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Many health needs are not being sufficiently addressed within

supportive housing sites.

ABSTRACT

Background: We explored health care services
in three supportive housing sites in Kelowna,
British Columbia, to identify tenants’ health
needs and determine whether their needs were
perceived as being met, and, if their needs were
perceived as not being met, which health areas
were being underserved.

Methods: We invited all tenants and staff at the
supportive housing sites to provide informa-
tion on their health needs and related support.
In-depth interviews were conducted between
1 August and 2 September 2020, including
both closed-ended and open-ended questions.
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Results: In total, 42 tenants (38%) and 30 staff
members (75%) were interviewed. Seventy-two
percent of tenants interviewed had unmet
health needs; those with developmental dis-
abilities experienced the highest percentage
of unmet needs. Long-term conditions such as
diabetes, high blood pressure, heart disease,
and liver disease were also associated with
unmet needs. Tenants were often unaware of
available health care services or were unwilling
or unable to access them. Both tenants and
staff emphasized that stigma and discrimi-
nation within health services are a barrier to
receiving care. Existing health services were
also seen as ill-equipped to deal with concur-
rent conditions, such as mental health issues,
substance use, and/or physical disability.

Conclusions: We recommend that further
research be conducted on the needs of other
populations in supportive housing across BC
and that additional funding be provided to
create a wide range of housing options to
address the diverse health, social, and other
needs of tenants.

Background

Experiencing homelessness can have a
direct, adverse effect on an individual’s
health, which can include high levels of
disease, mental health issues, and substance
abuse disorders." In a series of point-in-
time counts conducted in British Colum-
bia, high self-reported rates of addiction
(67%), health concerns (66%), mental ill-
ness (51%), and physical disabilities (36%)

were recorded among those experiencing

homelessness.® People who are homeless
also experience low levels of engagement
with primary care, which reduces early
treatment opportunities and increases the
risk of disease progression to the point of
hospitalization.®”

The Wellesley Institute identifies housing
as one of the most fundamental determinants
of health due to its role in creating a stable liv-
ing environment.® One prominent framework
for housing interventions has been “Hous-
ing First,”a proven approach adopted by the
Government of Canada.” Canada’s national
At Home/Chez Soi study of Housing First
presented an overview of a range of outcomes
for more than 2000 participants across five
cities, which included housing, service use
and cost, and social and health outcomes;!°
the study resulted in greater housing stability
and other positive effects, such as the reduced
use of emergency health services. Subsequent
analyses identified a Housing First model as
cost-effective compared with treatment as
usual!! and showed that overall health care
expenditures for people who had been home-
less were significantly lower after they moved
into supportive housing.”* Wilkins provided
a detailed review of the evidence supporting
permanent supportive housing as “an effective
intervention for people with complex health
and social needs . ... particularly for those who
experience chronic homelessness” (page 66)."

While housing is an important determi-
nant of health, many people remain at risk for
adverse health eftects, even after they obtain
stable housing. Goering and colleagues’ 2014
At Home/Chez Soi report noted that the
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intervention resulted in mental health and
substance use outcomes that were similar
to those of the control group.’® While case
studies of BC permanent supportive housing
sites, including reports from government™
and independent audits,’ confirm that many
residents do experience positive health out-
comes, detailed information is limited, and
improvement is not ubiquitous. Bitter and
colleagues also commented that “the qual-
ity of life of service users of housing services
needs improvement, as even persons in the
best-recovered subgroup have a lower quality
of life than the average population.” The lit-
erature demonstrates that housing alone can
be insufficient in supporting individuals with
complex health needs, and effective service
delivery can benefit from an understanding
of clients, their needs, and their experiences
in engaging with services.

'The use of permanent supportive hous-
ing is widely implemented across BC. BC
Housing provides a full list of its funded
facilities on its Housing Listings web
page;'” Figure 1 shows the locations of
those sites. Access to supportive housing
programs requires self-referral by eligible
individuals (low income, homeless or at
risk of homelessness, and in need of sup-
ports to live independently or to maintain
housing) to BC Housing via a Supportive
Housing Registry Application Form."® Ap-
plicants must undergo an evaluation using a
Vulnerability Assessment Tool before their
file can be discussed at a local Coordinated
Access Committee meeting to determine
whether they can be considered for any local
vacancies, including in Kelowna.' This Co-
ordinated Access process is common across
Canada and is mandated for “designated
communities” that have received federal
Reaching Home funding since 31 March
2022.% Investment in this form of housing
is supported by a range of evidence on both
the social and economic value of supporting
individuals who are experiencing or at risk
of experiencing homelessness.?! Further
inquiry can reinforce how these investments
can more fully stabilize and support vulner-
able community members—in this case,
their health needs.

Objectives

Our goal was to identify and examine the
health care needs of tenants in three sup-
portive housing sites in Kelowna to (1)
clarify the existing needs of tenants, in-
cluding those that tenants and staff report
as currently unmet; (2) ascertain, for each
health category, whether tenants are aware
of and have accessed services; (3) explore
staff and tenants’ opinions on available and
desired services; and (4) detect any barriers
that exist for tenants related to accessing
health care services. This builds on prior
research on the needs of those seeking sup-
portive housing® to also gauge self-reported
use of health services and a diverse range
of perspectives.
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Methods

We used a mixed method case study ap-
proach® that consisted of in-depth inter-
views, which were recorded, transcribed,
and used to fully explore tenant and staff
perspectives. Closed-ended questions were
used to conduct a quantitative analysis, and
open-ended questions were used to elicit
perspectives that could be qualitatively
analyzed and used to maximize the accu-
racy of our results in reflecting participants’
opinions. Participation was extended to all
supportive housing tenants and all perma-
nent staft and case managers connected to
three permanent supportive housing sites in
the Kelowna area, all operated by the same
agency. Interviews were conducted between
1 August and 2 September 2020 [Table].

FIGURE 1. BC Housing supportive housing listings (23 December 2022).
Source: www.bchousing.org/housing-assistance/rental-housing/housing-listings

TABLE. Participation across supportive housing sites in Kelowna, British Columbia.

Site 1 Site 2 site 3 Case Total Response
managers rate (%)

Tepants 35 32 a4 - . B
invited

jl'enanFs 10 1 20 _ i i
interviewed

Staff invited 10 10 12 8 40 .
Staff 5 8 10 7 30 75
interviewed

Note: Those not interviewed either declined or were unable to be engaged by 2 September 2020.
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Medical conditions were grouped into
categories using the International Statistical
Classification of Diseases and Related Health
Problems, 10th revision.?* Tenants were then
asked to share their experience accessing
services for identified conditions. Staff were
asked about their experience accessing ser-
vices on behalf of tenants and whether they
felt the health care needs of their tenants
were being met.

This study was submitted at an early
stage to Research Ethics BC for an infor-
mal ethics review, and then to the UBC
Okanagan Behavioural Research Ethics
Board (certificate #H20-03383).

Data analysis

The interview questions were designed to
allow for both quantitative and qualitative
analysis. Once recorded, all answers were
moved from the transcription software into
a Microsoft Word document and were ano-
nymized. A phenomenological approach
was used to interpret the qualitative data
to illuminate tenants’ perceptions of health
care access within permanent supportive
housing environments. Thematic analysis
followed an inductive approach as common
experiences detailed by the participants in-
formed the selection of overarching themes.
Quotations were then arranged according to
these themes. Health conditions were not
treated as mutually exclusive due to nuances
in those conditions (e.g., depression lasting

Chronic disease

Psychiatric and mental health
Substance use disorder

Dental conditions

Musculoskeletal disease

Mobility issues

Nutritional deficiencies and obesity
Neurological conditions

Alcohol use disorder
Communicable disease
Developmental disability
Neoplastic disease

Conditions caused by poor hygiene

Reported health conditions

more than 6 months was classified as both
a psychiatric and chronic condition).

Results

Ninety-three percent of tenant respondents
had a form of chronic disease [Figure 2];
76% of them had two or more chronic dis-
eases. Of the total number of tenant re-
spondents, 72% felt that they had unmet
health needs. Tenants with developmental
disabilities experienced the highest percent-
age of unmet health needs. Other health
conditions associated with self-identified
unmet needs were long-term conditions
such as diabetes, high blood pressure, heart
disease, and liver disease.

Respondents stated that health was of-
ten not a primary focus for tenants, that
pre-existing conditions deteriorated, and
possible new concerns were not addressed as
a result. For instance, one staff member de-
scribed a tenant who was unable to manage
his medications for chronic disease and did
not know the extent of the issue until the
nurse took his blood pressure. Other staff
members described the need for qualified
medical professionals to come in to check
up on tenants one-on-one and to encourage

healthy behavior.

Lack of awareness about services

Fifty-one percent of tenants said they were
unaware of services that were available for
treating chronic diseases, and only 36%

10 15 20 25 30 35 40 45

Number of tenants who reported this condition (n = 42)

FIGURE 2. Tenants’ self-reported health conditions.
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accessed services for their disease. One par-
ticipant described the situation as being
comparable to being on the street again: “I
don’t know what the resources are, I don’t
know what my options are or accessibility
or anything like that. I feel like I've been
housed and that was it. I guess I appear to
be high functioning so they think I can
do it on my own, but 'm having a lot of
trouble. I just don’t even know how to start
or where to start, what to do. It was a huge
transition going from the shelter, where they
pretty much wait on you hand and foot, ...
to independent living, where you just got
to do it all by yourself. I'm just losing my
mind here. It feels like I'm on the street
again, doesn't feel like I got any help. I'm
struggling, quite a bit.”

Barriers to maintaining health
care appointments
Physical mobility was a common challenge
for tenants in attending health care appoint-
ments because their supportive housing site
was not located within walking distance of
health services:

“I don't mind biking around, but I mean
I have COPD [chronic obstructive pulmo-
nary disease] so I can’t go too far, sometimes
I need to be transported around.”“’The one
thing I have been asking for years now is
help, to get me from home to the doctor’s,
when my back is hurting, and I cant walk
to the bus stop.”

In addition to transportation barriers,
respondents described anxiety about travel-
ing to and accessing health services.

Consequences of missed
appointments

One staff member expressed concerns that
missed appointments and subsequent sanc-
tions were having a detrimental effect on
tenant health: “The system is still designed
in a way that punishes people for not mak-
ing appointments . . . so if [tenants] miss
three dentist appointments, [they are] cut
off with the free clinic, for example. That
is not super realistic for the folks that we
work with. So that’s disappointing. I have
had clients that have a regular GP, and if



Gibson H, Evans M, Woodmass K, Laing S, Graham JR

they miss an appointment, they’re charged.
You can’t charge an $80 cancellation fee to a
person that’s on a limited income and expect
them to ever go back, but all their records
are with you and they were comfortable
with you, so that’s problematic.”

Stigma and discrimination

Many instances of stigma, discrimination,
and mistreatment were mentioned during
the interviews. Both tenants and staff em-
phasized that stigma and discrimination
within health services are barriers to receiv-
ing care. Advocacy from staft was crucial in
effectively supporting tenants: “I've been told
by clients that their experience going into
hospital is night and day whether I'm with
them or not. So they're treated with not as
much dignity or respect as, say, somebody
else not struggling with substance use or not
struggling with homelessness.” Another staff
member confirmed that having an advocate
in the emergency room means residents are
“more likely to get attention, much quicker,
and be taken seriously.” Both tenants and
staff identified a need to educate medi-
cal staff on addiction and accommodating
street-entrenched populations.

Lack of transparency between services
Confidentiality concerns also limit access
to information for existing tenants, and
staft expressed concerns that medical in-
formation that is relevant to supporting
prospective tenants was not shared with the
supportive housing site prior to tenancy.

Mental health and substance

use and physical health needs

Mental health and substance use were
identified as intricately linked to physical
health. For example, a mental health issue
may prevent a tenant from seeking medical
attention for a physical ailment due to a lack
of motivation or a lack of awareness about
the physical issue. Existing health services
were also seen as ill-equipped to deal with
concurrent conditions. One staff member
commented: “So, when people are experi-
encing a concurrent disorder, they are often
turned away from one health service because

of the other concern. So, if you are having a
mental health issue that could be substance
use related, then you're turned away from
actual support around your mental health
until your substance use clears. So that’s a
problem for most of our residents.”

We found that there is a niche group
of tenants who have mental health and
substance use issues, in addition to physi-
cal needs such as incontinence or frequent
falls. Typically, this group is elderly or
physically disabled and is unable to access
regular home support services due to their
mental health and substance use. Multiple
staff members highlighted this issue. One
identified a perceived misunderstanding
“that you grow out of mental health and
substance abuse. . . . I've definitely worked
with many people 60, 70, 80 years old that
are still actively using.” One staff member
noted that several tenants already require
panic buttons to trigger support and that
half a dozen more will require that level
of support in the near future. There is a
gap in housing that provides support for
seniors with substance use issues, but also
with physical conditions such as inconti-
nence and aspects of end-of-life care: “I
think for me the biggest gap is definitely
end-of-life care and palliative care in home.
T've definitely had experience over the years
where people want to die at home, which
is completely reasonable and understand-
able. But the services available to help that
transition are lacking, [as is] general elderly
care. When it comes to personal care, home
support, that sort of thing, I think there’s a
huge barrier, especially if you have substance
use or mental health barriers.”

Traditionally, patients who need physi-
cal help with their activities of daily living,
such as washing and dressing, can access
home health care. This service offers a range
of support from care aides who can assist
with personal hygiene, nurses who provide
medication management, specialists for is-
sues such as diabetes and chronic obstruc-
tive pulmonary disease. However, home
health care has refused service to tenants
for being intoxicated, smoking cigarettes
on the premises, or having substance use

CLINICAL

paraphernalia in the unit: “There’s been
several situations where we've seen a ten-
ant that has needed home health in their
home and because of hard standards, they’ve
refused to enter the home, or because of
the multiple barriers that are put up, like
the client being intoxicated or the client
not having a regular schedule. I guess the
biggest barrier and gap is just not having
the right resources in town for individuals
who suffer from mainly substance abuse.
For me, the biggest one has been alcohol
and incontinence, and really just not having
a place to go, nor the resources to be able
to support individuals in those situations.”
An example of the shortcomings in the
current system are detailed in a statement
from a staff member: “Then our seniors’
care facilities, which are totally competent
in meeting health care needs and doing the
bathing and feeding without falling and all
that stuff, have no tolerance for substance
use. So there’s this big gap where I have a
client who has, since I've worked with her,
been through a scattered site, a supportive
housing placement, and to seniors’ homes,
and she’s facing an eviction and will likely
end up spending months again in hospital
because they don't know where to take her
or what to do with her. So, there’s just . ..
no overlap between the ability to tolerate
substance use and to tolerate some of those
behavioral issues and the ability to manage
somebody’s complex health needs.”

Substance use initiation
after being housed
While many tenants with substance use felt
their needs were being met, some raised
concerns about substance use at support-
ive housing sites. Many tenants reported
starting substance use since being housed
within supportive housing due to the close
proximity to other users and open substance
use: “In all honesty, I never smoked [meth]
before I moved here. What’s the saying,
if you sit in the barbershop long enough,
eventually you're going to get a haircut.”
Both staff and tenants spoke of chal-
lenges in preventing individuals from ini-
tiating drug use and supporting those who
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are trying to stay clean while in supportive
housing: “Wet houses and harm reduction.
T understand the need for it, but it frustrates
me. What I see is a very narrow group of
people that I know and have worked with,
[and] I don’t know anyone that comes out
the other end clean or sober from that sce-
nario. It’s frustrating.” “I think there needs
to be more of a second stage house. I'm
talking about alcoholism and recovery, men-
tal health .. . to start off in the supportive
housing units that we have. That’s great.
But it would be nice for people to be able
to grow and move into a space where there’s
maybe more programming or assistance,
maybe even working towards getting off of
disability, which is also a huge problem. I
mean, it’s a tremendous service, it’s needed,
but once you're on it, there’s no path off of
disability. You kind of have to create that
yourself, and I think everybody flounders

in that space.”

Dental care

Forty-three percent of tenants reported hav-
ing dental issues, and 67% stated that their
needs were not being met. This was due
largely to tenants being unaware of available
or affordable services or experiencing chal-
lenges and delays in scheduling appoint-
ments through what can be rotating staft.
The issue of affordable dentures is having
a significant effect on the health of some
tenants: one participant said they do not eat
healthily because everything has to be soft.

Discussion

Our interviews provided valuable insights
into the challenges in meeting health care
needs within supportive housing facili-
ties. Experiences of stigma, discrimination,
and mistreatment are clearly a contribut-
ing factor to perceptions about meeting
health care needs. Potential solutions are
multifaceted and will require changes at
the societal level. Attitudes toward men-
tal health and substance use need to shift
before we can expect better treatment of
the people we serve. We believe that the
best way of addressing this issue is to pro-
vide service providers with education and
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training on mental health and substance
use and on the unique challenges faced
by street-entrenched populations. Ten-
ants and staff suggested that solutions to
this issue could include providing a mobile
health care team, an on-site multidisci-
plinary team, or increased access (including
evenings and weekends) to existing health
care services.

Charges and penalties for missed ap-
pointments highlight issues with regular
service providers who offer health care to
a street-entrenched population. Although
systems and infrastructure changes would
help address these barriers, providing sup-
port in the current system is essential for
ensuring that tenants are able to access
health care and that their needs are assessed
and managed appropriately. To address the
lack of communication and transparency
between housing and community health
agencies, we recommend that supportive
housing sites ask tenants for consent to
release all information that is pertinent to
their housing situation, including manage-
ment plans, prognosis, and identified risks.

Local supportive housing facilities offer
a range of services related to harm reduc-
tion. One facility has an overdose prevention
site and provides harm reduction supplies,
another facility provides harm reduction
supplies but does not have an overdose pre-
vention site, and another facility does not
offer either service. In keeping with current
best practice of the Housing First model,
we believe that a range of support is appro-
priate. Although there is clear value in the
harm reduction approach, we recommend
that prospective tenants at Coordinated
Access tables be matched to a housing site
that is best suited to their needs, which
will set them up for success in health and
in their tenancy. Other supportive hous-
ing sites should have a lower tolerance for
substance use and be able to offer “clean”
units for clients who are returning from
detox or are actively trying to abstain from
substance use. The Kelowna Homelessness
Research Collaborative found that housing
itself can be a risk factor for homelessness
when it comes with restrictive rules that

Health care in supportive housing facilities

limit freedom or where there is a mismatch
between those seeking recovery and those
actively engaged in substance use.”

Funding is needed for long-term care
beds for individuals with substance use and
mental health needs and concurrent physical
needs, such as falls or incontinence, because
the current system is ill-equipped to deal
with this demographic. As the general popu-
lation and the population at our supportive
housing sites age, this issue will become in-
creasingly prevalent. The concurrent experi-
ence of physical, mental, and/or substance
use challenges supports the establishment
of a dedicated long-term care facility for
patients who have physical health needs
in addition to mental health or substance
use disorders. The Province has announced
promising new investments in the form of
complex care housing.? Ideally, this would
expand beyond a focus on concurrent disor-
ders to include complex challenges associ-
ated with aging and other factors.

The literature on permanent support-
ive housing models continues to identify
efficacy in reducing homelessness and
achieving housing stability, though again,
evidence of improvement in other facets
of well-being remains mixed.?” Additional
inquiries point to the importance of under-
taking supplementary actions such as em-
bedding primary care services in permanent
supportive housing facilities” and highlight
other factors such as the design of the built
environment.”” We should consider all op-
portunities to ensure that a system of care
such as permanent supportive housing can
best stabilize individuals in need of support
and move them to a level of independence
based on their own self-determination and
their individual needs. Permanent supportive
housing is a critical resource but is still wor-
thy of continued evaluation and evolution.

Study limitations

While the study had high levels of par-
ticipation, all participants either worked
or resided in supportive housing without
health care integration, and all were associ-
ated with the same organization. Despite
offering prospective participants telephone
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interviews, it is possible that some may
have declined due to fear of transmission
of COVID-19, and the pandemic may
have also affected participants’ perception
of health care access. COVID-19 was fre-
quently mentioned as a barrier to accessing
services due to some services being closed or
having reduced hours. Transportation was
also affected by COVID-19 and included

restrictions on staff in transporting clients.

Conclusions

Many health needs are not being sufficiently
addressed within supportive housing sites.
Additional funding is required to provide
awide range of housing options in keeping
with the diverse health, social, and other
needs of tenants. Further research needs
to be undertaken to assess the needs of the
populations in other supportive housing
sites across Kelowna and BC to implement
and evaluate recommended changes. B
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