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People experiencing homelessness have an elevated 
need for health services because of high rates of 
chronic disease, comorbidity, substance use and men-

tal illness, largely driven and exacerbated by poor living con-
ditions.1–3 These living conditions also contribute to 
increased vulnerability to infectious diseases such as influ-
enza, tuberculosis and COVID-19.4 Consequently, people 
experiencing homelessness, particularly those for whom 
homelessness is chronic, in particular, have comparatively 
high rates of hospital-based health care.4,5–7 Given the 
unique challenges in engaging people experiencing home-
lessness in research8 and the limited nature of point-in-time 
counts,9,10 it is difficult to evaluate interventions aimed at 
improving health care and health outcomes for this popula-
tion. Data collected routinely during health care (i.e., health 
administrative data) could help fill some of this data gap as 
these data are readily available, cost-effective, protected 
through existing policies and procedures, and can be linked 
and monitored over time.11

The International Statistical Classification of Diseases and 
Related Health Problems, 10th Revision, Canada (ICD-10-CA), 
adapted by the Canadian Institute for Health Information 
(CIHI), is the Canadian standard for systematic recording of 

diagnoses and conditions that represent risk factors to 
health, such as occupational and environmental factors, and 
lifestyle and psychosocial circumstances.12 The ICD-10-CA 
codes Z55.0–65.0 capture the social determinants of health, 
with Z59.0 capturing homelessness status. To improve data 
capture of this population, it became mandatory in April 
2018 to record Z59.0 when noted on routine review of the 
patient record.12

This directive has the potential to increase the consist-
ency of identification of people experiencing homelessness 
in hospital data, which can, in turn, be used to improve 
understanding of how this population interacts with health 
care services and allow for the evaluation of policies and pro-
grams aimed at improving the health of and care for people 
experiencing homelessness.
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Background: In 2018, hospitals were mandated to record homelessness using International Statistical Classification of Diseases 
and Related Health Problems, 10th Revision, Canada (ICD-10-CA code Z59.0). We sought to answer whether the coding mandate 
affected the volume of patients identified as experiencing homelessness in acute inpatient hospitalizations and if there was any geo-
graphic variation.

Methods: We conducted a serial cross-sectional study describing 6 fiscal years (2015/16 to 2020/21) of hospital administrative data 
from the Hospital Morbidity Database. We reported frequencies and percentages of hospitalizations with a Z59.0 diagnostic code and 
disaggregated by several types of Canadian geographies. Controlling for fiscal quarter (coded Q1 to Q4) and province or territory, 
adjusted logistic regression models quantified the odds of Z59.0 being coded during hospital stays.

Results: The frequency and percentage of people experiencing homelessness in hospitalization records across Canada increased 
from 6934 (0.12%) in 2015/16 to 21 529 (0.41%) in 2020/21. Trends varied by province and territory. Recording of the Z59.0 code 
increased following the mandate (adjusted odds ratio 2.29, 95% confidence interval 2.25–2.32), relative to the pre-mandate period.

Interpretation: The 2018 coding mandate coincided with an increase in the use of the Z59.0 code to document homelessness in 
health care administrative data; however, trends varied by jurisdiction. The ICD-10-CA code Z59.0 presents a promising opportunity 
for standardized and routinely collected data to identify people experiencing homelessness in hospital administrative data.
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We sought to describe the use of the Z59.0 diagnosis 
code for homelessness in Canada before and after the cod-
ing mandate. Specifically, we sought to describe the dif-
ference in the use of this code applied to acute inpatient 
hospitalizations between the fiscal years 2015/16 and 
2020/21. We looked nationally and across jurisdictions 
within Canada.

Methods

Study design and setting
We conducted a serial cross-sectional descriptive study using 
6 years of Canadian health administrative data housed at 
CIHI. To describe the difference in hospital coding for people 
experiencing homelessness, we chose to observe 3 years 
before and after the 2018 mandate to have sufficient data to 
quantify this difference.

In consultation with the provinces and territories, CIHI 
maintains the Canadian Coding Standards, which are regu-
larly revised to keep pace with changing health care models, 
advancements in health care and technology, and health 
care information needs.12 These coding standards, including 
the requirement to code Z59.0 as of 2018, apply to data 
submitted to the Discharge Abstract Database (DAD) and 
the National Ambulatory Care Reporting System 
(NACRS). These databases are managed by CIHI and cap-
ture information about inpatient and ambulatory care 
encounters. In preparing hospital data for submission to 
CIHI, a health information professional, sometimes 
referred to as a hospital coder, reviews a patient’s record 
and assigns ICD-10-CA codes to the data that will be sub-
mitted. The coding process occurs after the patient has 
been discharged. For an inpatient hospitalization, the coder 
conducts a routine review, which generally includes review-
ing the discharge summary. Depending on the hospital’s 
processes, the coder may review parts of the record such as 
notes from other health professionals who interacted with 
the patient.

To support compliance with the mandatory coding of 
Z59.0, CIHI updated the documents that are used as refer-
ence material by coders, such as the Canadian Coding Stan-
dards manual, the DAD Abstracting Manual and the 
NACRS Abstracting Manual. When the mandate was 
implemented, CIHI communicated to hospital stakeholders 
via electronic newsletters and held virtual education ses-
sions on what changed in the coding standards as of April 
2018. Physicians working in hospitals generally do not per-
form the assignment of ICD-10-CA codes and were not a 
target audience for these communications. However, phys-
icians are well positioned to contribute to more consistent 
coding of Z59.0 through social needs screening and docu-
mentation of homelessness in their clinical notes in the 
patient record. A recent systematic review documented 
growing support for social needs screening on the part of 
both physicians and patients in hospital settings.13 Coders 
can only assign codes based on information available in the 
patient record. 

Data sources
This analysis included 6 fiscal years (2015/16 to 2020/21) of 
data from the Hospital Morbidity Database (HMDB). The 
HMDB captures pan-Canadian administrative, clinical and 
demographic information on hospital discharges from acute 
care facilities. Inpatient and day surgery data from Quebec is 
submitted directly to CIHI by the Ministère de la Santé et des 
Services sociaux du Québec. These data are appended to 
CIHI’s DAD to create the HMDB.

For the HMDB, the unit of analysis was unique epi-
sodes of care, which we refer to as hospitalizations. This 
approach consolidates adjacent acute inpatient hospital 
admissions and day procedure visits, which avoids count-
ing transfers as separate hospitalizations. As most indica-
tors produced by CIHI use episode of care as the unit of 
analysis, the general methodology of episode building is 
published elsewhere.14 We excluded hospital records with-
out a valid health card number, and those missing admis-
sion or discharge dates or times as their episode sequence 
is not traceable.

Definitions
We classified patients as homeless if the ICD-10-CA 
code Z59.0 was recorded in any diagnostic code attached 
to their record. The Canadian Coding Standards manual 
cites a definition from the Canadian Observatory on 
Homelessness that “homelessness encompasses a range of 
physical living situations,” including living on the streets 
or in places not intended for human habitation (e.g., 
sidewalks, parks, cars), staying in overnight shelters and 
staying in temporary accommodations (e.g., motels, 
rooming houses, with friends or family, couch surfing, 
temporary housing for immigrants and refugees during 
settlement).12,15

We identified 3 distinct time periods that have per-
ceived relevance for coding Z59.0, namely pre-mandate 
(2015/16 to 2017/18),  post-mandate (2018/19 to 
2019/20) and late post-mandate (2020/21). Note that, as 
these periods are assigned by fiscal year, the first day of 
the 2020/21 fiscal year began on Apr. 1, 2020, and closely 
aligned to the start of the COVID-19-related public 
health measures in Canada. We distinguished between 
the late post-mandate period and the post-mandate 
period in an attempt to separate out the impacts of the 
pandemic that might have confounded the relationship 
between the 2018 coding mandate and hospital coding 
practices for homelessness.

In addition, we examined coding patterns by fiscal quar-
ter or 3-month period, which approximates the division of 
seasons. The fiscal quarters are numbered 1 through 4, 
with quarter 1 (Q1) from April to June, quarter 2 (Q2) 
from July to September, quarter 3 (Q3) from October to 
December and quarter 4 (Q4) from January to March of 
the following calendar year. Finally, we used a dummy 
variable for Q1 2020 to account for the sudden decrease in 
overall hospitalizations that was observed during the start 
of the COVID-19 pandemic.16
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Statistical analysis
We calculated annual frequencies and percentage of total 
hospitalizations with a Z59.0 diagnostic code for 2015/16 to 
2020/21. We disaggregated results by province or territory, and 
by group of census subdivisions (CSD) based on the Statistical 
Area Classification (SAC) developed by Statistics Canada. 
These categories included major census metropolitan areas 
(CMAs) (Toronto, Montréal and Vancouver), all other CMAs, 
census agglomerations (CAs) and rural areas (non-CMA or 
CAs). Definitions of the SAC system can be found elsewhere.17

Logistic regression models quantified the odds of identify-
ing people experiencing homelessness among hospital stays 
based on the 3 distinct time periods, using the pre-mandate 
period as the referent category. We calculated unadjusted, 
quarter-adjusted and 2 geography-adjusted models to assess 
which level of geography was more strongly associated with 
rates of Z59.0 coding. The quarter-adjusted model controlled 
for fiscal quarter (coded Q1 to Q4) to account for seasonality 
and used the Q1 2020 dummy variable to account of the sud-
den drop in overall hospitalizations during the start of the 
COVID-19 pandemic. To determine the level of geography 
that had the greatest impact on model effects, we created 
2 models, one controlling for province or territory and the 
other for CSD group. Finally, we ran province- or territory-
specific models, which display effect sizes by individual prov-
ince or territory to illustrate differences between jurisdictions. 
We performed all statistical analyses using SAS version 9.4.

Ethics approval
The Canadian Institute for Health Information is an independ-
ent not-for-profit organization that has been established to 
collect and report on health outcomes across Canada. It is a 

prescribed entity under section 45 (1) of Ontario’s Personal 
Health Information Protection Act, allowing CIHI to hold per-
sonal health information for the purposes of compiling statis-
tical information for the management of the health system.18 
As this study used routinely collected data that was analyzed at 
CIHI, in accordance with their institutional privacy policies, it 
was exempted from research ethics approval. The views 
expressed in this article are the authors’ and do not necessarily 
represent the views of CIHI.

Results
Across all years under the observation period, 85 607 (0.24%) 
of 35 750 684 total hospitalizations were assigned a Z59.0 
diagnosis code. Over the course of episode building, 3068 
(3.3%) out of 92922 Z59.0-coded records were not traceable 
to an episode during the entire observation period (Figure 1). 
The frequency and percentage of people experiencing home-
lessness in hospitalization records across Canada increased 
from 6934 (0.12%) in 2015/16 to 21 529 (0.41%) in 2020/21 
(Table 1 and Figure 2; Appendix 1, Table 1, available at 
www.cmajopen.ca/content/11/6/E1188/suppl/DC1). The 
largest annual increase, 84%, occurred between 2017/18 and 
2018/19.

Provincial and territorial results
In 2020/21, facilities from 4 provinces accounted for 87% of 
the 21 529 recorded hospitalizations for people experiencing 
homelessness, namely Ontario (n = 4993, 23.2%), British 
Columbia (n = 6679, 31.0%), Alberta (n = 4540, 21.1%) and 
Quebec (n = 2546, 11.8%). From 2018/19 onward, the com-
bined territories had the largest percentage of hospitalizations 
attributable to people experiencing homelessness, which was 

Records with a Z59.0 
code  n = 92 922 

Records remaining
n = 89 854 

Excluded: invalid health 
care and incomplete 
admission and discharge 
information
n = 3068 records 

Unique episodes
n = 85 607 

Records without a Z59.0 
code  n = 37 435 155 

Records remaining
n = 37 091 944

Excluded: invalid health 
care and incomplete 
admission and discharge 
information
n = 343 211 records 

Unique episodes
n = 35 665 077 

Total hospitalizations
after episode building

Figure 1: Flow chart of Canadian hospitalization records and episode building, 2015/16 to 2020/21, from the Hospital Morbidity Database.
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2.2% in 2020/21. Although the hospitalizations attributed to 
people experiencing homelessness were relatively high in the 
terri tories, their frequencies remained small (n = 409 for 
2020/21). The smallest percentage was from the combined 
Atlantic provinces at 0.2%. Furthermore, there was variation 
in coding Z59.0 across provinces and territories (Figure  3). 
For example, coding of Z59.0 increased in Alberta in 2018/19, 
whereas coding of Z59.0 in BC was proportionately more 
consistent throughout the observation period.

Census subdivision results
In 2020/21, facilities in major CMAs (Vancouver, Toronto, 
and Montréal) and other CMAs accounted for the largest 
percentage of the 21 529 recorded hospitalizations for people 
experiencing homelessness at 31.7% (n = 6828) and 45.2% 
(n = 9736), respectively. From 2018/19 to 2020/21, the num-
ber and percentage of hospitalizations recorded for people 

experiencing homelessness declined in major CMAs from 
37.7% (n = 6977) to 31.7% (n = 6828) (Figure 4; Appendix 1, 
Table 2). However, in other CMAs and CAs, there was an 
increase from 40.8% (n = 7547) to 45.2% (n = 9736) and 
from 17.6% (n = 3264) to 19.4% (n = 4167), respectively. 
From 2015/16 to 2020/21, less than 5% of all recorded hos-
pitalizations for people experiencing homelessness were 
from facilities in rural and remote areas.

Logistic regression models
Logistic regression models showed that, during both the post-
mandate and late post-mandate periods, there was a signifi-
cant increase in the odds of people experiencing homeless-
ness being recorded in the hospital setting. In the unadjusted 
model, the odds of identification of people experiencing 
homelessness relative to the pre-mandate period was 2.31 
(95% confidence interval [CI] 2.27–2.34) and 3.11 (95% CI 

Table 1: Frequency and percentage of hospitalizations for people experiencing homelessness by fiscal year and province or 
territory, 2015/16 to 2020/21*

Geographic area

No. (%) of hospitalizations†

2015/16 2016/17 2017/18 2018/19 2019/20 2020/21

Canada 6934 (0.12) 7896 (0.13) 10 014 (0.16) 18 489 (0.30) 20 745 (0.34) 21 529 (0.41)

    Total no. of hospitalizations 5 901 063 6 099 713 6 136 319 6 220 713 6 123 744 5 267 389

Alberta 1211 (0.19) 1215 (0.17) 1340 (0.19) 3620 (0.50) 4219 (0.61) 4540 (0.75)

    Total no. of hospitalizations 650 869 702 020 707 926 723 092 689 387 608 983

British Columbia 3961 (0.47) 4648 (0.53) 5894 (0.67) 6724 (0.74) 6943 (0.77) 6679 (0.79)

    Total no. of hospitalizations 844 761 871 716 876 458 904 439 905 702 844 652

Manitoba 197 (0.09) 268 (0.12) 397 (0.17) 785 (0.34) 923 (0.40) 994 (0.51)

    Total no. of hospitalizations 221 930 228 760 231 139 231 720 233 653 196 308

New Brunswick 47 (0.04) 50 (0.04) 62 (0.05) 182 (0.15) 320 (0.28) 294 (0.28)

    Total no. of hospitalizations 115 690 117 052 116 244 122 624 115 327 104 120

Newfoundland and Labrador 35 (0.02) 33 (0.02) 27 (0.02) 33 (0.02) 45 (0.03) 52 (0.05)

    Total no. of hospitalizations 140 881 145 288 142 858 143 892 138 273 113 015

Nova Scotia 99 (0.05) 81 (0.04) 83 (0.04) 216 (0.11) 248 (0.13) 355 (0.22)

    Total no. of hospitalizations 188 147 195 388 192 675 191 677 187 296 163 566

Ontario 436 (0.02) 570 (0.02) 717 (0.03) 4057 (0.16) 4791 (0.20) 4993 (0.24)

    Total no. of hospitalizations 2 366 688 2 419 149 2 436 895 2 466 987 2 443 960 2 069 963

Prince Edward Island 17 (0.06) 16 (0.06) 36 (0.12) 48 (0.16) 71 (0.24) 36 (0.14)

    Total no. of hospitalizations 27 061 28 245 28 820 29 314 29 000 26 389

Quebec 772 (0.07) 816 (0.07) 1210 (0.11) 2176 (0.19) 2404 (0.22) 2546 (0.28)

    Total no. of hospitalizations 1 084 558 1 122 834 1 135 164 1 139 006 1 115 865 915 636

Saskatchewan 127 (0.05) 154 (0.06) 167 (0.07) 438 (0.18) 554 (0.22) 631 (0.31)

    Total no. of hospitalizations 243 041 252 463 250 070 248 845 246 914 206 304

Territories‡ 32 (0.18) 45 (0.27) 81 (0.45) 210 (1.10) 227 (1.24) 409 (2.22)

    Total no. of hospitalizations 17 437 16 798 18 070 19 117 18 367 18 453

*From the Hospital Morbidity Database, Canadian Institute for Health Information. 
†Unless indicated otherwise.
‡Frequencies for individual territories not shown because of small cell counts.
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3.06–3.16) for the post-mandate and late post-mandate per-
iods, respectively (Table 2). Further adjustment for quarter, 
province or territory, and CSD groups did not appreciably 
attenuate the effects (Table 2).

As our descriptive results of trends for Z59.0-coded hospi-
talizations by province or territory indicated, there was con-
siderable variation between the provinces and territories, and 
the interaction between province or territory and the main 
effects of period proved to be significant (p < 0.001). For the 
models by province or territory, the highest adjusted odds 
ratios (ORs) were in Ontario (adjusted OR 7.47, 95% CI 
7.09–7.86), the territories (adjusted OR 3.87, 95% CI 3.23–
4.65) and Saskatchewan (adjusted OR 3.32, 95% CI 2.97–
3.72). British Columbia exhibited the smallest increase in the 
odds of people experiencing homelessness being recorded in 
the post-mandate period (adjusted OR 1.35, 95% CI 1.31–
1.38) (Figure 5), likely the result of relatively high Z59.0 cod-
ing in the years before 2018 (Figure 3).

Interpretation

We examined patterns in inpatient coding of ICD-10-CA 
Z59.0 across Canada from 2015/16 through 2020/21. At a 

national level, we observed an 84% increase in coding Z59.0 
following the 2018 mandate, with more than 20 000 hospital-
izations in Canada coded in the 2020/21 fiscal year. We also 
found notable differences in coding and coding changes 
across provinces and territories, with some areas having only 
marginal increases in coding. Finally, there were proportion-
ally more Z59.0 hospitalizations in the territories, BC and 
Manitoba than in Saskatchewan, Quebec, Ontario and the 
Atlantic provinces in the most recent fiscal year. However, 
absolute counts for the territories remained low, despite a 
large relative increase.

The significant increase in the odds of coding Z59.0 after 
the mandate change in 2018 was expected; however, we 
observed substantial variability between provinces and terri-
tories in terms of changes in Z59.0 coding. Certain areas (e.g., 
BC) had relatively small changes in coding volume, suggesting 
that some areas were already using the Z59.0 code with some 
regularity before the mandate, compared with other areas 
(e.g., Ontario, Alberta) that experienced sudden, large 
increases in 2018/2019. However, the change may also reflect 
provincial and territorial variability in concentration of urban 
populations, which we also found to have variable change in 
coding practices after the mandate was introduced.
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Figure 2: Frequency and percentage of hospitalizations for people experiencing homelessness, as coded using the International Statistical 
Classification of Diseases and Related Health Problems, 10th Revision, Canada, code Z59.0, 2015/16 to 2020/21, from the Hospital Morbidity 
Database. Time points are displayed in fiscal quarters. For example, “2015/16, Q1” represents the period from Apr. 1, 2015, through June 30, 2015.
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With only 4 fiscal quarters being observed, the significant 
increase in the odds of coding Z59.0 during the late post-
mandate period is difficult to interpret as this period coincides 
with the COVID-19 pandemic. However, people experien-
cing homelessness are known to have had a heightened infec-
tion and complication rate related to COVID-19.4,19–21 Thus, 
this result may be in part explained by excess COVID-19 or 
other pandemic-related hospital care for people experiencing 
homelessness. Furthermore, deferring hospital care can be 
more challenging for people experiencing homelessness as 
they have more acute needs and fewer health care alternatives 
than their housed counterparts.22

Despite previous research showing that homelessness is on 
the rise in Canada,23 it is clear that the increases we observed 
in 2018/2019 are at least partly due to the change to coding 
practices mandated in April 2018. Before 2018/19, the validity 
of homelessness indicators including Z59.0 was previously 
shown to have low sensitivity;23 however, this work was con-
ducted before the 2018 mandate and, therefore, it is not clear 

to what extent the changes we observed after 2018/19 are 
related to coding practices as opposed to underlying changes 
in the population. Future research is required to validate this 
code after 2018/19 to understand its validity overall and 
between jurisdictions, which might affect its use for health 
system improvement and planning. In addition, further inves-
tigation into seasonal trends of hospitalizations is warranted, 
particularly in recent years, to better understand the societal 
and environmental factors that may have contributed to how 
people experiencing homelessness seek hospital services in 
the pandemic era.

Limitations
This analysis considered only people experiencing homeless-
ness who have accessed hospital services and were docu-
mented as homeless on their medical chart by their care pro-
vider. Within or across hospitals, there may not be a 
systematic method for documenting residential status as part 
of the patient intake or assessment process. For example, 
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Figure 3: Percentage of hospitalizations for people experiencing homelessness, as coded using the International Statistical Classification of 
Diseases and Related Health Problems, 10th Revision, Canada, code Z59.0, by province, 2015/16 to 2020/21, from the Hospital Morbidity 
Database. Time points are displayed in fiscal quarters. For example, “2015/16, Q1” represents the period from Apr. 1, 2015, through June 30, 
2015. Atlantic provinces (Nova Scotia, New Brunswick, Newfoundland and Labrador and Prince Edward Island) have been combined because 
of geographic similarities and to avoid data suppression. The territories (Northwest Territories, Nunavut, Yukon) have been removed because of 
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those who seek shelter by couch surfing or staying with family 
and friends may not be considered homeless at the point of 
care.24 Additional ICD-10-CA codes under Z59 (i.e., Z59.1-
Z59.9) capture elements of residential instability, like inad-
equate housing, unsuitable living conditions and extreme pov-
erty, but these are not mandatory to code. Given this nuance, 
it is not known how many people experiencing homelessness 

remain uncaptured in hospital administrative data. People 
experiencing homelessness can have substantial barriers to 
accessing hospital care25 and have also been shown to seek 
care through outpatient physician clinics more than the gen-
eral population.23 In addition, we included only patients with a 
valid health card and complete admission and discharge infor-
mation, which may influence who is captured in the analysis.
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Figure 4: Percentage of hospitalizations for people experiencing homelessness, as coded using the International Statistical Classification of 
Diseases and Related Health Problems, 10th Revision, Canada, code Z59.0, by census subdivision group, 2015/16 to 2020/21, from the Hospi-
tal Morbidity Database. For example, “2015/16, Q1” represents the period from Apr. 1, 2015, through June 30, 2015. Geographic breakdowns 
are based on Statistic Canada’s Statistical Area Classification. Note: CA = census agglomeration; CMA = census metropolitan areas; major 
CMA = Toronto, Montréal and Vancouver; other CMA = all other CMAs not classified as major; rural areas = all areas outside CMAs and CAs.

Table 2: Unadjusted and adjusted odds ratios (ORs) from logistic regression models for coding of hospitalizations for people 
experiencing homelessness, 2015/16 to 2020/21*

Period

Unadjusted† Quarter-adjusted‡ PT-adjusted§ CSD group–adjusted¶

OR (95% CI) Adjusted OR (95% CI) Adjusted OR (95% CI) Adjusted OR (95% CI)

Pre-mandate Ref. – – –

Post-mandate 2.31 (2.27–2.34) 2.31 (2.27–2.34) 2.29 (2.25–2.32) 2.30 (2.26–2.34)

Late post-mandate 3.11 (3.06–3.16) 2.99 (2.94–3.04) 2.89 (2.85–2.94) 2.98 (2.93–3.03)

Note: CA = census agglomeration, CI = confidence interval, CMA = census metropolitan area, CSD = census subdivision, PT = province or territory, Ref. = reference.
*From the Hospital Morbidity Database, Canadian Institute for Health Information. 
†The unadjusted logistic regression model is testing the impact of period on identification of people experiencing homelessness.
‡Controls for fiscal quarter and the Q1 2020 dummy variable.
§Controls for fiscal quarter, Q1 2020 and PT.
¶Controls for fiscal quarter, Q1 2020 and CSD group, defined as major CMAs (Vancouver, Toronto, Montréal), other CMAs (all other CMAs not classified as major), CAs and 
rural areas (all areas not defined as a CMA or CA).
Source: Hospital Morbidity Database (HMDB), 2015/16 to 2020/21, Canadian Institute for Health Information.
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Adjusted OR (95% CI)

1 2 3 4 5 6 7 8 9 10

Atlantic Canada 2.94 (2.66–3.24)

Quebec 2.40 (2.29–2.52)

Ontario 7.47 (7.09–7.86)

Manitoba 2.85 (2.63–3.09)

Saskatchewan 3.32 (2.97–3.72)

Alberta 3.02 (2.90–3.13)

British Columbia 1.35 (1.31–1.38)

Territories 3.87 (3.23–4.65)

Adjusted
OR (95% CI)

Province
or territory

Adjusted
OR (95% CI)

Province
or territory

Post-mandate period

Late post-mandate 
period

Atlantic Canada 4.61 (4.19–5.07)

Quebec 3.17 (3.03–3.33)

Ontario 9.75 (9.27–10.27)

Manitoba 4.42 (4.09–4.79)

Saskatchewan 5.66 (5.09–6.30)

Alberta 3.98 (3.83–4.13)

British Columbia 1.49 (1.45–1.52)

Territories 7.07 (5.95–8.41)

Adjusted OR (95% CI)

Figure 5: Logistic regression models of hospitalizations coded for people experiencing homelessness in the (A) post-mandate (2018/19 to 
2019/20) and (B) late post-mandate (2020/21) periods, relative to the premandate period (2015/16 to 2017/18), by province, from the Hospital 
Morbidity Database. All logistic regression models control for fiscal quarter (coded Q1 to Q4) and for the Q1 2020 dummy variable. Note: CI = 
confidence interval.
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The ORs that compare pre-mandate, post-mandate and 
late post-mandate periods make these comparisons for the 
average usage of Z59.0 codes in each period; the logistic 
regression models do not account for a secular year-on-year 
increase in the use of the Z59.0 code before and after the 
introduction of the mandate. As a result, some part of these 
comparisons could be attributed to this increasing secular 
trend. Moreover, the late post-mandate period occurred dur-
ing the time of the COVID-19 pandemic and, therefore, 
interpretation of this period is challenging as it is unknown to 
what extent the increases in Z59.0 codes were the result of 
factors associated with the pandemic.

Conclusion
At the national level, recording of homelessness through the 
Z59.0 code in health care administrative data significantly 
increased after the 2018 coding mandate. This code has 
become a promising identifier that has the potential to pro-
vide a reliable source of information for health system plan-
ning and research. Future research validating the capture of 
this code is warranted to understand comparability between 
jurisdictions, generalizability of results and utility of the data 
for health system improvement and planning.
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