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Background

2018 Health Services Framework

• A coordinated approach to health 
services delivery for shelter clients to 
improve access to services, health 
equity, client experience and system 
sustainability

• Not fully implemented due to 
administrative and structural changes 
to the health care system

2021 Health Services Framework

• COVID-19 catalyzed renewed 
coordination and investment in 
providing health services to people 
experiencing homelessness

• A Steering Committee has come 
together to evolve the existing Health 
Services Framework to ensure people 
who are homeless are able to access 
health services regardless of where 
they are accessing shelter or drop-in 
services



Toronto Region Homelessness COVID-19 Working 
Group

• Through Toronto Region’s Homelessness COVID-19 Working Group, 
three key health service work streams were identified as critical to 
supporting people who are homeless:

• Primary Care (including psychiatry)

• Mental Health and Case Management 

• Harm Reduction (overdose prevention, safer supply, & peer 
support)

• Each stream has a work group that meets regularly to match services 
to clients and shelter locations



Health Services Framework Steering 
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• Evolve the existing Shelter Health 
Services Framework that ensures 
people who are homeless are able 
to access health services across all 
3 streams regardless of where they 
are accessing shelter or drop-in 
services

• Develop an implementation plan 
for the sustainable model

• Align this work with broader 
system planning with the City, 
OHTs, Province, etc.



Health Services Steering Committee 
Membership
Shelter, Support & Housing Administration (Co-Chair)

Ontario Health Toronto (Co-Chair)

Parkdale Queen West Community Health Centre (Co-Chair)

Inner City Health Associates

The Access Point

The Works

South Riverdale Community Health Centre

Toronto Shelter Network

Toronto Drop-In Network

Toronto North Support Services

Violence Against Women sector



Current Work: Harm Reduction  

• Needs assessment at physical distancing sites to ensure all sites 
prevent and respond to overdoses recently completed, 
recommendations in development

• Collaboration between 8 agencies and The Works to provide harm 
reduction outreach at the physical distancing sites

• Safer Supply Program: prescription for alternative pharmaceuticals to 
divert from unsafe supply and reduce overdose

• Sites are being supported with a 10-point plan that outlines service 
development approaches and resource deployment considerations



Current Work: Primary Care

• Primary care services matched to most shelter sites across the region

• A process developed to ensure matching occurs when gaps identified 
through needs assessment

• ICHA now supporting close to 75% of the shelter system (psychiatry 
and primary care services); continue to explore opportunities to 
support other sites

• Some sites supported by Community Health Centres and Family 
Health Teams

• Exploring primary health care needs in the VAW sector



Current Work: Mental Health/Case 
Management 
• Enhanced Case Management for sites with high needs, supported by 

additional funding from City through Toronto North Support Services 
at 6-9 priority sites (next 15 months); referrals will be provided by 
ICHA, the hotel operators, and Streets to Homes

• Needs assessment completed - supported by team from CAMH, of 
Drop In Centres to identify gaps

• Focusing on longer term sustainability, in the broader system (i.e., 
identifying service and resource gaps/improve referral pathways) 



Towards a Sustainable Model

Site Level 

• Track resources and map services 
to sites

• Identify gaps

• Connect, triage, and coordinate 
services to sites

• Receive requests and have an 
escalation mechanism

Tool: Database to link services to 
sites

Client Level

• Receive and triage referrals

• Identify and track resources in 
system

• Matching and referral to 
appropriate services if unattached 
or if leaving/moving within shelter 
system

Tools: OnBoard, case management, 
harm reduction supports



Site Level: Service Linking Database



Client Level: OnBoard

• Model that is currently used to connect unattached clients moving 
from recovery sites and uninsured clients from some EDs to primary 
care

• Housed with Access Alliance and Mid-West, but can be used 
regionally 

• Exploring this model to connect clients who are homeless and 
unattached to ongoing primary care 

• This model is mainly used for Primary Care – options are being 
explored to consider similar models for harm reduction and mental 
health/case management



Next Steps

• Continue to build model and adapt 2018 framework

• Engagement across sectors to ensure sustainability and 
alignment
• Toronto Shelter Network
• Toronto Drop-In Network
• Toronto Alliance to End Homelessness
• Violence Against Women sector
• Indigenous partners
• Ontario Health Teams
• Justice sector



Questions?


