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Introduction 

Impact of Homelessness on Health Disparities 

People experiencing homelessness (PEH) include those living on the street, in unsafe 
places, emergency shelters, and/or precariously living with friends, families, or strangers 
(Health Quality Ontario [HQO], 2016). PEH often face increased barriers to healthcare 
compared to those who are stably housed, including inconsistent access to 
communication sources, lack of transportation, discrimination, unstable location, and 
food insecurity (HQO, 2016). Healthcare access barriers are further complicated by the 
many significant health issues PEH experience. 

Abstract  
Objective: People experiencing homelessness (PEH) face barriers to accessing 
healthcare, including competing demands that may outweigh or impede their access 
to healthcare, transportation barriers, and being lost to follow up. Current primary 
healthcare services are usually inadequate in meeting the needs of PEH due to 
inflexible appointments and fixed times with providers. The increasing incidence of 
homelessness in Windsor and the inability to meet their healthcare needs 
appropriately through current primary healthcare models are growing public health 
concerns. Windsor Shelter Health (WSH) is an integrated program offering on-site 
medical services at shelters and drop-in centers for PEH in Windsor, Ontario. A needs 
assessment survey was distributed to client-facing shelter staff to examine their 
perceived need for shelter health services and PEH’s most pressing healthcare needs. 
Methods: A survey was developed, validated, and distributed to client-facing staff 
across the WSH to understand how PEH access healthcare in Windsor and to identify 
any unmet healthcare service needs as understood by client-facing workers. This 
survey was distributed to client-facing workers through REDCap. Response 
frequencies and percentages were collected, stratified, and analyzed. Results: Survey 
results (n = 60) indicated strong support (96.7%) for establishing continuous, ongoing, 
and direct shelter health supports that are accessible to PEH. Services that were felt to 
be most important included access to primary care physicians, psychiatric care, 
addictions medicine, access to harm reduction, wound care assistance, and 
counselling. Delays in access to care were perceived to be due to clients’ fear and 
mistrust of the healthcare system, clients’ concerns regarding the stigma they 
experience, and poor access to transportation. Conclusion: Results of the survey will 
serve as a baseline for the development of targeted services to support and improve 
health care access and outcomes for PEH in Windsor. Establishment of shelter health 
services in the Windsor-Essex region will have strong public health implications, with 
long-term strategies requiring support from regional policies to address homelessness.  
Keywords 
Homelessness, healthcare access, healthcare delays, mental health, integrated care, 
shelter health 
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Approximately 75% of PEH living in Toronto report 1 or more chronic disease 
diagnoses, and this population has 29 times the likelihood of having Hepatitis C Virus 
(HCV) compared to the general population, is 5 times more likely to suffer heart disease, 
4 times more likely to be diagnosed with cancer, and 2 times more likely to be diagnosed 
with diabetes (Green, 2024). A 2007 study conducted in Toronto among PEH reported 
that 59% did not have access to family physicians, 40% felt they had been judged unfairly 
or treated with disrespect by medical staff within the year, 28% had been denied 
healthcare because they did not have a health card, and 15% cited frequent change in 
location as a reason they did not utilize the healthcare system (Khandor et al., 2007).  

In addition, PEH regularly experience higher rates of medical and psychiatric 
comorbidities (HQO, 2016), including diabetes, cardiac and infectious diseases, 
musculoskeletal disorders, alongside psychiatric and substance use disorders (SUD), 
traumatic brain injury, and mood disorders (Liu & Hwang, 2021; Khandor et al., 2007). 
For example, PEH in Toronto reported depression at almost twice the usual rate (17%) 
compared to the general population (8%), where anxiety was found to be over tenfold 
more prevalent (11%) compared to the general population (1%) in 2007 (Khandor et al., 
2007). A recent 2024 Street Needs Assessment in Toronto found people who were 
chronically homeless were more likely to report two or more health issues (44%), 
compared with those who were not chronically homeless (33%) (City of Toronto, 2024). 
Given that homelessness and health disparity are inextricably linked with one 
perpetuating the other, novel approaches to primary care models that holistically address 
the needs of PEH are required.  

Models of Care for People Experiencing Homelessness 

Access to traditional primary care can be difficult for PEH due to firm appointment 
times that contribute to the previously described barriers of vulnerably housed 
individuals, such as lack of access to transportation to make it to the doctor’s office, and 
lack of phone to receive appointment reminders. In some Canadian jurisdictions, there 
exist alternative models of primary care. These might provide primary care services on 
an outreach basis, for example, where a team might travel on a mobile unit and stop at 
encampments or on the street to provide care. An example is the Street Clinical Outreach 
for Unsheltered Torontonians (SCOUT) in Toronto that provides episodic and 
transitional healthcare for unsheltered PEH directly where they are living (Inner City 
Health Associates [ICHA], 2015). There are also programs who choose to co-locate 
necessary medical and social services, so that the majority of a patients’ needs might be 
addressed in one single location. These types of models work to minimize the barriers to 
care, making accessing care easier, which leads to improved health outcomes for PEH 
(Stefanowicz, Feldman, & Robinson, 2021; McGuire et al., 2009). An example of this is the 
ICHA based in Toronto, which is a conglomeration of healthcare workers providing 
services to PEH that include transitional primary care, outreach and shelter psychiatric 
care, and outreach palliative services among other services (ICHA, 2015). The Toronto 
Coordinated Access to Care from Hospital for the Homeless (CATCH-H) program, an 
example of integrative and co-localized care, is a multi-site collaborative partnership 
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between several acute and community services under ICHA. It is considered a notable 
example of non-traditional care delivery for PEH (Stergiopoulos et al., 2018). Their 6-
month comprehensive intervention program integrating psychiatric and medical care, 
peer support, and case management demonstrated reductions in mental health 
symptoms, substance misuse, and hospital admissions (ICHA, 2015).  The intervention 
showed a statistically significant improvement in mental and physical health 
(Stergiopoulos et al., 2018). Intervention participants also had statistically significant 
reductions in mental health, drug use, and alcohol use problems. Significant reductions 
within 6 months of the intervention were observed in the rate of hospitalization (RR, 0.61; 
95% CI, 0.43 to 0.87), although not of homelessness (RR, 0.96; 95% CI, 0.83 to 1.11) or 
emergency department visits (RR, 0.77; 95% CI, 0.55 to 1.08) (Stergiopoulos et al., 2018). 
This example demonstrates that a coordinated model integrating primary care, mental 
health care, and medical specialties is seen to have increased healthcare benefits for PEH.  

Integrated care, the joining of healthcare and social care (Buccieri, 2016), has been 
increasingly recognized in Canada as being beneficial in addressing the needs of PEH. 
Specific examples include the Housing First model implemented in Vancouver, 
Winnipeg, Toronto, Montreal, and Moncton through the “At Home/Chez Soi” study, 
whose results strongly indicated that PEH benefit from the combination of integrated 
supports of housing and social supports alongside healthcare provision and mental 
health supports (Goering, 2014). Primary care in Canada is delivered by family physicians 
and nurse practitioners working primarily in community-based clinics. It encompasses 
routine preventive care, urgent care, mental healthcare, chronic disease management, 
(Hudani et al., 2024), amongst other things, for people from birth to death. Furthermore, 
it acts as the entry point to secondary healthcare services and delivers continuity of care 
with noted positive outcomes in preventive care, including reduced emergency 
department visits and increased provision of preventive services (HQO, 2016). Integrated 
care is required to tackle the social and healthcare barriers commonly experienced by 
PEH.  

Context and Rationale for Windsor Shelter Health  

Windsor, Ontario, Canada, is a mid-sized city with a population of 229,660 (Statistics 
Canada, 2021). Smaller surrounding communities in Essex County access healthcare 
services from the Windsor metropolitan region, which increases the service range to 
442,630 people (Statistics Canada, 2021). In 2022, there were 463 people experiencing 
homelessness in Windsor-Essex (Goz & Kitchen, 2022). However, data from this 
population can be challenging to accurately capture, often leading to underreported 
numbers, with 15% of respondents from the 2018 National Housing Survey indicating 
they had experienced hidden homelessness at some point in their lives (Uppal, 2022). A 
City of Windsor report from the prior year identified that a disproportionately high 
number of PEH (22%) identified as Indigenous, with over 50% of single adults identifying 
as First Nations or Indigenous ancestry experiencing mental health issues or substance 
use concerns (City of Windsor, 2021). The report further indicated that 56% of local PEH 
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reported at least one visit to the emergency department in the previous 6 months, costing 
Windsor-Essex at least $42,818 (Goz et al., 2022). 

At the time that this study was undertaken, the City of Windsor did not have an 
integrated care system for PEH. Shelters did not have regular medical personnel on-site, 
and those shelters that did have doctors and nurses had very limited regular coverage. 
With that said, there was a desire to improve service offerings by building a full-scale 
program of co-located services, which could better address the unique determinants of 
health that PEH face. To address the rising number of PEH in Windsor, a formal idea for 
a shelter health initiative was introduced with the aim to provide integrated and co-
located healthcare services on-site at city shelters (Michael et al., 2024). However, the 
early iterations of these services were limited in time, scope, and resources, and therefore 
unable to fully meet the unique needs of PEH in Windsor. In the months preceding this 
research, community partners from healthcare, social services, and the municipality came 
together to leverage their individual knowledge and skills. Pre-existing services at 
shelters included housing workers, harm reduction workers, Ontario Works workers (i.e., 
social assistance program), justice case workers, and many others were identified as being 
crucial elements of a co-located healthcare model. The municipality and healthcare sector 
worked to bring in nurses and physicians, and the shelters and municipality helped 
create spaces within in each of the shelters to run clinics where patients could obtain 
primary care and nursing services, with particular attention in the beginning to mental 
healthcare and wound care. 

A central tenet of WSH is its evidence-informed quality improvement philosophy 
whereby the multidisciplinary team informs care practices and policies driven by local 
needs and evidence. As the program grew, four key lead partners organically came 
together to form “Windsor Shelter Health” (WSH), including the Windsor Shelter Health 
Associates (MD group), the City of Windsor, the Canadian Mental Health Association 
(CMHA), Windsor-Essex County Branch, and Windsor Regional Hospital. Currently, 
WSH operates as a ‘hub and spoke’ model, where the Homelessness and Housing Help 
Hub (H4), functions as the ‘hub’ where the widest array of services are provided, 
including administrative support, nursing, foot care, Community Treatment Order 
programming, social workers providing supportive counselling, family doctors, 
addiction medicine specialists, psychiatry, and infectious disease. This is alongside the 
social services that are provided by the municipality and its partners. The ‘spokes’ 
include several other shelters in Windsor where guests can visit the medical clinics to see 
physicians and nurses for a variety of needs, including wound care, addiction medicine, 
and psychiatry.  

A research group was formed by individuals from local institutions, including 
hospitals, a university, a community college, and healthcare workers who explore and 
develop solutions that might best support PEH’s health by using evidence, including the 
survey data shared in this article. This paper reports the findings of a study that was 
conducted 12 months after the soft-launch of WSH. The objectives of this study were to 
seek feedback from client-facing staff, defined as shelter workers or support staff who 
interact with or have the potential to interact with clients, regarding their perception of: 
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1) the utility of on-site healthcare services, 2) most requested and pressing health needs 
reported by or needed by unhoused clients, 3) the level of difficulty in referral processes 
to healthcare and social services, and 4) emotional and moral distress associated with 
referring clients to healthcare or social services. 

Methods 

We conducted a cross-sectional survey of client-facing staff, at the WSH ‘hub’ and its 
three ‘spoke’ shelter agencies to assess whether they foresaw integrated shelter health 
services as providing benefits to  PEH and if so, their perceptions of unmet healthcare 
services of PEH in Windsor that would need to be integrated and unmet health needs 
that were most pressing to be addressed. Additional survey information gathered 
included perception of difficulty in referring PEH to healthcare and social services under 
the current model, and emotional and moral distress associated with difficulty referring 
clients to additional services. Client-facing staff included, but were not limited to, 
addiction support workers, housing support workers, legal assistance workers, peer 
support workers, outreach workers, and clinical healthcare workers. Research ethics 
clearance was received by the University of Windsor, St. Clair College, and Windsor 
Regional Hospital Ethics Boards. 

Survey Development 

A three-phased approach to survey development was taken. First, we conducted a 
literature search to identify themes in North American studies that assessed the health 
care needs of urban PEH. This review consisted of academic journals, systematic reviews, 
and grey literature on shelter health needs assessments and questionnaires. Databases 
utilized included PubMed, MedLINE, and Google Scholar. The search was extended to 
include reports and publications from organizations actively engaged in supporting PEH. 
Priority was given to literature from organizations addressing health outcomes, services, 
and needs of PEH, with specific emphasis on those based in Windsor-Essex. Search terms 
used included “shelter health program”, “homeless individual needs assessment”, 
“health service utilization”, “mental health care”, community mental health”, 
“addictions services”, “barriers to care,” and “People experiencing homelessness”. 
Emphasis on a Canadian context was taken by looking at other Canadian studies and 
their approach to shelter health networks to ensure applicability to the Windsor context. 
This context was essential as the Canadian healthcare system is a single payer healthcare 
system and hence operates differently from other various healthcare models across the 
world, leading to difference in accessibility, navigability, and types of services offered to 
patients. Windsor-specific data was gathered by reviewing Point in Time reports and By 
Names Prioritized Lists to better understand the current landscape of individuals 
experiencing homelessness in the Windsor-Essex region.  

In the second phase, our team reviewed local clinical aggregate diagnostic data from 
the ‘hub’ of the WSH (i.e., the Homelessness and Housing Help Hub H4), to determine 
the most common reasons PEH were seeking care. We also reviewed clinical diagnostic 
data from local community partners. To maintain patient privacy, we only received and 
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reviewed aggregate numbers of most common reasons for PEH seeking care as opposed 
to direct personal health information of patients. This data provided insights into the 
most common reasons that PEH were seeking healthcare at these health centers. 
Moreover, anonymous informal feedback was gathered from client-facing staff 
interacting regularly with PEH to ensure that their experiences were captured and 
reflected in the survey development; reasons common to the clinical data were combined 
into a single answer option. 

In the final phase, face validity was assessed by inviting the larger multidisciplinary 
research group, specifically group members who are physicians, nurses, social workers, 
healthcare workers, and academic researchers on homelessness to review drafts of the 
survey for literacy, ordering of items, and motivational qualities of the survey. 
Subsequent versions of the survey draft were shared with managers of the four shelter 
locations serving PEH (i.e. the ‘hub’ and three ‘spokes’). Their feedback provided 
practical insight into the feasibility, relevance, and comprehensibility of the survey 
questions, wording choices, and grammar. The final survey consisted of  15 questions, 
with a combination of open and close-ended questions. The survey encompassed seven 
dimensions crucial for understanding and addressing the healthcare needs of PEH [see 
Box 1].  

Sample 

Eligible participants included client-facing staff above the age of 18 who worked at, 
and interacted with PEH, at any of the four shelter locations in Windsor-Essex and 
received the email invitation from the shelter lead. These included addiction support 
workers, housing support workers, legal assistance workers, peer support workers, 
outreach workers, and clinical healthcare workers. Job titles provided by respondents 
were aggregated into broad categories for ease of analysis. Housing support workers 
entailed individuals who supported PEH with housing in various capacities. Outreach or 
shelter workers were those providing service and support work at the shelters. 
Operational support included those working as security guards, receptionists, and office 
managers. Lastly, program or service coordinators worked in a site supervising or 
managerial capacity.  

Data Collection 

Client-facing staff at each of the four shelter health agencies in Windsor-Essex, 
received an email invitation which included the survey URL, by leads at, and identified 
by, each shelter. The survey was administered through REDCap, a web-based application 
for managing surveys and databases. Participants had the opportunity to complete the 
survey over 21 days, from January 9th to January 30th, 2024. A reminder was distributed 
to the same client-facing staff by the lead at each shelter 1 week prior to survey due date. 
Consent was implied by voluntary completion of the anonymous online survey after 
participants reviewed the study information on the survey landing page. At the end of 
the survey, participants had the option to enter a draw for a chance to win a gift card 
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($50) as an incentive for their time and participation. This incentive draw was not linked 
back to any of the participants’ prior survey answers to ensure anonymity of participants. 

Data Analysis  

Data were exported from REDCap to SPSS software, version 25. Initial data cleaning 
procedures were performed. These procedures included recharacterizing responses, 
removing nonsensical, irrelevant entries, and ensuring data integrity. Descriptive 
statistics were computed to summarize frequencies and percentages of each response 
item. Further analysis was conducted by stratifying responses to questions reviewing 
strengths (pertaining to healthcare services currently received by clients), gaps 
(identifying areas for improvement in addressing healthcare needs), and client needs 
(highlighting the most requested or utilized health services by clients).  

Results 

Demographics 

Respondents reported employment at four different sites. The largest proportion of 
responses came from housing support workers (26.7%), followed by outreach or shelter 
workers (16.7%), operational support workers (16.7%), and program or service 
coordinators (15%). Positions occupied by the remaining respondents are outlined in 
Table 1. No personal demographics, such as age, gender, ethnicity, sexual orientation, 
were collected to mitigate the risks of participant anonymity and confidentiality. 

Perceived Need for Dedicated Shelter Health Services 

The overwhelming majority of client-facing workers (96.7%) responded “agree” or 
“strongly agree” that healthcare services integrated on-site would benefit clients. Two-
thirds (66.7%) of respondents agreed or strongly agreed that it was difficult to refer clients 
to healthcare services, including healthcare practitioners such as family physicians, nurse 
practitioners, or physiotherapists. In contrast, only 20% of respondents agreed or strongly 
agreed that it was difficult to refer clients to social services, such as Ontario Works or 
housing workers, despite the commonly fragmented nature of these services. Full survey 
responses are outlined in Tables 2, 3, and 4. 

Most Requested and Most Pressing Health Needs 

The survey assessed participant perceptions about the most requested and pressing 
health services needed by clients, based on their interactions, revealing important 
insights about substance use and mental health services for PEH in Windsor. Harm 
reduction and safe supply were identified as the most requested services by clients (65% 
of respondents), followed by addiction support worker/counseling (48.3%) and 
addiction medicine physician support (43.3%). However, when asked about the most 
pressing health needs, client-facing workers prioritized mental health 
support/counseling (76.7%) and physician support for severe mental health conditions 
(66.7%), with addiction medicine physician support following at 56.7%. This difference 
warrants attention. Other reported highly requested services included wound care 
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(63.3%), and mental health support or counseling (58.3%). Similarly, staff also prioritized 
wound care, with 63.3% indicating it as a critical health need. Full survey responses are 
available in Tables 5 and 6.  

Perceived Gaps and Strengths in Service Provision 

Most respondents surveyed (65%) expressed that their clients received delays in 
accessing urgent care, with 25% of respondents declining to answer this question. Only 
10% of respondents expressed there was no delay. Respondents who answered were 
invited to follow-up regarding length of delay. Most follow-ups indicated there was a 
delay of over one week. Full survey responses are outlined in Tables 7 and 8. Respondents 
were asked about factors they perceived to be contributing to the delays. The most chosen 
responses were mistrust of the medical community (61.7%), concern about perceived 
stigma experienced by clients (55%), and lack of transportation (50%). Full survey 
responses are available in Table 9.  

The three most identified gaps in the current referral and healthcare provision system 
in Windsor by respondents were timely care (58.3%), flexibility and ease of access to care 
(56.7%), and person-centered care (50%). Identified strengths about the current system 
were proximity to healthcare services (46.7%), person-centered care (33.3%), and low 
administrative barriers (30%). The inconsistencies between reported strengths and 
weaknesses may be attributed to the early implementation phases of Windsor shelter 
health services at the time of survey distribution. At that time, service provision varied 
across the four shelter locations, with certain sites offering access to both physicians and 
nurses for more comprehensive care, whereas others relied solely on nurses providing a 
more limited clinical scope. Additionally, certain sites have previously benefited from 
greater healthcare resources than others, such as intermittent access to physicians and 
nurse practitioners. Therefore, identifying person-centered care as a strength and 
weakness of the current services provided to PEH may reflect responses from workers at 
sites offering varying levels of healthcare. Moreover, this discrepancy may have also 
reflected staff observations regarding health care services used by clients in Windsor at 
large, not only at their specific sites. Full survey responses are available in Tables 10 and 
11. These gaps and strengths provide opportunities for improvement and foundations 
for any future shelter health services in Windsor, respectively. 

Discussion  

This study provides evidence of the need for an integrated shelter health program for 
the Windsor-Essex region. More notably, our results outline the components of such a 
program that can fill gaps and address the unique needs of PEH in Windsor-Essex. 
Similar barriers to healthcare experienced by PEH have been reported in other Canadian 
cities larger than the city of Windsor, such as Toronto, Vancouver, and Montreal (City of 
Toronto, 2024; Latimer et al., 2020; MacKinnon et al., 2021). However, these cities often 
have further developed and integrated shelter health programs delivering healthcare, 
such as the CATCH-H program (ICHA, 2015). Through the results of this study, there 
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exists the opportunity to tailor shelter health services to the specific needs of PEH in 
Windsor.  

Needs and Gaps in Service Provision. 

When comparing the context of Windsor with that to other Canadian cities, there are 
parallels across the healthcare needs of PEH throughout these various jurisdictions, but 
with some being uniquely relating to Windsor, Ontario.  

Emphasis on Primary Care 

In a 2015 Calgary study, PEH, and staff were interviewed regarding perceived 
healthcare needs and barriers. Themes that emerged from this study included increased 
need for mental health and addictions services, and allied health professionals in Calgary 
(Campbell et al., 2015). Our Windsor survey found strikingly similar needs identified by 
client-facing staff, including mental health and addictions support.  Interestingly, the 
need for increased allied health professionals, including nursing, dentistry, optometry, 
pharmacy, and rehabilitation was emphasized in the Calgary study as opposed to 
primary or urgent care. In comparison, our survey respondents felt that access and 
referral to basic health services, namely primary care physicians was a pressing need. 
Windsor lacked a formal and robust dedicated shelter health services at the time this 
survey data was collected, which led to larger gaps in physician-provided medical 
services and not just allied health professionals. In contrast, Calgary is a larger urban 
center with potentially more existing dedicated service options for PEH, such as The 
Mustard Seed and CUPS , two local, non-profit service agencies that provide primary 
care, specialist, and allied healthcare services (Grewal, 2019). Therefore, there was a 
higher priority in Windsor to ensure clients can first access primary care before recruiting 
and expanding allied health professional services.   

Comprehensive Psychiatric Care and Harm reduction 

Data from Toronto’s 2024 Street Needs Assessment revealed that 44% of respondents 
who experienced homelessness or were precariously housed reported mental health 
issues, defined in the survey as self-identified depression, post-traumatic stress disorder, 
or bipolar disorder, with a further 18% reporting a concurrent substance use issue (e.g., 
opioids, alcohol) (City of Toronto, 2024). Despite this prevalence of substance use issues, 
21% of respondents were not receiving supports despite them expressing the need for it 
(City of Toronto, 2024). Similarly, the need for harm reduction, including safe supply (i.e., 
providing prescribed medications as a safer alternative to illegal substances), was 
emphasized in our Windsor study as it was identified as the most requested service by 
clients. Although mental health was not listed as the leading pressing healthcare need for 
PEH by client-facing staff, it was highlighted, demonstrating a need for comprehensive 
psychiatric care. This difference between requested and perceived pressing needs merits 
attention. The high request rate for harm reduction services (65%) suggests an immediate 
and recognized need among clients, while the staff's prioritization of mental health and 
physician addiction support may reflect their observations of concurrent disorders 
requiring comprehensive care. The data indicates a need for an integrated approach that 
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addresses both immediate harm reduction needs and longer-term mental health and 
addiction treatment support.  

The need for harm reduction services is particularly relevant in the Windsor context, 
given the lack of access to supervised consumption services and formal safer supply 
programs (Wilhelm, 2024). At the time of survey completion, the majority of safe 
consumption sites across the province of Ontario were closing and being replaced by 
Homelessness and Addiction Recovery Treatment (HART) Hubs (Government of 
Ontario, 2024). Therefore, the high request rate for harm reduction services suggests a 
potential service gap needing to be addressed in Windsor and other larger jurisdictions. 
While our survey did not  measure actual service utilization rates, the consistent 
identification of both harm reduction and addiction medicine support as key needs 
suggests that a comprehensive substance use strategy should be a core component of 
shelter health services. The survey also revealed specific barriers that may impact access 
to substance use services. Among factors contributing to delays in care, 46.7% of 
respondents indicated that client concerns about lack of access to substances and 
potential withdrawal were significant barriers. This finding suggests that any service 
model needs to consider how to maintain continuity of care while addressing substance 
use needs. Moreover, given that continuity of care is a need that is broadly seen across 
Canadian jurisdictions (Campbell et al., 2015; Khandor et al., 2007), this gap should be 
reflected in public health policies. 

Integration of Services at Service Hubs  

A core feature of a successful shelter health network in Windsor is the creation of 
integrated care, that is the co-location of interdisciplinary healthcare and social services. 
For timely and accessible services to be provided, clients should be able to access these 
services in a centralized and familiar location. Based on survey results, delays in service 
access were strongly attributed to a lack of transportation for PEH. This highlights the 
importance of co-locating and integrating services to mitigate this barrier to care. 
Moreover, there are a variety of different pressing needs that were emphasized by staff, 
including dental care, wound care, and counseling/support workers. This broad range 
of needed services again highlights the importance of offering broad healthcare and social 
services in one accessible location, alongside partnerships for quick access to specialized 
care for PEH.  

As seen in the Calgary and Toronto studies, similar pressing needs were identified 
with emphasis on addictions, nursing staff providing wound care, and mental health 
counseling (Campbell et al., 2015; City of Toronto, 2024). This demonstrates the need for 
multiple interdisciplinary services and healthcare providers, such as addiction medicine 
specialists, psychiatrists, primary care physicians, pharmacists, dentists, nurses, and 
more, all in one familiar, accessible location to PEH. Although in our survey, client-facing 
staff report an easier referral process to social services, this does not necessarily equate to 
timely services being provided. Thus, the integrated healthcare services at shelters may 
provide the opportunity for seamless service delivery and adherence to management. 
With co-location and integration, there is also the potential for continuity of care as clients 
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become known to healthcare providers and social workers as a team. Clients may be more 
likely to attend follow-up care and afford treatment with assistance in navigating 
different service providers and engaging in continuity in care, for which previous benefits 
on mental and physical health were seen in CATCH participants in Toronto when paired 
with case managers (Stergiopoulos et al., 2018). Moreover, co-location of services may 
lead to increased ease of referral, case-sharing, and collegiality between providers, 
whereas community referrals in different locations may not provide this advantage.  

Benefits of co-location can be seen when we assess already available integrated      
models of care. For example, co-located and interdisciplinary healthcare services are a 
well-established model in the form of Family Health Teams (FHTs), which provide allied 
health professional services to complement medical staff (Kolluru, 2022). FHTs have been 
shown to provide increased services, access to physicians, and patient satisfaction (Somé 
et al., 2020).  Integrated, interdisciplinary care teams have also shown promising results 
in improved outcomes regarding substance use, mental health symptoms, and hospital 
readmission (Stergiopoulos et al., 2018). As outlined above in previous literature 
(Kolluru, 2022; Stergiopoulos et al., 2018), co-location and integration between 
multidisciplinary services offers potential in improving health outcomes of PEH if it can 
be applied in the context of Windsor.  

Access to Coordinated Shelter Health Services  

A highlight of shelter health services includes coordinated access, which we are 
defining in this article as the ability for timely referral made from one provider to another 
working in either the healthcare or social service spheres, leading to increased 
accessibility. This survey highlights an important contrast between ease of access to social 
services versus healthcare services, where access to social services was perceived to be 
less difficult than accessing healthcare services. In Canada, primary care forms much of 
the initial contact point for most patients to receive specialized services, including 
medical specialists, allied healthcare professionals, or social services (Hobson, 2019). 
Difficulties navigating the Canadian healthcare system are present, especially for 
marginalized communities like PEH (Khandor et al., 2007). Part of this can be attributed 
to a decentralized and fragmented provincial healthcare system, weaknesses in current 
referral systems, and lack of connection between different healthcare organizations, as 
data and information sharing between providers has not been unified (Hobson, 2019). 
Social services face their own concerns of fragmentation and lack of integration 
nationally, with some $33.5 billion in 2019 spent on 167,000 fragmented service (Turner 
et al., 2019).      However, Windsor may be unique in that PEH-staff find social services 
easier to navigate than healthcare services due to increased cohesion in a smaller city 
context. Therefore, having a comprehensive team of service providers should lead to 
fewer delays in accessing healthcare services for PEH and improved efficiency in 
accessing wrap-around services without redundancy. This discrepancy in ease of access 
could also be attributed to the perception of urgency towards social services leading to 
easier and more prompt access as compared to healthcare service benefits. 
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Ongoing work is continuing to standardize practice, define functions, and create 
expectations of the delivery of primary care in Ontario. In 2019, Ontario Health Teams 
(OHT) were introduced as an integrated care delivery model where healthcare 
organizations work together to provide holistic and coordinated care for patients 
(Association of Municipalities of Ontario [AMO], 2024). They include sectors such as 
primary care, home and community care, and mental health, among many others, OHTs 
present an opportunity to unify services needed for PEH. Many OHTs have emerged, 
such as Western Toronto Ontario Health Team or the Greater Hamilton Health Network 
(GHHN), working to provide wraparound community support and services to low-
income individuals by partnering with supportive housing providers. GHHN has been 
able to connect primary care physicians to residents in about 50 subsidized homes across 
the city (AMO, 2024). Moreover, the Guelph Wellington OHT has contributed to the 
development of a 32-bed permanent supportive housing unit. The Windsor-Essex OHT 
(WE-OHT) has also been able to provide and contribute services to support the WSH 
(Windsor-Essex Ontario Health Team, 2024). This presents opportunities to further 
develop coordinated access for shelter clients, aiding the navigation piece of healthcare 
access in Canada. In addition, a novel approach that Windsor has taken to streamline 
information between healthcare providers is creating an outpatient platform of our 
existing hospital’s electronic medical record to be used at various shelters. This allows 
healthcare providers offering treatment to PEH at shelters to know what services were 
offered to them at hospitals and vice versa. Coordinating services, however, will require 
further interorganizational and interprofessional cooperation between different service 
organizations in the Windsor-Essex region, alongside unified strategy, policies, and 
alignment in approach.  

Another avenue where coordinated care can be accomplished is through 
centralization of referral processes. There have been increasing calls for centralized 
referral systems in Ontario throughout the past decade (McAlister, 2020), and centralized 
referral systems have continued to develop in Ontario. For example, Waterloo-
Wellington region has a centralized referral system for mental health and crisis services 
in the Here 24/7 program, connecting clients from providers or institutions to 
appropriate support (CMHA-Waterloo-Wellington, 2025). Coordinating with key 
community stakeholders such as the municipal government, the local OHT, and 
homelessness services provides a pivotal combination to initiate coordinated access.  

Need for Public Health Policy Change 

 Increased acknowledgement that lack of accessible healthcare plays a large role in the 
maintenance of housing status and vulnerability to homelessness is critical. There is a 
long-held acknowledgement that health status and housing status are connected, in that 
ill health can predispose individuals to homelessness, while homelessness can impact 
health status (Chenier, 1999). However, government policy has not incorporated this two-
fold interaction into its policies on addressing homelessness (Chenier, 1999). Although 
more focus has been dedicated to Housing First strategies where it emphasizes moving 
PEH rapidly to stable housing, PEH experiencing healthcare barriers can impact long 
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term stability, perpetuating declining health outcomes and homelessness. Despite 
organizational efforts that have been made by advocacy and governmental institutions, 
including funding of our shared EMR as well as expanding services and staff on-site, 
there is a need for focused regional policy dedicated to providing formal, direct, and 
accessible healthcare services to PEH for the Windsor region. Future solutions directed 
at meeting health needs of PEH should include an integrated strategy that addresses 
housing needs and health and social care based on the unique circumstances of PEH, as 
many studies have shown this to have a positive effect on health (Buccieri, 2016). In the 
meantime, overwhelming survey results show action is required now to meet healthcare 
accessibility, currently by providing on-site, accessible, direct medical services to PEH.  

Strengths and Limitations 

Limitations include constraints related to the survey design, including a modest 
sample size (n = 60), disproportionate responses across sites, and reliance on client-facing 
staff perceptions rather than the perspectives of people experiencing homelessness 
themselves. Disproportionate response from limited sites might be attributed to number 
of client-facing staff present, with more responses coming from larger, higher staffed 
service centers. There may also be fewer healthcare services offered at sites with fewer 
responses, prompting survey recipients to be less able to answer the survey questions. 
These aspects present a challenge to the validity of the needs based on the survey. In 
exploring the perceived needs of PEH through client-facing workers, we were able to 
capture a broader set of service navigation needs, but we did not capture responses from 
PEH themselves. Their perspectives will be explored in future research.       Additionally, 
the survey results reflect only the healthcare challenges of PEH in Windsor, Ontario, 
which affect the generalizability of results to other urban centers in Canada. Nonetheless, 
the survey was developed and refined by interdisciplinary team members in 
collaboration with local stakeholders, enabling it to more adequately cover and 
contextually address topics that were specific to the local region. Lastly, challenges were 
faced in capturing the full range of views with client-facing workers. Specifically, our 
survey provided multiple choice options, and it was difficult to integrate the free-text 
perception of needs by client-facing workers into our results.  

Conclusion 

Homelessness has been increasing across the Windsor-Essex region. There are 
significant gaps in healthcare access with the current system of preventative and primary 
care for PEH in Windsor. PEH accessing shelter services face many challenges, including 
substance use and healthcare accessibility due to lack of stability in their day-to-day lives. 
Client-facing workers identified specific challenges facing PEH in Windsor, including the 
need for increased mental health support, substance use support, harm reduction, and 
primary care. Our survey shows strong support by client-facing workers to provide direct 
and accessible medical services for PEH. Future pillars of WSH include co-location of 
interdisciplinary health services and coordinated access. To fully optimize the impact of 
these initiatives, changes will need to occur at the policy level regarding housing strategy 
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and its integration with healthcare for PEH and underhoused populations. There is a 
need for policy to address these gaps and variation in needs for PEH in Windsor. The city 
of Windsor stands positioned to improve the healthcare of its more vulnerably housed 
populations.  
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Supplemental Materials 

Box. 1  

Survey Dimensions 

Dimension Item Description 

Perception of the utility of on-
site healthcare services 

Belief in benefit of consistent, formal healthcare 
services program directly offered on-site  

Difficulty in referral processes Perceived ease or difficulty of referring unhoused 
clients to healthcare and social services. 

 
Emotional and moral distress Experiences regarding the level of emotional and 

moral distress associated with referring clients to 
healthcare and social services. 

Most requested health 
services 

Most frequently requested health services by clients. 

Pressing health needs Perceptions of most pressing health needs, from the 
perspective of service providers  

Delays in receiving care observed delays in clients’ access to healthcare 
services and perceived contributing factors  

Strengths and gaps in 
healthcare services 

Perceived strengths and gaps of healthcare services 
provided to unhoused clients  

Total Number of Respondents from Each Agency and Job Respondents 
Table 1.  
Demographics of Survey Respondents 

  n % 

Agency A 9 15 

B 25 41.7 

C 5 8.3 

D 20 33.3 

Other* 1 1.7 

Total 60 100 

Respon
dent 
Job 
Title 

Housing Support Worker  16 
26.7 

Outreach or Shelter Support Worker  10 16.7 
Operational Support  10 16.7 
Prefer not to say 5 8.3 
Program/Service Coordinator 9 15 
Other  9 15 
Total 59 98.3 
Missing  1 1.7 
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Q3: Believe clients would benefit from healthcare services offered at center 
Table 2.  
Client-Facing Worker Response to Benefits of Direct Healthcare Services at Center 

Response n % 

Strongly agree 46 76.7 

Agree 12 20 

Total 58 96.7 

Missing 2 3.3 

 60 100 

Q4: Difficulty Referring Clients to Healthcare 
Table 3.  
Survey results on difficulty referring to healthcare services 

Response n % 

Strongly agree 18 30 

Agree 22 36.7 

Neutral 9 15 

Disagree 3 5 

Strongly Disagree 2 3.3 

N/A 4 6.7 

Total 58 96.7 

Missing 2 3.3 
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Q5: Difficulty referring to social services  
Table 4.  
Survey Results on Difficulty Referring to Social Services 

Response n % 

Strongly agree 2 3.3 

Agree 10 16.7 

Neutral 17 28.3 

Disagree 20 33.3 

Strongly Disagree 6 10 

N/A 4 6.7 

Total 59 98.3 

Missing 1 1.7 

Q8a: Most requested/used health services by your clients (select up to 7) 
Table 5.  

Most Requested Healthcare Needs by Clients as Assessed by Client-Facing Workers 

Response n % of total 
(n=60) 

Emergency services for medical emergencies (e.g. heart 
attack, head trauma, seizure, stroke, etc.) 20 33.3 

Acute medical issues (e.g. cough/cold symptoms, blood 
pressure checks, lumps/bumps, injuries, bladder infections, 
etc.) 29 48.3 

Chronic disease management (e.g. mild-moderate diabetes, 
high blood pressure, heart disease, lung disease) 22 36.7 

Maternal healthcare 3 5 

Sexual health 18 30 

Cancer screening (e.g. lung cancer, breast cancer - 
mammograms, colon cancer - FIT tests/colonoscopies, 
prostate cancer, cervical cancer - PAP tests, skin cancer) 4 6.7 

Chronic pain management 24 40 

Medical (physician) support for severe mental health 
conditions 24 40 

Mental health support/counseling 35 58.3 

Addictions medicine physician support 26 43.3 
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Access to harm reduction and/or safer supply 39 65 

Addiction support worker/counseling 29 48.3 

Palliative care 0 0 

Assistance in obtaining a new OHIP card 22 36.7 

Support with form completion 22 36.7 

Support with system navigation 19 31.7 

Dental care 28 46.7 

Foot care 17 28.3 

IV antibiotics 6 10 

Minor procedures (sutures/stitches, etc.) 10 16.7 

Vaccinations 6 10 

Wound care 38 63.3 

Medication adherence and management (including 
prescription renewals) 21 35 

Q8b: Do you consider to be the most pressing health issues for your client (select up to 7) 
Table 6.  
Most Pressing Healthcare Needs by Clients as Assessed by Client-Facing Workers 

Response n % of total 
(n=60) 

Emergency services for medical emergencies (e.g. heart attack, 
head trauma, seizure, stroke, etc.) 15 25 

Acute medical issues (e.g. cough/cold symptoms, blood 
pressure checks, lumps/bumps, injuries, bladder infections, 
etc.) 24 40 

Chronic disease management (e.g. mild-moderate diabetes, 
high blood pressure, heart disease, lung disease) 20 33.3 

Maternal healthcare 15 25 

Sexual health 26 43.3 

Cancer screening (e.g. lung cancer, breast cancer - 
mammograms, colon cancer - FIT tests/colonoscopies, 
prostate cancer, cervical cancer - PAP tests, skin cancer) 18 30 

Chronic pain management 23 38.3 

Medical (physician) support for severe mental health 
conditions 40 66.7 

Mental health support/counseling 46 76.7 
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Addictions medicine physician support 34 56.7 

Access to harm reduction and/or safer supply 22 36.7 

Addiction support worker/counseling 32 53.3 

Palliative care 9 15 

Assistance in obtaining a new OHIP card 22 36.7 

Support with form completion 12 20 

Support with system navigation 15 25 

Dental care 30 50 

Foot care 20 33.3 

IV antibiotics 13 21.7 

Minor procedures (sutures/stitches, etc.) 19 31.7 

Vaccinations 9 15 

Wound care 38 63.3 

Medication adherence and management (including 
prescription renewals) 29 48.3 

Q11: Clients experience delay in accessing urgent care  
Table 7 

Response n % 

Yes 39 65 

No 6 10 

Don't know 9 15 

N/A 1 1.7 

Missing 5 8.3 

Total 60 100 
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Q12: If yes, how long of a delay?  
Table 8 

Response n % 

<1week 7 11.7 

1+ week 29 48.3 

Missing 24 40 

Total 60 100 

Q13: Factors Contributing to a delay 
Table 9 

Response n % of total (n=60) 

Lack of transportation 30 50 

Lack of appreciation of 
urgency of the situation 24 40 

Other priorities 13 21.7 

Fear/mistrust of the 
medical community 37 61.7 

Concern about perceived 
stigma they may 
experience 33 55 

Lack of health insurance 
(e.g., OHIP card or other 
form of insurance) 22 36.7 

Administrative barriers 
(i.e., form completion) 18 30 

Concern about lack of 
access to substances and 
potentially going into 
withdrawal 28 46.7 

Not sure 0 0 

Other 4 6.7 
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Q14: Have you identified any strengths about the healthcare services that your clients are 
currently receiving (in any/all locations/venues)? 
Table 10 

Response n % 

Timely care 6 10 

Ease of access to care - proximity 28 46.7 

Ease of access to care - flexibility (i.e. hours available, etc.) 10 16.7 

Ease of access - referrals to specialty physician services  5 8.3 

Person-centered care (empathetic healthcare provider, positive client 
experience, sensitive, respectful) 20 33.3 

Expertise of healthcare providers 11 18.3 

Low administrative barriers 18 30 

Ability to maintain ongoing relationship with healthcare providers 13 21.7 

Integration between healthcare providers and/or healthcare services 7 11.7 

Not sure 11 18.3 

Other 3 5 

Q15: Have you identified any gaps or areas for improvement in helping to address the healthcare 
needs of your clients?  
Table 11 

Response n % 

Timely care 35 58.3 

Ease of access to care – proximity 18 30 

Ease of access to care - flexibility (i.e. hours available, etc.) 34 56.7 

Ease of access - referrals to specialty physician services  24 40 

Person-centered care (empathetic healthcare provider, positive client 
experience, sensitive, respectful) 30 50 

Expertise of healthcare providers 10 16.7 

Low administrative barriers 20 33.3 

Ability to maintain ongoing relationship with healthcare providers 26 43.3 

Integration between healthcare providers and/or healthcare services 21 35 

Not sure 3 5 

Other 1 1.7 

 


