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Introduction 

Acquired brain injury (ABI) is disproportionately prevalent among people 
experiencing homelessness compared with the general population, underscoring major 
equity gaps in prevention and care (Andersen et al., 2014; Nikoo et al., 2017; O'Connor et 
al., 2022; Song et al., 2018; Stubbs et al., 2020; Topolovec-Vranic et al., 2017). For the 
purposes of this article, we adopt the definition of homelessness provided by the 
Canadian Observatory on Homelessness, which defines homelessness as "the situation of 
an individual, family or community without stable, safe, permanent and appropriate 
housing, or the immediate prospect, means and ability of acquiring it" (Gaetz et al., 2012). 
ABIs refer to damage that occurs to the brain after birth and can be either traumatic or 
non-traumatic in origin (Goldman et al., 2022). Traumatic injuries, commonly referred to 
as traumatic brain injuries (TBIs), are caused by an external force to the head, such as a 
fall or motor vehicle accident. Non-traumatic injuries, on the other hand, result from 
internal pathological processes induced by a stroke, brain tumour, brain infection, 
substance misuse, or anoxia (Goldman et al., 2022). The consequences of ABI are 
numerous, spanning cognitive, physical, psychological, behavioural, and sensory 
domains (Hendryckx, 2025; Gorgoraptis et al., 2019; Maggio et al., 2022; Nowell et al., 
2020; Pepping et al., 2025; Shields et al., 2016). Although recovery is possible, ABI can 
result in long-term impairments depending on the severity of the injury and on access to 
rehabilitation services (Corrigan et al., 2025; Dams-O'Connor et al., 2023; Mahoney et al., 
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2021; Ponsford et al., 2014). Given these enduring impacts, ABI is increasingly being 
conceptualized not only as an acute event but as a chronic health condition, leading many 
scholars to advocate for its formal recognition as such (Corrigan et al., 2025; Dams-
O'Connor et al., 2023; Masel & DeWitt, 2010; Wilson et al., 2017). 

Most studies addressing the issue of ABI among people experiencing homelessness 
have primarily sought to document its prevalence (Andersen et al., 2014; Nikoo et al., 
2017; O’Connor et al., 2022; Song et al., 2018; Stubbs et al., 2020; Oddy et al., 2012; 
Topolovec-Vranic et al., 2012; Topolovec-Vranic et al., 2017). TBI is the most frequently 
documented form of ABI in this population. A recent meta-analysis reported prevalence 
rates of 53.1% for TBIs of any severity and 22.5% for moderate-to-severe TBIs among this 
population, which far exceed rates found in the general population (Stubbs et al., 2020). 
Some studies have examined the prevalence of non-traumatic ABIs among people 
experiencing homelessness, revealing higher rates of stroke (Al-Shakarchi et al., 2020; Lin 
et al., 2024; Nanjo et al., 2020; Zhou et al., 2019), substance-related brain injuries (Gilchrist 
& Morrison, 2005; Van Draanen et al., 2020), and injuries to the brain related to 
strangulation and oxygen deprivation (Esopenko et al., 2024; Sun et al., 2025). Fewer 
studies have examined the temporal dimension of ABI in relation to trajectories of 
homelessness (Adshead et al., 2021; Chassman et al., 2022; Cusimano et al., 2021; 
Jubinville et al., 2025; Topolovec-Vranic et al., 2014). The findings show that most 
individuals who experienced homelessness had their first ABI prior to their first episode 
of homelessness (Chassman et al., 2022; Cusimano et al., 2021; Jubinville et al., 2025; 
Topolovec-Vranic et al., 2014). However, the relationship between ABI and homelessness 
is considered bidirectional, as ABI can act as a turning point and a pivotal moment 
towards homelessness, and homelessness can increase the risk of further ABIs occurring, 
notably in contexts involving violence or substance use (Jubinville et al., 2025; Stubbs et 
al., 2020). 

People experiencing or at risk of homelessness who have sustained an ABI therefore 
require continued, multisectoral support involving coordination between health and 
social sectors across the life course. These institutional services could help prevent 
homelessness among people with an ABI and support those who are homeless to become 
housed (Jubinville et al., 2025). Multisectoral collaboration, involving the physical 
disability, mental health, addiction, housing, homelessness, youth protection and judicial 
sectors, are crucial given that this population often has multiple physical and mental 
health needs, as well as many social vulnerabilities (Barry et al., 2024; Fazel et al., 2014; 
Gutwinski et al., 2021; Richards & Kuhn, 2023). A life course perspective, where services 
are easily accessible and offered to individuals across the lifespan as needs arise (Halfon 
& Hochstein, 2002), is also needed given the high prevalence of adverse childhood 
experiences (Larkin & Park, 2012; Liu et al., 2021; Radcliff et al., 2019) and pediatric ABI 
in this population (Adshead et al., 2021; Jubinville et al., 2025). Despite this, current 
institutional healthcare systems remain ill-equipped to respond to intersecting 
neurocognitive, mental health, and social needs (Jubinville et al., 2025; Kennedy et al., 
2025; Warren et al., 2025). Studies have documented how people experiencing 
homelessness with concurrent ABI, mental health, and substance use challenges 
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encounter profound barriers in accessing both housing and healthcare, often due to 
fragmented and siloed healthcare service structures (Jubinville et al., 2025; Warren et al., 
2025), further exacerbating health and social inequities for people experiencing 
homelessness (Kennedy et al., 2025). Results from these studies have reported 
mismatches between healthcare service structures and the realities faced by people 
experiencing homelessness, as well as the need to rethink service organisation by 
promoting intersectoral collaboration and offering more flexible, tailored services 
(Jubinville et al., 2025; Warren et al., 2025). 

Despite documented needs, rehabilitation and ABI-specific long-term support 
services for people experiencing homelessness with ABI remain limited (Jubinville et al., 
2025; Warren et al., 2025). A recent literature review by Chan et al. (2022) examined 
existing international rehabilitation practices for this group. While this review identified 
many promising multidisciplinary interventions delivered in community settings to 
improve services for people experiencing homelessness and ABI, including adapting 
community environments and providing multisectoral healthcare services in community 
settings, the authors note the importance of documenting the facilitators and challenges 
to implementation in local contexts. 

The current study is part of a broader collaborative research project funded by the 
provincial government in the province of Quebec, Canada. A research team, composed 
of researchers and health and social service practitioners in the fields of both ABI and 
homelessness was formed following a funding call launched by the provincial 
government to enhance knowledge on people experiencing homelessness or at risk of 
homelessness who have sustained an ABI and intervention approaches for this 
population. Two committees were established to facilitate the design and implementation 
of the project: a lived expertise committee comprising two individuals with experience of 
homelessness and ABI, and an advisory committee comprising intervention and service 
management experts specialising in ABI, homelessness and housing, mental health and 
addiction, and behaviour management services. The collaborative research project 
consisted of three main phases, two of which have already been completed: 1) a review 
of existing literature on secondary and tertiary strategies for preventing homelessness 
among adults with an ABI (Ducharme et al., 2026), and 2) individual interviews with 
people experiencing homelessness with an ABI (Jubinville et al., 2026a; Jubinville et al., 
2026b). These interviews documented key moments in participants' lives and the turning 
points that led to homelessness (Jubinville et al., 2026a). The interviews also explored the 
participants' met and unmet needs in their daily lives and across the services involved in 
their trajectories, documenting instances where services were or could have been helpful 
(Jubinville et al., 2026b). This paper corresponds to the final phase of the project, in which 
the results from the previous phases were compiled and triangulated with the 
perspectives of those involved in the service trajectories of this population: healthcare 
professionals, community workers, and managers. 

The aim of this study was twofold: (1) to document the current gaps in services offered 
to people with ABI who are experiencing or at risk of homelessness from a life course 
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perspective; and (2) to identify the barriers to implementing services to prevent and 
reduce homelessness for people with ABI in the province of Quebec context. 

Methods 

A descriptive qualitative design was used, allowing the researcher to remain close to 
the data while providing useful, practical descriptions that can inform practice (Doyle et 
al., 2020; Sandelowski, 2010). Focus groups were used to collect data, which was analysed 
using Paillé and Mucchielli’s (2021) thematic analysis method to identify descriptive 
themes reflecting the participants' perspectives. 

Participants 

Participants were service providers and managers from the sectors involved in the 
service trajectories of people experiencing homelessness who have sustained an ABI in 
both institutional and community settings. This included the mental health, addiction, 
physical disability, housing, homelessness, youth protection, and judicial sectors in the 
two largest cities of Quebec. To capture diversity across service types and the life course, 
organisations and programmes were purposively selected, targeting teams likely to work 
with people experiencing homelessness with an ABI from early childhood to advanced 
adulthood. This included teams working in areas such as youth protection, long-term 
care, and emergency shelters, as well as those providing permanent housing. This 
selection was informed by life history mapping interviews conducted with people 
experiencing homelessness and ABI, which explored service use and identified points at 
which services had been, or could have been, particularly useful (Jubinville et al., 2026a). 
We used a snowball sampling strategy (Naderifar et al., 2017), starting with committee 
members informing their teams and partners of the project and gauging their interest in 
participating. Once authorised, the research team then contacted interested individuals 
to present the project in more detail, establish their availability and interest in 
participating, and verify their eligibility. To take part in the study, candidates had to meet 
the following criteria: 1) work in Quebec’s health and social services system or in a 
community setting providing services to people experiencing homelessness or people 
with brain injuries; 2) have held a position for at least one year involving regular 
interactions with people experiencing or at risk of homelessness with ABI; 3) be able to 
speak and understand conversational French. Individuals who did not meet these criteria 
were excluded from the study. Recruitment continued until data saturation was reached, 
when no new themes emerged from the data (Patton, 2014). In total, fourteen participants 
across three focus groups were included.  

Data Collection 

The focus groups were led on a rotational basis by three members of the research 
team: two graduate students in Rehabilitation Sciences [RD and WJ] and a Professor of 
Occupational therapy [LR]. All three facilitators had prior clinical experience of working 
with people experiencing homelessness, as well as experience of conducting qualitative 
research in the fields of both homelessness and ABI. A co-facilitator was present at each 
session to support group dynamics, take notes, and assist with the technical aspects of 
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data collection [Groups 1 and 2: WJ; Group 3: LR]. The first two focus groups were 
conducted at the researchers' affiliated research centres, while the third was conducted 
online via the Zoom videoconferencing platform. Prior to the group discussions, 
participants received an email containing an information and consent form describing 
the project's objectives and the data collection procedures. Written informed consent was 
obtained electronically, and participants also completed a socio-demographic 
questionnaire online. None of the participants withdrew after expressing initial interest 
in taking part in the study. Reflexive field notes were taken throughout to enhance 
transparency and reflexivity (Phillippi & Lauderdale, 2018). 

Each group discussion began with a brief presentation summarizing prior 
international literature on rehabilitation practices for people experiencing homeless with 
ABI (Chan et al., 2022) and strategies for preventing homelessness among individuals 
with ABI (Ducharme et al., 2026), to the ground discussion. To enhance the discussions, 
the participants were given a diagram showing how the services identified in the 
literature were linked to the life trajectories of homeless individuals with ABI, as explored 
in a previous study conducted by our research team (Jubinville et al., 2026a). This 
diagram illustrated the context and timing at which each service could be delivered. The 
discussion guide, developed by the research team, prompted participants to discuss 
points of convergence and divergence with services currently offered in the province of 
Quebec. Participants were also encouraged to reflect on the challenges and opportunities 
related to implementing such practices in the provincial health and social service system. 
Each focus group lasted approximately 90 minutes and included four to six participants 
from diverse sectors. Please refer to Table 1 for information on how participants were 
distributed across the focus groups. 

Data Analysis 

The focus groups were audio-recorded and transcribed verbatim. These transcripts 
were then subjected to thematic analysis, in accordance with the steps outlined by Paillé 
and Mucchielli (2016). Most of the thematic analysis steps were carried out by the lead 
author [WJ], a doctoral student in Rehabilitation Sciences with training and experience in 
qualitative analysis, under the close supervision and collaboration of [LR], a researcher 
with extensive experience in qualitative research. First, the transcripts were read in their 
entirety several times to allow the researcher to familiarise himself with the data. A line-
by-line analysis was then conducted to identify and thematize units of meaning, i.e., 
passages corresponding to themes related to the research objectives. Once this process 
had been applied to the complete data set, the themes were grouped into broader 
categories by identifying similarities, complementariness, differences, and repetition in 
the data. An inductive thematical tree was then developed to structure the relations 
between the categories and identify thematic groupings. These were presented at team 
meetings for discussion with the broader research team [WJ, LR, RD, and CB], which led 
to the identification of the four main themes presented in this article. 
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Member Checking Process   

To enhance the credibility of our findings, we re-established contact with all 
participants in the focus group discussions and sought their opinions on the findings 
(Doyle, 2007; Elo et al., 2014). We emailed participants and provided them with the study 
findings, inviting them to confirm whether these accurately reflected their opinions and 
perspectives on the issue. Participants were also encouraged to report on anything 
relevant to the study's objectives that had not been identified in the analysis. This 
validation process confirmed that the results were meaningful and accurate from the 
participants’ point of view. It also provided additional insights and examples that 
deepened our understanding of the results. Incorporating this feedback further 
reinforced the analysis's credibility and trustworthiness. 

Ethical Considerations 

The research project was approved by the Research Ethics Committee on addiction, 
social inequalities, and public health of the CIUSSS du Centre-Sud-de-l’Île-de-Montréal, 
project number 2024-2031. All procedures complied with institutional regulations. 

Findings 

Fourteen individuals – healthcare professionals, including neuropsychologists, 
occupational therapists, social workers, registered nurses, community workers, and 
community sector managers – participated in the group discussions. They worked in 
various practice settings and represented services involved in the care of people 
experiencing homelessness with an acquired brain injury. These included physical 
rehabilitation services in TBI, youth protection services, long-term care facilities, 
detention centers, outreach teams specialising in addiction and homelessness, and 
community housing organizations. Table 2 synthesizes the participants' 
sociodemographic characteristics and experiences. Eight participants (57%) were reached 
for the member checking process. 

Four main themes emerged from the analysis: 1) Complexity of access to health 
services, 2) Systemic lack of competence in the care of individuals with ABI in situations 
of social vulnerability, 3) Implicit norms of conformity within the health care system and 
rapid labeling, and 4) Individual and community consequences. Extracts from the 
interviews were translated from French to English by the first author. 

Table 1.  

Distribution of Participants in Focus Groups 

 Group 1 Group 2 Group 3 

Practice settings 
Community sector (n=7) 
Healthcare system (n=5) 
Socio-judicial sector (n=2) 

 
4 
2 
0 

 
2 
2 
0 

 
1 
1 
2 

Staffing categories 
Community worker (n=5) 

 
2 

 
2 

 
1 
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Community sector manager 
(n=2) 
Neuropsychologist (n=2) 
Social worker (n=2) 
Occupational therapist (n=1) 
Registered nurse (n=1) 
Human relationships counselor 
(n=1) 

 
2 
1 
1 
0 
0 
 
0 

 
0 
0 
0 
0 
1 
 
1 

 
0 
1 
1 
1 
0 
 
0 

Table 2.  

Sociodemographic Characteristics and Work Experience of Participants 

Characteristics  N (%)   

Gender  
Women 
Men 

  
11 (79%) 
3 (21%)  

Work sector 
Community sector 
Healthcare system 
Judicial sector 

 
7 (50%) 
5 (36%) 
2 (14%) 

Years of experience Mean: 12.9 years  
Median: 15.0 years  
Standard deviation: 8.48  
Range: 1.5 to 31 years 

Education level   
Diploma of college studies (technical 
stream) 
Bachelor’s degree 
Master’s degree 
Doctoral degree 

  
 
7 (27%)  
11 (42%)  
1 (4%)  
7 (27%)  
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Figure 1.  

Conceptual Model of the Mismatch Between Individuals with ABI Experiencing Homelessness 
and the Healthcare System 

 

Theme 1: Complexity of Access to Health Services 

Participants described how strict eligibility criteria to general and specialized 
healthcare services, and fragmented service structures limited access to services for 
people experiencing homelessness with ABI – a population that participants understood 
as complex and often affected by other comorbidities. 

Sub-Theme 1.1. Strict and Poorly Adapted Conditions to Access health Services 

Several participants discussed the multitude of criteria required to access health 
services, and how these criteria act as barriers for people experiencing homelessness with 
an ABI. They reported that even services designed to be 'adapted' to the needs of 
homeless individuals often require patients to meet numerous eligibility criteria: 
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There are services that could meet the needs of people experiencing homelessness, but even if 
they exist, can people experiencing homelessness really access them? Do they truly have access, 
or not? Do they have to tick certain boxes, and does that end up excluding some people in the 
process? – Participant 12, health professional. 

Some participants, for instance, expressed frustration that administrative 
requirements posed a major barrier to accessing a family physician for people 
experiencing homelessness: 

Someone experiencing homelessness can’t register with the access registry to get a family 
physician because they don’t have an address... come on! – Participant 13, health 
professional. 

Having access to a family doctor also means having access to a phone, so they can answer when 
the registry calls to assess them. There are so many layers to this that people [who are homeless] 
often end up without a doctor... – Participant 11, Community worker. 

Participants also emphasised that access to specialised ABI rehabilitation services 
depends on having an official diagnosis, severely limiting service access for people 
experiencing homelessness. They noted that many of these individuals never receive a 
diagnosis due either to the context of occurrence of the brain injury (situations of 
interpersonal violence, for instance) or to a lack of access to assessment and referral 
services, which, in turn, prevents them from accessing specialized services: 

There’s a major gap in services for people without an official diagnosis. As they weren’t 
diagnosed when the injury occurred, they don’t receive the necessary support. This makes 
interventions even more complex. A diagnosis could legitimise some of their behaviours and 
lead to adapted services and tools. – Participant 11, community worker. 

Several participants questioned the necessity of requiring a diagnosis before offering 
ABI-related rehabilitation interventions. Given the high prevalence of ABI among 
marginalized groups, some advocated for a proactive approach: 

I find it frustrating that we wait for a diagnosis before intervening. Services are based on a 
diagnosis. But if we're helping someone get housing in a community setting, why not act as if 
they have an ABI? At worse, it's [the diagnosis] useless. In the best case, [the diagnosis] helps 
someone who really needs it. Now, we act as if most people don’t have an ABI. What if we 
switched and assumed everyone did? – Participant 12, health professional. 

Other participants agreed with this idea, stressing that ABI-informed interventions do 
not necessarily require that services be provided by specialised professionals, but do 
require adequate training and supervision to ensure that staff, such as community 
workers, can identify and respond appropriately to the needs associated with ABI: 

These interventions don't need to come from doctors or neuropsychologists. Special educators 
can deliver this information. It's mostly education and training in compensatory strategies. 
It’s not rocket science! These are relatively basic strategies that could benefit everyone. – 
Participant 13, health professional. 
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Sub-Theme 1.2. A Complex Service Organisation for Clients With Multiple Health and 
Social Needs 

The complexity of service organisation in the healthcare system was described as a 
significant barrier, particularly for individuals with both TBI and other comorbidities. 
Participants particularly criticized the healthcare system’s inability to integrate physical 
and mental health services into a single service: 

There’s this dichotomy in the health system – either physical or mental health. People are 
shunted back and forth and don’t receive the services they need. But they often need support 
in several areas, and we can’t offer everything in one place. – Participant 13, health 
professional. 

This rigidity contributes to the 'revolving door' phenomenon, whereby individuals are 
repeatedly referred elsewhere and never receive the full range of services they require: 

It's a revolving door effect. Every time a case becomes too complicated, the person is referred 
elsewhere, and so on. People stop opening up because they know that, after two or three 
meetings, they’ll be referred elsewhere once again. It’s a snowball effect. – Participant 10, 
community worker. 

Participants emphasised that this rigid organisation of health services, combined with 
strict access conditions, poorly aligns with the urgent needs of people experiencing 
homelessness, often resulting in missed opportunities: 

It can be hard to reach that point [specialised ABI rehabilitation services], especially given that 
people with ABI may be less patient with the healthcare system. There’s a small window of 
opportunity when they’re motivated to work on a specific goal like this, and we have to be ready 
to act. Sometimes, however, that window is too short to get them into specialised services. – 
Participant 11, community worker. 

They advocated rethinking the organisation of services based on functional needs 
rather than diagnoses, allowing for holistic, integrated services for vulnerable 
populations with multiple comorbidities: 

Services are organised by diagnosis, not by function, role or occupation. If we could redesign 
the health system to include a programme specifically designed for people experiencing 
homelessness, diagnoses would matter less. What would matter is functioning. But instead, 
we’re stuck with “you need a diagnosis to get services”, which ends up being a barrier. – 
Participant 12, health professional. 

Theme 2:  Systemic Lack of Competence in the Care of Individuals with ABI in 
Situations of Social Vulnerability  

Participants addressed the significant knowledge gap in caring for individuals 
experiencing social vulnerability who have sustained an ABI and who also present with 
other health issues. 

Participants from the healthcare network first discussed their lack of knowledge and 
training regarding social vulnerability, particularly homelessness, adversity, and 
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psychological traumas. Several stated that they had not received appropriate training 
during their academic education or continuing professional development on the reality 
of homelessness and the cognitive effects of multiple psychological traumas: 

I don’t often hear people talking about the biological impact of repeated traumas on brain 
functioning. And it doesn’t even have to be physical. For example, the period from birth to the 
age of two is a really sensitive time. The brain is developing so much that a difficult 
psychosocial context can have an impact. The effects are sometimes equivalent to those of a 
blow to the head, but it's not even considered. – Participant 12, healthcare professional. 

Participants who did not work in ABI-specialised settings also mentioned their lack 
of knowledge about ABI itself and the resulting symptoms, particularly cognitive and 
behavioural ones: 

It's only now that I'm hearing about this [ABI]. It's not normal because it really affects the 
population I work with every day. I find that, as practitioners, we’re not informed enough 
about this […]. This should start in school programmes and in social programmes in general. 
Maybe we could stop that kind of cycle of accumulating consequences and try to break the 
chain by destigmatising, informing and educating. – Participant 11, community worker. 

Participants also reported that this lack of knowledge in caring for individuals with 
ABI in situations of social vulnerability restricts the ability of healthcare professionals, 
and consequently the health system, to assess individuals with multiple comorbidities, 
including ABI and substance use disorders. People experiencing homelessness who use 
psychoactive substances or have a mental health diagnosis may therefore struggle to 
obtain an ABI diagnosis and may be quickly discharged from hospital settings: 

When homeless individuals are brought to or go to the emergency room, the most salient 
[urgent] factor will be considered. However, as these situations are often complex and multiple 
comorbidities may be present, the analysis is often fragmented and may lead to other crucial 
areas being overlooked. This is a clientele that is at risk of being released quickly without a 
thorough assessment, limiting referrals to appropriate resources. However, given the 
prevalence of a history of ABI, substance use disorders, and other comorbidities, these factors 
would benefit from systematic screening. – Participant 3, healthcare professional. 

This systemic lack of competence negatively affects access to ABI diagnoses and 
specialised rehabilitation services, as well as the overall care these individuals receive. 
This results in interventions that are neither priority-based nor tailored to the patients’ 
needs: 

Sometimes, a lack of understanding in our clinical settings about certain issues—and 
conversely, a lack of awareness and understanding of ABI in other settings—leads to 
interventions that are less well adapted. We could have supported that person better. Maybe 
that housing option was good at first, but there might have been another step before that, 
involving other practitioners who were much more specialised [in addressing the person’s main 
difficulties] than us – Participant 6, healthcare professional. 
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Theme 3: Implicit Norms of Conformity Within the Healthcare System and Rapid 
Labeling 

Building on the previous themes, participants described how implicit behavioural 
norms reinforce system rigidity and shape institutional responses. Participants discussed 
the many implicit norms within the healthcare system that patients are expected to follow 
– norms that people experiencing homelessness with ABI often struggle to meet. These 
implicit norms influence how behaviours are interpreted and the type of responses and 
interventions deployed by institutions. This often results in rigid, normative responses, 
such as labelling patients as ‘difficult’ or ‘non-compliant, withdrawing or restricting 
services, prioritising behavioural control over clinical adaptation, and excluding 
individuals from care settings or support services, rather than implementing flexible, 
trauma- and ABI-informed interventions.  

Sub-Theme 3.1: The Gap Between Implicit Norms and Observed Behaviours 

Participants mentioned the existence of many unspoken norms within the healthcare 
system. For instance, professionals expect service users to be polite, to be motivated, to 
play an active role in their recovery, and to refrain from using psychoactive substances. 
Several participants emphasised the discrepancy between these expectations and the 
realities faced by people experiencing homelessness, particularly those with an ABI or 
substance use disorder. They described how behaviours resulting from ABI are viewed 
as violations of norms rather than consequences of injury, even in specialised ABI 
rehabilitation units: 

In cases of severe behavioural issues, even trained staff still react. They expect patients to be 
polite and say thank you, but they can’t […] You can't just react to impulsivity (with 
impulsivity). They’ve been dealing with this for years [managing challenging behaviors]. That 
[specialized] unit has existed for sixteen years now, and they’re still struggling with this. – 
Participant 7, healthcare professional. 

Participants also highlighted that people with ABI often struggle to express 
themselves and communicate their needs clearly. Failure to be understood by staff can 
quickly lead to impulsive behaviour and other issues that professionals may view as 
problematic. 

On top of that, if the person is impulsive and unable to make themselves understood and 
becomes frustrated as a result, services kind of abandon them and the pain won't be managed 
properly. – Participant 9, healthcare professional. 

The discrepancy between implicit norms and the behaviours exhibited by people 
experiencing homelessness with an ABI can quickly lead to their being labelled as 
'difficult' or even 'bad' patients. This labelling happens even faster when the patient has 
comorbidities that professionals perceive negatively, such as mental health disorders or 
substance use: 

How many times have I heard, "Oh no, he's a junkie" or "Oh, but he uses; we can't treat 
him"? But if you managed it properly, maybe they wouldn't need to use [drugs]. They're in 
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pain. If you were in the same situation, you'd be in pain too and want to be treated. At some 
point, when you're in pain, you're bound to lose your temper. Now they’ve lost it, they’re not 
nice. They’re the bad patient. – Participant 9, healthcare professional. 

This labelling also occurs in youth protection settings, where a diagnosis of 
behavioural problems is made quickly without a thorough evaluation of the potential 
underlying causes of the behaviours. 

When young people have behavioural difficulties during their follow-up with youth protection, 
not many people ask, "Are there any underlying causes?" It's easy to just say, “They have 
behavioural problems” […] and then use that as a justification to withhold services. I then see 
the path to criminalisation happening really quickly. Some kids, aged just 5, are already being 
told they'll end up in jail. – Participant 12, healthcare professional. 

Participants reported that people experiencing homelessness who have multiple 
comorbidities, including ABI, often have all their problems attributed to substance use or 
mental health issues, which results in interventions that are poorly suited to their needs. 
Several participants emphasised that individuals experiencing homelessness who seek 
health services are quickly labelled as “substance users”. This leads professionals to 
attribute all their symptoms to substance use and to forgo a more thorough assessment: 

They'll say, "Well, there's nothing we can do anyway. We’re just putting out fires. This is 
someone who brought this misery on themselves.” I think all the biases that the system 
perpetuates inevitably affect care as well. – Participant 6, healthcare professional. 

Consequently, symptoms that could be related to ABI – such as impulsivity, 
behavioural issues, chronic pain, memory problems, or other cognitive symptoms – are 
quickly attributed to substance use or psychiatric disorders, while the ABI is overlooked 
in the clinical picture: 

I had a man [patient] who was homeless. After his ABI, he had severe prosopagnosia, meaning 
he couldn’t recognise faces. He could recognise my voice, but not my face. We'd pass each other 
in the hallway for months, and he'd never recognise me. Then you put him back into a 
community where he’d been dealing drugs and had been exploited, and that makes him 
vulnerable. It’s common. But if you don’t know that, he looks like someone who’s aloof, who 
doesn’t care or isn't interested. – Participant 3, healthcare professional. 

This clinical reductionism means that people with an ABI, who are vulnerably housed 
and present with multiple comorbidities, do not receive specialised rehabilitation 
services and are left with significant unmet needs. Some are also excluded from vital 
resources such as shelters because of behaviours stemming from their health-related 
condition: 

Things [symptoms] are often blamed on a personality disorder — like the person is narcissistic 
or aggressive —, but it’s really behavioural and cerebral in origin. That’s what leads to them 
being kicked out of shelters or services and denied access to care. – Participant 11, community 
worker. 
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Sub-Theme 3.2: Normative Responses to Observed Gaps 

Participants criticized the rigid normative and punitive responses of healthcare staff 
to the observed discrepancies between implicit norms and patients’ behaviour. Many 
emphasised the significant consequences these responses can have, including the abrupt 
termination of services and ensuing revolving door phenomenon: 

For example, someone may show up at the emergency department with a problem, but they're 
kicked out as soon as there's a behavioural issue — maybe just asking a little too intensely for 
services — and then that's it. – Participant 9, healthcare professional. 

They [healthcare professionals] are still very much in the discipline mindset rather than 
prevention. “That’s just how it works [in the health care system]. It has to work like that. 
[There are rules to follow].”  […] They don’t mean any harm, but there's still a lot of “You 
don’t do this”, “You're shouting”, “You go there”, and with ABI clients, that doesn’t work. – 
Participant 7, healthcare professional. 

Sub-Theme 3.3: Inadequate Interventions Based on a Partial and Discriminatory 
Understanding of the 'Difficult Patient' 

This partial understanding results in interventions that are poorly adapted to patients’ 
needs. Participants described two dominant responses: an emphasis on personal 
accountability for behaviour, and a shift towards psychiatric explanations. Both of these 
responses overlook impairments related to ABI. Healthcare professionals often focus on 
holding patients accountable for problematic behaviours or referring them to psychiatric 
services, rather than addressing the ABI. 

We'll try to make the person take responsibility, but they don't always have [the capacity] to 
do it on their own. – Participant 3, healthcare professional. 

She [a patient with an ABI] was referred to a personality disorder program, and then they had 
this strict follow-up protocol. But it was such a rigid protocol [that she got excluded from the 
program because she was unable to follow it because of her ABI] – listen, I was reacting over 
the phone. I said, ‘No, no—come on! She needs your help.’ They said, ‘Her personality disorder 
is too severe!’”– Participant 6, healthcare professional. 

Participants also pointed out how high levels of autonomy and personal 
accountability are expected from patients as they navigate the healthcare system – 
something often unrealistic for people with an ABI – leading to premature case closures 
despite persistent needs: 

They [healthcare professionals] can’t just say, “When she’s ready to take charge of her life, 
we’ll provide her with services.” This approach is very cost-effective for the system because 
they [healthcare professionals] can close files. I mean, it’s true time-wise! There’s a high 
turnover when you operate like that […] – Participant 4, community worker. 

Some participants also noted that these punitive approaches are prevalent in youth 
protection settings, where problematic behaviours are met with a focus on accountability 
or even criminalisation, rather than a rehabilitative approach: 



Jubinville et al.: Policy Gaps and Structural Injustices in Care of People Experiencing Homelessness with Acquired Brain Injury  
 

285 | International Journal on Homelessness: https://ijoh.ca 

[In Youth Protection], it's not a rehabilitative approach. When problematic behaviours emerge 
[…] there’s the Youth Criminal Justice Act, and judicialization starts from a very young age 
when there are behavioural problems or grounds for endangerment. It’s built into the law. So 
even when there’s an underlying problem like that, there’s no rehabilitation. They say it’s 
rehabilitation, but it’s basically a carceral environment for adolescents. – Participant 12, 
healthcare professional.  

Theme 4: Individual and Community Consequences 

Participants discussed the numerous consequences that can result from the previously 
mentioned themes, namely service exclusion, non-use of health services and the burden 
placed on community organisations that are left to offer services to individuals with 
complex health conditions despite lacking the necessary expertise and operating in an 
unfavourable socioeconomic context. 

Theme 4.1: Limited Access to Services Due to Exclusion and Non-Use Despite Significant 
Need 

Several participants observed exclusion from services following behaviours that 
transgress implicit or explicit institutional norms: 

In the rehabilitation centre, the patient wasn’t allowed to use substances; otherwise, they’d be 
expelled. They weren’t allowed to use at all. We knew that the patient used substances. They 
sustained another brain injury and we’re trying to provide rehabilitation [services], but the 
services don't meet all the needs of people experiencing homelessness. – Participant 12, 
healthcare professional. 

Participants also discussed the phenomenon of non-usage of healthcare services. They 
noted that people experiencing homelessness often refuse to access necessary services, 
including those related to an ABI. Several reasons for this were given, including negative, 
stigmatising experiences within the healthcare system, a lack of consideration for their 
social vulnerability and long waiting times: 

The hospital's view is often, "Oh, he doesn't want services, but he always ends up here, so 
we'll issue a [legal] mandate [making treatment compulsory]", but that’s not always true or 
necessary. It often breaks the connection [therapeutical alliance] with the person. So, they 
won’t want to go back [to the hospital]. – Participant 7, healthcare professional. 

Now he [patient] is definitely traumatised by hospitals. He doesn’t even know why he doesn’t 
want to go; he just says, "I don’t feel like it". It’s weird. Bleeding from the face and not wanting 
to go to the hospital? That’s something... – Participant 8, community worker. 

Theme 4.2: Responsibility Shifted to the Community Sector 

This exclusion from health services, or non-usage of them following negative 
experiences, results in the responsibility for care falling on the community sector. 
Community workers report feeling like imposters due to a lack of knowledge about how 
to care for people with ABI. 
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And then you end up with them and you're like: What do I do now? They can’t make 
themselves understood because of all that. It’s true that working with them is intense. The ones 
I see with symptoms like that are very difficult to work with to try to help them keep their 
housing. – Participant 8, community worker. 

Many community workers expressed feelings of discouragement regarding care for 
people experiencing homelessness with ABI, due to worsening sociopolitical factors such 
as the housing crisis and lack of funding for community homelessness services: 

I feel powerless about homelessness in general and the increase in homelessness' Seventy-five 
percent of the new requests are from people who have never used our services before. It’s been 
like this for a year. It’s awful! And nothing more is being done. So yes, we’re aware of the 
situation. If it took 20 years to get a psychiatrist on board — because before, we didn’t even 
talk about ABI, only mental health — how long will it take to get ABI services? – Participant 
1, community organisation manager. 

I have a waiting list of 76 names for ABI supportive housing, so we can’t take everyone. Where 
do they go? They’re not going to long-term care. In standard apartments, they’ll get evicted. 
Eventually, they end up back on the street. – Participant 2, ABI community organisation 
manager. 

These cumulative consequences perpetuate a cycle of marginalization and exclusion, 
highlighting the urgent need for structural changes to the design and delivery of services 
for people experiencing homelessness with an ABI. 

Discussion 

This study identified several policy gaps and structural injustices that limit the 
implementation of preventative, supportive and rehabilitation services tailored to people 
with ABI at risk of experiencing homelessness. Participants, healthcare professionals and 
community workers who work closely with people experiencing homelessness and ABI, 
identified several barriers, including a complex access to proper care, implicit norms of 
conformity, diagnostic overshadowing, and systemic lack of competence regarding the 
care of individuals with ABI in situations of social vulnerability, all causing severe 
individual and community consequences.  

Our findings can be interpreted through the lens of stigmatisation frameworks and 
the Inverse Care Law, which was initially developed by Tudor Hart (1971). According to 
the Inverse Care Law, the availability of high-quality healthcare varies inversely with the 
population's level of need, a disparity that is exacerbated when healthcare systems are 
influenced by structural pressures and market forces (Hart, 1971). Addison et al. (2025) 
build on this concept by showing that stigma is a key mechanism through which the 
Inverse Care Law is perpetuated. Their study shows that people living in marginalised 
conditions, such as those who use illegal drugs, experience long waiting periods, 
compassion fatigue from healthcare professionals, complex service systems and 
discriminatory interactions when trying to access healthcare services (Addison et al., 
2025). These factors undermine access to and the quality of care they receive. Our findings 
illustrate how these dynamics manifest in a specific way among people experiencing both 
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homelessness and ABI: complex access to services, implicit norms of conformity, 
misattribution of symptoms to a single visible cause and a lack of systemic competence 
in caring for socially vulnerable individuals with ABI all lead to stigmatising practices 
that limit access to services and diminish their quality. Together, these mechanisms 
illustrate how structural stigma (Goffman, 1963), such as rigid eligibility rules to access 
services and fragmented systems that are complex to navigate, relational stigma 
(Goffman, 1963), such as rapid negative labelling of “bad patients”, and normative 
responses to observed gaps, converge to sustain the Inverse Care Law, creating a cycle of 
exclusion and unmet healthcare needs that disproportionately affects the most 
vulnerable. 

In his 1963 essay ‘Stigma’, Goffman suggests that “society establishes the means of 
categorizing persons and the complement of attributes felt to be ordinary and natural for 
each of those categories. Social settings establish the categories of persons likely to be 
encountered here. When a stranger comes into our presence, then, first appearances are 
likely to enable us to anticipate his category and attributes, his ‘social identity’” (p.2). 
Goffman notes that the anticipations of how people from certain categories should act are 
transformed from normative expectations into demands, as if the person is obligated to 
conform to what we expect from them.  

This conceptualisation can be applied to the findings of the present study. First, we 
expect patients to behave a certain way when seeking services. As highlighted in the 
study’s findings, we expect patients to be polite with health care professionals, play an 
active role in their recovery and restraint from using psychoactive substances. When 
these norms, or demands as Goffman suggests, aren’t respected, rigid normative 
reactions occur. The policy gaps and structural injustices identified in this study are 
directly influenced by stigma and have significant consequences for people experiencing 
homelessness with ABI by limiting their access to healthcare services, despite their 
significant needs. Furthermore, numerous studies have documented the detrimental 
impact of stigma on the healthcare access and quality of services for marginalised 
populations, including individuals experiencing homelessness, those with mental health 
conditions, or those with substance use disorders (Klein et al., 2022; Pilleron et al., 2024; 
Riffel & Chen, 2020; Sulzer, 2015). The findings also align with more recent social theories 
of exclusion, in particular intersectionality (Crenshaw, 1989). Intersectional theories posit 
that historically devalued social identities (linked for instance to gender, race, social class, 
disability or other social categories) do not create independent processes of exclusion, but 
rather complex, intersecting processes where one negative label may reinforce others. In 
our study, for instance, the observed behaviours attributable to disability status may have 
reinforced negative stereotypes related to social class or condition (i.e. poor or homeless 
people being seen as more reactive and impulsive and more prone to substance use). 
Although the findings of the current study do not allow for an in-depth analysis of the 
impact of other important social categories such as gender or race, recent studies in ABI 
rehabilitation highlights that Black service users may be particularly at risk of service 
exclusion (Omar et al., 2024). 
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Several solutions can reduce the impact of stigma on the access to and quality of care 
experienced by homeless people with brain injuries. One approach is to loosen the criteria 
for accessing services, drawing inspiration from the low-threshold service model. Low-
threshold service models are designed to maximise accessibility for individuals facing 
multiple and intersecting barriers to care (Wagner et al., 2021). They are characterised by 
flexible eligibility criteria and minimal administrative requirements. They also emphasise 
meeting individuals where they are, rather than requiring them to be ready, stable or 
compliant to access services. Originally developed in community and harm reduction 
settings, these approaches aim to reduce stigma and exclusion by shifting the 
responsibility for adaptation from service users to service systems (Wagner et al., 2021). 
Several studies have demonstrated the benefits of this approach for vulnerable groups, 
including people who use illicit substances (Beaugard et al., 2024; Nordeck et al., 2021; 
Wagner et al., 2021), First Nations communities (Davy et al., 2016; Goulet-Stock et al., 
2025), members of the two-spirit, lesbian, gay, bisexual, transgender, queer, intersex, and 
additional people who identify as part of the sexual and gender diverse community 
(2LGBTIQA+) community (Bonett et al., 2025) and people experiencing homelessness 
with various health conditions (Hickey et al., 2022; Kennedy  et al., 2024). This idea of 
low-threshold services could also be applied to the concept of rehabilitation potential. To 
access a rehabilitation program after an ABI, individuals must generally be assessed as 
having “good rehabilitation potential,” meaning that a professional believes that 
intensive services will enable a return to a satisfactory level of independence and social 
reintegration. However, the perception of rehabilitation potential is influenced by 
various clinical factors, such as severity of injury, comorbidities, age, history of ABI, 
psychosocial factors (motivation, social support, perceived behaviors), and 
organizational factors (availability of resources, administrative criteria, pressure on 
length of stay) (Lam Wai Shun et al., 2017; 2022). These judgments, which are often 
subjective, can lead to the exclusion of people in vulnerable situations, such as those 
whose lives have been marked by homelessness, mental health disorders, or substance 
use, from ABI rehabilitation services. Drawing inspiration from the low-threshold 
services model, a more inclusive approach to rehabilitation could aim to relax these 
criteria and recognize the value of tailored interventions even for people with “uncertain 
potential.” This approach would promote greater equity of access and prevent clinical or 
administrative judgments from reproducing existing inequalities (Nelson et al., 2023; 
Chan et al., 2024). 

Another, complementary approach, consists in the development of integrated and 
intersectoral care for this population. Building bridges between ABI rehabilitation and 
the different sectors that are likely to provide services to individuals with ABI at risk of 
homelessness (youth protection, adult and juvenile correctional and justice settings, 
community services) appears necessary to reduce barriers to appropriate care. A recent 
review on homelessness interventions for individuals with ABI conducted by our 
research team identified promising approaches to integrate ABI services with multiples 
sectors, including homelessness, criminal justice, housing, mental health and substance 
use, through coordinated healthcare models, consultation services, case management and 
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service provider training (Ducharme et al., 2026). These approaches showed positive 
effects on multiples homelessness risk and perpetuating factors, such as housing stability, 
employment, social engagement and access to health and community services 
(Ducharme et al., 2026). 

Our results demonstrate the significant impact of stigma on people experiencing 
homelessness when they try to access healthcare services. It is essential to recognise 
stigma as a social process that operates both structurally and interpersonally to 
understand the barriers these individuals face. Healthcare professionals working with 
this population need to develop an awareness of how implicit biases can influence their 
attitudes, communication and decision-making. However, such awareness cannot rely 
solely on individual reflection. Organisational and educational efforts are also required 
to raise professionals' awareness of the intersection between homelessness and ABI, 
foster empathy, and reduce prejudicial attitudes that perpetuate exclusion within the 
healthcare system. 

A lack of general knowledge about the cognitive consequences of ABI, including 
behaviours that are considered problematic or challenging, leads to misunderstandings 
among professionals and community workers, and inappropriate responses. Our results 
also demonstrate the urgent need to support healthcare professionals and community 
workers in their interactions with individuals exhibiting challenging behaviours. While 
theories of stigmatisation and the rigid functioning of the healthcare system are 
important factors, the difficulties in intervening with people exhibiting challenging 
behaviours cannot be attributed solely to these aspects. Such behaviours can cause 
significant stress for clinical teams, who may experience fear due to a lack of resources to 
ensure their own safety and that of others, as well as feelings of helplessness (Block et al., 
2023). When faced with these situations repeatedly and without adequate support, 
practitioners may adopt more restrictive or even punitive practices (Butterworth et al., 
2022). 

Strengths and Limitations 

This study has several strengths that are worth highlighting. Firstly, participants were 
recruited from a range of services likely to work with people who are homeless or at risk 
of homelessness, and who have experienced a brain injury at some point in their lives. 
Secondly, adopting a life course perspective enabled the study to offer a more 
comprehensive understanding of how homelessness prevention efforts can be situated 
across the lifespan. Rather than focusing solely on interventions when individuals are 
already experiencing homelessness, this approach involved engaging sectors that 
intervene at different stages of life, such as youth protection, health, social, and judicial 
services. The diversity of the participants is another strength, as we were able to recruit 
professionals from various fields, such as occupational therapy, neuropsychology, social 
work, nursing and community work, from several different settings. Another strength is 
that we brought together health professionals and community workers who are not 
accustomed to working together regularly, with some even exchanging contact 
information to continue discussions and establish informal collaborations. This cross-
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sector dialogue fostered a mutual understanding of the realities of providing services and 
helped to identify concrete ways to improve coordination. One limitation is that 
participants were only recruited in the urban cities of Montreal and Quebec City. As 
services, including healthcare and those offered by community organisations, vary 
greatly from one region to another, barriers can also vary significantly. Another limitation 
of the study is that it did not explicitly explore intersectional forms of marginalization. 
While participants discussed stigma related to ABI and homelessness, the ways in which 
other identities, such as sexual orientation, gender identity, ethnic background and 
religion, may further shape experiences of stigma and access to services, were not 
examined specifically. 

Conclusion 

This study highlighted several systematic gaps in the services offered to people 
experiencing homelessness with ABI, resulting in significant consequences for 
individuals and communities. These findings can be interpreted in terms of 
stigmatisation theories, which can explain how stigma impacts access to and the quality 
of services provided. The findings inform service providers and policymakers of the need 
to reconsider service delivery to better meet the complex needs of this vulnerable 
population.   

Funding Details  

This work was supported by the Fonds de recherche du Québec – Société et culture 
under Grant #2024-0TIS-339764. The submitted work is a part of the first author’s [WJ] 
PhD thesis, who is supported by research scholarships from the Fonds de recherche du 
Québec - Santé (2024-2025 – BF3 – 342384), the Ordre des ergothérapeutes du Québec, the 
Centre for Interdisciplinary Research in Rehabilitation of Greater Montreal, the Centre de 
recherche de Montréal sur les inégalités sociales, les discriminations et les pratiques 
alternatives de citoyenneté (CREMIS), and from Université de Montréal. 

Disclosure Statement  

The authors report there are no competing interests to declare.  

Acknowledgements 

We would like to thank the article reviewers for their time and contributions to 
revising and enhancing this manuscript.  

References 

Addison, M., Scott, S., Bambra, C., & Lhussier, M. (2025). Stigma and the inverse care law: 
Experiences of ‘care’for people living in marginalised conditions. Sociology of Health 
and Illness, 47(1), e70000. https://doi.org/10.1111/1467-9566.70000 

Adshead, C. D., Norman, A., & Holloway, M. (2021). The inter-relationship between 
acquired brain injury, substance use and homelessness; the impact of adverse 
childhood experiences: An interpretative phenomenological analysis study. Disability 
and Rehabilitation, 43(17), 2411-2423. https://doi.org/10.1080/09638288.2019.1700565 



Jubinville et al.: Policy Gaps and Structural Injustices in Care of People Experiencing Homelessness with Acquired Brain Injury  
 

291 | International Journal on Homelessness: https://ijoh.ca 

Al-Shakarchi, N. J., Evans, H., Luchenski, S. A., Story, A., & Banerjee, A. (2020). 
Cardiovascular disease in homeless versus housed individuals: A systematic review 
of observational and interventional studies. Heart, 106(19), 1483-1488. 
https://doi.org/10.1136/heartjnl-2020-316706 

Andersen, J., Kot, N., Ennis, N., Colantonio, A., Ouchterlony, D., Cusimano, M. D., & 
Topolovec-Vranic, J. (2014). Traumatic brain injury and cognitive impairment in men 
who are homeless. Disability and Rehabilitation, 36(26), 2210-2215. 
https://doi.org/10.3109/09638288.2014.895870 

Barry, R., Anderson, J., Tran, L., Bahji, A., Dimitropoulos, G., Ghosh, S. M., ... & Seitz, D. 
(2024). Prevalence of mental health disorders among individuals experiencing 
homelessness: A systematic review and meta-analysis. JAMA Psychiatry, 81(7), 691-
699. https://doi.org/10.1001/jamapsychiatry.2024.0426 

Beaugard, C. A., Khudairi, F., Yesufu, O., Farina, A., & Laks, J. (2024). “I don’t think of it 
as a shelter. I say I’m going home”: A qualitative evaluation of a low-threshold shelter 
for women who use drugs. Harm Reduction Journal, 21(1), 44. 
https://doi.org/10.1186/s12954-024-00930-1 

Block, H., Bellon, M., Hunter, S. C., & George, S. (2023). Barriers and enablers to managing 
challenging behaviours after traumatic brain injury in the acute hospital setting: A 
qualitative study. BMC Health Services Research, 23(1), 1266. 
https://doi.org/10.1186/s12913-023-10279-z 

Bonett, S., Mahajan, A., da Silva, D. T., Williams, J., Brady, K., Bauermeister, J., & Wood, 
S. M. (2024). Advancing the community plan to end the HIV Epidemic in Philadelphia: 
A qualitative descriptive evaluation of low-threshold PrEP services in sexual health 
clinics. Implementation Science Communications, 5(1), 4. 
https://doi.org/10.1186/s43058-023-00543-y 

Butterworth, H., Wood, L., & Rowe, S. (2022). Patients’ and staff members’ experiences 
of restrictive practices in acute mental health in-patient settings: systematic review 
and thematic synthesis. BJPsych Open, 8(6), e178. 
https://doi.org/10.1192/bjo.2022.574 

Chan, V., Estrella, M. J., Baddeliyanage, R., Shah, R., Babineau, J., & Colantonio, A. (2022). 
Rehabilitation among individuals experiencing homelessness and traumatic brain 
injury: A scoping review. Frontiers in Medicine, 9, 916602. 
https://doi.org/10.3389/fmed.2022.916602 

Chan, A., Ouyang, J., Nguyen, K., Jones, A., Basso, S., & Karasik, R. (2024). Traumatic 
brain injuries: A neuropsychological review. Frontiers in Behavioral Neuroscience, 18, 
1326115. https://doi.org/10.3389/fnbeh.2024.1326115 

Chassman, S., Calhoun, K., Bacon, B., Chaparro Rucobo, S., Goodwin, E., Gorgens, K., & 
Brisson, D. (2022). Correlates of acquiring a traumatic brain injury before experiencing 
homelessness: An exploratory study. Social Sciences, 11(8), 376. 
https://doi.org/10.3390/socsci11080376 

Corrigan, J. D., Hammond, F. M., Sander, A. M., & Kroenke, K. (2025). Model of care for 
chronic brain injury. Archives of Physical Medicine and Rehabilitation, 106(1), 145-149. 
https://doi.org/10.1016/j.apmr.2024.08.001 



Jubinville et al.: Policy Gaps and Structural Injustices in Care of People Experiencing Homelessness with Acquired Brain Injury  
 

292 | International Journal on Homelessness: https://ijoh.ca 

Crenshaw K. (1989) Demarginalizing the intersection of race and sex: A black feminist 
critique of antidiscrimination doctrine, feminist theory and antiracist politics. 
University of Chicago Legal Forum. 1989;1:139–167. 

Cusimano, M. D., Korman, M. B., Carpino, M., Feher, A., Puvirajasingam, J., Zhang, S., ... 
& Tepperman, L. (2021). The temporal relations of traumatic brain injury, 
victimization, aggression, and homelessness: A developmental trajectory. 
Neurotrauma Reports, 2(1), 13-114. https://doi.org/10.1089/neur.2020.0050 

Dams-O'Connor, K., Juengst, S. B., Bogner, J., Chiaravalloti, N. D., Corrigan, J. D., 
Giacino, J. T., ... & Hammond, F. M. (2023). Traumatic brain injury as a chronic disease: 
Insights from the United States traumatic brain injury model systems research 
program. The Lancet Neurology, 22(6), 517-528. https://doi.org/10.1016/S1474-
4422(23)00065-0 

Davy, C., Harfield, S., McArthur, A., Munn, Z., & Brown, A. (2016). Access to primary 
health care services for Indigenous peoples: A framework synthesis. International 
Journal for Equity in Health, 15(1), 163. https://doi.org/10.1186/s12939-016-0450-5 

Doyle, S. (2007). Member checking with older women: A framework for negotiating 
meaning. Health Care for Women International, 28(10), 888-908. 
https://doi.org/10.1080/07399330701615325 

Doyle, L., McCabe, C., Keogh, B., Brady, A., & McCann, M. (2020). An overview of the 
qualitative descriptive design within nursing research. Journal of Research in Nursing, 
25(5), 443-455. https://doi.org/10.1177/1744987119880234 

Ducharme, R., Jubinville, W., Bottari, C., Salazar, A.-P., Thibault, G., Wagner, V., 
Lamontagne, M.-E. et Roy, L. (2026, accepted). Preventing homelessness in adults 
with acquired brain injury: A mixed-methods rapid review. Annals of Physical and 
Rehabilitation Medicine. 

Elo, S., Kääriäinen, M., Kanste, O., Pölkki, T., Utriainen, K., & Kyngäs, H. (2014). 
Qualitative content analysis: A focus on trustworthiness. SAGE open, 4(1), 1-10. 
https://doi.org/10.1177/2158244014522633 

Esopenko, C., Jain, D., Adhikari, S. P., Dams-O'Connor, K., Ellis, M., Haag, H., ... & Wilde, 
E. A. (2024). Intimate partner violence-related brain injury: Unmasking and 
addressing the gaps. Journal of Neurotrauma, 41(19-20), 2219-2237. 
https://doi.org/10.1089/neu.2023.0543 

Fazel, S., Geddes, J. R., & Kushel, M. (2014). The health of homeless people in high-income 
countries: Descriptive epidemiology, health consequences, and clinical and policy 
recommendations. The Lancet, 384(9953), 1529-1540. https://doi.org/10.1016/S0140-
6736(14)61132-6 

Gaetz, S., Barr, C., Friesen, A., Harris, B., Hill, C., Kovacs-Burns, K., Pauly, B., Pearce, B., 
Turner, A., Marsolais, A. (2012). Canadian definition of homelessness. Toronto: 
Canadian Observatory on Homelessness Press. https://homelesshub.ca/wp-
content/uploads/2024/04/COH-Canadian-Definition-of-Homelessness.pdf 

Gilchrist, G., & Morrison, D. S. (2005). Prevalence of alcohol related brain damage among 
homeless hostel dwellers in Glasgow. The European Journal of Public Health, 15(6), 587-
588. https://doi.org/10.1093/eurpub/cki036 

https://homelesshub.ca/wp-content/uploads/2024/04/COH-Canadian-Definition-of-Homelessness.pdf
https://homelesshub.ca/wp-content/uploads/2024/04/COH-Canadian-Definition-of-Homelessness.pdf


Jubinville et al.: Policy Gaps and Structural Injustices in Care of People Experiencing Homelessness with Acquired Brain Injury  
 

293 | International Journal on Homelessness: https://ijoh.ca 

Goffman, E. (1963). Stigma: Notes on the management of spoiled identity. Englewood 
Cliffs, NJ: Prentice-Hall. 

Goldman, L., Siddiqui, E. M., Khan, A., Jahan, S., Rehman, M. U., Mehan, S., ... & Vaibhav, 
K. (2022). Understanding acquired brain injury: A review. Biomedicines, 10(9), 2167. 
https://doi.org/10.3390/biomedicines10092167 

Gorgoraptis, N., Zaw-Linn, J., Feeney, C., Tenorio-Jimenez, C., Niemi, M., Malik, A., ... & 
Sharp, D. J. (2019). Cognitive impairment and health-related quality of life following 
traumatic brain injury. NeuroRehabilitation, 44(3), 321-331. 
https://doi.org/10.3233/NRE-182618 

Goulet-Stock, S., Stockwell, T., Brown, M., Rautenberg, D., & Pauly, B. (2025). A pilot 
evaluation of managed alcohol programs operating in the context of the COVID-19 
pandemic. Harm Reduction Journal, 22(1), 87. https://doi.org/10.1186/s12954-025-
01232-w 

Gutwinski, S., Schreiter, S., Deutscher, K., & Fazel, S. (2021). The prevalence of mental 
disorders among homeless people in high-income countries: An updated systematic 
review and meta-regression analysis. PLoS Medicine, 18(8), e1003750. 
https://doi.org/10.1371/journal.pmed.1003750 

Halfon, N., & Hochstein, M. (2002). Life course health development: An integrated 
framework for developing health, policy, and research. The Milbank Quarterly, 80(3), 
433-479. https://doi.org/10.1111/1468-0009.00019 

Hart, J. T. (1971). The inverse care law. The Lancet, 297(7696), 405-412. 
https://doi.org/10.1016/S0140-6736(71)92410-X 

Hendryckx, C., Couture, M., Gosselin, N., Nalder, E., Gagnon-Roy, M., Thibault, G., & 
Bottari, C. (2025). A window into the reality of families living long term with 
challenging behaviours after a TBI. Neuropsychological Rehabilitation, 35(4), 669-700. 
https://doi.org/10.1080/09602011.2024.2354402 

Hickey, M. D., Imbert, E., Appa, A., Del Rosario, J. B., Lynch, E., Friend, J., ... & Havlir, D. 
V. (2022). HIV treatment outcomes in POP-UP: Drop-in HIV primary care model for 
people experiencing homelessness. The Journal of Infectious Diseases, 
226(Supplement_3), S353-S362. https://doi.org/10.1093/infdis/jiac267 

Jubinville, W., Ducharme, R., Hendryckx, C., Roy, L., & Bottari, C. (2025). Barriers, 
facilitators and solutions to the care of people experiencing homelessness with 
traumatic brain injury in Quebec, Canada: Clinicians’ and concerned parties’ 
perspectives. Disability and Rehabilitation, 47(26), 7063-7072. 
https://doi.org/10.1080/09638288.2025.2496359 

Jubinville, W., Bottari, C., Ducharme, R., Wagner, V., Thibault, G., Dugas, C., 
Lamontagne, M.-E. et Roy, L. (2026). “Overnight, everything changed”: Life courses 
and turning points towards homelessness among people with acquired brain injury. 
Brain Injury, 1–16. https://doi.org/10.1080/02699052.2026.2621162 

Jubinville, W., Roy, L., Ducharme, R., Wagner, V., Thibault, G., Lamontagne, M.-E., & 
Bottari, C. (2026). “I want nothing to do with hospitals anymore”: Met and unmet 
needs of people experiencing homelessness with acquired brain injury. Brain Injury, 
1–13. https://doi.org/10.1080/02699052.2026.2621163 



Jubinville et al.: Policy Gaps and Structural Injustices in Care of People Experiencing Homelessness with Acquired Brain Injury  
 

294 | International Journal on Homelessness: https://ijoh.ca 

Kennedy, F., Ní Cheallaigh, C., Romero-Ortuno, R., Doyle, S. L., & Broderick, J. (2024). 
Outcomes of the LEAP feasibility trial—A low-threshold, exercise programme with 
protein supplementation to target frailty and poor physical functioning in people 
experiencing homelessness and addiction issues. Plos One, 19(5), e0301926. 
https://doi.org/10.1371/journal.pone.0301926 

Kennedy, C. J., Grewal, J., Warren, G., Schmidt, J., Biagioni, J. B., & Garcia-Barrera, M. A. 
(2025). Brain injury, mental health and substance use in homeless populations: 
Community-generated recommendations for healthcare service delivery and 
research. BMC Health Services Research, 25(1), 715. https://doi.org/10.1186/s12913-
025-12835-1 

Klein, P., Fairweather, A. K., & Lawn, S. (2022). Structural stigma and its impact on 
healthcare for borderline personality disorder: A scoping review. International Journal 
of Mental Health Systems, 16(1), 48. https://doi.org/10.1186/s13033-022-00558-3 

Lam Wai Shun, P., Bottari, C., Dubé, S., Grondin, M., & Swaine, B. (2022). Factors 
influencing clinicians' referral or admission decisions for post‐acute stroke or 
traumatic brain injury rehabilitation: A scoping review. PM&R, 14(11), 1388-1405. 
https://doi.org/10.1002/pmrj.12691 

Lam Wai Shun, P., Bottari, C., Ogourtsova, T., & Swaine, B. (2017). Exploring factors 
influencing occupational therapists’ perception of patients’ rehabilitation potential 
after acquired brain injury. Australian Occupational Therapy Journal, 64(2), 149-158. 
https://doi.org/10.1111/1440-1630.12327 

Larkin, H., & Park, J. (2012). Adverse childhood experiences (ACEs), service use, and 
service helpfulness among people experiencing homelessness. Families in Society, 
93(2), 85-93. https://doi.org/10.1606/1044-3894.4192 

Lin, C., DeRussy, A. J., Richman, J. S., & Montgomery, A. E. (2024). Predictors of incident 
stroke and subsequent mortality among a sample of veterans with experience of 
housing instability. Journal of Health Care for the Poor and Underserved, 35(2), 465-480. 
https://doi.org/10.1353/hpu.2024.a928627 

Liu, M., Luong, L., Lachaud, J., Edalati, H., Reeves, A., & Hwang, S. W. (2021). Adverse 
childhood experiences and related outcomes among adults experiencing 
homelessness: A systematic review and meta-analysis. The Lancet Public Health, 6(11), 
e836-e847. https://doi.org/10.1016/S2468-2667(21)00189-4 

Maggio, M. G., Maresca, G., Stagnitti, M. C., Anchesi, S., Casella, C., Pajno, V., ... & 
Calabro, R. S. (2022). Social cognition in patients with acquired brain lesions: An 
overview on an under-reported problem. Applied Neuropsychology: Adult, 29(3), 419-
431. https://doi.org/10.1080/23279095.2020.1753058 

Mahoney, E. J., Silva, M. A., Reljic, T., Dams-O'Connor, K., Hammond, F. M., Monden, K. 
R., ... & Nakase-Richardson, R. (2021). Rehabilitation needs at 5 years post-traumatic 
brain injury: A VA TBI model systems study. The Journal of Head Trauma Rehabilitation, 
36(3), 175-185. https://doi.org/10.1097/HTR.0000000000000629 

Masel, B. E., & DeWitt, D. S. (2010). Traumatic brain injury: A disease process, not an 
event. Journal of Neurotrauma, 27(8), 1529-1540. 
https://doi.org/10.1089/neu.2010.1358 



Jubinville et al.: Policy Gaps and Structural Injustices in Care of People Experiencing Homelessness with Acquired Brain Injury  
 

295 | International Journal on Homelessness: https://ijoh.ca 

Naderifar, M., Goli, H., & Ghaljaie, F. (2017). Snowball sampling: A purposeful method 
of sampling in qualitative research. Strides in Development of Medical Education, 14(3), 
1-6. https://doi.org/10.5812/sdme.67670 

Nanjo, A., Evans, H., Direk, K., Hayward, A. C., Story, A., & Banerjee, A. (2020). 
Prevalence, incidence, and outcomes across cardiovascular diseases in homeless 
individuals using national linked electronic health records. European Heart Journal, 
41(41), 4011-4020. https://doi.org/10.1093/eurheartj/ehaa795 

Nelson, L. D., Temkin, N. R., Barber, J., Brett, B. L., Okonkwo, D. O., McCrea, M. A., ... & 
TRACK-TBI Investigators. (2023). Functional recovery, symptoms, and quality of life 
1 to 5 years after traumatic brain injury: Findings from the TRACK-TBI Study. JAMA 
Network Open, 6(3), e233660. https://doi.org/10.1001/jamanetworkopen.2023.3660 

Nikoo, M., Gadermann, A., To, M. J., Krausz, M., Hwang, S. W., & Palepu, A. (2017). 
Incidence and associated risk factors of traumatic brain injury in a cohort of homeless 
and vulnerably housed adults in 3 Canadian cities. The Journal of Head Trauma 
Rehabilitation, 32(4), E19-E26. https://doi.org/10.1097/HTR.0000000000000262 

Nordeck, C. D., Buresh, M., Krawczyk, N., Fingerhood, M., & Agus, D. (2021). Adapting 
a low-threshold buprenorphine program for vulnerable populations during the 
COVID-19 pandemic. Journal of Addiction Medicine, 15(5), 364-369. 
https://doi.org/10.1097/ADM.0000000000000774 

Nowell, C., Downing, M., Bragge, P., & Ponsford, J. (2020). Current practice of cognitive 
rehabilitation following traumatic brain injury: An international survey. 
Neuropsychological Rehabilitation, 30(10), 1976-1995. 
https://doi.org/10.1080/09602011.2019.1623823 

O'Connor, T. A., Panenka, W. J., Livingston, E. M., Stubbs, J. L., Askew, J., Sahota, C. S., 
... & Thornton, A. E. (2022). Traumatic brain injury in precariously housed persons: 
Incidence and risks. EClinicalMedicine, 44. 
https://doi.org/10.1016/j.eclinm.2022.101277 

Oddy, M., Moir, J. F., Fortescue, D., & Chadwick, S. (2012). The prevalence of traumatic 
brain injury in the homeless community in a UK city. Brain Injury, 26(9), 1058-1064. 
https://doi.org/10.3109/02699052.2012.667595 

Omar, S., Williams, C. C., Bugg, L. B., & Colantonio, A. (2024). “Somewhere along the 
line, your mask isn’t going to be fitting right”: Institutional racism in Black narratives 
of traumatic brain injury rehabilitation across the practice continuum. BMC Health 
Services Research, 24(1), 834. https://doi.org/10.1186/s12913-024-10986-1 

Paillé, P., & Mucchielli, A. (2021). L'analyse qualitative en sciences humaines et sociales-5e éd. 
Armand Colin. 

Patton, M. Q. (2014). Qualitative research and evaluation methods: Integrating theory and 
practice. Sage publications. 

Pepping, N., Weinborn, M., Pestell, C. F., Preece, D. A., Malkani, M., Moore, S., ... & 
Becerra, R. (2025). Improving emotion regulation ability after brain injury: A 
systematic review of targeted interventions. Neuropsychological Rehabilitation, 35(6), 
1283-1323. https://doi.org/10.1080/09602011.2024.2398029 



Jubinville et al.: Policy Gaps and Structural Injustices in Care of People Experiencing Homelessness with Acquired Brain Injury  
 

296 | International Journal on Homelessness: https://ijoh.ca 

Phillippi, J., & Lauderdale, J. (2018). A guide to field notes for qualitative research: 
Context and conversation. Qualitative Health Research, 28(3), 381-388. 
https://doi.org/10.1177/1049732317697102 

Pilleron, B., Douillet, D., Furon, Y., Haubertin, C., Parot-Schinkel, E., Vielle, B., ... & 
Poiroux, L. (2024). Nurses’ moral judgements during emergency department triage–
A prospective mixed multicenter study. International Emergency Nursing, 75, 101479. 
https://doi.org/10.1016/j.ienj.2024.101479 

Ponsford, J. L., Downing, M. G., Olver, J., Ponsford, M., Acher, R., Carty, M., & Spitz, G. 
(2014). Longitudinal follow-up of patients with traumatic brain injury: Outcome at 
two, five, and ten years post-injury. Journal of Neurotrauma, 31(1), 64-77. 
https://doi.org/10.1089/neu.2013.2997 

Radcliff, E., Crouch, E., Strompolis, M., & Srivastav, A. (2019). Homelessness in childhood 
and adverse childhood experiences (ACEs). Maternal and Child Health Journal, 23(6), 
811-820. https://doi.org/10.1007/s10995-018-02698-w 

Richards, J., & Kuhn, R. (2023). Unsheltered homelessness and health: A literature review. 
AJPM focus, 2(1), 100043. https://doi.org/10.1016/j.focus.2022.100043 

Riffel, T., & Chen, S. P. (2020). Stigma in healthcare? Exploring the knowledge, attitudes, 
and behavioural responses of healthcare professionals and students toward 
individuals with mental illnesses. Psychiatric Quarterly, 91(4), 1103-1119. 
https://doi.org/10.1007/s11126-020-09809-3 

Sandelowski, M. (2010). What's in a name? Qualitative description revisited. Research in 
Nursing and Health, 33(1), 77-84. https://doi.org/10.1002/nur.20362 

Shields, C., Ownsworth, T., O'Donovan, A., & Fleming, J. (2016). A transdiagnostic 
investigation of emotional distress after traumatic brain injury. Neuropsychological 
Rehabilitation, 26(3), 410-445. https://doi.org/10.1080/09602011.2015.1037772 

Song, M. J., Nikoo, M., Choi, F., Schütz, C. G., Jang, K., & Krausz, R. M. (2018). Childhood 
trauma and lifetime traumatic brain injury among individuals who are homeless. The 
Journal of Head Trauma Rehabilitation, 33(3), 185-190. 
https://doi.org/10.1097/HTR.0000000000000310 

Stubbs, J. L., Thornton, A. E., Sevick, J. M., Silverberg, N. D., Barr, A. M., Honer, W. G., & 
Panenka, W. J. (2020). Traumatic brain injury in homeless and marginally housed 
individuals: A systematic review and meta-analysis. The Lancet Public Health, 5(1), e19-
e32. https://doi.org/10.1016/S2468-2667(19)30188-4 

Sulzer, S. H. (2015). Does “difficult patient” status contribute to de facto 
demedicalization? The case of borderline personality disorder. Social Science and 
Medicine, 142, 82-89. https://doi.org/10.1016/j.socscimed.2015.08.008 

Sun, M., Symons, G. F., Spitz, G., O’Brien, W. T., Baker, T. L., Fan, J., ... & Shultz, S. R. 
(2025). Pathophysiology, blood biomarkers, and functional deficits after intimate 
partner violence-related brain injury: Insights from emergency department patients 
and a new rat model. Brain, Behavior, and Immunity, 123, 383-396. 
https://doi.org/10.1016/j.bbi.2024.09.030 

Topolovec-Vranic, J., Ennis, N., Colantonio, A., Cusimano, M. D., Hwang, S. W., Kontos, 
P., ... & Stergiopoulos, V. (2012). Traumatic brain injury among people who are 



Jubinville et al.: Policy Gaps and Structural Injustices in Care of People Experiencing Homelessness with Acquired Brain Injury  
 

297 | International Journal on Homelessness: https://ijoh.ca 

homeless: A systematic review. BMC Public Health, 12(1), 1059. 
https://doi.org/10.1186/1471-2458-12-1059 

Topolovec-Vranic, J., Ennis, N., Howatt, M., Ouchterlony, D., Michalak, A., Masanic, C., 
... & Cusimano, M. D. (2014). Traumatic brain injury among men in an urban homeless 
shelter: Observational study of rates and mechanisms of injury. Canadian Medical 
Association Open Access Journal, 2(2), E69-E76. 
https://doi.org/10.9778/cmajo.20130046 

Topolovec-Vranic, J., Schuler, A., Gozdzik, A., Somers, J., Bourque, P. É., Frankish, C. J., 
... & Hwang, S. W. (2017). The high burden of traumatic brain injury and comorbidities 
amongst homeless adults with mental illness. Journal of Psychiatric Research, 87, 53-60. 
https://doi.org/10.1016/j.jpsychires.2016.12.004 

Van Draanen, J., Tsang, C., Mitra, S., Karamouzian, M., & Richardson, L. (2020). 
Socioeconomic marginalization and opioid-related overdose: A systematic review. 
Drug and Alcohol Dependence, 214, 108127. 
https://doi.org/10.1016/j.drugalcdep.2020.108127 

Wagner, V., Ferguson, Y., Hudon, K., Goyer, M. È., & Flores-Aranda, J. (2021). Précarité 
et usage d’opioïdes: Revue narrative sur l’approche à bas seuil d’exigence. Drogues, 
Santé et Société, 19(1), 66-102. https://doi.org/10.7202/1085169ar 

Warren, G. C., Kennedy, C. J., Gavas, N., Schmidt, J., Woodin, E., Breese Biagioni, J., & 
Garcia-Barrera, M. A. (2025). Barriers and facilitators to housing and healthcare 
services for people experiencing homelessness with concurrent brain injury, mental 
health and substance use disorders: A qualitative study. Frontiers in Public Health, 13, 
1643689. https://doi.org/10.3389/fpubh.2025.1643689 

Wilson, L., Stewart, W., Dams-O'Connor, K., Diaz-Arrastia, R., Horton, L., Menon, D. K., 
& Polinder, S. (2017). The chronic and evolving neurological consequences of 
traumatic brain injury. The Lancet Neurology, 16(10), 813-825. 
https://doi.org/10.1016/S1474-4422(17)30279-X 

Zhou, L. W., Panenka, W. J., Jones, A. A., Gicas, K. M., Thornton, A. E., Heran, M. K., ... 
& Field, T. S. (2019). Prevalence and risk factors of brain infarcts and associations with 
cognitive performance in tenants of marginal housing. Journal of the American Heart 
Association, 8(13), e011412. https://doi.org/10.1161/JAHA.118.011412 



Jubinville et al.: Policy Gaps and Structural Injustices in Care of People Experiencing Homelessness with Acquired Brain Injury  
 

298 | International Journal on Homelessness: https://ijoh.ca 

Appendix A: Thematical tree 

NB: Please note that this thematic tree has been translated from the original French version. 
Level 1: 
Category 

Level 2: Sub-
category 

Level 3: 
Groupings 

Level 4: Thematizations 

Complexity of 
access to 
health services 

Strict and 
poorly adapted 
conditions to 
access health 
services 

The healthcare 
system expects 
all service users 
to be able to 
travel to 
services, to have 
a permanent 
address, and to 
have an official 
diagnosis in 
order to access 
care, thereby 
limiting access 
for 
marginalized 
populations. 

Mismatch between healthcare 
services offered by the health 
system and the realities and 
needs of people experiencing 
homelessness 

Lack of proximity-based 
interventions in the healthcare 
system 

The requirement to have a 
permanent address to register 
with the GAMF complicates 
access to a general practitioner 
for people experiencing 
homelessness 

The expectations and 
requirements of the GAMF do 
not align with the realities of 
people experiencing 
homelessness 

The complexity of referral 
procedures and the waiting times 
before being taken into care do 
not align with the immediate 
willingness to engage in care 
(window of opportunity) 

Difficulty accessing ABI-specific 
services for individuals who 
have never received an official 
diagnosis 

The need for a diagnosis to access 
services may limit rehabilitation 
potential and service provision 
for users 

…whereas it 
would be 
simple and 
entirely 

Moving away from the logic of 
requiring an official ABI 
diagnosis to intervene, 
considering the high prevalence 
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acceptable to 
provide ABI-
specific care 
without an 
official 
diagnosis. 

of ABI in several vulnerable 
populations 

Early ABI-related intervention 
without a formal diagnosis will 
not cause harm to the service 
user, even if it turns out that the 
person does not have a brain 
injury 

ABI-targeted interventions can 
be delivered by a variety of 
practitioners and professionals, 
as they are generally not complex 
and are easily accessible 

A complex 
service 
organisation 
for clients with 
multiple health 
and social 
needs 

 The siloed organization of the 
healthcare system hinders 
adequate care for individuals 
with multiple issues 

Siloed approach to pain 
management and substance use 
within services 

The siloed organization of the 
healthcare system hinders 
adequate care for individuals 
with multiple issues 

Delays caused by the large 
number of actors involved in 
judicial trajectories and the 
complexity of the system, 
resulting in some youth 
remaining in precarious 
situations 

The siloed organization of 
healthcare services (by issue) 
complicates care for service users 
with multiple needs 

The organization of healthcare 
services by problem (diagnoses) 
rather than by social roles or 
occupations complicates care for 
service users with multiple needs 

The rigidity of healthcare system 
operations and the siloed 
organization of services limits 
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care provision and the services 
that can be offered to service 
users 

Referral of service users who 
have sustained ABI to mental 
health or substance use 
programs, whereas the ideal 
would be to address all issues in 
an integrated manner 

Siloed work among the many 
professionals and practitioners 
involved in complex cases, 
whereas working as a team 
would be more effective 

Loss of contact with service users 
after referral to other resources or 
services following initial ABI-
specific care, with no possibility 
of knowing the outcome or 
intervening again 

The lack of links between the 
community sector and the 
healthcare system complicates 
the referral of service users to 
appropriate services 

Difficulty establishing a trusting 
relationship with a healthcare 
professional due to constant 
referrals to other services related 
to siloed organization 

Systemic lack 
of competence 
in the care of 
individuals 
with ABI in 
situations of 
social 
vulnerability 

  Need to train practitioners who 
work with individuals at risk of 
having sustained an ABI on the 
condition, possible sequelae, etc. 

Lack of expertise within the 
system in managing problematic 
behaviours (impulsivity) 
stemming from ABI 

Lack of expertise within the 
healthcare system in screening 
and assessing individuals 
presenting with both a brain 
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injury, a mental disorder, and a 
substance use disorder 

Difficulty distinguishing 
difficulties attributable to ABI 
versus those attributable to 
substance use in cases with 
complex profiles 

Difficulty assessing service users 
who use substances in real-life 
settings due to the impact of 
substance use on cognitive 
functions 

Need to develop system 
expertise regarding the social 
vulnerabilities of people 
experiencing or at risk of 
homelessness 

General lack of awareness of the 
effects of multiple traumas, 
whether physical or 
psychological, on the developing 
brain in youth protection settings 

Need for awareness-raising and 
training of youth protection 
practitioners on ABI and adapted 
interventions 

Need to pay greater attention to 
service users’ life trajectories in 
order to better understand their 
current situations and 
behaviours, and to better support 
them within the judicial 
trajectory 

The lack of system expertise in 
the assessment and treatment of 
co-occurring disorders leads to 
suboptimal care and services for 
individuals’ health conditions, 
affecting long-term trajectories 

Implicit 
norms of 
conformity 

The gap 
between 
implicit norms 

Implicit norms 
of the “good 
patient” who 

Significant gap between the 
behavioural norms and 
expectations of the system and 
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within the 
health care 
system and 
rapid labeling 

and observed 
behaviours 
 

deserves 
quality care and 
services, and 
expectations of 
conformity 

the behaviours/actions of service 
users who have sustained an ABI 

Lack of insight or anosognosia 
contributes to suboptimal care 
and services and may lead to 
premature termination of 
treatment or episodes of care 

ABI leads to difficulties in 
communicating and being 
understood, which may 
ultimately result in behaviours 
deemed problematic by 
healthcare professionals 

Rapid labeling 
of service users 
who do not 
meet 
established 
norms 

Labelling process whereby a 
person displaying non-
normative behaviours is 
characterized as a “bad patient” 

Rapid labelling of behavioural 
problems in youth protection 
settings, without more in-depth 
assessment to understand the 
causes of the behaviours 

Diagnostic 
overshadowing 
and 
misattribution 
of symptoms to 
a single visible 
cause 

Hospital services focus on 
psychoactive substance use 
despite the presence of other 
symptoms or health conditions 

Diagnostic overshadowing in 
which all symptoms are 
attributed to mental health or 
behavioural problems due to a 
lack of training among 
practitioners 

Incorrect attribution of all of the 
person’s difficulties to 
psychoactive substance use or 
mental disorder within the 
healthcare system 

Attribution of all symptoms to 
substance use among patients 
whose behaviours are deemed 
problematic or “non-normative,” 
even though they use substances 
because they lack access to 
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appropriate care/services, 
including pain management and 
post-traumatic stress disorder 
care 

Biases held by healthcare system 
actors toward people 
experiencing homelessness 
contribute to lower-quality care 

Disciplinary 
responses to 
observed gaps 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Abrupt termination of episodes 
of care when service users 
display behaviours deemed 
problematic or “non-normative” 
by the system 

Abrupt termination of 
rehabilitation services when 
service users do not meet the 
system’s high 
expectations/requirements, 
despite the need to continue 
follow-up 

Exclusion of people experiencing 
homelessness with ABI from 
long-term care settings 

Exclusion of people experiencing 
homelessness from services due 
to the rigidity of the healthcare 
system (lack of flexibility) 

Exclusion from services due to 
problematic behaviours that may 
be related to ABI 

The rigid/disciplinary 
functioning of youth centres 
aligns very poorly with the needs 
of youth whose behaviours 
deemed problematic stem from 
ABI 

Intervention in youth centres 
built on a conception of the 
young person as delinquent and 
focused on discipline 

The lack of flexibility of the 
system constitutes an example of 
systemic discrimination against 
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people in situations of social 
vulnerability 

The heaviness of current services 
and the managerial approach 
reduce the effectiveness and 
humanity of the services 
provided 

Inadequate 
interventions 
based on a 
partial and 
discriminatory 
understanding 
of the 'difficult 
patient' 

 Behavioural intervention aimed 
at promoting personal 
responsibility may not be 
appropriate in the presence of 
cognitive impairments 

Diagnostic overshadowing or 
non-integrated treatment of ABI 
and personality disorder leads to 
an intervention plan focused on 
personal responsibility that is not 
adapted to the person’s needs 

When individuals’ difficulties 
and impairments exceed the 
capacities of community housing 
and shelter settings, these 
settings refuse care in order to 
force involvement of the 
healthcare system, which often 
results in judicialization 

Lack of flexibility of the system 
and some of the professionals 
working within it regarding the 
rigidity of regulations 
surrounding substance use 

Individual 
and 
community 
consequences 

Limited access 
to services due 
to exclusion 
and non-use 
despite 
significant 
need 

 This type of poorly adapted care 
can lead to early termination of 
follow-up, which reduces costs 
for healthcare services but 
increases human costs 

Abrupt termination of episodes 
of care when service users 
display behaviours deemed 
problematic or “non-normative” 
by the system 

Abrupt termination of service 
episodes following a service 
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user’s refusal, despite significant 
needs 

Abrupt termination of 
rehabilitation services when 
service users do not meet the 
system’s high 
expectations/requirements, 
despite the need to continue 
follow-up 

Exclusion of people experiencing 
homelessness with ABI from 
long-term care settings 

Exclusion of people experiencing 
homelessness with ABI from 
services due to their social 
situation 

Exclusion of people experiencing 
homelessness from services due 
to the rigidity of the healthcare 
system (lack of flexibility) 

Exclusion from services due to 
problematic behaviours that may 
be related to ABI 

Feelings of powerlessness and 
discouragement when faced with 
service users who consistently 
refuse services despite significant 
needs and the system’s inability 
to go beyond refusal 

Behavioural difficulties play a 
turning point role toward 
homelessness for many 
individuals due to conflicts with 
landlords and relatives 

The transition into housing after 
homelessness, already difficult 
due to isolation in housing and 
attachment to street 
environments, is complicated by 
cognitive difficulties related to 
ABI 
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Increased housing support needs 
due to cognitive and affective 
difficulties related to ABI 

Non-use of 
healthcare 
services due to 
experienced 
stigma 

Non-use of healthcare, common 
among people in situations of 
social vulnerability, is linked to 
stigmatizing and traumatizing 
experiences within the system, 
including the use of judicial 
mechanisms 

Difficulty obtaining long-term 
follow-up with a healthcare 
professional who addresses the 
multiple health issues of service 
users experiencing 
homelessness, which may lead to 
discouragement from seeking 
services 

Non-use of healthcare leads to 
non-recognition of ABI by the 
individual themselves 

Non-recognition of symptoms of 
multiple TBIs during periods of 
repeated head impacts is 
associated with negative self-
esteem and psychoactive 
substance use for self-medication 

Non-use of healthcare related to 
ABI due to the many priority 
needs associated with the social 
situation 

Minimization and non-
recognition of TBI symptoms 
among people experiencing 
homelessness 

External 
systemic and 
socio-political 
constraints 

Lack of appropriate housing 
resources adapted to functional 
difficulties leads to visible 
homelessness 

The current housing and shelter 
crisis reduces the room for 
manoeuvre of practice settings, 
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including for the implementation 
of new practices 

Feelings of powerlessness and 
discouragement among practice 
settings in the face of rising 
homelessness and related health 
needs, and an inadequate social 
and political response 

Responsibility 
shifted to the 
community 
sector 

 Need for and challenge of 
establishing a trusting 
relationship upstream of ABI 
screening 

Establishing a trusting 
relationship facilitates the 
management of aggressive 
behaviours 

An ABI diagnosis helps guide 
community-sector interventions 

Lack of knowledge among 
community-sector practitioners 
regarding ABI and adapted 
interventions 

Feelings of impostor syndrome 
and discomfort among 
practitioners when ABI is present 
due to a lack of knowledge and 
training 

 
 


