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“We could be good partners if we work 
together”: the perspectives of health and social 
service providers on the barriers to forming 
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Abstract: Background: Many older adults are aging-at-home in social housing. However, the lack of integration 
between housing and health services makes it difficult for older tenants to access needed supports. We examined 
barriers and facilitators health and social service providers face providing on-site services to older tenants.

Methods: We conducted semi-structured qualitative interviews and focus groups with health and social service 
professionals (n = 58) in Toronto, Canada who provide community programs in support of older tenants who live in 
non-profit, rent-geared-to-income social housing. Interviews examined the barriers they faced in providing on-site 
services to older tenants.

Findings: Service providers strongly believed that collaboration with on-site housing staff led to better health and 
housing outcomes for older tenants. Despite the recognized benefits of partnering with housing staff, service provid-
ers felt that their ability to work effectively in the building was dependent on the staff (particularly the superinten-
dent) assigned to that building. They also identified other barriers that made it difficult to work collaboratively with 
the housing provider, including staffing challenges such as high staff turnover and confusion about staff roles, a lack 
of understanding among housing staff about the link between housing and health, challenges sharing confidential 
information across sectors, and complex and inefficient partnership processes.

Conclusion: Older adult tenants are increasingly vulnerable and in need of supports but the housing provider has a 
long history of ineffective partnerships with service providers driven by complex and inefficient staffing models, and 
an organizational culture that questions the role of and need for partnerships. Findings highlight the need for more 
effective integration of housing and health services. Simplified processes for establishing partnerships with service 
agencies and more opportunities for communication and collaboration with housing staff would ensure that services 
are reaching the most vulnerable tenants.

Keywords: Inter-organizational collaboration, Social housing, Access to services, Integrated care, Aging, Social care

© The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/. The Creative Commons Public Domain Dedication waiver (http:// creat iveco 
mmons. org/ publi cdoma in/ zero/1. 0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Background
Across Canada and the United States, a growing number 
of older adults are living in social housing [1, 2], which 
is a subset of affordable rental housing where rents are 
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geared to income or supplemented with housing stipends 
[3]. Older adults in social housing are more vulnerable 
than those in the community due to high rates of social 
isolation, disability, food insecurity, and chronic physical 
and mental health conditions (e.g., [4–10]). There are also 
low levels of health literacy among older adults in social 
housing [11], contributing to heightened hospital and 
emergency department use [12, 13]. Given the health and 
social needs of older adults aging in place in social hous-
ing [2, 14], integration of care across housing, health, and 
social service sectors is needed.

Although different definitions of integrated care exist 
[15–17], Chen and Catallo ([18], p. 268) offer a perspec-
tive that emphasizes the integration of healthcare sys-
tems with social service systems (including housing), 
describing it as: “Health care organizations from across 
the continuum of care working together with social ser-
vices organizations so that services are complementary 
and coordinated in a seamless and unified system, with 
care continuity for the patient/client in order to achieve 
desired health outcomes within a holistic perspective.” 
This definition highlights the need for inter-organiza-
tional collaboration arising from the fact that patients/
clients require a range of services that are delivered by 
many organizations across sectors.

Inter‑organizational collaborations in health and social 
service delivery
Inter-organizational collaboration in health and social 
service delivery occurs when two or more organizations 
remain formally autonomous but form a relationship for 
a common goal or purpose [19]. These relationships are 
guided by a set of rules or structures that help to facilitate 
an exchange of resources, information, or services [19, 
20]. Inter-organizational collaborations spanning health 
and social service sectors are essential for improving 
functional outcomes, quality of life, and quality of care, 
particularly for older adults with multiple health and 
social challenges [18, 21].

The integration of care can span five domains [15, 
21]. The funding and administration domains consider 
government regulations and administrative functions 
to facilitate inter-sectoral planning, while the organiza-
tional domain considers the characteristics and practices 
of individual organizations within the collective, which 
may influence inter-agency planning, service affilia-
tions, and jointly managed programs and service. The 
fourth domain is service delivery, which includes cen-
tralized client information and referrals, and case man-
agement approaches. Service delivery also affects joint 
training and interdisciplinary teamwork within and 
across organizations. The fifth domain, clinical, includes 
joint care planning, shared clinical records, common 

decision support tools, and ongoing communication with 
patients/clients. Auschra [19] recommends the inclu-
sion of a sixth domain, inter-organizational, to account 
for the specific experiences of integrated care that occurs 
through inter-organizational collaboration (e.g., govern-
ance mechanisms).

Previous research has identified several enabling fac-
tors that promote health and social service integration, 
including organizational culture and leadership, shared 
vision and goals, team-based care, information-sharing 
and communication systems, dedicated funding and 
resources, and accountability agreements [22]. How-
ever, a recent systematic review identified 20 common 
barriers to inter-organizational collaboration spanning 
all domains of integrated care [19]. Barriers were most 
common in the inter-organizational and service deliv-
ery domains, and included lack of technology standards, 
varying professional standards, inefficient communica-
tion, lack of trust, lack of leadership, power imbalances, 
and incompatible organizational structures. This review 
also found that while some barriers were rooted in insti-
tutional and legal structures, many were actively and pur-
posefully promoted by organizations working as part of 
the integrated partnership [19]. The author of this review 
concluded that more research is needed to develop a 
comprehensive understanding of how inter-organiza-
tional collaborations working towards integrated care are 
formed and developed, as well as the sources of the barri-
ers faced during the process.

Integrating health and social services for older adults 
in social housing settings
There are many examples of  integrated care  that have 
been shown to improve physical and mental health out-
comes for older adult tenants in social housing (e.g., [23, 
24]). One notable case comes from Ontario, Canada 
where community paramedics provide a health promo-
tion program in social housing buildings with a high 
proportion of older adults frequently calling 911 [25]. 
This integrated model, called CP@Home, was shown to 
reduce 911 calls, improve quality of life, reduce chronic 
disease risk, foster linkages to primary care, and reduce 
financial burden on the emergency care system [4, 26, 
27], highlighting the success of integrated partner-
ships for improving health and well-being. In this model, 
however, social housing is merely the location with which 
services are provided, and the role of the housing pro-
vider in supporting integrated care is unknown.

Other models of integrated care have tried to bridge the 
gaps between social housing, health, and social service 
sectors. This was accomplished by building infrastructure 
that coordinated service delivery and increased collabo-
ration to promote access to the supports and resources 
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that are available within the community [28–30]. For 
example, one model [28] used a variety of strategies to 
increase awareness about available community supports 
and build partnerships between health and housing pro-
fessionals. Web-based tools (including a database of 
available services) increased access to resources within 
the community, and a centralized database helped track 
and share client information across agencies to identify 
areas of service duplication. The model was successful at 
bringing 30 new partnerships into the apartment build-
ing; services were more coordinated, and housing staff 
were able to leverage supports more effectively from their 
health partners through this integrated partnership [28].

In the examples described above, the integrated care 
models were formed through heath agencies partnering 
together to offer services within a social housing context; 
however, this research has not explored how a partner-
ship with the social housing provider was formed, or 
what role the social housing provider had in supporting 
integrated care. For instance, it is not clear how hous-
ing policies impact the ability of health and social service 
agencies to provide services on-site and what role health 
partners feel that housing staff can play in supporting 
coordinated, unified, and seamless access to their services 
among tenants. This study used a qualitative approach to 
understand the experiences of health and social service 
providers providing services to senior tenants in social 
housing in Toronto, Canada. We identify key barriers 
and develop recommendations to enhance partnerships 
between service agencies and housing providers.

Methods
This qualitative study was conducted as part of a larger 
study examining the needs of older adult tenants living 
in social housing [31]. This paper draws specifically on 
the experiences of health and social service providers to 
understand the housing-related barriers they face provid-
ing services to tenants. Doing so provides insight on what 
organizational factors facilitate or hinder their ability to 
provide services in these community settings, and what 
strategies they have employed to meet the health and 
social care needs of  tenants.

Study context
This study was conducted with a municipally owned 
but independently operated non-profit social housing 
provider located in Toronto, Canada. They operate over 
350 high- and low-rise apartment buildings, including 
83 buildings that are designated specifically for older 
adults aged 59 or older. These ‘seniors’ designated’ build-
ings are home to nearly 15,000 older adults who pay 
30% of their annual household income towards rent (i.e., 
rent-geared-to-income).

Similar to other social housing providers in Ontario 
[2, 32], the housing provider is not funded to provide 
any health or social services to tenants, and thus relies 
on external agencies to provide these supports. Hous-
ing supports, however, are facilitated through three key 
staff roles: (1) superintendents and maintenance staff that 
maintain the buildings and units; (2) tenant services staff 
who manage leasing, rent calculations and payments, 
and rental arrears; and (3) community support staff who 
provide crisis support and referrals to tenants struggling 
to manage their tenancy. The operating model was such 
that staff were assigned to support multiple buildings, 
necessitating frequent travel between sites. The housing 
provider also had policies that governed exclusive and 
non-exclusive use of non-residential spaces by tenants 
and community partners. Each region was responsible 
for implementing these policies within local buildings, 
and external partners wishing to access space to facilitate 
programs or services were required to complete an appli-
cation and provide proof of insurance to the regional 
housing manager.

Starting in 2016, the housing provider was working 
with their municipal partners to enhance services for the 
15,000 older adults living in the seniors’ designated build-
ings. The municipality identified inconsistent and inad-
equate delivery of housing services to older tenants in 
these buildings and found a lack of integration between 
housing and health services. In response to these chal-
lenges, a new housing services model was developed, 
with three core objectives: (1) foster relationships of 
trust between housing staff and tenants; (2) improve the 
delivery of housing services, with an increased focus on 
issues that disproportionately impact housing stability 
for older tenants; and (3) increase access to health and 
social services through enhanced partnerships with com-
munity agencies and integration of programs directly in 
the building. In 2019, our research team partnered with 
the municipality and the housing provider to gather evi-
dence from a variety of internal and external stakehold-
ers to support the design and implementation of this 
new model [31]. The interviews described here were part 
of our efforts to learn more about the challenges that 
external health and social service agencies face support-
ing tenants and to develop recommendations to make it 
easier to provide services on-site.

Participants
This study focuses on the experiences of health and social 
service professionals (n = 58) providing supports to older 
adult tenants living in social housing. Service provid-
ers were recruited through word-of-mouth and recruit-
ment flyers shared with various municipal departments 
and health and social service partners known to operate 
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in the buildings. Interested participants contacted the 
researcher to schedule an interview in-person (n = 15) or 
over the phone (n = 6). Additionally, two organizations 
invited frontline staff (n = 37) to participate in one of four 
pre-scheduled focus groups (two per agency). Partici-
pating service providers included geriatric psychiatrists, 
nursing, social workers, service navigators/coordina-
tors, supportive housing providers, and community sup-
port service (CSS) providers working in either front-line 
(n = 48) or management (n = 10) roles.

Data collection
Semi-structured interviews and focus groups explored 
challenges aging in place in social housing. Sample 
interview questions that pertained to the current study 
are shown in Table 1. Interviews and focus groups were 
approximately one hour long and were conducted by 
a trained interviewer  (CLS). All sessions were audio-
recorded and transcribed verbatim.

Data was collected from November 2019 to February 
2020. Ethics approval was obtained from the Research 
Ethics Office at Sunnybrook Health Sciences Centre 
(Project Identification Number 308–2019) prior to data 
collection. Informed consent was provided by all par-
ticipants and all methods were carried out in accordance 
with relevant guidelines and regulations. As a thank-
you for participation, focus group participants received 
refreshments while those doing an interview received a 
$10 gift card.

Analytic approach
Our analysis drew on qualitative description, which is an 
approach widely used in health services research [33], as 
it elicits a rich description of a particular experience to 
inform meaningful policy and practice recommendations 
[34]. We followed the principles outlined by Braun and 
Clark [35] and Saldana [36] to identify key patterns in the 
data. Using methods of constant comparison, coding was 
completed CLS (lead researcher) and SG (research ana-
lyst with experience in qualitative research) in collabora-
tion with the research team. Standardized techniques in 
qualitative research were used to establish rigour, includ-
ing double-coding, maintaining an audit trail, analytic 

memoing, and team discussions [36]. Data management 
and coding was facilitated using NVivo 12.

Results
Our analysis showed that service providers recognized 
benefits of partnering with housing staff; however, they 
felt that their ability to work effectively in the build-
ing was dependent on the housing staff (particularly the 
superintendent) assigned to that building. Other barriers 
that were identified in our analysis included staffing chal-
lenges such as high staff turnover and confusion about 
staff roles, a lack of understanding among housing staff 
about the link between housing and health, challenges 
sharing confidential information across sectors, and 
complex and inefficient partnership processes.

Collaborative partnerships across sectors enhance 
outcomes for tenants
Service providers strongly believed that collaboration 
with on-site housing staff led to better health and hous-
ing outcomes for older tenants. In many examples, ser-
vice providers felt that having a relationship with housing 
staff helped bring forward tenancy issues that could be 
supported before they became a crisis. For instance, a 
manager of a supportive housing program described:

“We’ve had situations where the [tenant services 
staff] will reach out to us and say, ‘this person hasn’t 
paid their rent for two months, they’ve been a tenant 
of ours forever, can you work with them around this’ 
and many times, we’ll work with the client, find out 
what is going on, and then work together. We can get 
to the bottom [of it] … [and] it’s so much better than 
all of sudden, they get an eviction notice.” (SP13, 
Supportive Housing Manager)

In more complex cases where older tenants were strug-
gling with hoarding and pest control issues, service pro-
viders felt that being able to “tag team” with housing 
staff helped foster trust with tenants and led to greater 
willingness to accept supports. As one service provider 
described:

“I’ve had many buildings over the years, actually, 

Table 1 Sample interview questions

Sample Interview Questions

1. What are some of the key issues that impact tenants’ health and wellbeing?

2. What factors make it easy for tenants to successfully navigate the health and social supports that are available to them? What makes it difficult to 
navigate these services?

3. In your experience, how do [housing provider] staff help tenants access these services?

4. What barriers or obstacles have you encountered providing support services to tenants on-site?
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where we’ve done this, where there is hoarding and 
extreme clean issues. We go under a tag team and 
[…] we can go together and discuss it. And then 
because they have trust in me for their health care 
issues, they actually realize that the superintendent 
isn’t out there to kick them out. Then there’s compli-
ance. There’s more compliance […] with the plan to 
change.” (SP23, Service Navigator/Coordinator)

Some service providers felt that partnerships enabled 
housing staff to be champions for their services, which 
made it easier for tenants to be aware of and willing to 
accept supports from community agencies. For example, 
one social worker who facilitated a social dining program 
described how the superintendents regularly encour-
aged tenants to go to their program and would collabo-
rate with staff to identify tenants who might benefit from 
attending. A nurse practitioner had a similar experience 
where housing staff helped her connect with a vulnerable 
tenant facing chronic arrears who was previously resist-
ant to accepting services:

“I actually have a lady who I just saw this week, 
she’s been in quite chronic arrears and has been very 
resistant to our team working with her. So, I actually 
went with two housing staff, one of which she knows 
very well and apparently trusts. We went together 
and […] smoothed things over, and because of that, 
she let me in, and she let me sit and do my assess-
ment, and then she let me refer her, she agreed to 
a referral to geriatric psychiatry [and] a couple of 
other things that I wanted to do for her. So that was 
really successful, that pairing with the housing cir-
cle.” (SP2, Nurse Practitioner)

Having a “good” superintendent is key to a successful 
partnership, but high turnover makes it difficult to form 
relationships
Service providers unanimously felt that a strong relation-
ship with the superintendent was their key to success 
in any given building. Superintendents were viewed as 

‘gatekeepers’ and it was recognized that they had intimate 
knowledge of the tenants and their needs because they 
are on-site every day. As one participant described, “[the 
superintendent] is the eyes and ears [in the building]. He 
knows the building, he knows the tenants, he knows who is 
having problems, who is not having problems” (SP19, CSS 
Manager).

Many service providers had examples of how they suc-
cessfully partnered with the superintendent to support 
tenants (see Table  2). One participant remarked that 
theirs was even a reciprocal relationship: “If I ask [the 
superintendent] something, he’s right on top of it. And he 
comes for help from us. My PSWs [personal support work-
ers] speak different languages, so he taps into that for 
translation with tenants. So, it’s a give and take kind of 
thing” (SP57, Supportive Housing Nurse).

While a relationship with the superintendent was 
viewed as critical, service providers reflected that there 
was a high level of inconsistency across superintendents 
with respect to how they operate and what they view 
as their role, which can “make or break what we can do 
the building” (SP10, CSS Manager). While some super-
intendents were “nice, very approachable and willing to 
do anything to help us” (SP11, CSS Manager), others gave 
them a “hard time” and made them “fight for what we 
need” (SP12 CSS Manager), like parking spaces, access to 
the community room, or access to individual units.

These relationships were further strained by high staff 
turnover and a staffing model that required superinten-
dents to travel between multiple buildings. This made it 
difficult to “build and develop trust with [them]” (SP1, 
Social Worker), as most service providers did not know 
who the superintendent was, what days or times they 
were working in a specific building, or how to reach the 
them when they were off-site.

The lack of presence in the buildings, coupled with 
“ridiculously high” (SP23, Service Navigator/Coordina-
tor) turnover rates made it difficult to form relation-
ships. As building staff shifted, working relationships 
suffered, especially if that new staff member replaced a 

Table 2 Examples of successful collaborations with the superintendent

Collaboration Illustrative Quote

Providing favours “Like often they’ll like help when I ask them, you know, ‘can you help to…I know this isn’t something you’re 
supposed to do but can you help to remove something from this unit’ or, you know.” (SP6, Social Worker)

Facilitating access to units “My client was discharged from the hospital, not able to find their [substitute decision maker], so my direc-
tor escalated to the supervisor in the area to get the superintendent after workhours, at 8:00 pm, to open 
the door for my client to be home.” (SP32, Service Navigator/Coordinator)

Identifying tenants who need supports “They will come and say ‘listen, I think you need to go and take a look to 714, because I think they need 
some support there.’ And we will go together.” (SP54, Supportive Housing Nurse)

Helping tenants access services “I had as recently as last week the super[intendent] agreed to take the person from their unit to the lobby 
so they could get wheel trans for hemodialysis three times a week, and ensure that once they come back, 
they can get back up to their unit. So that was very engaging.” (SP35, Service Navigator/Coordinator)
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superintendent they had previously worked very closely 
with. Others were concerned about the need to ‘social-
ize’ their services to the superintendent each time they 
shifted portfolios; many were hesitant to invest resources 
into building a new partnership, because they were not 
convinced the person would stay in the role. As one 
social worker described,

“They move staff around a lot, so sometimes you get 
a connection with someone and you’re getting some 
work done and then they are moved, and it’s chal-
lenging. […] I think, sometimes I fall into the ‘oh, 
they’ve changed someone again’ so I think I’m also 
a bit hesitant, along with the tenants, to engage, 
because I’m not sure how long that person is going to 
be there, too." (SP1, Social Worker)

For one service provider, the turnover was so exces-
sive, they reluctantly explained that they reduced the fre-
quency of their services in the buildings.

In addition to high turnover rates, service providers felt 
that the housing provider had a complex staffing model 
that was difficult to navigate. Outside of the superinten-
dent, service providers were “confused about what all the 
roles are” (SP22, Service Navigator/Coordinator), and felt 
it was not always clear “who to talk to, and if the person 
you’re talking to has any authority to help you work in a 
specific space […] because there is real variation in what 
people see as their responsibility” (SP5, Geriatric Psychia-
trist). This was particularly true when service providers 
were asked to support complex tenancy issues (such as 
non-payment of rent, pest management, or poor unit 
condition) that involved housing staff from different 
departments:

“And then there’s the housing issues that we don’t 
always understand and aren’t always transparent. 
[…] So, trying to figure out who we coordinate with 
and who we talk to and sometimes waiting to hear 
back from them forever is challenging." (SP14, Geri-
atric Psychiatrist)

Housing staff lack understanding of health Issues 
Impacting seniors & how services can help
There was a general recognition that the housing pro-
vider “genuinely wants to help people” (SP2, Nurse Prac-
titioner) and was committed to keeping seniors housed. 
Many, however, were concerned that staff lacked a gen-
eral understanding for how complex health issues impact 
tenancies, A geriatric psychiatrist described how:

“There is a very unsophisticated approach to under-
standing why someone is behaving the way they are 
being. It’s usually related to – ‘Mrs. Jones has lived 

in unit 201 for thirty years, now she is collecting 
cats. This is bad, bad Mrs. Jones.’ – and there is an 
assumption that this person is capable, and they 
are having these behaviours for, I don’t know, some 
strange reason. When actually, a lot of these behav-
iours are the person has lost their sense of smell, they 
may have had a stroke, they may have medical prob-
lems, they may have psychiatric issues. I think there’s 
quite a lack of appreciation for what is normal aging 
and what are real concerns that could be supported.” 
(SP5, Geriatric Psychiatrist)

Stemming from this lack of appreciation of the link 
between housing and health, some service providers felt 
that they were “not invited” (SP12, CSS Manager) to pro-
vide programs on-site due to a defensive “siege mentality” 
(SP5, Geriatric Psychiatrist) that questioned the need for 
service providers. Service providers wanted housing staff 
to know they are “only there for the benefit of the people 
in the building” (SP11, CSS Manager) and “not just to give 
[them] a hard time and always bring issues to [them]” 
(SP15, Case Manager). However, a common sentiment 
among service providers was that housing staff had lim-
ited understanding of who they are or how their services 
help tenants. Reflecting on this observation, a manager of 
a supportive housing program noted that:

“So, there wasn’t a lot of understanding of our role 
[…] but if other buildings don’t have it, and if it 
hasn’t been their experience and they haven’t been 
prepared ahead of time of this resource available 
to you, then they may not just see it that way. They 
don’t know how to utilize us or understand what 
we’ve been doing […] and what we’ve been able to 
prove works really well. (SP14, Supportive Housing 
Manager)

It is difficult to share confidential information 
across sectors
A major challenge faced by service providers was linked 
to the fact that the housing provider was “not part of the 
circle of care” (SP16, CSS Manager), and there was no reli-
able mechanism to facilitate the sharing of confidential 
information between the housing provider and service 
providers. The lack of access to tenancy-related infor-
mation was particularly challenging for service provid-
ers, who felt they were operating in the dark because “we 
don’t see every letter that [tenants] receive” (SP3, Support-
ive Housing Manager). Although service providers will 
ask, housing staff cannot provide that information due to 
confidentiality. As one geriatric psychiatrist elaborated:

“Sometimes we find out months and months and 
months and months later that there’s this other 
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set of [housing] issues going on. It’s not just clutter, 
but there’s also this financial stuff, and they’re on a 
repayment schedule, which we knew nothing about. 
So, it’s very hard to understand: 1) how vulnerable 
they might be; 2) how at risk they are of losing their 
housing; and 3) the whole picture in terms of how 
they’re not managing." (SP14, Geriatric Psychiatrist)

While some service providers had examples of times 
the housing provider reached out to get support for a 
housing-related issue, most relied on informal consent 
mechanisms, asking the client for permission to liaise 
with housing on a case-by-case basis. A manager at a 
community support service agency discussed that this 
sometimes limited how much support they were able to 
provide to tenants:

“We can only support as far as the tenant will con-
sent to. If there is a serious tenancy issue, and the 
tenant says, ‘I don’t want you to talk to them’, that 
can certainly limit what we can do […] to support 
that individual." (SP10, CSS Manager)

While some service providers felt it was easy to “just 
get consent” (SP16, CSS Manager) because tenants had 
trust in them as health care providers, others noted that 
tenants “often say no a lot” (SP1, Social Worker) and pre-
ferred to keep their health ‘separate’ from their housing. 
Although service providers understood this position, it 
was also recognized that keeping housing and health ser-
vices siloed made it more difficult to help tenants.

The fact that housing staff “are not health care provid-
ers” (SP14, Geriatric Psychiatrist) and thus not part of 
the circle of care also created privacy challenges, particu-
larly when housing made referrals for services. One nurse 
practitioner described her strategy for managing this:

It’s sort of a bit of a fine line because there’s confi-
dentiality, so I’m not going to someone and saying, 
‘on, well they’ve got all these things wrong with them.’ 
But I will say that we try to loop back – especially if 
[the housing provider] referred the person, we try to 
look back to [housing] and say, ‘you know, look, our 
team has been in, we’re assessing and we’re working 
on these issues with that person, so hopefully things 
will get better.” (SP2, Nurse Practitioner)

Complex and inefficient partnership processes hinder 
the provision of on‑site services
It was clear from the interviews that the housing pro-
vider’s process for establishing formal partnerships with 
external partners was inconsistent across buildings and 
filled with red tape. Service providers cited challenges in 
formalizing their partnership, and difficulties relying on 

that partnership to carry out their services, which they 
felt made housing an unreliable partner.

Although some participants were able to provide sup-
ports to tenants without establishing any formal part-
nership, others described extensive paperwork that they 
were required to complete. There was also no consistency 
with the types of documents that service providers were 
asked to provide or what stipulations were included in 
the partnership agreement. For example, one social ser-
vice agency that provided a variety of health and wellness 
services in multiple buildings pointed out that they were 
required to pay rent in some, but not all, of their sites. 
The manager of this program described the stress this 
lack of consistency created:

“We’re always worried that one day [the housing 
provider] is going to say, ‘Oh, we’re going to start 
charging [rent for] the others when we always won-
der why do we even pay rent in the first [place]? 
I’m in the middle of negotiating the next lease and 
they’re raising the rent, raising the rent, raising the 
rent. […] It just doesn’t make sense at all. We could 
pull out, right? What if we didn’t have fitness classes, 
lunch programs, farmer’s markets, supportive hous-
ing? So then where are the tenants going to be? It’s 
so idiotic. It’s very frustrating." (SP10, CSS Manager)

Conversely, another service provider who had been 
running a community program in numerous buildings 
discussed how their partnership underwent a recent shift 
from an informal handshake agreement to something 
more “formal” and “legitimate,” which fostered a greater 
sense of security for the program:

"[This year], we filled out a lot more forms to secure 
the space and make things more legitimate. Before 
we just kind of walked in, they were like ‘yah! Come 
on in!’ like, super loose goose. But now it’s become 
more formal. […] We show that we have insurance, 
we have police checks, we’re not selling anything. All 
these different things that we had to check off. […] 
They wanted to see all our financials. […] Now we 
have that security.” (SP11, CSS Manager)

In some cases, the paperwork was thought to be both 
inappropriate and difficult to complete, which left many 
service providers confused about why they had to jump 
through so many hoops to provide a service to tenants. 
For instance, one nurse practitioner trying to establish a 
new clinic in a building described how their paperwork 
took six months to finish, which delayed the start of her 
program:

[The housing provider] had this massive, and really, 
I thought, difficult to negotiate contract that had 
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to be signed by my health organization. […] they 
wanted all these details about where my program 
got funded from and they wanted the funding agree-
ments. I thought it was a bit much. Not just inva-
sive, but difficult, right? Why do you need to see the 
funding agreement of how I get paid? So that took a 
little while to get completed because it was such an 
onerous document and it had to go to senior man-
agement of my organization. […] I felt a bit funny 
because it’s like, I’m offering you this nurse practi-
tioner clinic. Why are you not jumping all over this? 
(SP2, Nurse Practitioner)

Service providers also found that the person-to-per-
son negotiations with staff in the buildings often cre-
ated unnecessary roadblocks to delivering programs. For 
example, several providers had difficulties accessing com-
munity rooms to meet with clients while others received 
parking tickets for parking their car in the building park-
ing lot. Service providers were bewildered about why 
they would face any resistance from the housing provider 
at all, given that the supports they are offering are of no 
cost to the housing provider and are only there to benefit 
the tenants. This resistance, be it in the form of a non-
response from housing staff or additional hoops to jump 
through, created a negative environment that made it dif-
ficult for service providers to want to provide programs 
in those spaces. As one service provider described:

We’re always having to frame it in a way, it costs 
nothing to them. They’re giving us the party room for 
free. We’re only benefiting the people in your build-
ing. We’re only there for a positive. I don’t know why 
[we get] pushback, like why are you fighting us on 
this? We’re only there to support you. (SP10, CSS 
Manager)

Discussion
Despite the perceived importance of inter-organizational 
collaborations with the housing provider, service provid-
ers faced barriers establishing successful partnerships 
and experienced that some buildings were easier to work 
in than others, depending on which housing staff were 
assigned to the building. While some barriers stemmed 
from institutional structures and system-level challenges, 
others were more actively raised by the behaviours of 
housing staff working on-site. Findings point to several 
opportunities for social housing providers to implement 
new policies and practices that foster more effective part-
nerships with health and social service agencies.

In the current study, service providers reported a great 
deal of frustration at the way the housing provider fos-
tered partnerships that created unnecessary delays to 

providing services. Frustration with the overall approach 
to partnerships was compounded by confusion about 
housing staff roles and responsibilities, as well as uncer-
tainty about who has decision-making authority. These 
types of inter-organizational leadership challenges have 
also been documented in other research on integrated 
care [19], and studies show that coordinated leadership 
efforts are essential for reducing bureaucracy and dem-
onstrating commitment to the partnership [22, 37, 38].

While formalizing partnerships with the housing pro-
vider was challenging, service providers also faced bar-
riers developing relationships of trust and respect with 
the superintendent. Prior research shows that divergent 
schedules and work assignments, as well as inconsist-
ent views about roles can impede inter-organizational 
collaboration [19]; in the current study, these incompat-
ible organisational processes hindered communication 
between partners and fostered a sense of futility among 
service providers, who were weary of investing resources 
into a relationship with a superintendent because they 
were unlikely to stick around. Service providers were also 
sometimes unsure of what role the superintendent could 
play on the integrated  care team, observing that some 
were more open to collaboration than others. This poten-
tial misalignment of expectations may erode the success 
of integrated partnerships [37, 39]. Formal partnership 
agreements that outline role expectations may be one 
strategy to mitigate this challenge. However, having other 
tenant-facing support staff present in the buildings may 
also shift in the role of the superintendent within inte-
grated partnerships [40]. For instance, the new housing 
services model being implemented in the seniors’ des-
ignated buildings will create a new role called the ’Sen-
ior Services Coordinator.’ This person will be assigned 
to one or two buildings and will work directly on-site to 
build relationships of trust with tenants. Based on prior 
research of similar roles, this staff person will likely be 
a key partner for health and social service providers as 
they can help identify tenants who have unmet needs 
and foster linkages to appropriate services [40, 41]; future 
research will need to explore their role within the inte-
grated care team.

In addition to a challenging staff model, collaboration 
was further eroded by a perceived lack of mutual under-
standing around the need for and role of integrated part-
nerships with health and social service agencies. Prior 
research shows that a common understanding of inte-
grated care as a concept is critical for success [22]; how-
ever, when one partner has little understanding of the 
goals or behaviours of the other [19] and the benefits of 
integrated care are not mutually understood [37], inter-
organizational collaborations are hampered. In the cur-
rent study, service providers sensed that housing staff 
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lacked an appreciation for how complex health issues 
negatively impact tenancies and failed to understand how 
their services help tenants. Mutual understanding was 
further hampered by the complexity of the housing sys-
tem and lack of clarity around who should be consulted 
to support housing-related vulnerabilities (e.g., tenancy 
management, pest control, repairs).

Stemming from a lack of shared understanding of roles 
and common goals, service providers perceived that 
some superintendents were resistant to partnerships. 
Prior research has shown that commitment to and belief 
in the integrated care model is key for achieving positive 
outcomes [38], but unwillingness to engage in interorgan-
izational collaboration is common when individuals feel 
as though the partnership was forced upon them [37]. 
Therefore, it could be that superintendents are not being 
given the resources that they need to fully understand the 
role of on-site health and social services, leading to an 
unwillingness or inability to support the integrated team.

Consistent with prior research, confidentiality emerged 
as a key factor that limited how much support service 
providers were able to give [19, 22]. While this challenge 
predominately existed because of the siloed nature of 
housing and health, service providers and housing part-
ners also had no secure information technology platform 
to share information in the cases where tenants provided 
consent. This lack of infrastructure is a known barrier 
[37] and research suggests that successful inter-organiza-
tional collaboration requires information sharing systems 
to enhance communication and information flow across 
partners [42, 43].

Recommendations for practice
Older adult tenants are increasingly vulnerable and in 
need of supports but the housing provider has a long his-
tory of ineffective partnerships with service providers 
driven by complex and inefficient staffing models, and 
an organizational culture that questions the role of and 
need for partnerships. Many of the challenges described 
by service providers can be mapped to the inner setting 
of the housing provider [44], suggesting that there are 
opportunities for housing to implement strategies to mit-
igate these challenges. As such, we present four key rec-
ommendations to promote more effective partnerships 
between the housing provider and health and social ser-
vice agencies: (1) standardized partnership frameworks; 
(2) proactive consent processes; (3) joint team meetings 
and training; and (4) on-site resources.

Standardized partnership framework
To facilitate more effective partnerships, a standard-
ized partnership framework is needed. This would 
include a process for establishing roles, shared goals, and 

responsibilities and accountabilities between the housing 
provider and service providers. Findings from the current 
study stress the importance of a consistent partnership 
approach across buildings and to finding ways to simplify 
red tape by ensuring the paperwork is not onerous.

Proactive consent processes
While a shared record keeping system for housing and 
health partners is unlikely, a simplified proactive consent 
process would allow the housing provider to safely share 
relevant tenancy information with service providers 
working on-site. This builds off best practices observed 
in other jurisdictions [32], which recommend plain lan-
guage consent forms that explain how their housing 
information will be shared and the benefits of doing so, 
as well as having regular opportunities to review consent.

Joint team meetings and training
There is a clear need for joint team meetings between 
housing staff and service providers. These meetings 
would provide opportunities to discuss high-risk ten-
ants and explore how partners can come together to sup-
port their tenancy. These meetings would also facilitate 
the establishment of a shared vision, trust, and mutual 
understanding of how partners can work together, which 
will promote a more successful inter-organizational col-
laboration [19, 42]. There are also opportunities for more 
training to help housing staff understand age-related 
health challenges, how they impact tenancies, and the 
types of services are available to support those chal-
lenges. Such training may make it easier for housing staff 
to understand and appreciate the benefit of inter-organ-
izational partnerships, facilitating greater openness to 
collaboration with health and social service agencies [37, 
38].

On‑site resources
Service providers identified several resources that they 
felt would make it easier for them to physically be on-site. 
This included touch-down spaces to meet with clients or 
complete work in-between client meetings as well as des-
ignated parking spaces. A publicly posted repository of 
housing staff (including their role, building office hours, 
and contact information) would also help service pro-
viders connect with housing staff, which is particularly 
important for buildings with high rates of turnover.

Limitations
This study presented an in-depth perspective from ser-
vice providers working across multiple buildings and in 
a variety of roles. However, there are some limitations 
which must be considered. First, we did not explore 
the  experiences of older tenants who participate in the 
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health and social services offered by external partners. 
They have their own perspectives on their service needs 
and the barriers they face accessing these services that 
should be explored in future research. Secondly, our 
study did not explore partnership-related challenges 
from the perspective of the housing provider. For 
instance, our sample did not include superintendents 
who were viewed as an integral member of the col-
laboration. Furthermore, our data identified numerous 
challenges related to housing staff turnover and acces-
sibility of staff on-site that will be critical to address to 
enhance integrated partnerships. Therefore, additional 
research with the housing provider is needed to under-
stand the root of these issues and develop strategies 
to strengthen staffing models. Such research may also 
uncover additional barriers that impede meaningful 
collaboration with health and social service agencies 
from the perspective of housing staff. As the new hous-
ing services model is implemented in the seniors’ des-
ignated buildings, it will also be important to examine 
how our recommendations have been implemented, as 
well as to understand the role of the new seniors’ ser-
vices coordinator as a member of the integrated care 
team.

Conclusions
Older adults living in social housing communities face 
a variety of challenges that negatively impact their abil-
ity to age-in-place. While there exist health and social 
services to support these vulnerabilities, service pro-
viders identified several barriers to establishing effec-
tive inter-organizational partnerships with  the housing 
provider. As such, our findings point to opportuni-
ties to strengthen integrated partnerships by reducing 
bureaucratic red tape and facilitating more opportuni-
ties for communication and collaboration, which would 
ensure that services are reaching the most vulnerable 
tenants.
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