= . . /
gm social sciences ﬂw\D\Py

Article

Integrated Social Housing and Health Care for
Homeless and Marginally-Housed Individuals:

A Study of the Housing and Homelessness Steering
Committee in Ontario, Canada

Kristy Buccieri

Department of Sociology, Trent University, 1600 W Bank Dr, Peterborough, ON K9] 0G2, Canada;
kristybuccieri@trentu.ca; Tel.: +1-705-748-1011

Academic Editor: Jerry D. Marx
Received: 24 November 2015; Accepted: 24 March 2016; Published: 30 March 2016

Abstract: Homelessness is a complex social issue that requires a coordinated systems approach.
In recent years, Canada has seen an emergence of integrated care, the joining of health care and social
care, to address the needs of homeless persons. This article documents the findings of open-ended
interviews with eleven members of the central east Ontario Housing and Homelessness Framework
Steering Committee, comprised of service managers and the Local Health Integration Network.
As the system planners for social housing and health care, respectively, members of the group work
together to align system approaches for homeless persons. Research by this group identified three
challenges of collaborating—their different histories and legislation, varied accountability structures,
and differing roles and responsibilities within the central east region of Ontario. The study findings
indicate that developing a joint document to guide the work was a process through which members
began to work through these differences.
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1. Introduction

In the fall of 2014, the central-east region of Ontario began a ground-breaking initiative that
brought municipal service managers from four regions together with the local health system
planner—the Central East Local Health Integration Network (CE-LHIN)—to form a joint ten-year
Housing and Homelessness Steering Committee. This undertaking is an innovative community-based
approach to integrated care for homeless and marginally-housed individuals. While integrated
care, the joining of health care and social care, is well-documented in the United Kingdom [1,2],
it remains a relatively new approach in Canada and across North America. This article details the
findings of an ethnographic study of the Housing and Homelessness Steering Committee from the
central-east region of Ontario, which comprises approximately 882,000 people and is positioned to the
immediate northeast of Toronto. Through this Steering Committee, members jointly attempt to design
social housing and health-based programs and initiatives in a coordinated manner for homeless and
marginally-housed community members.

The Steering Committee provides an opportunity to study an integrated care initiative as it forms
and evolves over time. At the time of the research, conducted in the spring and summer of 2015, the
Steering Committee had been meeting every two months for approximately one year. In that time,
they developed a guiding document that outlined the committee’s purpose, strategic aim, member
roles, guiding principles, and terms of reference. The creation of this document was an important
output of the committee, as it represented the first time the municipal service managers and the
CE-LHIN had formally worked together to address issues of housing, homelessness, and health for
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community members living in the central east region of Ontario. As the system planners, funders,
and administrators for housing and homelessness programs in their communities, representatives of
four municipal service managers came together in person and on paper with representatives from the
CE-LHIN, the system planners and funders for local health initiatives. This jointly-created document
marked a critical moment; it provided tangible support for—and a commitment to—providing
integrated care for homeless and marginally-housed individuals within these communities (see
Figure 1).
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Figure 1. Overview of the Steering Committee members, including representatives from four municipal
service managers and the Central East LHIN.

The development of this group is important, not only because it provides documented evidence for
integrated care, but because it brings together individuals who are working under different provincial
ministries, funded through different initiatives, and governed through different policies and pieces of
legislation. Until this committee began, representatives from the municipal service managers and the
CE-LHIN had never worked directly together. The regions in this study all experience a demand for
affordable housing that outweighs the supply. For instance, in the respective regions: less than 1%
of new housing stock built between 2000-2009 was rental [3], rental housing is described as limited
and not affordable to low-income households [4], tenants comprise 19% of households but only 5% of
new housing stock is rental [5], and over 1500 applicants are on the social housing waiting list [6]. The
formation of the Steering Committee is an attempt to collectively address the issue of social housing
and to align funding efforts with the CE-LHIN.

In this article, I begin by providing an overview of the literature on homelessness in Canada, with
a particular focus on Ontario, and discuss the methodology of the study. Subsequently, I detail the
evolution of municipal service managers and the CE-LHIN and examine the three main challenges that
members identified in working together—their differing histories and legislation, varied accountability
structures, and different orientations toward responsibilities and roles in the central east region of
Ontario. I conclude the article with a discussion of how the members jointly created a document
to lead their work, a process they noted allowed them to identify and begin to work through these



Soc. Sci. 2016, 5, 15 30f17

three challenges. The discussion is intended to inform the efforts of others working collaboratively on
integrated care for homelessness and marginally housed individuals.

2. Homelessness, Health, and Integrated Care in Canada

The negative effects of homelessness on physical and mental health are well-documented in
Canada, for both adults [7,8] and youth [9]. Entry into homelessness is often associated with a sharp
decrease in health status [10], with the occurrence of chronic conditions that are caused and/or
reinforced by poverty and the street lifestyle [11]. For instance, in one longitudinal study of homeless
individuals in the three Canadian cities of Ottawa, Vancouver, and Toronto, researchers found that
over 85% of participants reported having at least one chronic health condition [12]. Among the most
frequently reported conditions found in one study of 149 homeless persons in Toronto, were fatigue,
coughing up phlegm or blood, shortness of breath, night-sweats, chest pain, unexplained weight loss or
gain, lung disease, arthritis, hepatitis A, B, or C, and diabetes, among others [13]. Researchers in Canada
have found that homeless individuals are at higher risk of traumatic brain injury than the general
public [14,15], report high rates of untreated dental conditions, with low incidents of dental visits [16],
and often face challenges obtaining stable and nutritious food sources [17,18]. Many homeless
individuals report experiencing mental health issues [19], whether clinically diagnosed [12] or a more
general sense of loneliness on the street [20]. Substance use is common among homeless individuals in
Canada, and in many instances is related to, or complicated by, mental health factors [21,22].

Despite the evidence that shows homeless individuals experience poor physical and mental
health outcomes related to living on the street or in unstable conditions, many homeless individuals
rate their health as being excellent or very good [13]. In one study from Toronto, Vancouver, and
Ottawa, researchers found many homeless and vulnerably-housed participants rated their health
as fair or average; here the authors noted that it is important to contextualize these findings with
the understanding that participants frame their own health in relation to those of their friends and
family who are in similar circumstances [23]. Homeless individuals often do not access preventative
medical care services, describing instances of previous health care visits as being dehumanizing
and stigmatizing [24]. Forging a chain of trust, particularly within nurse-patient interactions for
marginalized populations, is important in creating a welcoming health care setting [25]. Without
this trust, feelings of embarrassment and shame have been found to prevent homeless individuals
from seeking out medical information, particularly around sexual health issues for young female
and transgender youth [26]. The pressing physical and mental health needs of homeless individuals,
combined with their low help-seeking behavior, lends support to the placement of accessible services,
like public health clinics, in community-based shelters and drop-in centres [27]. However, while many
homeless individuals report accessing some form of services [28], research has also found that the
institutional cycling of clients through different agencies can contribute to the spread of disease among
service users [29,30].

Improving the health and wellness of homeless persons requires a coordinated approach, such
that individuals are able to access a range of services and supports without having to cycle through
the system in the process. Integrated care involves bringing together health and social supports in
a way that supports the client and his/her particular needs at the centre. While integrated care has
been defined in different ways, Kodner and Spreeuwenberg offer one definition that is frequently cited.
Accordingly, they write:

Integration is a coherent set of methods and models on the funding, administrative,
organisational, service delivery and clinical levels designed to create connectivity,
alignment and collaboration within and between the cure and care sectors. The goal
of these methods and models is to enhance quality of care and quality of life, consumer
satisfaction and system efficiency for patients with complex, long-term problems cutting
across multiple services, providers and settings. The result of such multi-pronged efforts
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to promote integration for the benefit of these special patient groups is called “integrated
care” [31].

For homeless individuals, integrated care may involve the coordination of housing, health care
provision, and mental health and/or substance use supports.

One example of the integrated care philosophy for homeless individuals in North America, is the
proliferation of the Housing First model, which emerged through the work of Dr. Sam Tsemberis and
Pathways to Housing in the United States [32]. Housing First is defined within a Canadian context
as being:

...a recovery-oriented approach to homelessness that involves moving people who
experience homelessness into independent and permanent housing as quickly as possible,
with no preconditions, and then providing them with additional services and supports as
needed. The underlying principle of Housing First is that people are more successful in
moving forward with their lives if they are first housed [33].

Housing First is an integrated care approach that connects individuals with supportive housing
and case workers who provide transitional assistance and a sense of stability, often with a focus on
improving their mental health and wellness.

The Housing First model was implemented in the five Canadian cities of Vancouver, Winnipeg,
Toronto, Montréal, and Moncton through the “At Home/Chez Soi” study that operated from
2009-2013 [34]. Through this study, a combined total of 2148 individuals were enrolled in different
intervention types, with 1158 placed in the Housing First model. The results of the study strongly
indicate that homeless and marginally housed individuals benefit from the combination of housing and
integrated supports, like health care provision and mental health/substance use supports. It should be
noted, however, that while supported as an integrated approach, the implementation of the Housing
First model requires that structural issues be addressed, such as the existing shortage of affordable
housing in Ontario [35,36].

A body of Canadian research on supportive housing models that combine subsidized or social
housing with accessible supports, shows that the integrated approach to service provision is largely
effective. Individual studies have shown that housing combined with supports has a positive effect on
health [37], improves outcomes for individuals with serious mental illness [38], improves perceived
quality of life [39], increases life satisfaction [40], lowers hospital emergency room visits for adults
with mental disorders [41], and reduces the number of days individuals report experiencing alcohol
problems [42]. Integrated care models, like Housing First, have been found to be of greatest efficacy
when they target the most intensive users of services [38], and when they are supported by staff
expertise, multi-service partnerships, and strong leadership [43]. However, research on the accuracy of
Housing First success predictive models have found them to be largely ineffective at determining who
will maintain stable housing [44].

The health of homeless persons is affected by many factors, with housing status and access to
supports being among the most important. Addressing the high rates of chronic health conditions,
mental health issues, and substance use found amongst homeless populations in Canada requires a
broad social lens that accounts for the multiple factors impacting their health and wellness. While
research has shown that not all clinicians working with homeless populations report feeling initially
prepared to address the impacts of the social determinants of health on their patients [45], Doran, Misa,
and Shah write that:

Social determinants of health should be central to mainstream discussions and funding
decisions about health care. For many patients, a prescription for housing or food is the
most powerful one that a physician could write, with health effects far exceeding those of
most medications [46].

Integrated models that take a broader social perspective of health care delivery are becoming
more common, as they improve patient outcomes and reduce overall costs of service provision [47].
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However, even though health care leaders may support these kinds of innovative approaches, the time,
funds, and energy required for a relatively small population may not be where they choose to devote
their often limited resources [48].

Kodner and Spreeuwenberg note that the effective design and implementation of integrated
care may face barriers and bottlenecks in the five interlocking domains of funding, administration,
organization, service delivery, and clinical practice [31]. Others, in a collection of essays, have similarly
argued that creating integrated care is challenging and must first address issues pertaining to shared
budgets between health and care sectors [49,50], the need for strong and informed leadership [51],
the creation of (potentially legally binding) documents that guide and frame collaborations [52], and
transparency through shared data [53]. Creating strategies that integrate health and social care, while
challenging, are particularly important for addressing the complex needs of homeless individuals.

3. Methodology

The study design was influenced by institutional ethnography, as developed and informed
through the work of Dorothy Smith [54]. The study involved document review such as municipal
housing and homelessness plans [3-6], participant observation, and Steering Committee interviews.
Institutional ethnography is a sociological approach that takes texts and documents as an entry
point into understanding a given problem. The problematic examined in this study was how
the service managers and Central East LHIN organized their relations and interactions with one
another, around social housing and health system planning. The guiding question was, “What are
the key considerations and challenges that arise in developing a ten-year Housing and Homelessness
Framework to guide partnerships and collaboration, according to the Central East LHIN staff and
service managers?” The Housing and Homelessness Framework Steering Committee meets in person
every two months, in rotating locations throughout the central east region of Ontario. As the Principal
Investigator, I attended all seven of the meetings that occurred during the research period, as a
participant-observer, and took hand-written research notes. Each meeting lasted approximately 2.5 h.

In the summer of 2015, I conducted semi-structured interviews with all members of the Steering
Committee, including three representatives from the CE-LHIN, and two representatives from each of
the four municipal service managers. The interviews ranged from one to three hours in length. In three
of the regions, service manager interviews were conducted in pairs and in one region interviews were
conducted with two members separately. The CE-LHIN interview was conducted with three members,
although one member was newer to the Steering Committee and observed more than participated in
the interview, creating a paired-interview dynamic much like several of the service managers. In each
interview, a guide was used to direct questions but the order of questions was sometimes altered to
allow for a more conversational flow. Despite sometimes being in different orders, all participants
(whether from a service manager or CE-LHIN) were asked the same questions in five general themes
pertaining to their employment role and history; policy and funding context in which they worked;
creation of the mandated municipal ten-year housing and homelessness plans; involvement in the
Housing and Homelessness Framework Steering Committee; and assistance in creating a timeline of
key events and documents shaping their work.

This study was reviewed and approved by Trent University’s research ethics board. Participants
were provided with the questions in advance and each gave written informed consent. The interviews
were audio-recorded and transcribed by the principal investigator and a research assistant. All
participants were provided with a copy of the written transcript following the interview and were
given thirty days to correct or redact any information they wished. While some minor revisions
were made, none of the transcripts were significantly altered from their original texts. All interview
transcripts were coded by the Principal Investigator according to the five interview question themes
noted above. A table was created in which each response was posted and represented alongside
those of other members for each question. I utilized a coding method that involved examining the
comparative quotes for similarities, differences, and novel information, as described by Kirby, Greaves,
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and Reid [55]. To help protect participant anonymity, quotes are attributed only to a CE-LHIN or
service manager participant throughout the article, without identifying details provided.

This study does have limitations that should be noted at the outset. First, the Steering Committee
is comprised of a small number of representatives (i.c., eleven). While every participant was included in
the study and the findings can be considered representative of this particular committee, it is unknown
how their composition may differ from other groups of this nature. Second, the committee is comprised
of system planners and does not include those with identified lived experience of homelessness and/or
front-line service providers. As a planning table, these voices are not represented in the committee or
in this study. Finally, the group is in its infancy and the study can only provide an examination of how
it has formed over its first year. A longitudinal study that evaluated its progress and impact at the
community-level would be a valuable long-term undertaking.

4. Health and Social Housing Sector Collaboration: Identifying Key Challenges

The Homelessness and Housing Framework Steering Committee is comprised of system planners
from the Central East Local Health Integration Network and service managers responsible for funding
and administering social housing and homelessness programs in their four respective communities.
The Steering Committee meets every two months to try and jointly align funding and programming
initiatives that affect the health and wellness of homeless and marginally housed individuals. However,
despite taking a collective approach to these issues, the members of the Steering Committee are
differently positioned based on a number of key factors. Across sectors—whether health or social
housing—committee members are governed by their own legislation and are expected to undertake
different roles. Further, between and within sectors, accountability and area of responsibility varies.
These three factors—legislation, accountability, and roles—are discussed first as factors that align the
group members differently, and at times give rise to conflict and/or challenges. In the section that
follows, I discuss the measures the committee members have taken to help address and overcome
these factors in building a collaborative framework together.

4.1. Legislative and Historical Differences

The province of Ontario provides a novel landscape in which to examine integrated care initiatives
like the Housing and Homelessness Framework Steering Committee because the LHINs and service
managers are both uniquely Ontario-made through their respective legislation and histories. In the
interviews, all participants were asked to speak about the legislative contexts in which they work and
to outline the historical evolution of their organizations and roles. While the service managers are all
governed by the same pieces of legislation, these do not overlap with the LHIN. The misalignment
between the guiding legislation was felt by many participants to be an impediment to integrated work
between the health and social housing sectors.

Across Ontario, there are fourteen LHINS, each responsible for health system planning and
funding in a designated geographic area, as legislated through the Local Health System Integration Act
(LHSIA), 2006 [56]. The introduction of the LHINs in Ontario was met with some public skepticism
about their longevity and concern around the term “integration” and what it meant for health care
providers. One participant stated that, “I think in the beginning people just didn’t know what to make
of us and couldn’t figure out what we were doing” (CE-LHIN 1). Another participant stated:

CE-LHIN 2: I think when we started it, people were like, “Oh, here comes the next—or
first—wave really of integration.” I have been through a few system integrations but it
was always the planning entities in the province, and the LHIN was the necessary move
to bring planning and funding accountability into one local body...But we did not know
if it would stick through governments...It’s been three elections, at least, of provincial
government that...it’s stuck through.
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Initial public concerns focused on the word “integration” and what it meant for health
service providers:

CE-LHIN 2: With the word “integration” in our name and that being a new term, there was
a lot of discussion about, “What does that mean? Is that a merger? Amalgamation? Cease
our service? What is that?” We spent a lot of our time in [the] early days explaining that,
absolutely, that is part of the continuum of integration but partnerships, collaborations,
transfers, mergers, amalgamations, stop service are all in the [LHSIA] as a continuum.

While some uncertainty remains, the CE-LHIN participants believed that their work is better
understood and appreciated today than it had been previously:

CE-LHIN 1: I think [the public] understand[s] what it means better. There’s still some
providers that are very frightened by that. I think the fright comes from believing that
they’re going to lose their service and their jobs. The opportunity that people see now,
that perhaps we saw in the beginning, is the opportunity for the people that they serve.
So whereas the planning used to be based on the service, it's now based on the person
being served and I think now that people see that, it’s kind of renewed the interests of
some people who were working in the field.

In comparison to the LHINS, service managers have been operational considerably longer and
have also changed and evolved over time. The role began with the federal devolution of social housing
to provinces in the 1990s and the subsequent download in Ontario to municipal service managers
and District Social Services Administration Boards (DSABs) [57]. Initially created under the Social
Housing Reform Act (SHRA), 2000 [58], the service manager role was recently amended and is now
legislated through the Housing Services Act (HSA), 2011 [59]. The impacts of federal and provincial
downloads are still very much felt today by those in service manager roles. According to one service
manager representative interviewed for this project, “...back in 2001 when they transferred housing to
the service manager—just a box. Here’s a box and a handshake, and I'm serious about that” (SM 1).
The history of federal devolutions and provincial downloads have greatly shaped the work of social
housing administration in Ontario today. This theme emerged in multiple interviews:

SM 2: [The legislation and funding procedures identified within them are] overly
complicated, I think at this point. And I think the root of the problem is that the devolution
was done too quickly and there wasn’t enough consolidation at that point and there wasn’t
enough faith in municipalities that they could do a good job and that may have been
appropriate back in the day. Municipalities were terribly resistant to this [download].

SM 3: It’s a very different world since download. There are a lot more procedures, a lot more
things written down...certainly there were no service managers, that kind of collaboration
between service managers to get things in place. It’s a lot more formal and written down, so
that hopefully years and years from now, people won't have to go, “Why did that happen?”

SM 4: Omne of the interesting things about service managers, and our evolution, is
when housing portfolio was downloaded there were a ton of people with lots of—20-30
years’—experience in housing delivery, provincial housing delivery program, that ended
up in service manager positions across the province...So we rely on that expertise that is
now imbedded within the service manager role to help create some information, fill the
information gaps that sometimes all these young folk don’t have.

The two primary pieces of legislation that guide the work of the LHINs and service managers are
separate and distinct. However, while this separation may be expected given these two groups operate
within different sectors, the LHSIA (i.e., the legislation that created LHINs) was created after the service
manager boundaries had long been established and operational. This lack of coordination—and the
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missed opportunity for alignment—was a source of considerable frustration that was expressed in
multiple interviews.

CE-LHIN 1: With the municipal lens, to a certain extent, we’re wandering into territory
that we don’t really understand, as well as there’s some of those old wounds from other
processes that we weren’t involved in that rear their heads in this process.

SM 3: The province created the Consolidated Municipal service managers and the
DSABs...So why, when they created the LHINSs, didn’t they try and align that with the
service managers? That was created by the province—the same province—so why didn’t
they align it? Perhaps if they had aligned it, things would have evolved differently.

SM 2: The geographic boundaries at the province have never been properly addressed.
It’s a huge project, but the geographic boundaries are used by all ministries and they set
up the province in different ways, and there ought to be an approach whereby we always
know that we’re connected with these five other municipalities, whereas we’re not.

The different legislative contexts and historical evolutions of service managers and the LHIN
poses a practical challenge to collaborative working relations. For example, the CE-LHIN is also the
health system planner for Scarborough, a region of Toronto that is considerably different in geography
and population than the other four communities, and as such is not represented on the Steering
Committee. An additional challenge is that one of the service manager regions extends beyond the
boundaries of the CE-LHIN, causing them to fall within the bounds of two LHINs. The misalignment
of provincial boundaries, such that the work of the LHIN does not clearly overlay the work of the
service manager communities, is an issue that the Steering Committee members identified in working
together on integrated care planning for homeless persons.

4.2. Accountability Structures

Service managers and LHINs are bound by different accountability structures, with the service
managers guided by their own municipal elected councils and each LHIN reporting to an appointed
board of directors. The nature of the accountability—whether elected or appointed—was described as
being an important factor in the reporting relations. According to one CE-LHIN interview participant,
the service managers are, “..much closer to the political process than we are. They answer to an elected
council, whereas we don’t. We have an appointed board, so we don’t really have those same pressures”
(CE-LHIN 1). The evolution of the service manager role in administering and funding social housing,
discussed above, serves to shape the relations with the elected officials to whom they report. This was
addressed by one CE-LHIN interview participant who stated:

CE-LHIN 2: Our municipal partners have had to deal with downloads...They also are still
having conversations with their municipal councils discussing the appropriateness of who
delivers what, and we have similar conversations but the “who delivers what” and “who’s
being asked to deliver what” is very at the forefront of their discussions.

While the service managers all report to elected officials, they are each designed and operate
independently from one another. One service manager representative stated:

SM 4: It’s a little bit different in every service manager...so it can be different in terms of
the reporting. In terms of the broader goals and objectives and the things that we have to
do, they’re the same because we’re falling under the same [legislation]. Just the nuance
of council direction and priorities that are set out by those local councils and in terms
of the internal arrangement and the reporting, that will be different based on what the
infrastructure is within the level of government because we’re regional governments.
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The nature of the reporting relationship with regional council members is also different across
service manager communities. Whereas one service manager representative described the relationship
with council members as, “...more of a neighborly relationship. I can sit down and talk to them,
we can go out for lunch, there’s a comfortable relaxing environment” (SM 1), another service manager
from a different region stated, “...when you talk about relationships I think of individual one-on-one
relationships, and council is a body of people” (SM 2).

The nature of the accountability and reporting differs between service managers and the LHIN,
with elected officials and appointed boards, respectively, in those roles. When working collaboratively
together, these differences in accountability structures can produce challenges related to factors such as
political sensitivities, operational timelines, and budgetary considerations. The accountability of each
party involved in the Steering Committee was a central consideration in moving the group towards
a collaborative framework.

4.3. Priorities and Roles

The third identified challenge of collaborating within the Steering Committee was the different
nature of the service manager and LHIN roles. Within their individual communities, service managers
are responsible for establishing, funding, and administering social housing (among other) programs,
while the LHIN serves exclusively in a funding capacity without the administration component.
These different functions were noted by several interview participants. According to one service
manager representative:

SM 5: There’s an interesting kind of dynamic, in my opinion, in that [service managers] are
immersed in our community and we have community partners that we're trying to do this
work with, but we have a dual role of we are providing service and we are funding service
and the LHIN has only the role of funding service. But, at least in this forum we are able to
talk funder to funder.

Beyond the different roles, as administrators and/or funders, the Steering Committee members also
bring to the table their unique positions and priorities. In particular, the CE-LHIN interest extends
broadly across the central east region of Ontario, while service managers are concerned with their
individual municipalities. As a planning table, the differently aligned interests of the parties emerged
as a notable challenge that needed to be considered and addressed. The difference in priorities was
noted by CE-LHIN and service manager interview participants:

CE-LHIN 2: [service manager] interests are most directed to their own. They’re less
interested in knowing what another municipality has. We're very interested to know how
the different municipalities are using similar pots of money. That’s not so much their
concern, other than sometimes if it’s problem solving for them.

SM 4: There’s one LHIN and then there’s the service managers, which are multiples...And
so what we’re trying to do is create some more, better balance in the system across the
communities but we’re still coming at it from a service manager perspective. We're coming
at this from our individual service managers and not one-to-one...We're not coming at it as
service manager/LHIN. We’re coming at it from service managers and LHIN, which must
make it very difficult for them because they’re the ones trying to do the balance...I think
that’s an important piece of the structure, that it’s 4:1.

Entering into a collaborative Steering Committee with different roles and service area priorities was a
challenge that service managers and the CE-LHIN had to collectively address and attempt to overcome.

5. Working through Key Challenges: Drafting a Guiding Framework Document

The Steering Committee was formed with the recognition that key challenges existed, stemming
from their historical and legislative differences, accountability structures, and varied priorities
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and roles. Members sought to address these challenges through the joint creation of a guiding
document. Throughout the first year, the Steering Committee devoted 20 to 30 min at each meeting to
collaboratively drafting a guiding principles and terms of reference document that outlined their work
together [60]. The final product is an eight-page document that will be reviewed annually and contains
sections on the Steering Committee’s purpose and strategic aim, member roles, legislative and policy
context, guiding principles, terms of reference, and approvals. The process of drafting the document
was, itself, not without challenges, as members worked systematically to refine the language within
each section.

As an observer, I witnessed this process first-hand in Steering Committee meetings. Led by
a CE-LHIN representative, the working document would be projected onto a large screen for all
members to see. The group would begin with the first section and members would be asked to read it
to themselves. The CE-LHIN member would ask for comments on the section shown and members
would offer comments or proposed changes. The group would then discuss the proposed change
and decide on whether they wanted to accept it, reject it, or make some alteration. The CE-LHIN
member would then live-edit the document on a computer and all members could see the changes
being made on the overhead projection. This process would be repeated for every section of the
document, often returning to previous sections as new comments or suggestions were made. The
document would then be e-mailed to all members to review again on their own time following the
meeting. At each subsequent meeting this process would be repeated until the guiding framework
document was finalized in April 2015.

In the interviews, committee members variously described the process of drafting the document
as, “kind of tedious” (SM 7), “a little painful but not too bad” (SM 2), and “not rushed; something
that has been tweaked for quite a while” (SM 6). The most commonly-noted challenge in working
collaboratively on this process was that it involved, “a lot of collective wordsmithing” (SM 2) which
emerged due to the different working vocabularies and acronyms across the health and social housing
sectors. As one SM noted, “There’s some people that are extremely literal...and are not comfortable
unless the language is very, very clear” (SM 4). Despite the repetitive wordsmithing involved, the
process of constructing a shared guiding document provided a tool through which members could
begin to identify and work through the challenges of their historical and legislative differences,
accountability structures, and varied priorities and roles.

CE-LHIN 2: I'd say the time spent up-front in getting the agreement on guiding principles,
and it is a long time, but...it'’s good time spent. Now we haven’t had full fruition of that but
I believe that it was good time spent, particularly because these are new partners to one
table and we’re new. I think we just needed to allow that time. Another learning would be,
and again we haven’t seen it to fruition but, putting forward a common strategic aim for the
group...This is the approach we take and that’s an objective, a common goal...a statement
we can take out and show people.

It should be noted that the key challenges the group faces are systemic and not easily eradicated
through the construction of one document. Rather, the joint framework provided an opportunity
to identify the challenges, acknowledge their existence within the context of the group, and allow
members an opportunity to begin to address them within their own powers and abilities. In the
remainder of this section, I return to the three key challenges and briefly show how members negotiated
them within the context of the guiding framework document.

5.1. Legislative and Historical Differences

In Ontario, the LHINs and service managers have emerged within different historical and
legislative contexts, resulting in misaligned service boundaries within the province. While a joint
document created by the Steering Committee could not change the legislation or retroactively align
boundaries, the members could acknowledge these issues and agree to consciously work around
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them. For instance, a footnote within the document states that a town in one of the service manager
counties, “...will be included in planning under this Framework while being beyond the boundary
of the Central East LHIN” [60]. Another note within the document states that, “The Central East
LHIN will engage directly with the City of Toronto for collaboration and partnership opportunities for
residents of Scarborough. When appropriate, opportunities for collaboration and information sharing
across all five service managers within the Central East LHIN will be pursued” [60]. This notation is
required as Scarborough, part of the City of Toronto, is geographically within the CE-LHIN but is not
part of the Steering Committee for reasons beyond the scope of this article.

One concern raised in drafting the document was the inclusion of the word “integration”, given
the general early resistance to this term when the LHINs first emerged. In the interviews, one
CE-LHIN member shared how antipathy toward the term ‘integration’ impacted the development of
the document.

CE-LHIN 2: ...integration was and is, | would say still, a very foreign term but our municipal
partners are more uneasy with the term integration. Similar to how our service providers
might have felt in the beginning around the term integration, in understanding it, because
we had to spend a lot of time explaining. There was even a suggestion early on at the
Steering Committee table that we not use the word integration. We couldn’t agree to that
but we can define it other ways.

The term integration does appear in the Steering Committee document but, with only one
exception, is limited to the name of the LHIN, a description of its mandate, and mention of the
Local Health System Integration Act as guiding legislation. The one exception is the inclusion of
a continuum of care principle that states, “The LHIN and service managers will work with other
key housing, community and health service stakeholders in their communities to ensure services are
integrated and provide a continuum of care to meet the varied needs of residents” [60]. While the
inclusion of integration in this principle suggests the group has found some consensus to begin to
work from, the general lack of the term integration within the document highlights that further work
on this issue remains be done.

5.2. Accountability Structures

The members of the Steering Committee each report to an external authority, whether
an appointed board, as with the CE-LHIN, or an elected council, as with the service managers.
In drafting a joint agreement, the members recognized that they were not only speaking on behalf of
those at the table but that they represented the interests of others as well. The challenge associated
with the accountability structures was the diversity in that as one SM noted there are, “...differing
approval processes and different cultures, and so you're bringing all of those together and it’s not
easy to get sign-off and language that seems to fit everyone well” (sic) (SM 5). The way the Steering
Committee attempted to address this challenge in the guiding document was the inclusion of two
sections on sponsors and membership accountability.

Sponsors are identified in the document as the Chief Administrative Officers of the Municipality
and the Chief Executive Officer of the LHIN or their delegates. These sponsors are there to, “...assist
the process as required in obtaining and sustaining support for the process from their respective
organizations” [60]. Within the document it further states that sponsors will receive key messages,
prepared by the Steering Committee, on a regular basis and following significant events. Under the
heading “"Membership Accountability”, it further states that members will be responsible for liaising
with the respective municipal, regional, or provincial leads and organizations, and communicating
directly with their sponsors regarding issues, information sharing, and recommendations discussed
at the Steering Committee meetings. The final section of the document includes an approval section
in which members and their sponsor are required to sign. Although the accountability structures,
themselves, have not changed as a result of this framework document, members had the opportunity
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to explain to one another how their reporting works and to gain a deeper understanding of each
other’s processes.

5.3. Priorities and Roles

The Steering Committee brings together members from the CE-LHIN, who fund health care
services, and representatives from four service manager regions, who fund and administer social
housing programs. The differences in priorities and roles is evident in the guiding document,
as considerable space is devoted to explicating the purpose of the Steering Committee and the
expectations of its members. The document forefronts this information in its first four sections,
a representation of the high priority given to clarifying these issues by the Steering Committee members.
For instance, the first section entitled “Purpose” states that the group will, “Collaborate during
organizational strategic planning with intent to identify common priorities; undertake collaborative
service level planning to improve coordination of services and ability for residents to obtain and
then retain tenancy; and identify opportunities to align and maximize new investments and existing
funding to address needs in [each] community” [60]. Following this section, the document outlines
three strategic aims, the Central East LHIN role, and the service manager role.

Creating the guiding document together also allowed members of the Steering Committee to
clearly outline what their expectations were and to establish their own limitations as collaborators.
The process served as an extended introduction between members. As one CE-LHIN representative
stated in an interview, “We did explain where our limitations were around funding and I think that
was really helpful...I think really understanding what you can and can’t do is incredibly helpful to the
process” (CE-LHIN 1). A service manager similarly stated in an interview that, “We're very fortunate
to be able to have these discussions...We don’t influence the priorities, I don’t believe we do, but I
believe we influence how the pie gets distributed based on them being more knowledgeable about
what some of the pressures we have [are] and what we're trying to do” (SM 4). One example of this
sort of influence that emerged out of the framework discussions was an increased allocation of rent
supplements within these regions because as one SM noted, “...we were ready and responsive to
[CE-LHIN'’s] questions as they were making their funding decisions” (SM 2).

The different roles of the CE-LHIN as a system wide planner and service managers as municipal
planners initially raised concerns that the Steering Committee table, “...doesn’t become another place
where the loudest voice gets a share of the pie and that it’s not just about the LHIN and their money,
but it’s about the housing piece as well” (SM 4). The Steering Committee recognized this challenge
and attempted to address it within the guiding document by including a statement that reads:

The Steering Committee will adopt a consensus model of decision-making for
recommendations/advice. As such, deliberations will seek to build consensus on the most
acceptable advice/direction considering the best interests of residents. Where consensus
cannot be reached, the Steering Committee will present a summary of the deliberations to
their respective Sponsors for input and direction [60].

A footnote within this passage defines consensus as, “general or widespread agreement among all
the members of a group” [60]. The consensus model may mean that decisions are not unanimous and
some members may be unsatisfied with future decisions. However, a service manager noted, “We're
all also pretty reasonable people and so we say as long as there’s a rational approach to the allocation
of funds, we’ll probably all be good with that” (SM 5). This brief discussion of the guiding document
is not exhaustive but is meant to demonstrate examples of how members have used the creation of this
document to acknowledge and attempt to work through the key challenges they face.
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6. Conclusions

Homelessness is a pressing issue in Canada, and other parts of the world, that requires a systems
approach. In central east Ontario, a group of service managers and health system planners have
formed a collaboration to better coordinate health and housing services for members of their respective
communities. This ethnographic study of the group highlighted three key challenges that emerged:
historical and legislative differences, varying accountability structures, and different responsibilities
and roles. The Steering Committee recognized these challenges and spent a considerable amount
of their initial time together drafting a joint guiding framework document that acknowledged these
issues and attempted to work through them. The process of jointly creating the principles and
terms was described as being just as important as, if not more than, the actual document itself.
Working collaboratively on creating the document opened a narrative space at the table for members
to deconstruct central aspects of their own work, while learning about those of their partners.

Throughout the interviews, participants clearly identified and reflected on the challenges that
emerged through the first year of the Steering Committee. Integrated care remains relatively new
in Canada and across North America, with a more developed presence in the United Kingdom [2].
As such, it is foreseeable that issues might arise pertaining to legislative misalignment, differing
accountability structures, and a focus on collective versus individual interests. Similar challenges have
been noted in the UK, related to coordinating health and social care budgets [49,50], characteristics
of individuals who assume leadership roles [51], and sharing data freely between collaborators [53].
Homelessness is a prevalent issue in Canada, and studies have shown that combining health and
social care has effective outcomes for physical and mental health [37,38], quality of life [39], life
satisfaction [40], and the use of emergency health services [41].

The positive outcomes related to integrated care efforts, like supportive housing combined
with health and wellness services, lends support to increased investments in combined health and
social care for homeless persons. While challenges may be likely to emerge when parties collaborate
across sectors, there is also the possibility for innovative practice to emerge. The literature suggests
that integrated care is most effective when targeting the highly-intensive service-users [38], when
efforts are supported by expertise, multi-service partnerships, and strong leadership [43], and when
collaborations are outlined in documents that hold parties accountable to one another [52]. While the
members of the central east Ontario Steering Committee continue to navigate the complex relations
that underlie their collaborative system planning work, the year together has brought about key
learnings that others can adopt and build upon.

The first key learning is that it is possible to bring stakeholders together, even if they have
no established pre-existing relationship. The members of the Steering Committee were brought
together based on a shared interest in aligning social housing and health supports, despite not having
collaborated before. The second lesson is that challenges, while likely to emerge when working
intersectorally, are not insurmountable and may even be beneficial in opening a dialogue. Third,
members of a group, such as the Steering Committee discussed here, should devote time to identifying
their differences and explaining their roles, expectations, abilities, and limitations to one another
even if they share similar positions. Fourth, the creation of a joint document, while potentially time
consuming, is a valuable exercise that provides a tangible resource for the group members over the
duration of the partnership. The joint document produced by this Steering Committee is publicly
available as a model [60], although individual groups are strongly encouraged to adapt it to their own
work. Finally, participation in a collaborative group that brings different system planners together can
be one step toward improving systemic challenges, if not eradicating them altogether.

In this article, I discussed how challenges emerged in relation to the Steering Committee’s
work and how the members collectively worked to try to overcome them. The creation of a joint
document guiding their work provided a process through which members came to better understand
and appreciate one another’s language, capabilities, and limitations. Integrated care is increasingly
becoming recognized as a valuable system planning approach, particularly for addressing the needs
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of vulnerable individuals. While collaborative approaches like the Steering Committee may pose
challenges for members, they also provide the tools for working through them.
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