program, a supervised Daily Meals Program, a family Pantry
Program, and an emergency Service Program aiming to help individuals living with HIV/AIDS maintain a
healthy nutritional level. Many of these patients also suffer from mental illnesses and addictions that

further prevent them from accessing safe, healthy, and sufficient food. Through weekly delivery of
nutritious entrees, milk, yogurt, juice, bread and fresh fruit, the Daily Meals Program helps patients too
ill to shop, plan, and prepare food themselves to be able to stay healthy in their homes without taking
up hospital beds.
Motivation, Power & Achievement Society (MPA)
The MPA Society provides housing, community resource, court service, advocacy, supported housing
and licensed housing services within and beyond DTES. Participants can access medication information,
symptom management, referrals for treatment, health & fitness services, as well as life skills training
which includes home management, budgeting, and cooking. Currently, the Hampton has the most
established food program: it offers 1 meal per day through an in‐house commercial kitchen, and a
community kitchen program free of charge to the residents. Each room is equipped with a fridge and
freezer; additionally, the hotel receives donations from Starbucks every day. Staff at the Hampton will
also provide additional, informal food services if the needs of the residents cannot be met with existing
services. Currently, MPA is currently developing a similar food service program at the Savoy Hotel.
Potluck Café
Potluck operates a professional Café and catering enterprise that reinvests its revenue back into its 4
community social programs. These include 1) an Integrated Food Services & Life Skills Training and
Employment Program that has trained and employed dozens of DTES residents with barriers to
employment, 2) a daily Meal Program that provides over 26,000 free meals annually to residents of the
DTES suffering with severe physical and mental health and addictions challenges, 3) a Community
Kitchen Program that allows DTES residents to learn basic cooking and nutrition skills, and 4) a Recipes
for Success Outreach Program that shares best practices for successful social and community
employment with other employers interested in successfully maintaining employment for hard to
employ inner city residents.
RainCity Housing
RainCity Housing provides a wide variety of housing services in the DTES, including emergency housing,
supported housing, women’s housing, and long‐term housing. Like other housing services in the area,
the type of food services present varies with the capacity of the organization and the residents. RainCity
current provides a mixture of in‐site cafeterias offering three meals a day, meal programs paid with
social assistance cheques, in‐unit kitchen facilities, and communal kitchens. They are also currently
expanding and modifying existing food services to better serve the needs of the diverse residents.
St James Community Services

St. James Community Service Society provides the Adult Guardianship Program, Mental Health Housing,
Home Support Services, Hospice Care, Women‐and‐Children’s Services, and Low‐cost Supported
Housing. Cordova House in the DTES provides housing and food services to the hard‐to‐house aged 65+.
Residents are provided with 3 meals and 3 snacks a day, which is served within the cafeteria.
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