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Abstract

Marginally housed people who use drugs and alcohol (PWUD/A) face barriers in accessing 

healthcare services, which may be improved by providing healthcare in housing settings. This case 

study examines the experiences of healthcare access amongst PWUD/A who live in a permanent 

supportive housing model in Vancouver, Canada. This model has an embedded multidisciplinary 

clinic providing in-reach services. Thirty participants were recruited via posters placed throughout 

the building and semi-structured qualitative interviews were conducted remotely. Interviews were 

conducted with participants who accessed onsite care regularly (n = 15) and those who do not (n = 

15). Data were analysed to identify both a priori and emerging themes. Participants who accessed 

the onsite clinic reported benefiting from stigma-free care. Close proximity and convenience of 

drop-in appointments enabled participants to engage with healthcare services more consistently, 

though hours of operation and privacy concerns were barriers for others. Participants who did 

not use the onsite clinic highlighted the importance of continuity of care with their pre-existing 

primary care team, particularly if their clinic was in close geographic proximity. However, they 

also described utilising these services for urgent health needs or as an occasional alternative 

source of care. Shared perspectives across all participants emphasised the importance of low-
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barrier services, including medication delivery, convenience and positive therapeutic relationships. 

Our findings suggest that embedding access to primary care within supportive housing benefits 

PWUD/A who have previously encountered barriers to healthcare access. This model could be 

implemented to prevent utilisation of acute healthcare resources and improve health outcomes 

amongst PWUD/A.
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1. INTRODUCTION

It is well documented that structurally vulnerable people who use drugs and alcohol 

(PWUD/A) face significant barriers in achieving stable housing due to a myriad of 

factors, such as stigma, poverty, isolation, intergenerational trauma, recent incarceration 

and restrictive housing policies (Krüsi et al., 2010; Menzies, 2006; Rowlands Snyder et al., 

2021; To et al., 2016). In turn, people who are marginally housed endure significantly poorer 

health outcomes, utilise greater emergency care resources and experience higher overall 

mortality rates (Aldridge et al., 2018; Fleury et al., 2021; Hwang, 2000; Hwang et al., 

2009; Smith et al., 2019; Turnbull et al., 2007). Despite the higher incidence of illness and 

emergency service utilisation amongst people who are marginally housed, access to primary 

care services remains suboptimal (Kendall et al., 2020) and there is a continual need for 

novel approaches to improve healthcare access.

There is a wealth of evidence supporting the health benefits of housing for marginally 

housed PWUD/A and there exists a spectrum of interventions (Aidala et al., 2005; Collins 

et al., 2016; Fitzpatrick-Lewis et al., 2011; Fleury et al., 2021; Kerman et al., 2021; Riley et 

al., 2019). Some housing interventions are intended to be short-term (e.g. shelters, temporary 

or transition housing programs), whereas others are designed to be more permanent (e.g. 

Housing First programs, permanent supportive housing). Amongst supportive housing 

options, some base their tenancy on behavioural contracts, such as ‘treatment first’ models, 

requiring sobriety, whereas others are rooted in the philosophy that housing is a human right 

and tenancy is not contingent on ‘housing readiness’ mandates (Fitzpatrick-Lewis et al., 

2011; Hall et al., 2020; Tsai et al., 2010). Despite evidence that demonstrates the linkages 

between housing and improved health outcomes (Arum et al., 2021; Davies & Wood, 2018; 

Onapa et al., 2021), health and safety vulnerabilities persist amongst PWUD/A in some 

housing environments. For instance, although there is mixed evidence regarding the effect 

of housing stability on substance use patterns, some studies suggest that housing stability 

is associated with a reduced likelihood of accessing alcohol use disorder treatment (Asana 

et al., 2018; Cherner et al., 2017; Fortier et al., 2020). Additionally, there are clear links 

between housing and overdose risk (Bardwell et al., 2019), with the majority of overdose 

deaths in British Columbia, Canada, occurring in housing environments (Bardwell et al., 

2017; MacKinnon et al., 2020). Recent research also indicates that overdose can be a 

leading cause of death in Housing First programs (Tinland et al., 2021). Further, single room 
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occupancy (SRO) housing has been considered a ‘mental health risk environment’ that can 

exacerbate fear and anxiety amongst women who use drugs (Knight et al., 2014). Private 

SRO environments are also associated with other issues, such as pervasive food insecurity 

and unsanitary conditions, resulting in physical and emotional health hazards (Bardwell 

et al., 2019; Byers et al., 2019; Lazarus et al., 2011). The evidence is clear that more is 

needed to support structurally vulnerable PWUD/A in order to improve housing and health 

outcomes.

Home-based primary care models are one approach to increasing timely access to healthcare 

for structurally vulnerable individuals (MacKinnon et al., 2020). These models are gaining 

traction, particularly in the COVID-19 era with geriatric populations (Franzosa et al., 2021; 

Ornstein et al., 2021; Ploeg et al., 2005; Ritchie & Leff, 2018; Wolff-Baker & Ordona, 

2019). This intervention supports people who have barriers to traditional primary care 

models by offering longitudinal, multidisciplinary primary care in an individual’s private 

residence (Franzosa et al., 2021) and has been shown to meet the healthcare needs of home-

bound people, decrease overall mortality, increase the likelihood of avoiding placement in 

long-term care settings, reduce healthcare costs and keep vulnerable people safe during 

lockdowns (Franzosa et al., 2021; Ornstein et al., 2021; Ploeg et al., 2005; Ritchie & 

Leff, 2018; Wolff-Baker & Ordona, 2019). While beneficial to geriatric populations, less 

is known about home-based primary care models for PWUD/A. Some home-based primary 

care models exist in low-barrier housing settings for PWUD/A and may improve access 

to healthcare; however, there is minimal research evaluating their effectiveness (Evans & 

Strathdee, 2006; MacKinnon & Socias, 2021; Taylor, 2012). This model of care may be 

particularly valuable given the morbidity and mortality associated with the current opioid 

overdose crisis, which disproportionally affects people who use drugs in housing settings 

(Bardwell et al., 2017; MacKinnon et al., 2020). Additionally, the ongoing COVID-19 

pandemic has exacerbated overdose mortality (Arnold, 2020; Hser & Mooney, 2021; Jenkins 

et al., 2021), resulting in calls to action for innovative approaches to healthcare delivery 

during these unprecedented times.

Supportive housing has been described as well positioned for the integration of primary 

care and health promotion interventions (Henwood et al., 2018; Henwood, Cabassa, et al., 

2013; Henwood, Stanhope, et al., 2013). This qualitative study examined a home-based 

primary care model that was implemented within a low-barrier permanent supportive 

housing residence in the inner city of Vancouver, Canada. Integrating two of the primary 

interventions recommended in recent national clinical guidelines for supporting homeless 

and vulnerably housed people in Canada—supportive housing and comprehensive primary 

care (Pottie et al., 2020)—the novel model embeds optional primary care access onsite to 

residents, including those who use drugs and/or alcohol. This low-barrier intervention may 

be a feasible and acceptable approach to increasing access to primary care and addressing 

unmet needs amongst this structurally vulnerable group. Therefore, the objective of this 

case study was to examine residents’ experiences accessing healthcare and to understand the 

perceived value of embedding primary care within permanent supportive housing, including 

what leads residents to utilise or not utilise these services.
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2. METHODS

2.1 National and neighbourhood contexts

Substance use is a leading cause of morbidity and mortality in Canada, resulting in 

substantial costs to the healthcare system. For example, in 2017, health issues related to 

alcohol consumption accounted for the largest costs at $16.6 billion, whereas those related 

to opioid use cost $5.9 billion (Canadian Institute for Substance Use Research, 2020). 

Universal health insurance in Canada provides free access to primary care services, and 

provincial governments have limited drug plans that cover additional costs for various 

populations, including people on social assistance (Rawson, 2020). There are also a range 

of government-funded substance use disorder treatment services in both hospital-based and 

community rapid access programs (Rush & Furlong, 2020), which include opioid agonist 

therapies like methadone and buprenorphine (Bruneau et al., 2018) and programs that 

provide regulated substances to reduce related morbidity and mortality such as managed 

alcohol programs and safer opioid supply programs (Ivsins et al., 2020; Schiff et al., 

2019). Complementing these available health services are subsidised and supportive housing 

programs for structurally vulnerable PWUD/A, some of which include varying levels of 

access to healthcare (MacKinnon & Socias, 2021). Despite the existence of these affordable 

health and housing services, many structurally vulnerable PWUD/A continue to face access 

barriers (Chan Carusone et al., 2019; Paquette et al., 2018), including in inner cities 

(Goodman et al., 2017).

Vancouver’s Downtown Eastside (DTES) is a vibrant inner-city community of 4km2 that is 

home to almost 20,000 residents (PHSA, 2020). It is an ethnically diverse population with 

high rates of vulnerability due to multiple systemic barriers including poverty, residential 

instability and various health disparities such as high rates of chronic diseases, mental health 

problems and substance use disorders that contribute to a lower life expectancy (City of 

Vancouver, 2021; Torchalla et al., 2015). There is a high density of health and social services 

offered by non-profit organisations, the municipality and regional health authorities (Amram 

et al., 2019; Carnegie Community Centre, 2019). Sixty-nine percent of the DTES population 

is attached to a primary care provider (PHSA, 2020).

2.2 Study setting

This study was conducted with residents of a low-barrier, permanent supportive housing 

site with over 100 units in the DTES that is operated by a non-profit organisation under 

a Housing First framework. People gain residency by applying through the provinces’ 

supportive housing registry and their rent is subsidised. There is a multidisciplinary clinic 

embedded in the building with a full-time social worker, a nurse for clinical support, a 

nurse for medication administration and a part-time physician who provides acute and 

longitudinal care to residents, including substance use care. Healthcare is delivered in the 

clinical space as well as in residents’ units, if requested or needed. There is also an affiliated 

pharmacy that delivers medications and provides the medication administration support. 

These clinical supports are available to all residents on an as-needed basis, and residents 

can become attached to the physician if they are unattached to a primary care provider or 

if there are barriers to accessing their current primary care provider. In addition to these 
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clinical services, the building has 24/7 front desk staff; provides home support, two meals 

per day; a range of wellness, cultural and recreational groups; employment opportunities for 

residents; and housing-based drug/alcohol consumption services and supplies to encourage 

safer substance use.

2.3 Data collection and analysis

We utilised a case study qualitative approach (Crowe et al., 2011) in an effort to understand 

how this novel primary care clinic is perceived and experienced by all tenants, including 

both those who do and do not regularly access it. This case study was bounded temporally 

based on participants’ primary care experiences prior to moving into the study setting 

up until the period when data were collected (October 2020 to January 2021). An 

interview guide was used to facilitate semi-structured qualitative interviews. This guide 

was not pretested, though there were no issues detected during initial interviews. Thirty 

semi-structured interviews were conducted with residents over 18 years old who lived in the 

supportive housing site. Purposive sampling was used to interview individuals who used the 

onsite clinic regularly (n = 15) and those who did not access the clinic (n = 15). Participants 

who were unable to provide informed consent were excluded from this study.

Recruitment and data collection processes were tailored to meet COVID-19 safety protocols. 

Recruitment posters were placed in common areas of the building and in the clinic. Front 

desk and clinic staff provided the consent form to interested residents, as well as available 

interview dates and times. Staff then faxed the sign-up sheet of prospective participants to 

the research team and a research team member phoned participants to complete an eligibility 

screen and review the consent form. The participants were subsequently interviewed if they 

were eligible and provided verbal consent. Working in partnership with the housing program 

curtailed any recruitment challenges. As onsite staff engaged with tenants regularly, they 

were able to provide interview reminders to participants. In addition, onsite management 

was able to provide $30 cash honoraria immediately following the interviews, which were 

conducted remotely due to COVID-19 restrictions.

Interviews were conducted by a clinician scientist and a postdoctoral researcher, both 

of whom have training and experience working with this population. The latter had no 

prior relationships with residents, whereas the former had previously worked in the study 

setting and, thus, refrained from interviewing any past patients. Remote interviews lasted 

approximately 30–60 minutes and covered a variety of topics, including housing, health 

and substance use history, experiences accessing healthcare and impacts of the COVID-19 

pandemic. Audio recordings of the interviews were transcribed verbatim by professional 

transcriptionists and reviewed for accuracy. The lead and senior authors reviewed several 

of the interview transcripts prior to coding the data. Transcripts were first reviewed 

independently and then we met to develop a coding framework. We took an interpretivist 

approach to this case study in that our aim was to understand social meanings across 

all participants (Crowe et al., 2011). We used NVivo 12 to organise and code the data. 

Line-by-line coding was completed by both the lead and senior authors, who met regularly 

to ensure consistency and address any discrepancies. Qualitative data were analysed using 

a sequential process to identify both a priori (e.g. low-barrier healthcare, pandemic effects 
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on service access) and emerging themes (e.g. therapeutic relationships, close proximity; 

Corbin & Strauss, 2015). This study was approved by the University of British Columbia/

Providence Health Care Research Ethics Board.

2.4 Participants

The majority of participants were cisgender, white and used substances daily (see Table 

1). Of the 30 participants, 23 individuals regularly used opioids (e.g. heroin, fentanyl), 

with 11 being polysubstance users who regularly used both opioids and stimulants. Sixteen 

participants shared that they used alcohol in the last 30 days and five participants identified 

that alcohol was the substance they used most often.

3. RESULTS

When participants were asked about their access to healthcare, their responses were mixed. 

Participants discussed the benefits and limitations of accessing healthcare both onsite and 

offsite. Additionally, common themes related to healthcare access emerged amongst both 

groups of participants.

3.1 Onsite healthcare access

Most participants who accessed care onsite did not access healthcare services prior to their 

tenancy in the building due to a variety of reasons, including competing priorities and having 

‘chaotic’ lives, perceptions that they did not require services, or past negative experiences. 

Some participants routinely used the onsite clinic, whereas others used it on an as-needed 

basis (e.g. for infections, injuries and follow-up from hospital discharge). Most participants 

also utilised the pharmacy affiliated with the embedded clinic and had their medications 

delivered to their units. Participants expressed that having healthcare access embedded in 

their residential building contributed to a sense of wellness and community, as illustrated in 

the following excerpts:

We’ve had some really awesome doctors. They’re friendly. They listen. They seem 

to care. Like you know, they remember what you told them the week before or 

whatever. And I don’t know. I just found more of a personal relationship with the 

doctors than I ever had before.

(P18, cis man, mid-70s)

I appreciate having a doctor and nurses here big time, it helps so much. Like, you 

just feel thorough, you feel cared for, you feel like you’re on top of things. And, 

you know … they’ll even come and knock on your door…they go out of their way 

more than what they need to do. It’s nice to have a connection in your building – a 

real community feeling.

(P19, cis woman, early 50s)

Positive therapeutic relationships with, and stigma-free care from, the clinical staff were 

emphasised as the main facilitator of engaging in continuing care, especially given the 

negative healthcare experiences, many described having in other healthcare settings (e.g. 

hospitals, walk-in clinics).
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Some participants described that having access to an embedded clinic increased 

opportunities to have regular primary care encounters. The option of drop-in appointments 

or outreach to their units minimised barriers to accessing care:

I had no doctor at all except for a methadone doctor, I was missing appointments 

and stuff like that all the time. Having a clinic here 100 percent helps me to make 

appointments because the doctor is here. They knock on your door. The doctor 

comes right to my [unit].

(P30, cis man early 40s)

I’d rather go see the clinic staff downstairs, I just can walk there, I don’t have to 

really use my wheelchair. Unless I was bedridden, then, I’d rather have them come 

and see me. Having a clinic in our apartment building is convenient.

(P24, cis woman, late 50s)

Some participants outlined other healthcare access barriers they experienced prior to moving 

into the building, such as lacking identification and the inconvenience of commuting to a 

clinic, which often led to missed appointments. Altogether, close proximity, convenience and 

familiarity with the clinical staff enabled participants to engage in care at times when they 

would have otherwise encountered logistical barriers. The onsite clinic afforded participants 

more flexibility, thereby preventing interruptions in care.

Others discussed the effects that substance use has on motivation to seek care. For example: 

‘First thing people do in the morning is get high, and there’s no way they’re going to go 
to the doctor. Even if their finger’s broken, they aren’t going’ (P19, cis woman, early 50s). 

The flexibility of the onsite clinic in terms of drop-in access and outreach assessments was 

identified as a way to mitigate obstacles to healthcare access due to substance use and/or 

intoxication for PWUD/A.

While participants described a variety of benefits to the onsite clinic, they also identified 

some concerns, including those related to accessibility. Some identified that the clinic’s daily 

hours of operation of 9:00 to 16:00 were not long enough, while others shared that the 

physician was infrequently onsite. For example: ‘The doctors are only here once a week for 
a couple hours. If I need to talk to one and like and it’s Tuesday, what the hell have I got 
to do, wait till Friday at 1:00 o’clock? No. Sorry. That’s not going to cut it’ (P28, cis man, 

early 60s), and ‘I think they should have a nurse on 24 hours a day. It would be better for us 
because a lot of people have seizures and overdoses in here’ (P24, cis man, late 50s).

Some participants who had used the embedded clinic described significant concerns 

regarding a lack of privacy, as highlighted in the following excerpt:

When I started getting my methadone through this clinic, I would go downstairs to 

the clinic and the nurse would administer it. So, then you got any other person in 

the building who is walking by and the nurse is explaining what I am taking. I’m 

appalled by it. I will not deal with them in an open area.

(P28, cis man, early 60s)
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Some participants used strategies to mitigate privacy concerns, including private unit visits 

and medication deliveries.

Overall, participants who accessed the onsite clinic positively regarded therapeutic 

relationships and a sense of closeness that stemmed from having flexible access to 

embedded healthcare services in their residence. Close proximity, convenience of drop-in 

and outreach assessments, and familiarity with and compassion of clinic staff provided 

participants with more opportunities to engage in continuous care compared to their 

experiences accessing healthcare services elsewhere. However, limited hours of operation 

and privacy concerns were significant deterrents for some of the participants, which could 

lead to service avoidance or seeking healthcare elsewhere (e.g. hospitals, walk-in clinics).

3.2 Offsite healthcare access

For the participants who did not access the onsite clinic (n = 15), this was primarily due to 

their pre-existing connections to healthcare teams prior to entering the supportive housing 

building. Almost all participants explained that the ability to maintain the relationship 

with their offsite primary care team was important to them. Most of these participants 

attended their offsite clinics regularly and received medications from a pharmacy that was 

not affiliated with the onsite clinic. Many participants described developing connections to 

healthcare teams when they were experiencing homelessness. For example:

I started going to [another clinic] when I first was homeless. I went to get my 

methadone and that’s where an advocate helped me get into housing. So like, I had 

a really good connection going with the [other clinic] and I’ve only been living here 

now for five months, so I’ve stayed with them.

(P5, cis man, mid-40s)

Continuity of care was instrumental for participants who were attached to healthcare teams 

prior living in their building. This was especially valued when the participants had positive 

therapeutic relationships with their offsite primary care provider.

Most participants shared that their healthcare clinics were geographically nearby, and that 

this proximity was beneficial. Several participants mentioned that leaving their residential 

building to attend healthcare appointments also gave them a sense of purpose. For example: 

‘I think it’s important for me to be able to get out of the building and make connections 
with people and to get fresh air and go for a walk’ (P3, cis man, mid-40s), and, ‘Sometimes 
I just like to go in for the walks, you know. Having a reason to go somewhere, and to get 
away from here’ (P7, cis woman, late 30s). Separation between their housing and healthcare 

services provided a reason to exercise and an outlet for social connection.

Participants did, however, describe instances where they would use the onsite clinic, which 

occurred when they required urgent care for wounds, infections, or prevention of medication 

discontinuations. According to one participant, ‘I go and see the doctor here when I have 
an emergency…I think it’s just really good to have it here’ (P15, cis man, late 40s). 

Overall, most participants highlighted the importance of continuity of care with their pre-

existing primary care team with whom they had a positive therapeutic relationship and could 

conveniently visit, while also utilising the onsite clinic on an as-needed basis.
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3.3 Shared perspectives amongst participants

Some common themes arose amongst participants regardless of whether they accessed 

primary care onsite or offsite. For most participants, convenience (e.g. close proximity, 

flexible hours) and positive therapeutic relationships with safe, non-judgemental healthcare 

providers were the primary facilitators of positive healthcare experiences. Also, most 

participants in both groups used the onsite clinic for acute issues (e.g. injuries, new 

infections) and described how this access prevented the use of emergency departments and 

walk-in clinics. Furthermore, having access to the onsite clinic for urgent issues enabled 

some participants who used offsite clinics to continue their opioid agonist treatment when 

their prescription would have otherwise been cancelled, preventing interruptions in opioid 

use disorder treatment.

Over a third of the participants who used offsite clinics and most of the participants who 

used the onsite clinic had medications delivered to their units. They identified that deliveries 

were important for their medication adherence. It was particularly beneficial for stability on 

opioid agonist treatment, treatment for infectious diseases, such as HIV and hepatitis C, as 

well as mental health. For example:

Getting medications from nurses every day definitely helps for treating my mental 

illness, taking them at the same time every day. I’ve never in my life been able 

to take them consistently. I’m getting better and more stable and I am more 

organized now. I mean, I have actually gone and followed through with specialist 

appointments, which is like a miracle to me. I am growing in that way; I’m getting 

stronger that way, but I don’t think I would have gotten to this point without nurse 

support for sure, when I first moved in here, I was not able to consistently take my 

meds every day.

(P20, cis woman, early 50s)

Medication deliveries prevented interruptions in pharmacotherapeutic treatments, which 

resulted in improved health outcomes. Altogether, the themes shared across participants 

highlighted the importance of low-barrier services and positive therapeutic relationships as 

the primary facilitators of regular healthcare access amongst housed PWUD/A.

4. DISCUSSION

Our findings demonstrate the acceptability of onsite primary care amongst tenants in 

permanent supportive housing and how this embedded model can reduce healthcare access 

barriers experienced elsewhere. Despite there being an abundance of health and social 

services in the neighbourhood, none of the participants who regularly accessed the onsite 

clinic were previously attached to a primary care provider. This indicates that the model is 

addressing a key gap in primary care delivery for structurally vulnerable PWUD/A who may 

experience competing needs that prevent service use (Gelberg et al., 1997). Amongst these 

participants, convenience and non-judgemental care resulted in a supportive environment 

that fostered safe access to healthcare services. This contrasted with their prior negative 

experiences accessing care in other clinical settings across the healthcare system. Amongst 

the participants who did not access the onsite clinic, most emphasised the importance of 
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continuity of care with their healthcare teams, as well as the close geographic proximity to 

these services—though they also accessed the clinic on an as-needed basis for urgent issues, 

preventing them from using emergency services. This study revealed that while there were 

some barriers identified, healthcare access amongst all participants—regardless of service 

location—was facilitated by positive therapeutic relationships, low-barrier access to care and 

convenience, which in turn, helped participants access and maintain treatment for various 

health concerns.

Studies have demonstrated a plethora of barriers commonly faced by structurally vulnerable 

PWUD/A when accessing healthcare services. These include: stigma (Collins et al., 2017; 

Russell et al., 2021; Siersbaek et al., 2021; Torchalla et al., 2015), fragmented and dispersed 

services (Bardwell et al., 2020; Collins et al., 2017; Russell et al., 2021; Scheim & Werb, 

2018; Siersbaek et al., 2021), inconvenient hours of operation and far geographical distances 

to services (Russell et al., 2021; Sarkar et al., 2020; Timko et al., 2016). Stigmatisation 

can lead to interrupted care and therefore poorer health outcomes, while addressing stigma 

in healthcare settings can help to foster positive relationships with healthcare providers 

and lead to improved health outcomes (Collins et al., 2017; Kerman et al., 2019; Russell 

et al., 2021; Siersbaek et al., 2021; Torchalla et al., 2015). Our findings are consistent 

with the research, as participants described experiences of non-judgemental care and 

positive relationships with clinical staff as the primary facilitators for continued engagement 

with the primary care team of their choosing. Additionally, in contrast to other settings 

where services are dispersed and require travel, it is evident from our findings that the 

centralisation of resources was also a key factor in healthcare service uptake, as many 

participants appreciated access to multidisciplinary teams in one location, whether it was 

embedded in their residence or at a nearby offsite clinic. Some participants, regardless of 

where they accessed primary care, described how the embedded clinics’ hours of operation 

and flexibility in allowing drop-in appointments were useful to address urgent concerns and 

prevented the utilisation of further healthcare resources.

In addition to the close proximity of services, our findings also demonstrate how low-barrier 

medication administration programs can facilitate pharmacological treatment retention for 

PWUD/A, which has been identified in other housing settings (Collins et al., 2017; 

Fleming et al., 2021; Oviedo-Joekes et al., 2021). For example, in a qualitative study 

on HIV treatment dispensing models and adherence amongst structurally vulnerable 

PWUD, Fleming et al. illustrate how antiretroviral treatment adherence is dependent on 

models that meet the specific needs of patients, whereas those receiving daily delivery 

of medications addressed barriers to adherence commonly experienced in other models 

(e.g. pharmacy dispension), including public transit access and mobility issues (2021). 

Participants in our study who utilised the onsite pharmacy nursing services or delivery 

services from community pharmacies uniformly stressed that engagement with daily 

medication administration programs greatly improved their medication adherence and 

retention to various treatments, including opioid agonist therapy, HIV and hepatitis C 

treatment, medications for mental health problems, as well as treatments for other chronic 

diseases. In addition, this onsite service was used on an as-needed basis by those connected 

to primary care elsewhere—a benefit for preventing any interruption or discontinuation of 

opioid agonist therapies. As a recent cohort study in our provincial setting found that opioid 
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agonist therapy retention is associated with a significant reduction in overdose mortality 

(Pearce et al., 2020), the role of the studied primary care clinic in supporting medication 

adherence and retention may be beneficial for reducing overdose risk.

It is evident that the onsite clinic led to improvements in healthcare access amongst 

supportive housing residents; however, there were some concerns regarding hours of 

operation and physician availability. While the clinic has full-time nurses providing care 

every day, physicians only work 1–2 days per week. Increasing operating hours and 

availability of nurses and physicians could benefit those who identified these as limitations 

of the clinic, but these are less about the service delivery model and more so related to 

the availability of funding and resources, especially given the known shortage of primary 

care providers in our study setting (CBC News, 2021). Exploring a model that includes a 

nurse practitioner may address some of these staffing issues. In addition to these concerns, 

some participants identified privacy and confidentiality issues when accessing services in 

the clinic. Lack of privacy and breaches of confidentiality can be common for PWUD/A 

and can create mistrust in healthcare systems, which may limit service uptake (Bardwell et 

al., 2020; Farrugia et al., 2021; Kerman et al., 2019; Philbin & Zhang, 2010). Therefore, 

clinics embedded in permanent supportive housing programs must consider how to most 

effectively use existing spaces to provide confidential care, particularly during busy clinic 

hours. Primary care can be delivered onsite in a flexible manner that meets tenants’ 

preferences (e.g. providing primary care outreach to their units versus in the designated 

clinical space); however, providers need to be conscientious of confidentiality issues to 

ensure a sense of safety amongst residents (Kerman et al., 2019). Overall, study participants’ 

perceptions and experiences with the primary care clinic suggest that addressing barriers to 

care is key to improving patient engagement and health outcomes, as well as potentially 

decreasing emergency service utilisation as shown in other research (Fleury et al., 2021). 

Informed by the lead author’s clinical experience, this model is well positioned to provide 

comprehensive primary care access, including the treatment of acute injuries and infections, 

chronic diseases and mental health problem management, preventative medicine, palliative 

care and post-admission follow-ups. Additionally, this low-barrier primary care access could 

prevent downstream medical complications and additional costs for those who have a 

tendency to forego urgent care when acutely indicated—a key issue for this population 

(Hwang et al., 2011).

This study occurred at the beginning of the COVID-19 pandemic, which has 

disproportionately affected PWUD/A. Emerging healthcare access obstacles include 

decreased overall capacity due to staffing shortages, infection control measures, as well as 

interruptions in access to substance use disorder treatment (Dunlop et al., 2020; MacKinnon 

et al., 2020; Searby & Burr, 2021; Volkow, 2020). Additionally, a decrease of in-person 

provision of care has led to a shift towards telemedicine, which is not consistently accessible 

for structurally vulnerable PWUD/A who may not have reliable access to telephones or 

Internet (Hser & Mooney, 2021; Wilson et al., 2021). As a result of the pandemic, affected 

communities and healthcare providers have called for novel healthcare delivery approaches 

for this population. Primary care embedded in permanent supportive housing programs may 

be one promising avenue that warrants further examination. Research has demonstrated that 

home-based primary care models have benefited older, medically complex patients in some 
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settings during the pandemic (Franzosa et al., 2021), and previous studies have found these 

models to be resource-sparing and have improved healthcare access and health outcomes 

for geriatric populations (Ornstein et al., 2021; Ploeg et al., 2005; Ritchie & Leff, 2018; 

Wolff-Baker & Ordona, 2019). Our study offers preliminary evidence of similar benefits 

for PWUD/A when primary care is embedded in supportive housing, where participants 

reported using fewer emergency services, maintaining continuity of primary care for the 

first time and receiving treatment with fewer interruptions. Additionally, not only are both 

permanent supportive housing and primary care essential in improving the health outcomes 

amongst vulnerably housed people (Pottie et al., 2020), but this model demonstrates the 

feasibility of how these two best practice interventions can work in tandem through an 

integrated model.

The acceptability of this primary care model amongst structurally vulnerable PWUD/A 

aligns well with recent policy developments in British Columbia. The provincial government 

recently announced its complex care housing policy framework, which includes an emphasis 

on ‘in-reach’ and onsite primary care services for preventing morbidity and mortality 

via medication management, rehabilitation and wrap-around supports (BC Ministry of 

Mental Health and Addictions, 2022). As study participants described multiple benefits 

of embedding primary care within permanent supportive housing, this clinic model could 

be used by provincial policy makers in the implementation of the complex care housing 

framework. Further evaluation and research on the health outcomes associated with the 

model is also needed to facilitate evidence-based scalability.

There are some study limitations. First, modified recruitment and interviewing techniques 

were required for this study given necessary COVID-19 infection control measures, which 

may have affected recruitment, as well as interview length and quality. Second, given 

the density of health and social service resources in the neighbourhood of the supportive 

housing site, the results may not be as applicable to PWUD/A living in supportive housing 

in other jurisdictions. As a result, there may be a greater need for and uptake of primary 

care embedded in supportive housing programs in communities with fewer service options. 

Lastly, youth and gender and sexual minorities are underrepresented in this study. Future 

studies are therefore needed focusing on these populations in order to ascertain any unique 

barriers and facilitators to healthcare access.

5. CONCLUSION

Our study demonstrates the value of providing non-judgemental, highly accessible, 

centralised multidisciplinary primary care services for PWUD/A in permanent supportive 

housing. Overall, the findings suggest that embedding access to multidisciplinary primary 

care within supportive housing is acceptable and beneficial to PWUD/A who have 

previously encountered barriers to healthcare access or have a history of negative service 

experiences. Providing residents with an option of home-based primary care visits 

versus care provided in a designated clinical space lowers barriers to care and may 

prevent utilisation of acute healthcare resources. While not without its challenges, this 

housing-based primary care clinic provides a promising model of healthcare delivery 

for structurally vulnerable PWUD/A, particularly during both the overdose epidemic and 
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COVID-19 pandemic. Governments, housing providers and policy makers should consider 

the implementation of sustainable home-based primary care models in supportive housing in 

order to improve health outcomes amongst PWUD/A.
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What is known:

• Structurally vulnerable people who use drugs and alcohol (PWUD/A) face 

barriers in accessing healthcare

• Health and safety vulnerabilities persist amongst PWUD/A in some housing 

settings, particularly during the overdose epidemic and COVID-19 pandemic

• National guidelines in Canada call for supportive housing and comprehensive 

primary care to support vulnerably housed people

What this article adds:

• There is value in providing non-judgemental, highly accessible, centralised 

multidisciplinary primary care services for PWUD/A in permanent supportive 

housing

• Barriers described by some participants, including limited hours of operation 

and privacy concerns, need to be addressed

• This integrated model improves health outcomes and access amongst 

vulnerable PWUD/A
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TABLE 1.

Sample characteristics (N = 30)

Characteristic Onsite clinic n (N = 15) Offsite clinic n (N = 15) Total n (%) N = 30

Age

 Mean (range) 49.2 (34–74) 47.4 (39–59) 48.3

Gender

 Cis man 7 9 16 (53.3)

 Cis woman 6 6 12 (40.0)

 Two spirit 1 0 1 (3.3)

 Trans 1 0 1 (3.3)

Race/ethnicity

 White 9 8 17 (56.7)

 Racialised/indigenous 6 7 13 (43.3)

Education

 High school education or higher 9 7 16 (53.3)

Comorbidities

 HIV+ 0 2 2 (6.7)

 Hepatitis C 9 10 19 (63.3)

 Mental health problems 7 12 19 (63.3)

 Other chronic illness(es) 3 10 13 (43.3)

Substance use related

 ≥Daily frequency of use 13 13 26 (86.7)

Substance use a 

 Crack cocaine 3 4 7 (23.3)

 Cocaine 4 3 7 (23.3)

 Crystal methamphetamine 8 8 16 (53.3)

 Heroin 10 10 20 (66.7)

 Fentanyl 11 10 21 (70.0)

 Alcohol 8 8 16 (53.3)

 Cannabis 4 1 5 (16.7)

 1+ overdose(s) in the past year 5 3 8 (26.7)

 Prescribed OAT
b 13 11 24 (80)

 Prescribed hydromorphone 6 0 6 (20.0)

Income a 

 Full/part-time employment 7 5 13 (43.3)

 Street-based income generating activities
c 13 9 22 (73.3)

 Social assistance 13 15 28 (93.3)

 Pension 2 0 2 (6.7)

a.
Last 30 days.

b.
Opioid Agonist Therapy (OAT) refers to prescribed methadone, sustained-release oral morphine, buprenorphine/naloxone, diacetylmorphine, as 

well as other more novel therapies including transdermal fentanyl and immediate release oral morphine.
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c.
Sex work, recycling/binning, street vending, panhandling, drug dealing, theft.
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