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Indigenous Reconciliation  
and Indigenous Health
ICHA is deeply committed to advancing 
reconciliation with Indigenous Peoples. 

As a non-Indigenous community 
health organization, we are aware of 
our responsibility and are committed 
to do this in a manner consistent 
with the principles of Indigenous 
self-determination and community 
accountability.

The Truth and Reconciliation  
Commission of Canada Calls to Action 
and International Human Rights 
Standards inform and guide ICHA’s 
strategy and operations, however, 
these represent the minimum 
standards by which we operate. ICHA 
is accountable to the Indigenous 
communities we serve, and the 
principal Self-Determination in the 
governance, design, and delivery 
of health services is fundamental 
to our mission. ICHA has dedicated 
positions established in our bylaws for 
Indigenous community representatives 
on our Board of Directors, and has 
a permanent Director of Indigenous 
Health role, staffed by an Indigenous 
physician leader, responsible for 
leading an Indigenous health program. 
This work is of fundamental importance 
to advancing good community relations 
and health that is fully inclusive of 
the breadth, diversity and richness of 
Indigenous communities in Toronto, 
and reflects our ongoing work in 
allyship with Indigenous People.

We are mindful that we live and work on 
Tkaronto lands that are the traditional 
territory of the Wendat, Haudenosaunee, 
Anishnabek, and Mississaugas of the 
Credit First Nations and that is subject 
to Treaty 13 with the Mississaugas of 
the Credit and the Williams Treaties 
with many Mississauga and Chippewa 
Nations. We also recognize that Toronto 
has long been, and remains, a meeting 
place for many Indigenous Nations. We 
are mindful that centuries of segregation 
and pervasive structures of Anti-
Indigenous racism have resulted in the 
systemic social, political, and economic 
disenfranchisement of Indigenous 
people, some of the impacts of which 
are seen prominently in unacceptable 
present-day inequities in housing and 
healthcare. ICHA will continue to make 
space and dedicate resources towards 
Indigenous-led solutions.
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A healthy end to homelessness. 

Vision

Who We Are 
Inner City Health Associates (ICHA) is a 
leading homeless health organization in 
Canada, with approximately 200 physicians, 
nurses, and administrative staff providing 
Toronto’s homeless and precariously housed 
population with direct access to high-quality 
health services. 

ICHA aims to set the standard of excellence 
in homeless health service delivery and 
is dedicated to addressing the social 
determinants of health and advancing 
efforts to end homelessness through 
service and advocacy. Funded by the 
Ontario Ministry of Health, ICHA works 
with community health and social support 
organizations and the City of Toronto to 
deliver integrated care and support to 
the homeless community, improving both 
individual and population health outcomes.

About Us

Mission
•	 To set the standard of excellence 

in the delivery of homeless health 
services

•	 To address and confront the social 
determinants of health  
and homelessness

•	 To advocate for peaceful, secure 
and dignified housing for all

•	 Creativity
•	 Humility
•	 Compassion

Values 
•	 Respect    
•	 Responsibility
•	 Courage     
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Message From  
The Board Chair

Janet Gasparelli,  
Board Chair

As I reflect on the last 
two years as Chair of the 
Board, I am grateful for the 
experiences, relationships 
and friendships built along 
the way. 
We are currently in a time of growing 
complexity in our communities, with rising 
experiences of homelessness, substance 
use, and mental health challenges placing 
immense pressure on individuals, families 
and communities and the systems that 
serve them.

The strength of ICHA’s model lies in 
the values embodied by its team. A 
team that meets every patient with 
RESPECT and COMPASSION. A team 
with the CREATIVITY to approach each 
challenge by asking “How?” instead of “If’. 
A team that demonstrates unwavering 
RESPONSIBILITY and COURAGE in 
advocating for patients struggling to 
access the care they need. And finally, 
a team that models HUMILITY through 
continuous learning and meaningful 
relationship-building. 

I would like to extend my sincere gratitude 
to the team, leadership, partners, and 
community supporters. Your dedication 
and belief in this work have sustained 
the organization through both challenge 
and growth. Your contributions have 
strengthened our ability to respond 
to emerging needs and evolve as an 
organization.

As Dr. Andrew Boozary, one of ICHA’s 
physician members and a current 
member of the Board of Directors, so 
beautifully reminds us: “…it’s really 
about people’s environments and their 
conditions…the air people breathe, the 
jobs they have, the social connections 
they have that are really powerful 
drivers of health.”

This understanding is at the heart of 
our work. Nya:weh to the Board, team 
members, community partners, and 
funders of ICHA for coming together with 
compassion, commitment, and purpose 
to support healthier futures and to help 
bring A Healthy End to Homelessness.
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Visits for different services:

By The Numbers

This Year  
at a Glance 

This year’s work reflects both the growing complexity of needs in 
the community and the continued expansion of Inner City Health 
Associates’ clinical and population health response across the Greater 
Toronto Area. Across all programs, teams worked to increase access, 
strengthen coordination, and deepen partnerships to better serve 
people experiencing homelessness and housing precarity.

81,419 4,295
total  

encounters
new 

patients

Primary Care 

Regional Mobile Nursing 

Psychiatry 

Indigenous health 

Population Health 

36,519

30,417

11,773

4,400

3,747

72% of clients had two or 
more encounters.

34% accessed services at 
two or more sites.

10,656
unique clients  

served
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Appointment Map: 
City of Toronto 

Primary Care

RN

Psychiatry

NP

RPN

Health Navigator

Pediatrics

Midwife

Internal Medicine

Medical Student

Schedule Mod (Primary Care)

Resident (Psychiatry)

36.52K
44.85%

12.03K
14.78%

11.77K
14.46%

10.49K
12.88%

7.9K
9.7%

.08K

.1%

All ICHA 
Appointments by 

Specialty
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Enhancing Diabetes Care 
Through Preventative  
Footcare Kits
As part of Inner City Health Associates’ 
ongoing commitment to addressing the root 
causes of disease and enhancing diabetes 
care, one hundred eighty (180) footcare 
kits were assembled with support from the 
Downtown East Ontario Health Team (DETOHT) 
for distribution to patients across various 
ICHA sites. In addition, disposable 10mg 
monofilament were procured for clinician use in 
screening for diabetic neuropathy – an essential 
step in the early detection and prevention of 
diabetes-related complications.

Each kit included a range of items to support 
foot health and disease prevention, including 
shoes, bandages, foot cream, a nail clipper, 
soap, antifungal topical treatment, a foot file, 
and a footcare guide.

4 primary care clinics onboarded

5 psychiatry clinics onboarded

12 new primary care physicians

4 new psychiatrists

3 new nurses

APP Expansion 
Inner City Health Associates continued to expand 
services through the onboarding of new clinics  
and clinicians.

Access and Quality Care
This section highlights Inner City Health Associates’ 
ongoing commitment to expanding high-quality, trauma-
informed care across the Greater Toronto Area. During 
this reporting period, the organization continued to 
grow clinical capacity, strengthen interdisciplinary 
teams, and improve access to care across shelters, 
encampments, and community-based settings.  
 
This included both the expansion of clinical services 
and targeted initiatives aimed at improving the quality, 
consistency, and effectiveness of care delivered.

This expansion strengthened the ability to 
deliver care where people are, across shelters, 
drop-ins, and community-based settings.
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Coordination  
and Navigation

The clerical staff within the Virtual Hub 
supported a wide range of activities, including, 
consultation follow-ups, processing laboratory 
and imaging results, managing faxes, maintaining 
physician lists, among many other responsibilities. 
Their scope of work remained extensive, and 
their support was invaluable to clinicians. As the 
Virtual Hub continued to grow and evolve, the 
clerical staff, nursing team, and navigator worked 
hard, though not without growing pains. Their 
collective impact was felt every day, often behind 
the scenes, ensuring that support to care teams 
remained timely, coordinated, and accessible.

A significant milestone was the addition of a new 
Virtual Nurse Coordinator (VNC) for our Substance 
Use Department. This was a relatively new 
addition but already had a positive impact on the 
oversight of client navigation in the substance use 
services. Some VNCs were specific to Substance 
Use or PEACH programs, maintaining oversight 
of team caseloads and management. The 
remaining VNC roles provided expert coordination 
of incoming referrals for our nursing teams, 
supported staff coverage, and continued work 
to connect clients to Community Health Centres 
(CHC) or regular primary care services.

The Health Navigator role continued to develop, 
becoming a primary contact supporting access to 
the Uninsured Fund and navigation of community 
resources. It also supported internal clinicians 
by identifying and advocating for access to 
specialists.  

This section reflects Inner City Health Associates’ 
work to strengthen continuity of care and improve 
system navigation for individuals with complex 
health needs. Across programs, teams focused on 
improving coordination between clinical services, 
community partners, and external health systems.

As plans progressed for the next phases of 
growth for this role, relationships with external 
hospital partners were strengthened to support 
continued client navigation and improved 
access to care.

The Virtual Nurse Practitioner (NP) played 
a key role in supporting the organization 
through a period of program transition. During 
this time, she provided comprehensive care 
across regional primary care and substance 
use teams, ensuring continuity and consistent 
clinical coverage as workflows and structures 
evolved. The Virtual NP was actively involved 
with the broader Virtual Hub team in improving 
processes and reducing inefficiencies in 
workflow. Due to ongoing demand to mitigate 
service gaps, the organization has successfully 
recruited a second Virtual NP who will transition 
into this role once backfill arrangements are in 
place.

Evolution of the Virtual Hub Model



Annual Report  |  2025-2026 11

Health Navigator Advancing  
Cross-Sector Collaboration

The Health Navigator role, part of the 
Virtual Hub, was expanded to more 
intentionally intersect with external partners 
and strengthen collaborative relationships. 
This work began with a presentation to the 
Toronto Police Service on January 26th, 
highlighting the services and teams available 
at ICHA. 

The Health Navigator, SCOUT team members, 
and staff from various teams, along with 
leadership, also presented at St. Michael’s 
Hospital and engaged key stakeholders to 
build connections and reduce barriers.

This period marked an important growth in 
cross-sector collaboration. 

Advancing Clinic Quality 
Through Health Liaison 
Mentors

Health Liaison Mentors played a vital role 
in supporting the development and success 
of Health Liaisons across ICHA-run clinics. 
Mentors provided coaching, guidance, and 
hands-on support to strengthen clinic flow, 
patient engagement, EMR best practices, and 
clinician collaboration.

The Health Liaison mentors  also acted as a 
bridge between Health Liaisons at partner 
sites and ICHA operations—promoting 
communication, consistency,  
and high-quality service delivery across sites.

Each Mentor supported a specific region:

•     East & Scarborough Region 

•     North Region 

•     Downtown Region

All Mentors also provided support to selected 
sites in the Midwest Region.
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Uninsured Patients Fund 
The ICHA Uninsured Patients’ Coverage Fund was 
integral to ensuring equitable access to essential  
health care services for individuals who lacked 
adequate medical coverage. Overseen at the discretion 
of ICHA clinicians, the fund was used to cover necessary 
medical expenses such as laboratory testing, diagnostic 
imaging, specialist consultations, and medications when 
no other funding options were available.

The fund supported a diverse range of vulnerable 
populations, including individuals without status,  
those covered by Ontario Health Insurance Plan (OHIP) 
but unable to access certain services, Interim Federal 
Health Program (IFHP) recipients with unmet needs, 
and individuals on visitor, student, or work visas who do 
not have private insurance.

By filling critical gaps in access to care, the Uninsured 
Patients’ Coverage Fund underscored ICHA’s 
commitment to equitable, compassionate, and patient-
centred care for all, regardless of insurance status. 

Total number of uninsured patients 
financially supported

1,339
Percentage of services funded by category: 

54%

16%

30%

Medications

Specialist Consultations

Laboratory and 
Imaging Services

Testimonials 

Uninsured Patients Coverage Fund
On the ICHA SCOUT (Street Clinical Outreach for Unsheltered Torontonians) team, we regularly 
encounter people without health coverage. Although some are undocumented citizens of other 
countries, the majority of our uninsured patients qualify for Ontario Works/ODSP. Some or all of 
systemic distrust, disorganization, severe substance use, mental health challenges result in an 
inability to obtain or maintain ODB coverage.

We have successfully used the ICHA uninsured budget to not only provide medical care, but also to 
build trust and add stability into patient’s lives. Empowered clients are thus able to begin the steps 
to enrolling in Ontario Works, applying for identification, and other necessary steps towards gaining 
housing.

 | Sean Choo, Registered Nurse
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CLINICIAN TESTIMONIAL

The Impact of the ICHA Uninsured Patients Funding - FCJ 
Refugee Clinic
Over the years, working at FCJ as ICHA providers, we have seen firsthand, together with our 
incredible team of administrative and support staff, (previously) nurses, and doctors, how the 
uninsured ICHA funding has impacted patient care and wellbeing. One particular patient journey 
stands out; that of a young woman who was able to see our ICHA providers at no cost. She 
was subsequently assessed and thanks to the uninsured ICHA funding, was able to have the 
investigations required to show she needed further specialist assessment to rule out cancer. She 
was able to see the specialist who kindly followed her regularly, carried out biopsies and intervened 
to help with symptom management. At the same time, our primary care team at FCJ continued to 
manage her other chronic medical and mental health conditions including diabetes and depression, 
and we were able to partner with our CHC community to support the patient's diabetes education. 
Furthermore, thanks to our integrated psychiatrist model, our patient was assessed by our FCJ 
psychiatrist who followed her in parallel for depression, complicated by past trauma, and all her care 
was coordinated through our administrative team, who ensured that follow up and appointments 
were all in order for both primary care, psychiatry and specialist assessments. Today, this patient is 
doing extremely well and has shared that she felt incredibly well supported by the entire FCJ team. 
She was cleared for cancer by the specialist and is now planning to grow her family.

The uninsured funding provided this patient with timely assessment and intervention, in a climate 
where the above could have been extremely costly for our patient, who was undocumented, 
precariously employed and initially had unstable housing. Many of our patients disclose anxiety 
around seeking healthcare, due to their fear of being identified by government as undocumented. 
Through all of this, what stands out the most, is our uninsured community's ability to see ICHA 
providers at no cost, and develop a relationship with their care team, receive integrated primary, 
mental health and specialist care, and leave know they have a place to go if they, or their family 
members, are unwell. FCJ indeed has been a special place for many, including us as providers. 

 | FCJ Provider Team



Population Health Team at Homeless Connect Toronto
Connecting with the community—meeting people where they are with care  
and compassion.

On October 26, 2025, members of the Population Health Team participated in the Homeless Connect 
Toronto event. The session provided a meaningful opportunity to engage with both service providers 
and individuals experiencing homelessness in a supportive and community-focused setting.

The team distributed a range of essential health and wellness supplies, including HIV self-test kits, 
naloxone kits, footwear, and nail clippers. Over eighty (80) individuals were reached through outreach 
efforts. The team observed strong engagement and interest in the resources provided, as well as a 
positive impact from the services delivered.
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Addressing Social  
Determinants of Health
This section reflects ICHA’s work beyond clinical care, focusing on prevention, outreach, 
and community-based interventions.
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Health Promotion  
and Health Assessment
Empowering community connections 
to promote access, equity, and care.

The Health Promotion team continued to make a 
strong impact, having established monthly sessions 
with The Neighbourhood Group (TNG) that fostered 
collaboration and supported community wellbeing.

Building on this momentum, the Health Assessment team 
prepared to roll out Community Connection Sessions as 
part of the CARE service. These sessions were designed 
to support shelters and drop-ins in developing tailored 
referral pathways to address complex health and social 
needs. Through these engagements, Health Assessors 
and Community Health Workers connected with 
clients, shared information about CARE, responded to 
questions, and distributed consent forms, strengthening 
a coordinated approach to improving the health and 
well-being of people experiencing homelessness.

Vaccine Clinics
Following a temporary pause in vaccine clinic operations 
and a comprehensive program review, services 
resumed in January 2026 and continued through 
March 2026. This relaunch was supported by the 
integration of Population Health and Regional Mobile 
Nursing teams, with additional support from Health 
Liaison Mentors and the Supplies and Logistics team.

Through this collaborative approach, the vaccine clinic 
program was delivered efficiently and seamlessly, 
enabling service across fifty-two (52) sites and the 
administration of a total of five hundred seventy 
(570) vaccines. We offered a range of immunizations,
including Influenza (flu), COVID-19, RSV, and Prevnar.
Influenza and COVID-19 vaccines accounted for the
highest uptake overall, while RSV vaccinations saw
a notable increase in March, corresponding with a
higher number of clinics held at senior-focused sites.

The program was designed to be inclusive and 
accessible, offering vaccinations to all eligible 
individuals aged 12 years and older. This coordinated 
effort helped ensure broad community reach and 
continued support for seasonal immunization efforts.

52 sites with

570 vaccines
administered 



The SkinCare Project
On Friday, February 20, 2026, Miranda Branyiczky, a fourth-year medical student from McMaster University, 
led an educational workshop for ICHA’s Nursing Team and Community Health Workers focused on supporting 
the skin health of clients experiencing homelessness. Miranda who served as Clinical Director at the Hub in 
Hamilton, led the SkinCare project, a program that has expanded across multiple locations in Canada.

The session emphasized prevention, early identification, and practical approaches that align with the realities 
of street based and shelter-based care. Following the workshop, participants collaborated to assemble one 
hundred (100) skincare kits containing socks, bandages, moisturizers, sunscreen, cleansers, and Vaseline. 
Each kit also included a handwritten note with a supportive message for recipients. 

This initiative represented a meaningful opportunity to enhance staff knowledge and provide practical 
resources to support vulnerable populations.
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Strengthening Nursing Leadership Capacity
A Clinical Nursing Supervisor role was launched to strengthen nursing leadership capacity and enhance 
support for frontline teams across the organization. The addition of this role created greater capacity to 
advance new projects, strengthen partnered relationships, and ensure consistent nursing representation 
in organizational planning and decision-making processes.

The role also supports collaborative, compassionate, and patient-centred care through enhanced clinical 
leadership and a continued focus on health advocacy and addressing the social determinants of health.

To further strengthen clinical leadership and support the delivery of high-quality, integrated care, a new 
Director of Nursing and Clinical Services role was established during the reporting period. This position was 
created to provide strategic clinical leadership across all sites and services, ensuring consistency in care 
delivery, advancing clinical excellence, and supporting organizational priorities. The role offers guidance and 
clinical expertise to interdisciplinary teams, fostering collaboration, enhancing patient care, and supporting 
the continued development of staff and services across the organization.

Expansion of Program Management Capacity
Program Manager roles were launched to support the following programs: Primary Care and Medical 
Specialties, Mental Health, Substance Use Care, Indigenous Health, and Education, Quality Improvement 
and Research. The addition of these roles strengthened program effectiveness and enhanced capacity for 
strategic planning across all program areas.

Population Health Program Growth and Sustainability
Sustaining impact through growth, collaboration, and continued commitment to 
community health.

The Health Promotion Coordinator and the two (2) Community Health Workers, previously funded 
through grants, transitioned into permanent staff roles at ICHA – marking a milestone that  
demonstrated the sustainability and long-term value of the program. 

In addition, the team expanded through the recruitment of four (4) new Community Health Workers,  
further enhancing capacity to provide hands-on support across partner sites and strengthening overall 
program reach.

Building  
Institutional 
Capacity

This section highlights investments in the 
systems, people, data infrastructure, and 
organizational processes that support Inner 
City Health Associates’ long-term ability to 
deliver high-quality care.



Education
Supporting the people who care for our 
most vulnerable communities.
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Process Group for 
Clinicians
The Process Group for ICHA Clinicians 
was launched in April 2025 as a year-long 
membership program, facilitated by Dr. Abby 
Hershler. 

Highlights: 

•	 The program provided a psychologically 
safe  
space for clinicians to process challenging  
clinical experiences. 

•	 It reduced isolation while promoting 
connection, resilience, and well-being 
among participants. 

•	 It supported reflective practice aimed at 
strengthening the delivery of complex 
clinical care 

New Clinical Rotation at 
FCJ Refugee Centre
In October 2025, through ICHA’s Education 
Department, Toronto Western Hospital family 
residents began rotations at the FCJ Refugee 
Centre under the supervision of Dr. Susan 
Woolhouse. 
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Quality Improvement  
& Research

Digital Health Committee (DHC) 
Advancing technology to strengthen care and connection across ICHA

The Digital Health Committee was established to guide digital transformation efforts at ICHA.  
This multidisciplinary team provided strategic oversight and recommendations to ensure digital 
initiatives aligned with organizational goals and enhanced patient care.

Highlights: 

•	 Provided oversight and approved digital health projects aimed at improving clinical and operational 
efficiency.

•	 Promoted innovation while ensuring compliance with health standards and data security 
requirements. 

•	 Fostered cross-functional collaboration across Quality Improvement, Information Technology (IT),  
and Clinical Services.

  

Capacity Building & Engagement 
Building knowledge, connection, and capacity for continuous improvement.

Several initiatives were implemented to strengthen clinician engagement and enhance quality 
improvement capacity across ICHA. 

Highlights: 

•	 A Learner Notification System connected Program Directors with medical learners interested in  
ICHA’s work, creating a pool for roles in Primary Care, Psychiatry, and Substance Use services. 

•	 The second Quality Improvement Workshop was hosted, providing a successful and interactive  
session focused on Quality Improvement Project Charters and the PDSA cycle. 

•	 A new Program Coordinator with extensive expertise in Quality Improvement, Research, and Data 
Analysis was welcomed, further strengthening the program’s capacity and impact. 

    

Research Projects & Process 
Building a stronger research foundation to support evidence-informed care

Highlights: 

•	 Managed 10 active research projects and data requests, many of which were conducted  
in collaboration with external partners 

•	 Enabled the “Mobile Palliative Care Economic Evaluation” study, a collaboration between 
 the PEACH program and external partners 

•	 Improved the research and Quality Improvement approval request process and developed a 
repository of templates for data sharing, research agreements, and documentation to support  
greater consistency and efficiency. 



Primary Care and Medical Specialties

Access, Quality Care & Program Expansion 
The program continued to deliver primary care services across sixty-eight (68) sites and programs reaching 
diverse communities. During the reporting period, one (1) new primary care clinic was launched, and 
onboarding commenced for four (4) additional sites, alongside vaccine backfilling at eleven (11) existing sites. 
The program also recruited four (4) new family physicians, expanding the physician team to sixty-nine (69). 
In collaboration with nursing leadership, four (4) Nurse Practitioners were successfully integrated into PCMS, 
further advancing interdisciplinary care and supporting improved service delivery across the network.
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Our Programs and Services
Our programs and services are designed to advance Inner City Health Associates’ 
strategic priorities by delivering integrated clinical care and strengthening collaboration 
across the health system to improve access, quality, and continuity of care.
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Launch of the LINK Primary Care Network
The LINK network introduced two complementary streams at supporting connection, alignment,  
and engagement across the primary care community:

1.	 LINK Primary Care Practice Essentials Sessions: Structured in-person gatherings held  
three (3) times per year, focused on updates, learning, and team engagement.

2.	 LINK Primary Care Community of Practice: A collaborative TEAMS forum designed for  
the sharing of ideas and best practices.  

The first LINK Primary Care Practice Essentials Session was held on November 17, 2025. The session  
provided an opportunity for the team to connect and network, receive program updates, review key 
processes and resources, and participate in an educational presentation on refugee health care delivered  
by Dr. Vanessa Reddit.

The LINK sessions were designed with all of the ICHA primary care clinicians in mind, whether newly joined 
or longstanding members of the program. As the primary care program continues to grow and evolve, the 
initiative was intended to ensure that all clinicians had access to the information, connections, and support 
required to provide high-quality care.
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PEACH 

Research Studies 
Research studies were conducted by PEACH team members, with several 
projects ongoing and others in preparation for publication.

Peer Worker Program
The PEACH Peer Worker Program was expanded, resulting in the addition 
of two full-time Peer Workers integrated into the team.

PEACH Palliative Care Coach 
The PEACH Palliative Care Coach initiative progressed successfully, resulting in 
the establishment of six (6) formal partnerships with community organizations to 
enhance palliative care capacity for individuals experiencing homelessness.

Honouring Compassionate Leadership 
Dr. Naheed Dosani, PEACH Lead, received the prestigious King Charles III 
Coronation Medal. 

The national honour recognized Canadians whose contributions strengthen 
their communities and their country. Dr. Dosani’s work delivering 
palliative care to individuals experiencing homelessness - in shelters, 
drop-ins, respites, and on the streets – reflected a strong commitment to 
compassion, equity, and dignity in health care. 

His leadership and dedication to advancing health equity were formally 
acknowledged through this distinction.



Substance  
Use Care 
Introducing the 
Virtual Nurse 
Coordinator Role
 
The Substance Care team launched 
a new Virtual Nurse Coordinator role 
responsible for reviewing all referrals 
submitted through the Substance 
Care form and determine the most 
appropriate care pathway for each 
client, including SUBHUB, ICHA Nursing 
Outreach, or a Substance Care Clinic for 
clients residing at the same shelter site. 
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Mental Health

MDOT Hotel Clinic
The MDOT Hotel Clinic represented a 
continued and expanding partnership with 
LOFT Community Services. It provided 
comprehensive healthcare and support 
services to individuals transitioning between 
sites, ensuring continuity of care and access to 
essential resources.

MATCH HFRESH
ICHA partnered with LOFT Community Services 
to support the MATCH HFRESH program 
by providing psychiatric and nursing staff. 
The team included Psychiatrists Dr. Vicky 
Stergiopoulos and Dr. Laura LaChance, as well 
as Registered Nurses Haleema Mohamed and 
Ackshan Devakumar.

MATCH HFRESH represented an expansion 
of the MATCH Model and was delivered as 
a research study led by the MAP Centre 
for Urban Health Solutions at St. Michael’s 
Hospital, in collaboration with the Centre for 
Addiction and Mental Health (CAMH) and the 
City of Toronto. The project aimed to evaluate 
a housing and support program for individuals 
living in encampments and other unsheltered 
settings with moderate to high support needs. 

The HFRESH team followed a Flexible Assertive 
Community Treatment (FACT)-like model of 
care, addressing both health and social care 
needs. The interdisciplinary team included 
mental health case managers, a peer support 
worker, registered nurses, personal support 
worker, and part-time ICHA psychiatrists who 
provided community-based care.

The MATCH HFRESH program provided 
ongoing, intensive supports to individuals 
referred through the City of Toronto PATHs 
program. 
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Indigenous Health

New Staff
 
Maggie Quay joined the team as the Indigenous 
Health Patient Navigator, supporting improved 
triaging of patients to appropriate sites to 
best meet their needs and assisting patients 
in attending external appointments when 
required. 

A Program Manager position was also 
introduced, the role supported the department 
in establishing and strengthening relationships 
with organizations committed to providing 
culturally safe services for First Nations, Inuit, 
and Métis communities across Toronto, while 
also contributing to the advancement of long-
term departmental goals.

Evacuations
 
The team, including ICHA and non-ICHA 
staff, supported three (3) major Indigenous 
community evacuations during the flood and 
fire season, including Kashechewan, Deer 
Lake, and North Spirit Lake. The team provided 
essential health services and ensured access 
to care that was otherwise unavailable in these 
rural communities prior to residents returning 
home.

Indigenous Health  
Tracking Codes
 
The department prioritized the collection of 
both qualitative and quantitative data related 
to  services provided. In support of Indigenous 
governance and sovereignty, ICHA and Call 
Auntie (an Indigenous heath clinic site delivered 
through a partnership with SGMT) were in the 
final stages of approving a HINP agreement, 
positioning them as a Health Information 
Custodians (HICs) for the department’s data.
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Summary of Financials
Balance Sheet

AS ON MARCH  31, 2025  2026 $  2025 $ 

ASSETS

Current assets

Cash                        228,849                 954,341 

Short-term investments                        390,361                 381,585 

Accounts receivable                    4,855,042             4,077,054 

Prepaid expenses                        157,408                    85,579 

                   5,631,660             5,498,559 

Long-term assets

Capital assets                           15,246                    20,328 

                          15,246                    20,328 

                   5,646,906             5,518,888 

LIABILITIES

Current liabilities

Accounts payable and accrued liabilities                    2,030,511             2,267,924 

Deferred revenue                        135,708                 425,326 

Amounts repayable to funders                        159,018                 103,020 

                   2,325,237             2,796,270 

NET ASSETS

Unrestricted                    2,121,669             1,522,617 

Internally restricted 

General reserve fund                        300,000                 300,000 

Physician Hours reserve fund                        150,000                 150,000 

Restricted reserve fund                                                                                                             750,000                 750,000 

                   3,321,669             2,722,617 

                   5,646,906             5,518,887 
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FOR THE YEAR ENDED MARCH 31  2026 $  2025 $ 

Revenue

Ministry of Health alternate payment plan funding    15,430,516       12,686,632.5 

Administration fees       2,915,574          2,651,876.5 

MOH Community Palliative On-Call Program (PEACH)           202,176               185,743.5 

Homelessness Shelter Initiative Program Paymaster Funds       6,398,131          5,421,677.4 

Other projects and grants           509,231               536,826.0 

Interest and other              22,673                  16,230.3 

   25,478,301       21,498,986.1 

Expenses

Payments to physicians

General practitioners 8,554,097          6,435,124.5 

Specialists 6,087,877          4,972,540.5 

Medical directors 791,776          1,307,375.8 

MOH Community Palliative On-Call Program 217,377               186,766.9 

Homelessness Shelter Initiative Program expenses 6,398,131          5,421,677.4 

Other Projects and Grants Expense 515,756               536,826.0 

Human resources 1,036,999          1,229,576.0 

Office and administration 476,456               576,497.0 

IT expenses 340,527               164,034.0 

Program expenses 383,700               140,221.0 

Board and membership 76,553                     2,250.0 

HST expense              -  62,810.0 

   24,879,249       20,910,079.1 

Excess of revenue over expenses for the year        599,052               588,907.0 

Statement of Operations
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Acknowledgement 
Inner City Health Associates’ mission 
of a healthy end to homelessness 
was advanced through the dedicated 
efforts of many exceptional 
individuals and teams. We extend our 
sincere gratitude to our 2025-2026 
Board of Directors – Janet Gasparelli 
(Chair), Gary Bloch (Vice Chair), 
Brian Edmonds (Treasurer), Andrew 
Boozary, Cheryllee Bourgeois, 
Farah Ismail, Louisa Hong, Marc 
Dagher, Miriam Shuchman, and 
Stephen Hwang – for their exemplary 
leadership and strategic guidance.

We are equally grateful to our 
leadership team for their vision and 
commitment to fostering a culture 
of equity, trust, and excellence. To 
our nursing staff and physicians, 
your compassionate, trauma-
informed care delivered across 
shelters, outreach programs, and 
other settings is fundamental to 
our work, bringing stability and 
hope to individuals experiencing 
homelessness.

Our operations team’s expertise 
in logistics, finance, information 
technology, communications, and 
administration ensures the seamless 
delivery of our programs, and to 
our funders and supporters, your 
generosity and belief in our mission 
enable us to expand critical services 
and advocate for systemic change.

Together, your unwavering dedication 
is the foundation upon which Inner 
City Health Associates continues 
to advance health equity and work 
towards ending homelessness with 
dignity and care. We thank you for 
your invaluable contributions.



Administrative Office 

Inner City Health Associates
145 Front St. E, Unit G1
Toronto, ON, M5A 1E3
Phone: (416) 591-4411
Email: support@icha-toronto.ca
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