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I. Introduction
People struggling with both mental illness and addiction are among the hardest to house, but
New York City’s Pathways program has proven it can be done. In a five-year study, almost 90 per
cent of the Pathways clients taken off New York streets were still housed at the end of the study
period, compared to less than half of those who’d been housed through more traditional methods.
The Pathways secret? People coming off the streets are housed immediately in apartments
scattered around the city, then connected with a specialized outreach team linking them to other
vital services and supports.

Mandate of the Expert Team

Urban communities across Canada are grappling with the growing issue of homelessness,
mental illness and addictions. The City of Victoria faces the same challenge and struggles with
the complex issues related to its downtown core. Specifically, public disorder, poverty, family
breakdown, mental illness, addictions, and homelessness have reached unprecedented levels.
On May 24, 2007, Mayor Alan Lowe struck a 120-day Task Force charged to break the cycle of
homelessness in Victoria and develop a new service delivery model that will be a substantial shift
in the way the community responds to its social and health challenges.
Homelessness has no boundaries—communities worldwide are acting now to put an end to
homelessness and developing better support systems for people challenged with mental illness
and addictions. There is no shortage of literature on the issues. Numerous studies and task forces
have been dedicated to addressing homelessness, and they all centre on three key tenets:
• stable housing
• treatment
• housing-related suppor ts
In Victoria, residents have access to top-tier health and social services. However, a coordinated
approach to supporting residents challenged with homelessness, mental illnesses and/
or addictions—involving all levels of government and the community—has never been fully
developed and implemented. Consultations with the community over the past five years have
indicated the following needs:
• Multi-disciplinary, comprehensive and integrated services that respond to the needs of the
individual
• Integration of health, housing, economic, law enforcement, social and mental health and
addictions service delivery
• Pilot initiatives structured around people’s needs rather than organizations’ delivery systems
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The need is clear. Victoria needs an evidence-based, best practice model for an integrated,
community-based service delivery, tailored to the specific needs of Victoria’s homeless
population.
The mandate of the Expert Panel was to undertake best practice research and develop a
comprehensive, integrated, evidence-based service delivery model(s) to meet the needs of
Victoria’s most vulnerable population. Members of the Expert Panel were asked to deliver the
following:
• Analysis of scope and characteristics of the target population
• Overview of models of integrated, client-centered service delivery operating in other
jurisdictions
• Best practices review of integrated, client-centered service delivery
• Recommendations for an integrated, client-centered model for Victoria
• Review best practices in the treatment of addictions and mental health

Methodology and Considerations

Over a period of three months, the Expert Panel retrieved and analyzed qualitative and
quantitative data. The primary need was to gain an understanding of the full spectrum of social
and health needs associated with the diverse population of homeless residents in Victoria.
This was an important step to ensure the recommended model meets the needs of different
subgroups of Victoria’s homeless population.
In defining the needs of the homeless population in Victoria, the Expert Panel reviewed a
significant volume of best practice literature on homelessness, mental health and addictions, and
co-occuring disorders. Promising approaches being used within other jurisdictions were also
considered.
The reviews of best practices in problematic substance use by the Expert Panel have been
informed by an evolving understanding of the nature of problematic substance use and how it
affects the brain.There is a solid body of evidence that makes it clear that psychoactive substances
(drugs) produce their effects by acting on specific “receptors” in the brain to produce their
effects. Drug use is initially “rewarding”, as drugs act directly on brain structures (the mesolimbic
dopamine system) that is activated by fundamental behavioural patterns linked to survival (food
and sex).
Ongoing drug usage can be understood in relation to the continual availability and regularly
experienced pleasurable effects of the drug, which “trick” the brain into seeing drug-taking as
a survival essential activity. Long-term usage has been shown to bring about changes in brain
structure and functioning that can be demonstrated on brain scanning and shown to last for
months, if not years. These brain changes are associated with environmental and behavioural
“cues” and explain why, after years of non-drug use, when exposed to particular stimuli, individuals
will and do experience overwhelming cravings.
1

Members of the Expert Panel and their biographies are attached in Appendix C
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The adolescent brain seems to be particularly sensitive to drug-induced sensitization, which
may inculcate vulnerabilities for drug use in later life. In addition, factors such as early traumatic
experiences can make individual adolescents much more vulnerable to poor decision-making
and, perhaps, prime them for enhanced susceptibility to this sensitization.
The high degree of co-morbidity (co-occurrence in the same individual) of mental illness and
substance abuse suggests that substance dependence and certain mental illnesses are linked
through shared neurological or behavioural abnormalities and may have a shared biological basis.
This understanding underlies the critical importance of viewing addiction and dependence as
health issues with underlying biological causes.
Substance dependence is a chronic, relapsing condition that requires ongoing medical supports,
just like other chronic disorders. It also has as high a treatment success rate as most other
chronic diseases. While poor decision-making by vulnerable individuals may start the process,
the fact that addiction has underlying neurobiological deficits places it squarely in the realm of
other chronic health conditions that have relapse potential and varying degrees of compliance
with treatment regimes by patients, and highlights the need to examine the socio-environmental
factors that support or impede successful treatment outcomes. For example, does the client
have a place to store medications? Does the client have access to healthy food, health literacy,
social supports for behavioural change, etc.? We would no more hesitate to offer medical or
surgical treatment to a type 2 diabetic because she was unable to maintain her weight and blood
sugar on diet and exercise alone, than we would fail to offer cancer treatment to a tobacco
smoker. Yet we are able as a society to regard an individual with substance use problems on the
street as a disposable casualty of his or her own poor moral choices.
The availability of, and access to, interventions for mental illness and addictions should be held to
the same standards for access, efficacy and effectiveness as for other medical conditions.
In producing its recommendations for system changes that would adequately care for people
with homelessness, mental illness, and/or addictions in Victoria, the Expert Panel applied the best
available evidence and knowledge, integrated with information about existing services, including
current strengths and gaps. Once the recommended approach was developed, the difficult task
of estimating costs was addressed.
The question of costing is a difficult one to address. The Expert Panel has attempted to quantify
the costs of this proposal but recognize there are many factors that may affect the total value.
In defining costs, the Expert Panel focused on what is needed in Victoria to successfully house
and treat residents who are mentally ill, residents who use substances, residents who may be
both mentally ill and using psychoactive substances in a problematic manner, and residents who
are not currently being served by the health and social service system. Homeless residents with
serious physical health concerns were also considered.
Developing a model to best meet the needs of any diverse population in a comprehensive and
integrated way is extremely difficult and this process was no different.
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• Service needs for the target population span multiple ministries and agency mandates
• Services and supports have grown over the years but are fragmented and lack coordination
The Expert Panel suggests a paradigm shift is needed. In other words, a different way of thinking
needs to be applied in which assumptions are challenged and innovative approaches are
considered. Members of the Expert Panel have challenged their own thinking and considered
the following:
• What changes would need to be made in the current set of services and what would the
minimum set of services needed to have a significant impact on a population of homeless
residents that include numerous individuals with significant problems with mental illness and
addictions?
• Could this model also serve as a template for other communities dealing with similar
challenges?
• How can governments, service providers, and citizens be accountable for changing the current
system?
• If the changes cannot be achieved without substantial new investment or, what is often
more painful, a major redistribution of current resources, how will we know we’re making
a difference?
• More critically, since we don’t have all the answers, how can we develop, operate and manage
the system in a heuristic way so that it starts evolving intelligently and we learn from that
evolution, as opposed to introducing ad-hoc and potentially inefficient system changes.
With these challenges in mind, the Expert Panel of researchers, physicians, and practitioners
developed a comprehensive, ideal service delivery model that connects all points of Victoria’s
system of care, including health, housing, income assistance and public safety. The report also
outlines the recommended system changes that are deemed essential to adequately care for
residents challenged with homelessness, mental illness, and/or addictions in Victoria.
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II. Profile of
Population-at-Risk
The population-at-risk profile describes individuals in Victoria who are homeless or marginally
housed and who may also have issues with mental illness and substance use problems. Health,
social and economic factors that impact this population are complex and multifaceted. These
residents seem to be the visible part of a much larger group of mentally ill and/or chemical
substance users with a lack of individual resources or appropriate support from their communities
and the health care system.
Victoria’s homeless population is a diverse group of individuals who are very difficult to capture
and characterize by any traditional means, such as census taking, and there is no single source of
information that clearly identifies and describes them.
Therefore, this description is a compilation of resources taken from a variety of sources, including
the 2007 Homeless Needs Survey, Vancouver Island Health Authority data and Victoria Police
Department reports. Source documents are available for reference in Appendix A.

The Population Profile

A Homeless Needs Survey taken in February 2007 identified 1,242 homeless or unstably housed
individuals in the Capital Regional District. The survey report stated that the homeless resident
count was most likely an undercount of the total homeless population. The precise number of
homeless people in the City of Victoria is unknown. The following is a breakdown of the survey
results based on homeless residents in the Capital Regional District.
• Within the Capital Regional District, 1,242+ residents are homeless, which includes residents
of all ages, including children and seniors, with a peak age for men between 31 and 49
• 75 per cent of homeless residents are male
• Two-thirds of homeless residents are absolutely homeless
• 30 per cent of homeless residents are high risk for health needs; 70 per cent are low to
moderate risk for health needs
• Mental illness and substance use are the norm with at least 40 per cent suffering from
diagnosable mental illness
• At least 50 per cent of homeless residents are struggling with problematic substance use
including alcohol, drugs that are injected (most commonly heroin and cocaine), and drugs that
are smoked (including crack cocaine and crystal methamphetamines)
• There are an estimated 1,500 to 2,000 injection drug users in Victoria, of whom at least 40
per cent are homeless or unstably housed
• The injection drug population is relatively young; 75 per cent are male and 20 per cent are
Aboriginal
• One survey found that 13 per cent are infected with HIV and 74 per cent are infected with
Hepatitis C virus
7

report of the expert panel

• Victoria has a problem with public injection; 30 per cent of injection drug users report that
the street is the place they most commonly inject drugs
• 25 per cent of homeless residents have co-occuring disorders (mental illness and substance
use problem)
Homeless residents are heavy users of emergency and acute care health services—66 per cent of
all homeless individuals admitted to hospital by Vancouver Island Health Authority have a mental
health or substance use related condition. The Victoria Police Department has also identified
a group of 324 homeless individuals, many of whom are mentally ill, suffering from substance
use disorders or co-occuring disorders, who are responsible for 23,033 police encounters over a
period of 40 months at an estimated cost of over $9 million.
Adolescent and Emerging Adult
• An estimated 250-300 adolescents and emerging adults between 14 to 25 years of age are
street youth
• Many have childhood maladjustment associated with conflict, violence and neglect by family
or caregiver (cited as the primary reason for homelessness)
• Majority are using alcohol and/or drugs on a regular basis (Fetal Alcohol Spectrum Disorder—
FASD—is common)
• One-third of homeless youth are Aboriginal (it is noteworthy that over half of the children
who are growing out of the foster care system are also Aboriginal)
Women
• 25 per cent of homeless are young women ages 21 to 30
• 10 per cent earn their primary income from the sex trade
• Many are fleeing domestic violence or unsafe housing—25 per cent have children with them
• Some of these families are absolutely homeless, as opposed to unstably housed
Aboriginal
• 20-25 per cent of homeless are Aboriginal—Aboriginal residents make up 2.8 per cent of the
population of the Capital Regional District
• Loss of cultural identity associated with systematic discrimination has led to societal breakdown,
loss of family supports, widespread FASD, unemployment and substance use disorders
Poor/ Working Poor
• Adults who have become homeless because of loss of income associated with redundancy,
poor cognitive capacity, unemployment, lack of skills, divorce, and/or physical disability, but do
not have issues of severe addiction, a severe mental illness or chronic antisocial behaviour
• Lack of affordable housing extends to their children
While Victoria residents have access to top-tier social and health care services, it does not
appear that the core needs of homeless residents are being met. Several recurrent themes
appear in data sources, including an “inappropriate use of services”, which means homeless
residents are not receiving the right care at the right time.
8
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Another recurrent theme is described as a “revolving door syndrome” in which homeless
residents cycle endlessly through shelters, hospitals, the courts and correctional facilities, but
nowhere in the cycle are the necessary services being provided to end it.
Access is a common issue, as there are many “doors” through which a homeless resident can
enter the system of health and social services but it appears that some doors work better for
some individuals than others. In particular, the care of homeless residents with a mental illness
is generally better than the care of residents with a substance use problem or those who gain
entry through the criminal justice system.
The other recurrent theme is integration. Services provided to homeless residents do not seem
well integrated and residents frequently find themselves receiving care for one condition while
another is overlooked or undiagnosed altogether.
Difficulties facing homeless residents are multiple, complex and irrevocably intertwined, and a
system that does not provide comprehensive, integrated and coordinated services will not be
successful in breaking the cycle of homelessness.
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III. Gaps in the Current
Service Delivery Model
Complex needs require a complex response – one that can rise above the fragmented and
confusing collection of services that people often face when looking for help. Toronto’s Griffin
Centre positions itself at the centre of a broad network of mental-health services for youth and
their families, acting as a “one-stop shop” linking families into flexible, specialized community
services that provide the immediate support and connection needed by youth with mental illness
or developmental disability to stay healthy, out of jail, off the streets, and out of hospital. Crossagency collaboration is a key component of the network.

The Current System

To better understand the issues and identify gaps within the current system, the Expert Panel
examined the current model of service delivery in Victoria, and other cities. A main concern
with the current system is the way clients are moved from one program or facility to the
next. These moves are disruptive and confusing to clients who, just having accepted a trusting
relationship with one care provider, must rebuild trust with another care provider. The lack of
stability and coordination along the continuum of services results in too many gaps, making it
next to impossible for clients to make it through the entire treatment plan.
“The underlying assumptions of the present system are that clients can step through a linear
progression of services arranged in a continuum. An unfortunate side-effect of progress is
frequent moves from one location to another. For a drug-addicted person, there are a series of
what could be called ‘creative tests.’ The first is to see if you can put enough distance between
yourself and the use of substances or at least think about the possibility of not using substances
to get withdrawal management services. Then after withdrawal management, you have a period
of ‘post-withdrawal management’ stabilisation in some moderately or highly structured setting,
and then you graduate to a less heavily supported setting for a more extended period of time.
And then, hopefully, graduate out of this system of care into market-rent housing and never go
back to the streets. That’s a very optimistic progression.”

Marked by Constant Moves

People who have a severe psychiatric condition, like schizophrenia, often contact the health
system from within a psychiatric acute care unit via an emergency department. Upon discharge
from acute care, they are often transferred to a residential care placement. For a short period
of time, they may enter a transitional care placement due to the tremendous pressure to move
people out of acute care, as costs are high and beds are in high demand for patients with higher
acute care needs.
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From the transitional residential care placement, they may go into a longer term or heavily
supported residential care placement. They may then move into a moderately or lightly
supported residential care placement, or possibly into a supported independent living apartment.
The hope is that they will successfully graduate to independent living. Not all clients will move
through every stage in the stratified array of residential care placements, but the system does
link the achievement of psychosocial rehabilitation goals with moves through a layered system of
residential supports. The hope is that they will successfully graduate to independent living.

Figure 1. The Current Service Delivery Model in Victoria.
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A Linear Model: Facility-Centred

Figure one illustrates a sequentially accessed continuum where a patient moves from one
program/facility to the next as part of his/her treatment program. This type of linear service
delivery model has the following features:
• Frequent moves. Progress through the model is punctuated by frequent moves which belie
the system’s overarching objective of promoting stability.
• “You can’t get there from here.” Services that are positioned downstream in the substance
abuse or psychiatric continua are often reserved for clients being discharged from the service
most immediately upstream.
For example, post-withdrawal management recovery beds might be reserved for clients coming
out of withdrawal management so that clients from the community or emergency department
can flow into withdrawal management. But these beds might not be available for patients who
have undergone withdrawal management in medical acute care beds in order to maintain their
capacity to provide follow-up for clients coming out of community-based medical withdrawal
management. In these kinds of models, consideration of client flow—and associated policies
around access—may take precedence over considerations of the most appropriate next step for
a client, regardless of where he or she is positioned in the network of services.
• Vulnerable to blockages. This type of linear, flow-based service continuum is very vulnerable
to blockages
o If any service is available in short-supply, it can affect client flow and operation of all of the
		 upstream services
o If upstream clients cannot gain access to the follow-up services they require, they may be
		 discharged out of the system with low levels of support, or no support, resulting in clients
		 returning to the streets and back to the initial point of entry of the continuum. In other words,
		 clients are at risk for losing all of the significant gains they have been able to achieve and may
		 need to start over.
• Pushes clients out too early. Linear flow-based systems assume that clients are going to flow
out of the continuum at the same rate as new incident cases are flowing in. However, many of
the clients within the system are irreversibly impacted by long histories of substance use
problems and/or ineffectively treated severe mental illnesses that often run a chronic
deteriorating course (e.g., schizophrenia). Many clients have a limited capacity to achieve
significantly higher levels of adaptive functioning from what they have developed over the
course of many years on the streets, and they are at risk for returning to the streets if they
are not provided with ongoing care. This is a system that must err on the side of pushing
clients out of the services they require to enable the new, acute cases that need to flow in.
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• Services are narrowly focused. Services configured in a linear manner are locally responsive
to the needs and pressures that stem from the immediately upstream source of referrals.
Because service providers learn only to focus on the immediate source of referrals, they
receive a filtered view of the needs of the target population and have limited systemic insight
into the full spectrum of needs of the target populations. Gaps are likely to emerge within
such a continuum, and those services that are, indeed, exposed to the full range of needs (e.g.
emergency response teams; acute care services) may find themselves operating well outside
their mandate in order to compensate for gaps in the continuum.
• Not a resilient system. The system assumes the concentration of resources within facilities
corresponds to the needs of target populations. If this is not correct, or if the needs change,
it is very difficult to redeploy resources to where they can be better used.
To summarize, resources invested in the system are attached to the facility, not to the client.
If a client does not function within the facility context, they lose access to the resources they
need. This is the main operational flaw in a system where resources are attached to facilities
configured as a linear continuum.
Within this paradigm, the client must meet the requirements of the facility. The assumption is
that clients who can benefit from the supports are the clients who can meet all the facility’s
behavioural expectations. If clients meet the facility’s expectations, then they remain attached
to the facility and receive all the benefits. If they cannot meet the behavioural expectations of
the facility, they lose their facility connections, including services and supports needed as part of
their treatment plan.
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IV. Best Practices
Introduction

In its review of best practices, the Expert Panel review focused on finding innovative services
and support options with demonstrated success in reducing or resolving homelessness, mental
illnesses and addictions.
This review focuses on the core group of most vulnerable and highest need citizens who are
living in unstable housing or who are absolutely homeless and who have mental health and
substance use problems.
Literature and examples from other jurisdictions all point to the housing continuum as the
starting point for the homeless population with supports wrapped around housing, anchored
in a context of needs-adapted, low barrier services. Mental health and addictions programs are
medically necessary services and are a critical success factor in solving homelessness.
Supported housing serves as a platform for interaction with stepped care and treatment services.
Therefore, this review begins with a description of the philosophy of core values, followed by a
discussion of supported housing and services to those living with mental illness and addictions.
The unique needs of the various subpopulations are addressed individually, including women,
youth, Aboriginal people and those who are involved with the criminal justice system.

Leading Practices

The social and health services sector is a dynamic and evolving area in which ongoing research is
required. The following is an overview of best practices that are being implemented in successful
programs dedicated to supporting homeless residents in communities worldwide. A detailed
summary of best practices literature—published and unpublished material—as well as expert
opinion is available for reference in Appendix B.
• Client-centred approach. Services to homeless residents with mental illness and addictions
are most effectively delivered in a context of services adapted to client needs—rather than
organized around efficiencies or expertise in service delivery—and requires a client-centered
approach, low barrier programs and a policy of harm reduction.
• Flexibility. Working with homeless residents at their stage of the care continuum, as opposed
to the strict criteria for entrance to specific services, has been shown to be significantly more
effective with the homeless population.
• Low barrier programs. Programs that do not require clients to be abstinent, or in treatment
for mental illness, have been shown to be more likely to attract clients, motivate them to
begin making changes, retain them in treatment, and minimize attrition and drop-out rates.
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• Harm reduction. The reduction of risks and harmful effects associated with substance use,
and addictive behaviours, not only assists the affected person, but has a positive impact on
urban neighbourhoods where street-level substance use problems are concentrated. Examples
of harm reduction programming include needle exchange services, substitution therapy, safe
consumption sites and law enforcement practices that attach a priority to enforcement of
laws against trafficking while adopting a more a cautioning approach toward drug use.
• Housing first. An approach to housing where homeless residents are provided immediate
access to a place of their own without requiring treatment or sobriety as a precondition for
housing. Residents are supported with treatment options for their recovery and integration
into the community.
• Forensic/ Assertive Community Treatment (F/ACT). The F/ACT model emphasizes outreach,
frequent contact with clients, relationship building and individualized services. Communitybased, multidisciplinary F/ACT teams provide 24-hour support, treatment, and rehabilitation
services to clients where they live and work, rather than in an agency setting.
• Seamless network. Integrate and coordinate mental health and addictions services to make
it easy for clients to access multiple services and supports along their continuum of care.
• Emphasize choice. Client-centred strategies that cater to various subpopulations, each
with its own unique needs and challenges, demonstrate higher success rates for recovery and
community integration. A “one-size-fits-all” approach has proven to be unsuccessful.
• Prevention. To effectively break the cycle of homelessness, prevention strategies need to
be implemented with targeted efforts to assist the at-risk population who are at the cusp of
homelessness.
One of the earliest and most extensively evaluated “housing first” programs is Pathways to
Housing in New York City. Homeless patients who have co-occuring disorders are offered
immediate access to independent apartments and are supported through an “assertive
community treatment (ACT)” team. A four-year evaluation showed that 88 per cent of clients
remained housed as compared to 47 per cent of clients housed in continuum programs. Once
clients in the Pathways to Housing program had been housed, they were much more likely to
seek treatment for their addictions and mental health issues; at the time of the evaluation 65
per cent of the clients were under treatment with the program psychiatrist and 27 per cent were
employed at least part time.
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Philosophy of Core Values

Services to homeless residents with mental illness and addictions are most effectively delivered
in a context of services adapted to client needs—rather than organized around efficiencies or
expertise in service delivery—and requires a client-centered approach, low barrier programs
and a policy of harm reduction.
Providers must be able to respond to the needs of the client and provide individualized
services adapted to their daily reality; flexibility, tolerance and addressing concrete problems
are key. A client-centred approach of working with homeless residents at their stage of the care
continuum, as opposed to the strict criteria for entrance to specific services, has been shown to
be significantly more effective with this the homeless population.
34

Because of their complex diseases, and resulting needs in the treatment of mental conditions,
addiction, as well as severe physical illnesses, the integration of services is essential. Without
developed stepped care, it is not possible to meet the needs of these clients. A mix of medical
and non-medical disciplines is needed to support the system of care with specialized programs.
Studies in the United States have found that the traditional 12-step, abstinence-based programs,
which account for more than 90 per cent of all drug and alcohol treatment programs, are
completed by no more than 20 per cent of clients. Fewer than 10 per cent of people entering
treatment will consider entering an abstinence-based program. Similar work in Canada has
shown that this is particularly true of the homeless population. Without basic supports, such as
housing, food and a support network, abstinence can be impossible and traditional programs
have little chance of attracting and retaining the homeless.
56

7

8

Low barrier programs, which do not require clients to be abstinent or in treatment for mental
illness, have been shown to be more likely to attract clients, motivate them to begin making
changes, retain them in treatment, and minimize attrition and drop-out rates. Because services
are provided even when people are unwilling or unable to enter traditional programs, access to
services such as housing, health care, psychological treatment and safer means of drug use are
facilitated. Removing traditional barriers to treatment that insist on abstinence as a requirement
of admission, and the only acceptable goal, opens the door to a group of clients who are
otherwise denied services.
9 10 11

3

Shern, D.L., Tsemberis, S., Winarski, J., et al. (1997). A psychiatric rehabilitation demonstration for individuals who are street dwelling and seriously disable.
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4 Canada Mortgage and Housing Corporation (2005). Homelessness, Housing and Harm Reduction: Stable Housing for Homeless People with Substance
Use Issues.
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7 Riley, D., & O’Hare, P. (1999). Harm reduction: History, definition and practice. In Inciardi JA, Harrison LD (Eds.). Harm Reduction: National and International
Perspectives. Thousand Oaks: Sage.
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Harm reduction is an approach aimed at reducing the risks and harmful effects associated
with substance use, and addictive behaviours, not only for the affected person, but also for
the community and society as a whole. It does not require abstinence, but recognizes that
not everyone is able to make the immediate changes necessary to refrain from problematic
substance use. Harm reduction does not rule out abstinence in the long term either ; harm
reduction approaches are often the first step toward the eventual cessation of substance use.
Examples of harm reduction programming include needle exchange services, substitution therapy,
safe consumption sites and law enforcement that places priority on enforcement of laws against
trafficking while using a cautioning policy toward drug use.
12 13

Housing First

The relationship between mental illness, substance use problems and homelessness is difficult
to disentangle. Homelessness can be seen as a consequence of mental illness and/or drug
use, but once homeless the individual is more likely to become symptomatic and use drugs,
and other problems accumulate. Increasingly, social relationships will involve other drug users,
economic circumstances will decline, physical and mental health will deteriorate, and the drug
habit may be supported by criminal activity. “Homelessness is not only an outcome, but a catalyst
that accelerates the process of marginalization”, and breaking the cycle presents substantial
challenges.
14

There are dark chapters in Canadian history with respect to the housing of marginalized
populations, and long periods in which these individuals were “warehoused” in asylums, prisons,
residential schools and internment camps. Most recently, the homeless with mental health and
substance use problems have been housed using the “continuum approach”—clients follow a
continuum of care that expects them to become more engaged in abstinence as they progress
to more intensive or client-specific services.
Typically, the client relocates to a new location each time he/she progresses along the continuum,
with more independence and fewer supports at each step; independent housing can be seen as
a reward for meeting the requirements of the program. This approach has been criticized on a
number of fronts:
• It is stressful for clients to move repeatedly and each time be obliged to learn new skills and
develop new relationships with different caregivers
• Clients prefer to be offered a choice of housing options, which may be critical to engagement
and retention
• Perhaps most importantly, housing is not made dependent on the client accepting treatment;
one study found that fewer than 50 per cent of clients offered housing in this type of program
remained housed
15 16

17
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13 Allan, B., & Nolte, J. (2001). Harm reduction for homeless persons with addictions in Ottawa. Background paper to suppor t the development of a
continuum of services for homeless persons with addictions in Ottawa based on a model of harm reduction. Ottawa: Working Group on Addictions in the
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14 Coumans, M., & Spreen, M. (2003). Drug use and the role of homelessness in the process of marginalization. Substance Use and Misuse: An International
Interdisciplinary Forum, 38, N 3-6.
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A shift in thinking and practice is taking place among service providers who work with these
vulnerable populations. It is the recognition that effective treatment for homeless residents with
mental illness and substance use problems requires stable, supported housing.
Both housing and support are essential and must come before other services are offered.
Housing and support are vital elements that make it possible for clients to begin to address
their substance use problems, reduce the negative impacts of use, reduce use itself, and perhaps
become abstinent. Housing also provides a base for clients to establish supportive social networks
and become connected to the greater community rather than the community of the streets.
This model views housing as a place to live, not to receive treatment, and central to this is the
idea that clients will receive the services they need to maintain their housing choice. Housing is
necessary during, following and regardless of treatment.
18 19

A little sherry can go a long way to reducing the load on hospital emergency departments
and police. An innovative program at a downtown shelter in Ottawa aimed at providing free
alcohol to some of the city’s most chronic street-level drinkers resulted in a significant drop in
emergency-room visits and police encounters involving the 17 participants. The 15 men and two
women could request a drink of sherry or wine every hour if they chose. Interestingly, they drank
far less while in the program than they had before starting it, with absolute consumption among
participants dropping from 46 drinks a day to eight.

Assertive Community Treatment
An evaluation of ACT services in Ontario found a 62 per cent reduction in hospital admissions
after one year of services and an 83 per cent reduction after six years. Other studies have shown
that ACT is effective in helping homeless clients with severe mental illness and substance use
problems achieve stable housing, reduce substance use, improve symptoms and increase ties to
their community.
Assertive Community Treatment (ACT) was developed in the 1970s as a form of integrated
community care to respond to the needs of individuals with serious and persistent mental illness
who were being discharged from hospital. It was explicitly designed to prevent hospitalisations
and to reduce homelessness.

18

See Footnote 4, Canada Mortgage and Housing Corporation. loc cit
Center for Applied Research in Mental Health and Addiction, Simon Fraser University. 2007. Housing and suppor ts for adults with severe addictions and/
or mental illness in BC
19
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Services are provided by a community-based, multidisciplinary team that provides support,
treatment and rehabilitation services to clients where they live and work, rather than in an agency
setting. The team consists of professionals with backgrounds in social work, substance abuse
treatment, counselling, vocational rehabilitation, nursing and psychiatry. They are responsible for
assisting clients in all areas of life and they receive a full range of medical, psychosocial and
rehabilitative services, including:
•
•
•
•
•
•
•
•
•
•

assistance in finding and keeping a home
supportive counselling and psychotherapy
substance abuse services
psychiatry and pharmacologic treatment
interpersonal and life skills development
assistance in accessing entitlements
vocational support
mental illness education for clients and families
peer support services
crisis response

The ACT model emphasizes outreach, frequent contact with the clients, relationship building
and individualized services. Generally, the team provides services to clients directly rather
than brokering services from other agencies, which minimizes fragmentation and the need for
coordination between agencies.
Caseloads are shared between team members. Staff-to-client ratios are kept low (e.g. 1:10) and
the team is on call 24 hours a day to support clients through crises and emergencies. There is
no arbitrary time limit on provision of services and, typically, they are provided on a long-term
basis.
20 21

Research conducted on the ACT model, including randomized controlled trials, has demonstrated
results, including:
•
•
•
•

improved housing stability
fewer hospitalizations
better retention in mental health services
high patient satisfaction
22 23
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British Columbia Ministry of Health (2002). B.C.’s Mental Health Reform: Best Practices for Asser tive Community Treatment.
Ontario ACT Technical Advisory Panel (2007). All About ACT in Ontario.
22 Stein, L., & Test, M.A. (1980). An alternative to mental hospital treatment: Conceptual model, treatment program and clinical evaluation. Archives of General
Psychiatry, 37, 392-397.
23 Burns, B.J., & Santos, A.B. (1995). Assertive community treatment: An update of randomized trials. Psychiatric Services, 46(7), 669-675.
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Mental Illness and Problematic Substance Use
Safer-injection sites like Vancouver’s Insite have a positive impact not only on the lives of injection
drug users, but on the urban neighbourhoods where street-level drug use is concentrated. After
four years in operation, Insite is playing an important role in reducing the amount of open drug
use and discarded needles on Vancouver streets, while connecting thousands of drug users to
withdrawal management, treatment and other health services. Critics of the project anticipated
more drug use and trafficking with the opening of the site in 2003, but a subsequent study has
found no evidence of an increase.

The material presented in this report is based on a broad understanding of mental disorders as
defined by the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) of the American
Psychiatric Association—a classification scheme that is made up of five groups of diagnostic
categories or “axes”.
Axis I includes the major psychiatric diagnoses, including psychoses and mood disorders.
Axis II covers personality disorders and mental retardation—conditions that are not always
thought of as mental illnesses, but which can be equally as disabling as Axis I diagnoses. Axis IV
addresses psychosocial and environmental problems—stressors that can exacerbate Axis I and II
conditions.
24

Substance use problems are included under Axis I and refer to a chronic pattern of alcohol or
illicit drug use that results in significant problems related to relationships, employment, physical
health and financial security. Problematic substance use is one of the most controversial topics in
the fields of medicine and public health, and understanding of this condition has evolved through
several phases over the last century. At one time it was viewed as an individual moral problem
and, more recently, as a medical disease and a behavioural disorder.
Along with an evolving understanding of chronic diseases in general, a new, more holistic view
of problematic substance use is emerging, which recognizes the complex set of determinants
that impact substance use. Psychological and biological states are impacted by social, economic,
cultural and environmental conditions, as well as behavioural choices, and these states in turn
affect behavioural patterns. Addressing substance use requires that various factors be considered
and addressed, and also calls for active participation by the individual in self-management,
treatment and recovery.

Best Practices in Mental Illness

The past fifty years have seen a policy of deinstitutionalization of people challenged with mental
illness and other disabilities. The early focus was on moving individuals out of hospital and only
later came the realization that medical treatment alone was insufficient to ensure successful
placement in the community.
24

American Psychiatric Association (2000). Diagnostic and Statistical Manual of Mental Disorders DSM-IV-TR (Text Revision).
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Stigma is a major barrier to keeping people with addictions in hospital long enough to clear up
the life-threatening bacterial infections they’re prone to getting. Changing the way that addiction
is perceived is still a work in progress, but in the meantime, a Vancouver pilot project is having
significant success providing the same kind of infection care outside of hospital. Injection drug
users who received their antibiotic treatment through the Community Transitional Care Team
reported 100 per cent satisfaction with the CTCT approach, and were considerably more likely to
complete their full course of antibiotics compared to those who were hospitalized.
There is continued support for the policy of community-based care for the vast majority of
those with mental illness, but this will require an ongoing focus on improving and expanding the
range of services and supports available to these clients. In particular, the mental health system
needs to extend its reach to those who have traditionally not accessed or benefited from
needed services, including socio-economically disadvantaged individuals living in the downtown
core of major cities.
25

A number of services and support options for individuals with a mental illness have been
explored. Details of best practices in the following are available in Appendix B:
•
•
•
•
•
•

Inpatient/outpatient services
Treatment of individuals with co-occuring disorders
Crisis response
Psychosocial rehabilitation and recovery
Family support and involvement
Consumer participation

Best Practices in Substance Use Problems
Getting it right in terms of drug and alcohol strategies for Aboriginal communities continues to be
the subject of much debate, but the story of two people’s decades-long effort to bring recovery
to the Alkali Lake reserve underlines the importance of an assertive and informed community
response. The work of Alkali band members Andy and Phyllis Chelsea was successful for many
years because it featured the powerful combination of fully engaged and committed community
leaders--in this case, the band chief and social worker--and ongoing care and support posttreatment in helping people maintain their sobriety.
Substance use problems occur along a continuum ranging from use of substances without
negative consequences, substance tolerance, withdrawal symptoms and compulsive substance
seeking behaviour, which may include criminal actions.

25

Kim, S., Larson, S.A., & Lakin, C.K. (1999). Research and Training Center on Community Living, University of Minnesota. Behavioral outcomes of
deinstitutionalization for people with intellectual disabilities: A review of studies conducted between 1980 and 1999, 10(1).
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Preventing and treating substance use problems require a corresponding comprehensive
continuum of services, including health promotion, prevention, early identification and
intervention, harm reduction, treatment and self-management, intensive treatment and long-term
rehabilitation and supporting services. Taken together, they form an integrated and evidencebased system of care.
Details of best practices in the following are available in Appendix B:
• Substitution therapies
• Peer-based education and prevention strategies
• Withdrawal management options and stepped care approach with a range of treatment
options
• Motivational interviewing
• Residential treatment for small numbers of clients at critical junctures
• Diverse community and treatment settings providing support based on health and social
needs
• Treatment that supports and accommodates relapses—continuing care
• Clubhouses that assist people to get education, employment and other services as a
community

Individuals with Co-occuring Disorders (mental
health and addictions problems)
People struggling with both mental illness and addiction are among the hardest to house, but
New York City’s Pathways program has proven it can be done. In a five-year study, almost 90 per
cent of the Pathways clients taken off New York streets were still housed at the end of the study
period, compared to less than half of those who’d been housed through more traditional methods.
The Pathways secret? People coming off the streets are housed immediately in apartments
scattered around the city, then connected with a specialized outreach team linking them to other
vital services and supports.
Individuals with co-occuring disorders are the most visible and vulnerable of the homeless
population. Individuals with co-occuring disorders experience a combination of any form of
mental illness (an Axis I or Axis II disorder) and a substance use disorder.
In some cases, the diagnoses are complex and atypical and may include fetal alcohol spectrum
disorder, poor emotional regulation and impulse control, cognitive impairment, personality
disorders, post-traumatic stress disorder, organic brain syndromes and conduct disorders. The
co-morbidities place these individuals at risk for many poor outcomes, including communicable
diseases, victimization, suicide, incarceration and homelessness.
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People with co-occuring disorders are more likely to become dependent on the substances
they use than those with substance use disorders alone. The complexity of their conditions
necessitates more intensive service provision and a skilled and knowledgeable work force.
However, few programs are designed to handle their specialized needs and existing housing,
support service and treatment systems are not serving them well. Indeed, the current system
leaves the dual diagnosed patient unserved. As a result, they are disproportionately at risk of
homelessness. This is the subgroup of the homeless population who is least likely to obtain
housing and the first to lose it.
26

Given the particular challenges facing individuals with co-occuring disorders, they appear to be
the norm, rather than the exception among the homeless. Expert opinion is that more than 40
per cent of residents with substance use problems also have concurrent mental illness, and a
higher prevalence of substance use is found among those with severe mental illness than in the
remainder of the population. In British Columbia 70 per cent of those who access community
addictions services also access community mental health services.
Of greater concern, existing mental health and addictions services for individuals with co-occuring
disorders tend to be separate, not integrated. Practitioners in the field need to be cross-trained
to provide both mental health and addictions care so that the full spectrum of health challenges
of a client can be addressed and not just the presenting symptoms.
In addition to best practices for homeless residents challenged with mental illness and those
with substance use problems, details of the following best practices for homeless residents who
are dually diagnosed are available in Appendix B:
•
•
•
•
•
•
•
•
•
•
•

assertive outreach
screening
assessment
treatment and support
medication management
primary health care
the psychosocial needs
consumer participation
system integration
a long-term perspective
motivation-based

Women

Historically, treatment programs for mental illness and substance use problems have been
designed for men, creating a “male norm bias”. Women seeking treatment have been judged by
inappropriate standards, and service delivery has not always met their unique needs.
26
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Women are more likely than men to be homeless because they have fled domestic violence and
frequently have children with them. Rates of violence and trauma are significantly higher among
the homeless population than the general population, and this is especially true of women. The
majority of homeless women have experienced physical and sexual abuse, with rates as high as
90 per cent. Homeless women in the sex trade are particularly vulnerable to extreme levels of
abuse and exploitation.
27

Women also face unique barriers to accessing treatment. Substance using pregnant women,
and women with young children, feel shame and guilt. They also fear being judged—the fear of
losing their children may deter them from seeking help. Barriers due to lack of child care or
transportation to services are more frequent for women.
Guided by the success of the New York Homes for the Homeless program, Beatrice House is a
women’s shelter with a difference. The Toronto residence provides much more than three meals
a day and a room of their own to the mothers and children it takes in. Mothers can access
counselling, educational upgrading and job training while staying at the residence, and spend time
with their children in early-childhood development programs. The Beatrice House philosophy is to
break the cycle of homelessness and poverty by supporting disadvantaged women in nurturing
their children.

There is growing body of literature on successful intervention and treatment programs for women
with mental illness and substance use problems who are pregnant and/or have young children. In
addition to a set of core themes emerging from successful intervention and treatment programs
for women, details of the following best practices for women are available in Appendix B.
A set of core themes is emerging from those programs that have succeeded in reaching women
and retaining them in care:
•
•
•
•
•

working from a respectful and empowering service philosophy
providing comprehensive care and addressing practical needs
other avenues that have the impact of reducing harms related to substance use
undertaking interagency collaboration and coordination
providing a broad and flexible continuum of alcohol and drug services

Best practices for women include:
• a gender-specific, empowering, woman-centered approach
• be client-centered and strengths-based
• work from a philosophy of harm reduction

27
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Victoria Cool Aid Society (2007). Housing first–plus supports. Homeless Needs Survey 2007: A Pathway to Home.
Poole, Nancy (2000). Evaluation report of the Sheway Project for high-risk pregnant and parenting women.
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•
•
•
•
•
•
•
•
•
•

provide a variety of interventions
take a holistic view and address all aspects of women’s lives
motivational interviewing
girls and women have a greater need for family and trauma-related services
services need to attend to the needs of pregnant substance using women (and those at risk
for becoming pregnant)
support and encourage connections between women
facilitate education and awareness of clients
be family-focused
community-based
take a long-term perspective

Youth
Assertive outreach by mentors willing to be involved for the long term is important to engage
youth who enter the streets in early adolescence in order to prevent the flow to homeless and
street entrenched youth.
Homeless youth residents are a heterogeneous group and require services that are gender
sensitive, developmentally appropriate and able to meet a diverse set of needs. They are
commonly undercounted in homeless surveys as they tend to “couch-surf ” and are less visible
than other homeless subpopulations.
The majority of homeless youth residents have left home for reasons of conflict, family violence
or abuse, or neglect by family members, friends and caregivers. Many have had previous
involvement with the Ministry for Children and Families and the majority are using alcohol and/
or drugs.
29

In Canada, homeless youth are disproportionately aboriginal, particularly homeless youth who
are growing out of the foster care system. In particular, youth are challenged with obtaining
adequate, affordable housing due to low income, discrimination, drug and alcohol use, lack of life
skills, complex eligibility rules, mistrust of adults and general alienation.
There is growing agreement that youth in transition to adulthood—roughly ages 19 to 25—are
falling through the cracks as access to child health, education and welfare services ends and their
access to adult services begins. This “safety net gap” can have lifelong consequences for youth
who are already marginalized due to poverty, family disruptions, low educational attainment, lack
of job skills, Aboriginal status, homelessness, and even illiteracy.
Details of the following emerging themes and best practices in literature on prevention strategies
effective for youth who are at-risk of becoming homeless or who are homeless are available in
Appendix B. Emerging themes include:
29
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•
•
•
•

increasing protective factors to build strengths and resilience
building life skills
addressing cultural and social norms
using peer based strategies that include homeless youth in conventional activities and modelling
competent behaviours
A shelter for homeless youth is too often a hectic, fast-paced environment that leaves staff with
little time to talk to young clients about the many problems in their lives. So when youth in 18
such shelters in the United Kingdom were given the chance through the Strong Minded pilot
project to work with mental-health specialists while at the shelters, they declared the additional
support “brilliant” as a means of being heard and learning new strategies for coping with the
challenges in their lives. The youth credited the three-year project with helping them reduce
suicidal thoughts and violent behaviour.

Best practices for youth include:
• meet basic needs for food, safety and shelter, and a caring/mentoring relationship first and in
an ongoing way
• screen and separate youth at different stages
• a client-centered, individualized, strengths-based approach
• intensive case management
• integrate a range of easily accessible services
• facilitate parent/family involvement (not necessarily reunification)
• mentorship programs
• treatment for youths is most effective within the context of a “system” of family, peers,
community and others
• ensure cultural sensitivity to meet unique needs (e.g. Aboriginal)
• peer support, opportunities to meet other youth who have recovered from similar situations
and who are involved in conventional activities that benefit the community where they live
• engage youth in community of origin if possible
• avoid housing many youth in a single facility
• street colleges/academies that provide an alternative education environment and assist youth
to gain employment
• there is early evidence that “mandatory short custody” may be effective in a small selected
subset of youth who have ties to their family and who have not become street entrenched
30

Two decades of clinical expertise in working with troubled children, teens and parents is behind a
made-in-B.C. parenting program giving families the skills and understanding they need to foster
better relations at home. Instead of focusing on learning how to manage unwanted behaviours,
the Connect Parent Group–developed at the Maples Adolescent Treatment Centre in Burnaby–
helps families to “reframe” a child’s behaviour and modulate their own responses when problems
develop. More than three-quarters of the caregivers who attended the 10-week Connect series
reported a positive change in relationships with their child; 94 per cent felt more confident in
their ability to parent.
30
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Aboriginal People
Kinship and family connection is a key institution of aboriginal society. The overwhelming
problems that countless First Nations are struggling with–social, emotional and spiritual--require
integrated and culturally relevant approaches that incorporate the needs of the entire family,
as demonstrated by a three-year initiative at the Fishing Lake Metis Settlement. Family-based
healing circles led to the resurgence of spirituality in the aboriginal community over the life of the
project, and resulted in the closure of local bars, a renewal of interest in economic development,
and one of the first community-wide no-smoking bylaws in Canada (1993).

The legacy of colonization, residential school system and marginalization has been one of
health inequities and poverty for Canada’s aboriginal people. As a result, they are alarmingly
overrepresented among the homeless, including homeless residents with substance use problems
and/or mental illness.
In addition, jurisdictional conflicts between federal, provincial and territorial governments and
the artificial on/off reserve distinction have created a confusing and unsatisfactory service
delivery and funding situation, resulting in problems of access for aboriginal people, particularly
off-reserve. Substance misuse, mental illness, poverty, infectious disease, substance use-related
injuries and increased mortality are some of the issues affecting Canada’s homeless Aboriginal
population.
Services for homeless aboriginal people, and those suffering from mental health and substance
use problems, must be respectful of the ideals of self-management and cultural competence, and
be responsive to the diversity of individual bands, communities and nations.
Advice and input from clients, elders and community-based workers should be incorporated into
the design and delivery of services. Aboriginal service providers are appropriate and desirable,
and where this is not possible, training in cultural sensitivity and safety is required.
Canada’s Aboriginal population bears a disproportionate burden of mental-health problems
across the board, including suicide, addiction and depression. The most promising work underway
points to the importance of culturally sensitive and holistic broad-based strategies developed and
delivered by individual aboriginal communities. A cluster of seven suicides on Ontario’s Manitoulin
Island, for instance, prompted the Wikwemikong community to launch a diverse package of
services including residential alcoholism treatment, crisis intervention, family counselling,
community feasts, job creation for youth, and school-based self-esteem programs.
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Details of the following best practices for assisting aboriginal people are available in Appendix B:
• consult and include aboriginal people at each step in the planning, development and
implementation of services
• services and programs should reflect and respect the knowledge, traditions and practices of
aboriginal peoples
• assessment tools that are culturally relevant and safe
• services that are culturally relevant, integrated, strength-based, safe and respectful of the
diverse cultures of aboriginal individuals and communities
• racism needs to be addressed
• service providers, including administrators, should possess appropriate attitudes, skills and
knowledge of the history, traditions and forces that have contributed to the current life
situation of aboriginal people and communities
• access to a full range of treatment services including harm reduction
• housing—homelessness is one of the core issues facing aboriginal people with mental illness
and substance use problems
• housing options need to be culturally appropriate and reflect the importance aboriginal
people place on family and community
• intensive case management such as ACT
• alcohol and drug use has frequently meant denial of service for aboriginal people

Individuals Involved in the Criminal Justice System
Sending people with severe mental illness to jail can be an exercise in frustration for all concerned,
and a recipe for “revolving door” justice. But when Brooklyn judges were given the ability to mete
out different kinds of sentences as part of the Brooklyn Mental Health Court project, they saw
dramatic improvements on all fronts. When people were have the option of court supervised
residential care and treatment instead of jail, their rates of homelessness, recidivism, harmful
drug use and hospitalization all fell. However, sufficient housing and treatment options must be
in place first for mental-health courts to succeed, noted program

Federal and provincial correctional centers in B.C. include a percentage of individuals who are
sometimes referred to as the “unfixable”—chronic multi-problem offenders who will likely reoffend upon their release. This group of individuals is challenged with mental illness, organic brain
damage and substance use problems.
This population is likely responsible for a disproportionately large amount of property crime,
particularly in urban and inner-urban areas, which is used to support their substance use problems.
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These individuals lead impoverished and unstable lives marked by poor physical and mental
health, educational disadvantage, unemployment, chaotic family situations, substance misuse,
criminal activity and homelessness. Their needs are not being met by B.C.’s correctional facilities
and they tend to cycle repeatedly between shelters and jails. The greatest concentrations of
individuals involved in the criminal justice system are found in the urban core of B.C.’s larger
cities, such as Victoria.
Sending people with severe mental illness to jail can be an exercise in frustration for all concerned,
and a recipe for “revolving door” justice. But when Brooklyn judges were given the ability to mete
out different kinds of sentences as part of the Brooklyn Mental Health Court project, they saw
dramatic improvements on all fronts. When people were have the option of court supervised
residential care and treatment instead of jail, their rates of homelessness, recidivism, harmful
drug use and hospitalization all fell. However, sufficient housing and treatment options must be
in place first for mental-health courts to succeed, noted program

Strategies for dealing with this population were reviewed by the Street Crime Working Group
of the B.C. Justice Review Task Force. Strategies include:
31

• creation of a community court as an alternative to processing chronic offenders though
the conventional Provincial Court System (community courts are responsible for relatively
minor street crimes, violations of bail or parole conditions; are able to provide more structured
community support including housing, rehabilitation, job skills and employment)
• integration of the criminal justice system, health and social service systems to ensure that
these offenders are provided with adequate and effective “wrap-around” services on a “onestop” basis
• use of a triage approach to the management of chronic offenders that will ensure an effective
diversion of individuals to appropriate services
Forensic assertive community treatment (FACT) is an emerging model for preventing arrest
and incarceration of adults with severe mental illness and substance use problems who have
substantial histories of involvement with the criminal justice system.

31

Gordon R., & Kinney, B. (1996). BC Progress Board. Reducing crime and improving criminal justice in British Columbia: Recommendations for Change. School
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The primary distinction between FACT and ACT lies in the extent to which the goals of
preventing arrest and incarceration determine program structure and function. ACT teams
often treat those with criminal histories out of necessity; FACT prioritizes the management of
offenders with mental illness and substance use problems.
Details of the following best practices for assisting individuals involved in the criminal justice
system are available in Appendix B:
•
•
•
•
•
•
•
•
•

access to affordable housing with the supports necessary to maintain housing stability
intensive case management using a model, such as FACT
comprehensive assessment of mental illness and/or substance use problems
individuals with co-occuring disorders require specialized services and supports
comprehensive, integrated management plan that is tailored to the needs of the individual
substitution therapy can be effective, particularly as part of a comprehensive program
appropriate care for medical conditions
address psychosocial issues
ongoing treatment and supports for clients who have completed prison-based treatment and
are being discharged into the community
Addicted criminals sentenced in “drug court” to undergo treatment are a third less likely to
reoffend than those merely sentenced to jail, a U.S. study of 11 such drug courts has found. Those
studied were also more likely to complete their treatment programs. A year after sentencing, 60
per cent had either completed treatment or were still in it, compared to a completion rate of less
than 30 per cent in the overall population. The highest rates of success were seen in those who
were sentenced soon after arrest, and who went on to receive additional help with issues such
as homelessness and chronic unemployment.
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V. Effectively Delivering
Services and Support
TO A COHORT OF 1,000 HOMELESS INDIVIDUALS IN VICTORIA

Foundational Principles

Based on the literature review and consensus of the Expert Panel, the following key principles
should be considered when planning and implementing a continuum of services for homeless
residents in Victoria:
•
•
•
•
•
•
•

Client-centered
Housing First (i.e. permanent independent housing and support dispersed throughout the community)
Choice (among various housing and support options)
Empowerment (build on individuals’ and the community’s strengths and capacities)
Strengths Assessment
Accountability
Health information infrastructure/architecture

Challenges in Developing the Model

The Expert Panel acknowledges that it is a significant challenge to develop an integrated and
comprehensive model of care—one that will overcome the barriers to effective service delivery
that currently exists.
Firstly, the Expert Panel is exploring solutions for a population that is struggling with socioeconomic factors that can render people homeless and keep them homeless, even if they are
not affected by significant mental illness or addictions. Very low socio-economic status underlies
the majority of the bad outcomes seen in this population.
Secondly, a large percentage of this population have substance use problems—addicted to illicit
and licit drugs—and these problems are difficult to treat in the best of circumstances (although
severe addictions are more amenable to treatment than most people believe).
Thirdly, significant cognitive limitations and psychiatric conditions are endemic in this population.
For such individuals, judgment may be impaired and skewed by their underlying psychiatric
conditions or the craving associated with their addiction to drugs.
Furthermore, a substantial minority is cognitively impaired and simply cannot commit to any
complexly structured sequence of activities that might get them off the street. The physical
health profile of this population of individuals is also poor and few individuals in this population
have only one problem. Individuals with co-occuring disorders are the norm. Clearly, this is not
a simple problem to tackle.
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In addition, the prevailing beliefs, knowledge, attitudes and sentiments of the general public, as
well as health care providers, can sometimes act as barriers to actions being taken that would
respond effectively to these problems.
The solution to these problems is not likely to be found within the status quo—a paradigm shift
is needed. Different, new and innovative approaches to the problems must be considered with
open minds.
For instance, the community as a whole needs to confront prevailing ideology and objectively
examine harm reduction interventions, such as supervised injection sites. Even with the
acceptance of harm reduction interventions, one’s belief system may be further challenged as
evidence accumulates and even more controversial programs—such as heroin maintenance, “wet
hostels” and housing that tolerates some illicit drug use—are being implemented in communities
worldwide.
Being open to accepting the evidence and willing to initiate and evaluate such interventions is—in
the minds of the Expert Panel—a critical factor if Victoria is to successfully meet the challenge.

An Alternative Approach: Client-Centred

The Expert Panel proposes a fundamentally different approach to the problem. The paradigm
shift involves two key design features (see figure two):
• Housing First. Low barrier access to housing. Homeless residents are given immediate access
to a place of their own without requiring treatment or sobriety as a precondition for housing.
• Client-Driven (versus Facility-Driven) Services. Services are detached from facilities and,
instead, attached to clients wherever they may be located within an array of services and
housing options. Assertive Community Treatment (ACT) is probably one of the most “pure”
expressions of this principle. Within the ACT concept, a level of tertiary support and treatment
that was historically anchored in large facilities is stripped of its facility dependence and
rendered fully mobile and community-based.
Figure 2
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Features of the Proposed Service Delivery Model
Several features of the Housing First/ACT paradigm should be noted:
1. More Housing Needed. Clearly, it is not possible to address the problem of homelessness
without an adequate supply of housing.
2. Housing First. The housing first approach does not require clients to be stabilised or treated
before providing housing, but this approach is not naïve to the challenges of stably housing many
sectors of the homeless population. The viability of the housing first approach is completely
dependent upon an adequate supply of ACT resources, both to provide high levels of support
and treatment to clinically and behaviourally complex clients, and to link to a broad array of
other services that may be required by homeless residents who have been placed directly into
housing.
3. Assertive Community Treatment. Providers for homeless residents often hear comments
along the lines of “but they want to live on the streets.” While this is probably an oversimplified
view of the wishes and desires of homeless residents—and in many cases it is absolutely
wrong—it does raise the issue of engagement.
A reconfigured system supplied with an adequate stock of housing, well supported by ACT—or
Forensic ACT (FACT) for those clients who are engaged with the criminal justice system—
cannot sit back passively waiting for homeless clients to “sign up”. Homeless residents need
help connecting with services and support options. They are likely to be subject to personal
violence, they may have a history of aversive contacts with the criminal justice system, and
they may have been subject to involuntary treatment at the hands of the mental health system.
Many are affected by conditions that impair judgment and also limit their capacity to sustain a
connection to formal institutions. To ensure a reconfigured and well-resourced system reaches
the populations in need, enhanced service capacity must be linked to a comparably enhanced
assertive engagement capacity.
a.
		
b.
		
		
		
		
c.
		
		
		

Assertive engagement teams encounter clients at community locations where their
most basic needs are being met (e.g., emergency shelters, free food services, etc.).
Assertive engagement teams must be “enveloped” within an array of pre-established
service partnerships among all the key service providers for homeless residents. When
an assertive engagement worker enters into a discussion with a client about options for
getting off the street, the assertive engagement worker must be able to “deliver the
goods” in a timely way. If they cannot do so, they will lose credibility and effectiveness.
Assertive engagement workers must have excellent relationship skills, but they must
also be sharp diagnosticians as to ascertain, from a very free-flowing informal
conversation, the full range of high-profile, and immediate service requirements for any
given client.
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Networked Services

When services are reconfigured along a housing first/ACT paradigm, resources are detached
from facilities and it becomes possible to preserve a high-level of support for clients and ensure
continuity of care, regardless of where the client is located within the array of services. One
of the most important outcomes of this freedom from facility dependence is the potential
to reconfigure a broad array of services as a network that is not prone to the blockages and
inefficiencies that are inherent in a linear service model.
The defining characteristic of a service network is that you can “get there from here.” There is
far more flexibility in the system’s capacity to bridge a client from one point in the network to
another or in the system’s capacity to forge shared care arrangements that link different points
in the network.
At the same time, service delivery and client movement within a network is not a “free-for-all”.
There is logic to client movement through the network—a logic that is driven by client need
versus facility need. The logic of client-driven movement enables a network of services to be
configured as a cluster of services that are organized by function.
Figure four illustrates, schematically, the organization of a broad array of services—sufficient
to meet the needs of a heterogeneous array of homeless residents—into a system that has
a coherent structure and transparent service logic. In figures five to nine, the service delivery
model is broken down in greater detail to highlight the arrangement of services that can meet
the full range of requirements for a very heterogeneous array of homeless residents.
Figure four depicts the full constellation of services for homeless residents, arranged into five
clusters of services that are connected to some of the distinctive requirements of different
subpopulations of homeless residents (e.g. homeless residents requiring withdrawal management
and possible intensive post-withdrawal management stabilisation services; homeless residents
with severe mental illnesses requiring psychiatric acute care and possibly psychiatric tertiary
rehabilitation services; chronically impaired individuals who will always require significant levels
of monitoring and support to remain housed).
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Figure 4. A Proposed Service Delivery Model.
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Figure 5. Assertive Engagement/ Need-Adapted Low-Threshold Services.

Service Cluster One:
Service Cluster One:
Basic Needs’ Supports for Homeless Residents

Figure five depicts the foundation of this entire system, which is a constellation of services that
are intended to address the most basic needs of homeless residents. The focus is on services
that are not tied specifically to residents with addictions and/or mental health problems and/or
prominent physical health concerns.
Key service components include: emergency shelters, women’s transition shelters, soup kitchens
and so forth. These essential services are necessary to meet the basic survival needs of homeless
residents. Rental subsidies also appear in this figure as a basic support for homeless residents.
Though this does not appear explicitly in figures six to nine, rental subsidies will be required for
many/most homeless residents coming out of the array of services within all the figures.
In figures five to nine, varying clusters of services are all positioned on the same foundation
of housing first and assertive engagement or assertive community treatment. The point is that
access to housing and supports that are critical for a successful housing first system are available
to clients at any location within the full array of services.

36

report of the expert panel

Note that substitution therapies are also located within the group of services that appear in
figures five to nine. Supports for clients who are engaged in substitution therapies must be
pushed down to the street level in order to strip essential services from a dependence on facility
attachment or stable housing. However, such services must remain available to clients regardless
of where they are positioned in the full network of services.

Figure 6. Primary Treatment for Mental Health/ Substance Use.

Service Cluster Two: Primary Health-Related Services

Figure six depicts primary health-related services that are specific to homeless persons with
mental health and/or addictions problems along with the many physical health concerns that
are commonly associated with those problems. Services in figure six are separated into two
clusters, on the basis of whether they are fundamentally community-based, with strong links to
other community-based services, or whether they are delivered by the health authority, and have
strong links to other elements of the array of health authority-delivered services.
Community-based services—these include primary medical and dental services (e.g. the Swift
Street Clinic), public health nurses (i.e. “Street Nurses”). These primary health-related services
also include basic harm-reduction services for the addicted population, e.g. needle exchanges,
supervised consumption sites.
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Health Authority-delivered services—these include community-delivered services, such as mobile
crisis response teams. Given their reach into both the network of hospital and community-based
services, these teams are positioned to provide important linkage functions. Capacity and hours
of operation for the team in Victoria would need to be reviewed, as the team is responsible for
the entire geography and population in lower Vancouver Island, and may be unable to respond
effectively to a system of community-based providers that are optimally engaged with the
population of homeless persons.
Health Authority-delivered services also include hospital-based services, such as chemical
dependency teams working in acute care settings.These teams provide consultation to physicians
and nurses while the patient is in acute care. They also provide essential follow-up care planning
and linkage. They are essential links in systems that provide only the most acute portion of acute
care within the hospital for medically compromised addictions clients (e.g. IV antibiotic therapy),
who then discharge to specialized community-based services in the community to complete
treatment.
Providers within this second cluster constitute an important point of engagement for homeless
person, particularly homeless individuals who are intentionally or unintentionally maintaining
a low profile within the homeless community. The needs of such individuals may not be well
understood by providers of basic services (e.g. shelter workers) until they come into contact
with the providers in this primary health-related service cluster.
Many people who are severely impacted by mental health and/or addictions problems have
limited capacity or inclination to seek out services that can provide them with services that
are absolutely critical to any improvement in their quality of life. As such, one of the central
philosophical underpinnings of an effective system of services for homeless residents impaired
by mental health and/or addictions problems is embodied in the notion “every door is the right
door”. However, not every service is available behind every door. To support this model, the
system must have the capacity to bridge clients from any one door to the next.
Excellent bridging or service navigation capacity is particularly relevant to the primary care
providers for the homeless population. These providers are typically working under pressure to
see too many clients in a too short amount of time, and they have little direct access to those
supports necessary to monitor very impaired clients and ensure continuous engagement in
treatment over time. For this reason, they must work in close partnership with the assertive
engagement team. The assertive engagement team must work within a network of established
service partnerships that extends throughout the entire array of services depicted in figures five
to nine and includes access to a stock of low-barrier housing options.
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Figure 7. Withdrawal Management/ First Stage Treatment.

Service Cluster Three: Withdrawal Management,
First-Stage Treatment and Rehabilitation

Services within this cluster address primary health-related concerns. Generally, these services
are not targeted to the underlying cause of a resident’s homelessness (e.g. major psychiatric
illness, substance addiction, neurocognitive impairment, etc.). If services are targeted, they are
only effective for individuals who do not require much in the way of structure to address their
treatment and rehabilitation needs. This is a critical limitation of primary health-related providers,
as there are significant numbers of homeless residents who cannot be stably housed—even with
assertive community treatment supports—without addressing more effectively those underlying
causal factors.
Services in the third cluster (figure seven) are secondary treatments for psychiatric and/or
substance use-related causes of homelessness. Some of these services are delivered within a
hospital acute care environment (e.g. psychiatric acute care services). Others may be delivered
in community settings (e.g. various withdrawal management services).
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These services are divided up into two sub-clusters:
1. The first consists of withdrawal management services. Community crisis-stabilisation beds are
included in this grouping as this is often the location where non-medical withdrawal
management takes place.
2. The second sub-cluster consists of first-stage treatment and rehabilitation services, such as
outpatient treatment for substance use problems, ongoing psychiatric consultation for
mentally ill clients, or short-term residential treatment (e.g. 28 day programs) to help break
hold of substances for very addicted clients. These services may also involve the monitoring
of psychiatric medications. Again, community crisis-stabilisation beds appear in this subgrouping as they may be used to provide some structured residential stability while other
issues, such as psychiatric instability, are addressed.
As in previous clusters, service providers within this third cluster work closely with the contact
person who can arrange access to low-barrier housing and appropriate supports. Assertive
relapse prevention is an essential element of service cluster three.This includes services intended
to prevent clients from returning to substance use or to patterns of very unhealthy use. It also
includes case management services to ensure ongoing adherence to medication regiments for
clients severely impacted by severe mental illnesses.

Figure 8. Second Stage Treatment.
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Service Cluster Four:
Second-Stage Treatment and Stabilisation

Figure eight illustrates the fourth cluster of services centred on the needs of clients affected
by forms of mental health and/or substance use problems that are severe enough to require a
longer period of intensive treatment and stabilisation before they can transition to communitybased housing or residential care.
This cluster contains what may be regarded as a continuum of services. At the highest level of
intensity are services designed to support homeless residents with mental illnesses who need
an extended period of time in a highly structured environment that provides a combination of
care, supervision and control, when necessary. Clients with co-occuring disorders are likely to be
disproportionately represented within the subpopulation accessing these types of services.
At a somewhat lower level of intensity are services that provide structure for an extended
period of time, but do not provide a high level of supervision or control for clients. These
services would include longer-term, post-withdrawal management stabilisation facilities (e.g.
30–180 days). At a lower level of structure are outpatient clinics that can provide longer-term
intermittent therapy services.
Also included within this cluster are tertiary maintenance/stabilisation programs for clients who
are treatment refractory or resistant to any reduction in their level of substance use, and who
are severely at risk as a consequence of their use of substances and are deemed “unhousable” so
long as they are using drugs or alcohol in an uncontrolled manner. Such programs would include
prescribed heroin or prescribed alcohol.
As with service cluster three, service cluster four services must also be supported by assertive
relapse prevention to address the risks faced both by clients with substance use problems, as
well as clients affected by severe mental illness.
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Figure 9. Rehabilitation/ Recovery or Tertiary Stabilisation.

Service Cluster Five: Ongoing Treatment, Rehabilitation, Assertive Relapse Prevention
Service cluster five comprises services for clients who are at either extreme of a continuum of
homeless residents, impacted by severe mental illness and/or substance use problem.
At one end of the continuum are clients who have—at some point in their engagement with
the network of services—demonstrated some capacity for rehabilitation and recovery. Included
within service cluster five are activities to promote physical activity and wellness, supported
education, job training, supported employment, and job placement services. Clients who
successfully engage in these programs are linked to ongoing supports for healthy lifestyles. These
supports take the form of dominant social economic and social institutions (e.g. work life, family
life, community-engagement, political engagement, etc.).
Included in service cluster five are supports for socialisation and leisure-time activities. Homeless
residents who have been living “active” lives on the streets securing food, shelter, money and
drugs are very engaged in a sub-culture that provides extensive contacts with other residents.
When these clients are housed, their psychiatric illnesses are treated, and/or their substance
use problems are moderated or eliminated, a vacuum is created that must be filled with
opportunities to engage in social relations that are not organized around unhealthy behaviours
and street lifestyles. An effective system of services for homeless residents must provide venues
and supports for alternative socialisation.
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Service cluster five also consists of services for clients whose mental illnesses or substance
use problems cannot be treated or stabilised through any services available in other clusters.
These services include specialised tertiary care services (e.g. refractory psychosis programs
or tertiary neuropsychiatry services). These clients are likely to require ongoing assertive
community treatment or some form of long-term, facility-based care and, at some point, will
require palliative care.
At a moderately lower level of intensity, service cluster five includes ongoing maintenance
treatment (e.g. in outpatient clinics) for chronically impaired clients who do not require ongoing
assertive treatment.
Assertive relapse prevention remains a part of the network of services within service cluster
five. Substance use problems are a part of every element of society, and formerly homeless
residents are not insulated from substance abusing lifestyles should they gain employment and
freedom from homeless lifestyles. By that same token, residents who are effectively stabilised
on psychiatric medications are always at risk for stopping their medication and, hence, require
ongoing monitoring and support.
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Figure 10. A Shift in Service Delivery.
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The Need for More Housing

As indicated in figure 11, a range of housing and support options are recommended for Victoria’s
homeless population. The Expert Panel has used a cohort of 1,000 individuals, in order to
develop housing and support service configurations. This enables Victoria or other jurisdictions
to scale up or down depending on need.
Research indicates that homeless residents have diverse preferences and are more successfully
housed when they are provided with choices. That said, the majority of homeless people prefer
permanent, independent housing that is integrated into the community. Adequate support
services are also critical.
Case management, assertive outreach and long-term follow-up must be made available to the
client. Literature supports a shift away from institutional forms of housing (e.g. licensed residential
care) and toward more independent supported housing.
Most individuals with severe addictions and/or mental illness can live in the community if they
are provided with adequate support. Low-barrier housing options are needed for individuals
who are very unstable and require a very high level of support before being able to successfully
transition to independent housing.
An essential aspect tied to the housing tier is assertive engagement, which allows more extensive
follow-up by assertive community treatment teams working in tandem with immediately available
and accessible housing resources. Housing must—as noted by best practices—be supportive
to clients so that they are not forced to move every three or six months. And it must come
with the appropriate levels of support. These services provide the load bearing foundation
for all additional evidence-based initiatives that research shows can make a difference for
this population.
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Figure 11. Annual Operational Costs to Implement Recommended
Levels of Housing and Support (Excluding Capital Costs).1
Housing/Support Model

Recommended # Units
Level
Needed

Per Diem
Cost ($)

Annual Cost ($) to
Implement Recommended
Levels

Residential Care

5%

50

Licensed Care Facilities

4%

40

123.00

1,795,800

Family Care Homes
Low Barrier Housing

1%

10

57.50

209,875

15%

150

High-Level Support

5%

50

60.00

1,095,000

Low-Level Support

10%

100

21.00

766,500

Permanent Supported
Housing

70%

700

Group Homes
Congregate Housing

(evenly
distributed
among various
options)

37.50 - 67.501 1,916,250 – 3,449,250
37.50 - 67.50 1,916,250 – 3,449,250
37.50 - 67.50 1,916,250 – 3,449,250

Satellite/Supported Apartments

37.50 - 67.50 1,916,250 – 3,449,250

Block Apartments

59.49

3,039,939

Housing First
BC Housing Health Services 5%
Program

50

9.50

1,993,812

Transitional/Crisis Housing2 (3%)

(30)

42.50

465,375

Refusers (Emerg. Shelters)

(2%)

(20)

62.89

459,097

TOTAL

100%

1,000

17,490,398 – 23,622,398

Notes: For ease of calculating costs, the Expert Panel recommendations are for a cohort of 1000 high-risk,
high-need individuals, which can be scaled up or down depending on demand for housing and services.
Reflects a range from low (regular case management) to high-level support (e.g., Assertive Community
Treatment)
1

Transitional/crisis housing was not a focus of this report and thus have not been included in the costing
analysis; however, transitional and crisis housing is a recommended portion of the overall housing and
support mix (3%).
2

1 Patterson, M., Somers, J, Shiell, A., & Frankish, J. (2007). Center for Applied Research in Mental Health and Addiction, Simon
Fraser University. Housing and supports for adults with severe addictions and/or mental illness in BC.
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Supports Needed to Make the Model Work
Electronic Health Record (EHR) Supports
Homeless residents with severe substance use problems or severe mental illnesses are clinically
and behaviourally “brittle”. There are factors intrinsic to the use of substances or severe mental
illness that predispose an individual to abrupt changes in their level of functioning. As well,
persons living on the streets are subject to extreme environmental stressors and that could
lead to instability and a variety of problem behaviours, even in a population of otherwise
psychiatrically stable individuals.
When a crisis emerges in a homeless resident, they are likely to become engaged with unfamiliar
individuals and may end up relocating abruptly to a different locus within the network of services.
For example, a client with schizophrenia living in a supported residential placement might stop
taking psychiatric medications and/or might start abusing substances, such as methamphetamine.
There is a good chance that this person will become engaged with a mobile crisis response
team, transported to hospital, admitted to the emergency department and, from there, to acute
care. Upon discharge, the client may return to their original place in the community or be
provided with an alternative place to live.
Continuity of care across multiple encounters involving homeless residents—and delivering
services under the umbrella of different programs—is the most fundamental requirement to
achieve positive outcomes for the most complex, mentally ill and addicted. This continuity is
particularly difficult to achieve in a population of homeless residents, particularly a population
affected by mental health or substance use problems.
An electronic health record (EHR) has the potential to support continuity of care by providing
around-the-clock access to client information. An EHR solution that “understands” the nature
of homeless populations can provide a historical overview of any client, including client clinical/
functional status, risk profile, rehabilitation potential, and service requirements. This is especially
helpful when service providers need to reference a client’s history of interactions within the
health care system to support decision-making.
If the EHR also “knows” the various services within the network and the capacities of each
service, it can provide access and referral decision-making support to clinicians who are seeking
options for clients who require a change in care to what they are receiving at a given point
in time.
For a large number of different services depicted in figure 10 to function as an integrated set
of treatment and support options for homeless residents, systems need to connect to a single,
integrated EHR solution that operates on the features of homeless populations and information
required by service providers to make appropriate decisions and plans.
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Service Partnerships: An Operational Governance Committee
For the model to be successful, a network of service partnerships needs to be struck, connecting
the major elements in the full array of services depicted in figure 10.These partnerships will bring
together service providers, currently working under different governance structures, including
the public sector, organizations working on contract to the public sector, and those working in
the private sector.
Setting up these partnerships is complicated by the fact that programs come and go and program
mandates change. Consequently, the network of service partnerships must be refreshed in
an ongoing manner. A dynamic and up-to-date set of service partnerships requires a crossjurisdictional governance body composed of leaders who have control over resources, coupled
with a good understanding of clients and programs.
Senior Administrative Support: A High-Level Administrative Steering Committee
A senior, inter-jurisdictional administrative steering committee would be required to support
the work of an operational governance committee. Building the network of services depicted in
figure 10, and operating this network in a fully integrated manner, requires the commitment and
support from various governance bodies.
In addition to financial support, the network of services requires leadership from senior decisionmakers who can provide guidance and enable change to facilitate the operational features of the
working network of services.
For example, decriminalisation of some mentally ill and/or addicted homeless residents requires
a court diversion program that would need support from the highest levels of government or a
great deal of local flexibility and innovation.
Data and Evaluation
The new service delivery model is dependent on funding and a strong commitment to innovative
approaches. From a due-diligence perspective, the sharing of quality data with neutral, armslength evaluators will help ensure accountability. It is important to note, however, there are other
key drivers for a data/evaluation component to the system: the needs of homeless populations
are not completely specified and there are large gaps in the base of information about what truly
constitutes best practice for a heterogeneous population of homeless residents.
The new service delivery model must evolve in an intelligent manner. It needs to be informed
by the clinical, functional and risk profiles of homeless residents, the outcomes associated with
the provision of services, and the outcomes associated with failure to provide key services. Only
then can the system evolve intelligently to meet current and future challenges.
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VI. Estimating the Costs
of Recommended Services
and Supports
While it is difficult to provide accurate costs for implementing the recommended service delivery
model, the Expert Panel has attempted to provide a cost estimate with reference to a number
of information sources.

First Estimate

The first reference guide is a draft report, Housing and Support for Adults with Severe
Addictions and/or Mental Illness in British Columbia, authored by Drs. Michelle Patterson and
Julian Somers from the Centre for Applied Research in Mental Health and Addictions at Simon
Fraser University, with contributions from Dr. Alan Shiell of the Population Research Centre at
the University of Calgary and Dr. James Frankish, University of British Columbia. This report was
commissioned by the Division of Mental Health and Addictions of the B.C. Ministry of Health.

Second Estimate

A second estimate adds in costs for additional supports, such as ACT and FACT. The Expert Panel
also referred to a report from the province of Ontario, All About ACT in Ontario—a background
document from the ACT Technical Advisory Expert Panel, published in February 2007.

Third Estimate

The third estimate is an estimation of costs to support individuals who are involved with the
criminal justice system, who also have varying degrees of mental illness and addictions severity.
This costing was estimated by Vancouver Coastal Health Authority for the Vancouver Community
Court Working Group, under the aegis of the Ministry of the Attorney General.

Other Cost Estimates

Finally, costing estimates for individual program streams were collected from a variety of sources
(i.e., Nancy Poole for SheWay, Bonnie Leadbeater for youth services and Centre for Applied
Research in Mental Health and Addiction for intense psychiatric care).
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Figure 12. Cost Estimates for Services and Supports.
Per Person
Cost ($)

Annual Cost ($)
to Implement
Recommended
Levels

$17,500 - $23,600

$17.5 million to
$23.6 million

First Estimate
The B.C. Centre for Applied Research in Mental Health and Addictions (CARMHA),
report on housing and supports for adults with severe addictions and/or mental
illness provided cost estimates associated with various types of supported housing
(see figure 11). Capital costs were excluded from estimates, but per diem operating
and supports costs are included.
TOTAL COST OF FIRST ESTIMATE $17,500 - $23,600

$17.5 million to
$23.6 million

Second Estimate
The Expert Panel assumed that the cohort of 1,000 persons comprises 300 high-

$21,137

$6.341 million

need, low-functioning individuals and 700 high-need individuals with mid-range functioning. The Expert Panel also assumed that the 300 high-need individuals meet the
criteria for ACT/FACT teams, with one FACT team and three ACT teams, each able
to handle 85 clients per team and resourced as per the Ontario ACT cost estimates.
Best practice suggests that this cohort requires the services of six to eight crisis
$300,000

stabilisation beds.
Supported housing as per Supported Independent Living model.
$22,740

$6.822 million

The remaining 700 individuals meet the criteria for permanent supportive housing
$10.705 million to
$16.84 million

(as per the costs identified in Figure 11).
Clubhouse services capable of supporting 150-200 at a daily attendance of 50-75

$366,000 annually

may be indicated. Services provided include supported employment, supported
education, leisure support, nutritional support, and accessible seven days per week
and after hours by mental health and addictions trained staff.

$25.534 million to
$30.671 million

TOTAL COST OF SECOND ESTIMATE

Third Estimate
The Vancouver Community Court Working Group has been assessing treatment
costs for cohorts of homeless residents involved in the criminal justice system
whose profiles match those of the Victoria population under consideration.133
For a high addiction, high mental health profile individual: services for 300
including acute psychiatry, withdrawal management, mental health team and
housing.

$88,000

$26.4 million

For a high addiction, low mental health or low mental health but high addiction,
profile individual: services for 700 people.

$21,000 to $39,000 $21 million
(or $30,000 on
average)
TOTAL COST OF THIRD ESTIMATE
ADJUSTED TOTAL COST ESTIMATE
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Assistant Deputy Minister Alison McPhail, personal communication.

50

$47.4 million
$17.5 million to
$47.4 million

report of the expert panel

Adjusted Cost Estimate

As the costs in the second estimate contain costs included in the first estimate, including
addictions and mental health services, it may be reasonable to assume an actual cost estimate
falls somewhere between the first and third estimates. In other words, costs to implement a
best practice model of service delivery for a cohort of 1,000 homeless residents with mental
illness and substance use problems is between $17.5 million at the low end and $47.4 million
annually at the high end.
Given the prevalence of heroin injection use in the cohort, it may also be reasonable to assume
that a proportion would benefit from methadone maintenance. Assuming between 200 and 350
individuals accept this form of treatment, there is an additional Pharmacare cost of $552,000 and
$965,700 per annum (Pharmacare costs for 685 patients currently on methadone maintenance
in Victoria costs $1.89M per annum).
Costs of an intensive support program for women with children—including those with mental
illness and substance use problems—as provided through the SheWay model in Vancouver, have
been estimated at $12,000 per woman/family per annum.
33

Additional costs of intensive youth and family counselling are estimated at $7,350 per group or
$612.50 per parent (referring to the Connect program for assisting parents with youths who
may have co-occuring disorders).
Costs of a specialized adjunctive psychotherapeutic treatment program (anger and addiction
management) for individuals with co-occuring disorders are estimated at $6,403 per client, per
annum (CARMHA).

High Costs of Inaction

The per capita costs assessed within this report appear daunting, ranging between $17,500 and
$47,000 per individual, per year.
It is important to note, however, a draft report by CARMHA, Housing and Support for Adults with
Severe Addictions and/Mental Illness in British Columbia, assesses the present public sector costs
of the population-at-risk and absolutely homeless under the status quo as being in excess of
$50,000 per person, per year.
Put simply, if we did nothing to change the system of services and supports, homelessness,
mental illness and addictions would cost Victoria’s taxpayers an estimated $50,000 per client,
per year—a significantly higher cost than the $17,500 to $47,000 per client, per year the Expert
Panel estimates is needed to implement the new service delivery model.
As CARMHA study population matches Victoria’s homeless population, with similar prevalence
mental health and addictions, the Expert Panel—with some caution—asserts that the resources
necessary to provide effective supports to Victoria’s homeless residents are already being spent.
33

Nancy Poole, personal communication.
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But through deficiencies in program design, content delivery and coordination, society is not
seeing the results.
A caveat is important to note. Many of the costs incurred by current service providers are
“fixed costs”, such as operating and emergency department costs. These costs are not directly
transferable to other service modalities. Thus, removing inappropriate mental health and
addictions visits may release resources for other appropriate patients but it does not release
resources to staff ACT teams.
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VII. Concluding Remarks
Two important aspects of prevention are vital to the successful long-term implementation of
solutions to address Victoria’s issues of homelessness, mental illness and addictions:
• Address the needs of the at-risk population who are at the cusp of homelessness
• Adopt primary prevention strategies to break the cycle
The Expert Panel focused on the visible population of homeless residents who are, in all
likelihood, just the “tip of an iceberg”. Service providers and other medical experts that were
consulted all agree that there is a “hidden population” who are ill-served by the present health
care system and also marginally housed.
This at-risk population is either at the cusp of homelessness or “hiding out” in other people’s
homes or wherever they may find temporary shelter. The situation is presently bleak for these
residents because available, appropriate housing is in limited supply and the current model of
service delivery does not seek them out. Unless the current situation and response mechanisms
improve, this group of individuals will be the next to “break the surface” and join the visible
homeless residents who live on the street.
The outlook is not hopeless. There are viable solutions: increase the supportive and affordable
housing stock beyond the immediate need and ensure the reconfigured services in mental
health and addictions are proactively engaged in helping the at-risk population before they
decompensate or hit the street. A reconfigured and responsive system will be better placed to
do that.
Members of the Expert Panel and field experts who were consulted agree that there is an
urgent need for improved efforts in primary prevention. Greater effort and strategic initiatives
are needed to assist at-risk individuals at the cusp of homelessness.
Primary and secondary prevention strategies include, but are not limited to:
• fetal alcohol spectrum disorder (FASD) prevention
• increased support for vulnerable women
• enhanced and supportive community-based, early childhood development activities and
programming
• school-based programs that can work to build resilience and coping skills in children who are
at risk
• transition planning for children who are nearing discharged from the care of the state at the
age of 19
While it was not the mandate of the Expert Panel to investigate prevention strategies, prevention
is recognized as a critical component to any successful, long-term solution to end homeless.
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Summary of Key Recommendations

The proposed service delivery model is recommended as the most likely solution to managing
the problems posed by homelessness, mental illness and addictions. Clearly, there are big
challenges that lie ahead and a transformation requires the commitment from all members of the
community—individuals, businesses, organizations, health care and all levels of government—to
take action so that Victoria may break the cycle and begin making successful changes.
These are the key recommendations brought forth by the Expert Panel:
• Find and fund more supportive, affordable housing options in Victoria.
• Implement supported housing in a Housing First model and assertive community and
treatment (ACT) to provide residents with immediate access to housing and support them
with treatment options for their recovery and integration into the community.
• Integrate and coordinate mental health and addictions services to better serve Victoria’s
vulnerable population.
• Ensure the uptake of best practice interventions within and between treatment and support
modalities.
• Attach resources to the client based on the client’s needs and risks as opposed to the
requirements of a facility.
• Adopt and implement assertive community treatment (ACT) and forensic assertive community
treatment (FACT) teams immediately to begin the process of reaching out to homeless
residents and providing direct support in a way that is accessible, respectful and manageable
to residents.
• Adopt the philosophy that respects homeless residents’ individual choices and acknowledges
individual needs. This includes keeping an open mind to new and innovative solutions for
treatment, care and support, such as supervised injection sites.
• Implement client-centred strategies that cater to various subpopulations, each with its own
unique needs and challenges. A “one-size-fits-all” approach has proven to be unsuccessful.
• Adopt an information system that will enable users to share client information to inform
decision-making, monitor progress and evaluate programs so that adjustments can be made
to continually enhance service options.
• Establish an inter-jurisdictional governance model for stronger working relationships across
the social and health care system and to demonstrate accountability to the public.

Looking Ahead

The Expert Panel have offered these evidence based recommendations for treatment and
system alignment in the hope and expectation that they will be useful to the many organisations
and individuals who are engaged in trying to prevent, treat, support and manage the individuals
who are homeless, mentally ill, addicted or otherwise suffering from problems that make them
vulnerable to the above.
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Just as we expect that other medical or surgical problems will be managed expeditiously—by
trained health care workers acting with compassion and using skills and interventions that are
informed by the best that science has to offer—we should also expect and accept no less for
this population.
The Expert Panel appreciates that there are limitations to the proposed service delivery model—
it is not intended to solve all problems, overnight. It is, however, intended to be a directional guide
to initiate a systemic transformation. The model is built on best practices—practical solutions
that are breaking ground in communities worldwide—and outlines the changes that need to be
made so that the community may better meet the needs of its homeless residents. Additional
resourcing will be required, but so will changes in practice and organisation of existing health
and support services.
The Expert Panel members are optimistic that, given the professionalism and support evidenced
by this work to date, adoption of these best practices will not be the obstacle to the changes
that all would like to see.
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Appendix A:
Source Documents
A. Homeless Needs Survey 2007

In February 2007, Cool Aid and partners conducted an enumeration and survey of the homeless
and unstably housed in the Capital Regional District, covering the regions from Sooke to Sidney
and Salt Spring Island. A total of 1,242 individuals were counted as being homeless or unstably
housed; 791 met the criteria for homelessness and 451 were unstably housed. Note that 87
individuals were from outside the City of Victoria (the Western Communities, the Peninsula and
Salt Spring Island; another 132 did not/could not answer the question “what community do you
usually sleep in”.
The organizations carrying out the enumeration believed that this was an undercount, particularly
of youth, families and Aboriginal residents. The age range of the individuals surveyed was 14 to
77 years, 64 per cent were male, 34 per cent female and 2 per cent transgendered. A total of
25 per cent were self-declared Aboriginal people, compared with 2.8 per cent of the population
of the Capital Region.
The belief that the homeless in Victoria move to the city from outside the Capital Regional
District appears to be a myth, as 73 per cent had lived in the Capital Regional District when
they last had stable housing and another 16 per cent were from nearby cities, such as Duncan
and Vancouver.

Of those surveyed, 48 per cent reported active alcohol or drug use, 42 per cent reported
mental health issues, and 27 per cent reported both. A total of 17 per cent were employed
(work where a T4 was issued) and 41 per cent engaged in non-traditional work, such as binning,
panhandling, sex work or illegal activities.
A total of 40 per cent reported being unable or unwilling to work due to factors, such as poor
health, substance use problems, mental health issues or lack of dental care. A total of 65 per
cent were on some sort of assistance from the provincial government and 10 per cent were on
federal government assistance.
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Women were more likely than men to be homeless because they had fled domestic violence
(34 per cent of women surveyed) or unsafe housing (25 per cent of those surveyed). A total of
28 per cent of the women in the survey had children staying with them and most had more than
one child. A total of 10 per cent of women obtained their primary income from the sex trade.
One hundred and eight youth (aged 14 to 24 years) were counted in the survey but the
surveyors believe that the true number is between 250 and 300. A total of 58 per cent of
youth were using alcohol and drugs. The factor most frequently cited as contributing to youth
homelessness was conflict, violence or neglect by family members, friends or caregivers (55 per
cent of youth surveyed). A total of 33 per cent of the youth were Aboriginal and 56 per cent of
the youth who were “aging out of foster care” were Aboriginal.
Seventy four people—28 per cent of the women surveyed and 10 per cent of the men, had
children staying with them. Of those with children, 19 per cent were homeless (as opposed
to unstably housed) and the majority had more than one child. On April 1, 2007 there were
236 families on the Capital Regional District/ BC Housing waitlist who met the definition of
homelessness. The primary reasons given by families for homelessness were fleeing violence or
unaffordable rent.

Table 2: Factors Contributing to Lack of Housing
Physical Health

58%

Mental Health

42%

Drug & Alcohol Use

42%

Domestic Violence/Conflict/Abuse

36%

Lack of Affordable Housing

78%

Participants were questioned about the factors contributing to their housing situation. Health was
a factor for 80 per cent of the participants including physical health (58 per cent), mental health
(42 per cent) and drug and alcohol use (42 per cent). The last two are likely an underestimate.
Thirty-three percent had gone to a hospital emergency room in the last three months and 9 per
cent had stayed in a hospital in the last month. Those reporting drug and alcohol use were more
likely to sleep on the street, go to a hospital emergency room, be admitted to hospital, stay in
jail and were excluded from a number of mental health services.
Thirty six percent of all participants noted that domestic violence; conflict or abuse was a
contributing factor to their homelessness. Twenty percent of participants had a criminal record
(including 32 per cent of Aboriginal participants); 57 per cent of those with a criminal record
reported mental health issues and 72 per cent reported substance use problems. The primary,
non-personal factor cited by participants as contributing to their homelessness was lack of
affordable housing (78 per cent), and 41 per cent stated that having an outreach worker would
help them find housing.
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B. Intravenous Drug Use Surveys

Information on intravenous drug use in the City of Victoria is taken primarily from the I-Track
Survey and from work done by Stajduhar et al. The I-Track Survey is a national enhanced
surveillance program conducted by the Public Health Agency of Canada and the regional health
authorities to track changes in the prevalence of risk behaviours and HIV and Hepatitis C among
intravenous drug users (IDU).
There are an estimated 1,500 to 2,000 IDU in Victoria and an additional 500 to 800 crystal
methamphetamine users. Various surveys suggest that anywhere between 42 per cent and 65
per cent may be unstably housed. Seventy to seventy-five percent are male, 15 to 20 per cent
are Aboriginal, and the majority is between 30 and 49 years of age. Female IDU appear to be
younger. Only half of the IDU have completed high school and over 80 per cent derive their
main income from binning, panhandling, sex work and illegal activities. In 2004, an IDU spent on
average $700 to $1,400 on drugs each week.
Forty-five percent had injected for the first time by age 19 and over half had been injecting for
more than 10 years, suggesting a sizeable young injecting population in Victoria. Over a third
injects drugs daily and another 15 per cent inject at least three times a week.
Victoria has a higher proportion of daily injectors than other cities surveyed (average 26 per
cent). Heroin and cocaine appear to be the drugs of choice in Victoria; in the month prior to the
survey 75 per cent had injected heroin, 70 per cent had injected cocaine and 20 per cent had
injected speedballs (a combination of both). Sixty one percent of IDUs also reported smoking
crack cocaine.
Victoria, in particular, appears to have a problem with public injecting; 30 per cent of IDUs reported
that the street was the place they most commonly injected and 68 per cent had injected in a public
place in the last six months—the highest proportions among Canadian cities surveyed.

Table 3: Intravenous Drugs
Number of users in Victoria

1500-2000

Number of users of crystal methamphetamine

500-800

Drugs of choice

Heroin, cocaine and combinations of both

There is a significant level of risk behaviour among IDUs in Victoria; 42 per cent to 65 per cent
reported needle or syringe sharing and 45 per cent reported sharing other equipment.
Women and those under 30 years of age were more likely to share. Seven percent of HIV
positive IDUs and 32 per cent of HCV positive IDUs reported passing needles to others and
28 per cent of HIV negative IDUs and 12 per cent of HCV negative IDUs reported receiving
needles from others.
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Ninety-one percent of crack smokers reported sharing pipes. In 2004, there were 45 new HIV
cases and 289 new HCV cases in the South Island HSDA; 50 per cent of new HIV cases and 68
per cent of new HCV cases were among IDU.
I-Track found an HIV prevalence among Victoria IDU of 12.5 per cent and an HCV prevalence
of 73.8 per cent, but 25 per cent were not aware of their status. Seventy two percent of IDU
said they would use a safe injection site if one were available.

Table 4: Injection Drug Use Profile for Victoria
% male

70-75%

% aboriginal

15-20%

Average age range

30-49 years

Average $ drugs/week

$700-$1400

Age of 1st injection 19 yrs or younger

33%

Use 3 times/week

15%

Inject in public spaces

68%

Share needles or syringe

42-65%

Share crack pipe

91%

Share other equipment

45%

% in drug/alcohol treatment in past year

50%

% tried to access but denied treatment

28%

Almost half of the IDU surveyed had been in alcohol or drug treatment during the year prior to
the survey. Another 28 per cent had tried and failed to access treatment. Forty-six percent had
been to a hospital emergency room or admitted to hospital with infections followed by trauma
due to overdoses as the top three presenting conditions.

C. Health Services Utilization Data

Hospital discharge data from the Vancouver Island Health Authority identified 245 homeless
individuals who were discharged from an acute care hospital in the 2006/2007 fiscal year.
Seventy-one percent were male. Of the 245 individuals, 162 (66 per cent) had a substance
related or mental health condition recorded; 121/162 had a substance related condition (75 per
cent), 56/162 had a mental health condition (35 per cent) and 15/162 (9 per cent) had both.
This population of 162 individuals accounted for over 500 discharges or approximately 3 per
client in 2006/2007. By comparison, non-homeless individuals were 43 per cent male, only 10
per cent had a substance related or mental health condition, and those non-homeless individuals
with a substance related or mental health condition experienced 1.7 discharges per client.
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Table 5: Health Services Utilization
(Based on 245 homeless individuals discharged from acute care hospital)
Male

71%

Female

29%

Substance related or mental health condition

66%

The top three primary diagnoses of all homeless individuals were disorders to due substance
use (24 per cent), other mental behavioural disorders (23 per cent) and diseases of skin and
subcutaneous tissue (11 per cent).
Considering the 162 homeless individuals with a substance related or mental health condition
recorded, 75 per cent had disorders due to psychoactive substance use, 23 per cent had personality
disorders, 23 per cent had schizophrenia, 22 per cent had mood disorders, 13 per cent had
skin infections, 10 per cent had neurotic/stress related disorders, 9 per cent encountered health
services in other circumstances, 9 per cent were residents with potential health hazards related to
socioeconomic/psychosocial circumstances and 9 percent had poisoning by drugs/medication.

Table 6: Primary Diagnoses in Homeless Population
(Based on 162 homeless individuals)
Disorder due to Psychoactive Substance Use

75%

Personality Disorders
Schizophrenia
Mood Disorders
Skin Infections
Neurotic/Stress related Disorders
Required health services for other reasons

23%
23%
22%
13%
10%
9%

Potential health hazards related to socioeconomic/psychosocial circumstances

9%

Poisoning by drugs/medication

9%

Another study examined 43 individuals in the Vancouver Island Health Authority who were
extremely heavy users of emergency mental health services, including hospital emergency room,
psychiatric emergency services at Royal Jubilee Hospital and the Victoria City Police.
Forty percent of these clients were male and 41 per cent were homeless. They ranged in age from
11 to 60 years, and nine were under 19 years. Of the 43 clients, 41 (95 per cent) had been involved
with the police. The primary Axis I diagnoses of these individuals were related to substance use
problems (30 per cent) followed by schizophrenia (12 per cent).
The primary Axis II diagnosis was borderline personality disorder (44 per cent). The primary Axis
I diagnosis for the nine youth was parent-child relations (22 per cent). The number of hospital
emergency room visits for each client (over the period for which records were available) ranged
from 0 to 250, the number of emergency mental health service encounters ranged from 0 to 171
and the number of police encounters ranged from 0 to 300.
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Table 7: Frequent Users - Emergency Room
(based on profile of 43 cases)
Male
Female
Homeless
Age range
Under 19 yrs of age
Involved with police
# visits per individual
Primary Axis I Diagnoses
Primary Axis II Diagnosis

40%
60%
44%
11-60yrs
9%
95%
1-250
Substance Misuse (30%)
Schizophrenia (12%)
Borderline Personality Disorder (44%)

D. PEERS Data

Prostitutes Empowerment Education and Resource Society (PEERS) estimates there are about
100 outdoor sex trade workers in Victoria (10 to 20 per cent of all sex trade workers in the
city). Twenty-five percent are Aboriginal. At least 50 per cent have a diagnosed mental illness and
16 per cent have been diagnosed with fetal alcohol spectrum disorder.
Substance use problems in this group are virtually 100 per cent and they are in the sex trade
to support their drug use. While not homeless in the strict sense of the word, they do not have
stable housing primarily due to their mental health and substance use issues. Treatment is very
difficult for them to access as they are unstably housed and are severely challenged to remain
off drugs for the 30 days required to get into treatment.

E. Victoria Police Department Data

In 2006, the Victoria Police Department (VPD) dealt with 2,114 individuals with “no fixed
address”. Of these 2,114, 70.5 per cent were male, 20.5 per cent were female and 9 per cent
had no gender recorded. Twenty-one percent were youth (aged 11 to 18).
For further analysis the list was reduced 324 people who were considered core frequent users
of police services, defined as individuals with six or more charges, as well as all youth, all those
with suspected mental illness and all Aboriginal people. Of these, 324 individuals, 81 per cent
were male, 19 per cent were female, 14 per cent were Aboriginal and 0.3 per cent were youth.
The age range of males peaked at 31 to 35 years; females were younger with a peak at 21 to
30 years. The VPD estimates that 50 of these 324 individuals are constantly in the police and
public eye.
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Table 8: Frequent Users - Police Department
(Based on 2114 individuals “no fixed address”)
Male
Female
No sex recorded

70.50%
20.50%
9%

Between January 2004 and May 2007, this population of 324 individuals was responsible for
23,033 police encounters; 5,574 of these encounters resulted in charges being laid against
an individual, of which 1,647 were breaches (failure to comply with conditions, court orders,
probation orders etc.). The high number of breaches suggests that court orders are ineffective
when dealing with this population.
The cost of the 23,033 encounters is estimated by the VPD at $9,213,130. The 45 Aboriginal
individuals (14 per cent of the group of 324) were responsible for 4,173 police events (18 per
cent) including 960 charges (17 per cent), of which 347 were breaches (21%).

Table 9: Core Users of Police Services (324 people)
(Defined as 6 or more charges, including all youth, Aboriginal and those with mental illness)
Male

81%

Female
Aboriginal
Youth
Age range Male
Age range Female
Defined as constantly in the public eye

19%
14%
0.30%
31-35 yrs
21-30yrs
15%
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Appendix B: Best Practices
Literature Review
Introduction

In its review of best practices, the Expert Panel review focused on finding innovative services
and support options with demonstrated success in reducing or resolving homelessness, mental
illnesses and addictions.
The social and health services sector is a dynamic and evolving area in which ongoing research
is required. Following is an overview of key points gleaned from evidence-based literature—
published and unpublished material—as well as expert opinion where appropriate.
This review focuses on the core group of most vulnerable and highest need citizens who are
living in unstable housing or who are absolutely homeless, rather than all individuals with mental
health and substance use problems.
Literature and examples from other jurisdictions all point to the housing continuum as the
starting point for the homeless population with supports wrapped around housing, anchored in
a context of needs-adapted, low barrier services.
Supported housing serves as a platform for interaction with stepped care and treatment services.
Therefore, this review begins with a description of the philosophy of core values, followed by a
discussion of supported housing and services to those living with mental illness and addictions.
The unique needs of the various subpopulations are addressed individually, including women,
youth, Aboriginal people and those who are involved with the criminal justice system.

Philosophy of Core Values

Services to homeless residents with mental illness and addictions are most effectively delivered
in a context of services adapted to client needs—rather than organized around efficiencies or
expertise in service delivery—and requires a client-centered approach, low barrier programs
and a policy of harm reduction.
Providers must be able to respond to the needs of the client and provide individualized
services adapted to their daily reality; flexibility, tolerance and addressing concrete problems
are key. A client-centred approach of working with homeless residents at their stage of the care
continuum, as opposed to the strict criteria for entrance to specific services, has been shown to
be significantly more effective with this the homeless population.
Because of their complex diseases, and resulting needs in the treatment of mental conditions,
addiction, as well as severe physical illnesses, the integration of services is essential. Without
developed stepped care, it is not possible to meet the needs of these clients. A mix of medical
and non-medical disciplines is needed to support the system of care with specialized programs.
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Studies in the United States have found that the traditional 12-step, abstinence-based programs,
which account for more than 90 per cent of all drug and alcohol treatment programs, are
completed by no more than 20 per cent of clients. Fewer than 10 per cent of people entering
treatment will consider entering an abstinence-based program. Similar work in Canada has
shown that this is particularly true of the homeless population. Without basic supports such as
housing, food and a support network, abstinence can be impossible and traditional programs
have little chance of attracting and retaining the homeless.
Low barrier programs, which do not require clients to be abstinent, or in treatment for mental
illness, have been shown to be more likely to attract clients, motivate them to begin making
changes, retain them in treatment, and minimize attrition and drop-out rates. Because services
are provided even when people are unwilling or unable to enter traditional programs, it can
facilitate access to services such as housing, health care, psychological treatment and safer
means of drug use. Removing traditional barriers to treatment that insist on abstinence as a
requirement of admission, and the only acceptable goal, opens the door to a group of clients
who are otherwise denied services.
Harm reduction is an approach aimed at reducing the risks and harmful effects associated
with substance use, and addictive behaviours, not only for the affected person, but also for
the community and society as a whole. It does not require abstinence, but recognizes that
not everyone is able to make the immediate changes necessary to refrain from problematic
substance use. Harm reduction does not rule out abstinence in the long term either ; harm
reduction approaches are often the first step toward the eventual cessation of substance use.
Examples of harm reduction programming include needle exchange services, substitution therapy,
safe consumption sites and law enforcement that places priority on enforcement of laws against
trafficking while using a cautioning policy toward drug use.

A. Housing First

The relationship between mental illness, substance use problems and homelessness is difficult to
disentangle. Homelessness can be seen as a consequence of mental illness and/or drug use, but once
homeless the individual is more likely to become symptomatic and use drugs, and other problems
accumulate. Increasingly, social relationships will involve other drug users, economic circumstances
will decline, physical and mental health will deteriorate, and the drug habit may be supported by
criminal activity. “Homelessness is not only an outcome, but a catalyst that accelerates the process
of marginalization”, and breaking the cycle presents substantial challenges.
There are dark chapters in Canadian history with respect to the housing of marginalized
populations, and long periods in which these individuals were “warehoused” in asylums, prisons,
residential schools and internment camps. Most recently, the homeless with mental health and
substance use problems have been housed using the “continuum approach”—clients follow a
continuum of care that expects them to become more engaged in abstinence as they progress
to more intensive or client-specific services.
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One of the earliest and most extensively evaluated “housing first” programs is Pathways to
Housing in New York City. Homeless patients who have co-occuring disorders are offered
immediate access to independent apartments and are supported through an “assertive
community treatment (ACT)” team. A four-year evaluation showed that 88 per cent of clients
remained housed as compared to 47 per cent of clients housed in continuum programs. Once
clients in the Pathways to Housing program had been housed, they were much more likely to
seek treatment for their addictions and mental health issues; at the time of the evaluation 65
per cent of the clients were under treatment with the program psychiatrist and 27 per cent were
employed at least part time.
Typically, the client relocates to a new location each time he/she progresses along the continuum,
with more independence and fewer supports at each step; independent housing can be seen as
a reward for meeting the requirements of the program. This approach has been criticized on a
number of fronts:
• It is stressful for clients to move repeatedly and each time be obliged to learn new skills and
develop new relationships with different caregivers
• Clients prefer to be offered a choice of housing options, which may be critical to engagement
and retention
• Perhaps most importantly, housing is not made dependent on the client accepting treatment;
one study found that fewer than 50 per cent of clients offered housing in this type of program
remained housed
A shift in thinking and practice is taking place among service providers who work with these
vulnerable populations. It is the recognition that effective treatment for homeless residents with
mental illness and substance use problems requires stable, supported housing.
Both housing and support are essential and must come before other services, such as treatment,
are offered. Housing and support are vital elements that make it possible for clients to begin
to address their substance use problems, reduce the negative impacts of use, reduce use itself,
and become abstinent. Housing also provides a base for clients to establish supportive social
networks and become connected to the greater community rather than the community of the
streets. This model views housing as a place to live, not to receive treatment, and central to this
is the idea that clients will receive whatever services they need to maintain their housing choice.
Housing is necessary during, following and regardless of treatment.

Pathways to Housing
One of the earliest and most extensively evaluated “housing first” programs is Pathways to
Housing in New York City. Homeless patients who have co-occuring disorders are offered
immediate access to independent apartments and supported through an “assertive community
treatment (ACT)” team. A four-year evaluation showed that 88 per cent of clients remained
housed as compared to 47 per cent of clients housed in continuum programs.

65

report of the expert panel

Once clients in the Pathways to Housing program had been housed, they were much more likely
to seek treatment for their addictions and mental health issues; at the time of the evaluation
65 per cent of the clients were under treatment with the program psychiatrist and 27 per cent
were employed at least part-time.
34

Other evaluations have shown that clients randomly assigned to the Pathways to Housing
program are housed earlier, spend more time in stable housing and fewer days in hospital than
clients housed through continuum programs. The notion that homeless individuals cannot be
given independent apartments before they have engaged in treatment and are “housing ready”
was not supported. The authors concluded interventions that offer housing first, and eliminate
treatment requirements, remove barriers to program entry and, thereby, successfully engage
the chronically homeless population. It appears that, with supports, individuals who are using
substances and/or have a mental illness can remain housed in independent apartments.
Examples of housing first programs can also be found in other jurisdictions. In the United
Kingdom, “floating support” has developed as an alternative model to traditional housing. The
support is attached to the client, not the accommodation, and is provided to individuals in their
own homes, rather than to residents of specified housing. The support migrates as the client
does. In Germany, social welfare programs pay clients’ rent directly to their landlords to ensure
that clients with mental illness and substance use problems are not evicted for non-payment.
36

Housing first programs can only operate in a context of needs adapted services. This allows for
flexibility and the client-centered, low barrier approach that is necessary when working with this
population. Other keys to success include:
• intensive case management, such as assertive community treatment based on a trusting and
respectful relationship that provides hope and optimism
• comprehensive services; mental illness and addictions cannot be treated apart from the
concerns of the whole person including food, shelter, health care, life skills training, money
management, vocational counselling, family support and socialization
• support available 24 hours a day, 7 days a week, 365 days a year
• scattered sites; no more than 10 per cent of the units in any one building should be devoted
to this group of clients
• stable funding
The Center for Applied Research in Mental Health and Addiction at Simon Fraser University
has prepared a report entitled “Housing and Supports for Adults with Severe Addictions and/
or Mental Illness in BC”. The authors concluded that housing with supports in any form is an
effective intervention for people with substance use problems or mental illness; it increases
housing stability and decreases the frequency and duration of hospitalization. A housing first
approach was felt to be an effective approach for the chronically homeless, and integrated
housing support services, such as ACT, were found to be more effective than traditional case
management in reducing homelessness and symptom severity among those with substance use
problems or mental illness.
Shern, D.L., Tsemberis, S., Winarski, J., et al. (1997). A psychiatric rehabilitation demonstration for individuals who are street dwelling and seriously disable. In
Breakey WR, Thompson JW. (Eds.). Mentally Ill and Homeless: Special Programs for Special Needs. Baltimore: Harwood.
Quilgars, D. (2000). Working in the risk society: Families perceptions of responses to flexible labour markets and the restructuring of welfare. Community,
Work and Family, 3,15-36
34

36

66

report of the expert panel

Furthermore, the report concluded that providing housing and supports to the homeless
population in B.C. (either the “at risk” or the absolutely homeless) would result in a net savings
to the province.
Based on a review of the literature and best practices from other jurisdictions, the authors
recommended the following key actions:
• a “housing first” approach; permanent, supported, independent housing not contingent on
abstinence or engaging in treatment
• affordable housing units designed for individuals with substance use problems and mental
illness; a variety of options and an adequate number of units
• low barrier housing (transitional congregate housing with no requirements); approximately
15 per cent of homeless with severe substance use are unable to maintain independent
housing and would benefit from a low barrier housing model
• multidisciplinary support and treatment teams; the ACT model has been shown to be effective
in this population
• a philosophy of harm reduction and facilities that accept the use of drugs and alcohol on site
to address the needs of people with severe addictions
• a homeless service information system; a comprehensive database on social health and
housing services including a central shelter bed registry; a client and service tracking system
that links agencies to simplify referrals, promote knowledge exchange, enable evaluation and
facilitate client access to services
• regional and provincial distribution of services; the homeless need to be served in their own
communities, not just in urban centers
• fast-track to income services for the homeless; the complexity of the process makes it difficult
for people with substance use problems and mental illness to apply
• discharge policies and protocols; hospitals and correctional facilities should establish discharge
protocols for people with no fixed address so no one is discharged to the street or a shelter
An ideal housing configuration breakdown was provided in terms of the percentage of the
target population expected to be housed in each type of housing: residential care 5 per cent,
permanent supported housing 70 per cent, BC Housing Health Services Program 7 per cent,
low-barrier housing 15 per cent (high support 5 per cent, low support 10 per cent), emergency/
crisis housing 3 per cent.

Tsemberis, S., Gulchur, L., & Nakae M. (2004). Housing first, consumer choice, and harm reduction for homeless individuals with a dual diagnosis. American
Journal of Public Health, 94(4):651-656.
36
Quilgars, D. (2000). Working in the risk society: Families perceptions of responses to flexible labour markets and the restructuring of welfare. Community,
Work and Family, 3,15-36.
37
M. Krausz, personal communication.
38
Centre for Applied Research in Mental Health and Addiction, Simon Fraser University (2007). Housing and suppor ts for adults with severe addictions and/
or mental illness in BC.
35
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B. Assertive Community Treatment

Assertive Community Treatment (ACT) was developed in the 1970s as a form of integrated
community care to respond to the needs of individuals with serious and persistent mental illness
who were being discharged from hospital. It was explicitly designed to prevent hospitalisations
and to reduce homelessness.
Services are provided by a community-based, multidisciplinary team that provides support,
treatment and rehabilitation services to clients where they live and work, rather than in an agency
setting. The team consists of professionals with backgrounds in social work, substance abuse
treatment, counselling, vocational rehabilitation, nursing and psychiatry. They are responsible for
assisting clients in all areas of life and they receive a full range of medical, psychosocial and
rehabilitative services, including:
•
•
•
•
•
•
•
•
•
•

assistance in finding and keeping a home
supportive counselling and psychotherapy
substance abuse services
psychiatry and pharmacologic treatment
interpersonal and life skills development
assistance in accessing entitlements
vocational support
mental illness education for clients and families
peer support services
crisis response

The ACT model emphasizes outreach, frequent contact with the clients, relationship building
and individualized services. Generally, the team provides services to clients directly rather
than brokering services from other agencies, which minimizes fragmentation and the need for
coordination between agencies.
Caseloads are shared between team members. Staff-to-client ratios are kept low (e.g. 1:10) and
the team is on call 24 hours a day to support clients through crises and emergencies. There is
no arbitrary time limit on provision of services and, typically, they are provided on a long-term
basis.
Research conducted on the ACT model, including randomized controlled trials, has demonstrated
results, including:
•
•
•
•

improved housing stability
fewer hospitalizations
better retention in mental health services
high patient satisfaction
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It has also been shown to be cost effective. An evaluation of ACT services in Ontario found
a 62 per cent reduction in hospital admissions after one year of services and an 83 per cent
reduction after six years. Other studies have shown that ACT is effective in helping homeless
clients with severe mental illness and substance use problems achieve stable housing, reduce
substance use, improve symptoms and increase ties to their community.
39
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C. Mental Illness and Problematic Substance Use

The material presented in this report is based on a broad understanding of mental disorders as
defined by the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) of the American
Psychiatric Association—a classification scheme that is made up of five groups of diagnostic
categories or “axes”.
Axis I includes the major psychiatric diagnoses, including psychoses and mood disorders.
Axis II covers personality disorders and mental retardation—conditions that are not always
thought of as mental illnesses, but which can be equally as disabling as Axis I diagnoses. Axis IV
addresses psychosocial and environmental problems— stressors that can exacerbate Axis I and
II conditions.
Substance use problems are included under Axis I and refer to a chronic pattern of alcohol or
illicit drug use that results in significant problems related to relationships, employment, physical
health and financial security. Problematic substance use is one of the most controversial topics in
the fields of medicine and public health, and understanding of this condition has evolved through
several phases over the last century. It has been viewed as an individual moral problem, a medical
disease and a behavioural disorder.
Along with an evolving understanding of chronic diseases in general, a new, more holistic view
of problematic substance use is emerging, which incorporates some elements of each of the
historical models, but recognizes the complex set of determinants that impact substance use.
Psychological and biological states are impacted by social, economic, cultural and environmental
conditions, as well as behavioural choices, and these states in turn affect behavioural patterns.
Addressing substance use requires that various factors be considered and addressed, and also
calls for active participation by the individual in self-management, treatment and recovery.
42

Best Practices n Mental Illness
The past fifty years have seen a policy of deinstitutionalization of people challenged with mental
illness and other disabilities. The early focus was on moving individuals out of hospital and only
later came the realisation that medical treatment alone was insufficient to ensure successful
placement in the community.
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Latimer, E.A. (1999). Economic impacts of asser tive community treatment: A review of the literature. Canadian Journal of Psychiatry, 44(5), 443-454.
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There is continued support for the policy of community-based care for the vast majority of
those with mental illness, but this will require an ongoing focus on improving and expanding the
range of services and supports available to these clients. In particular, the mental health system
needs to extend its reach to those who have traditionally not accessed or benefited from
needed services, including socio-economically disadvantaged individuals living in the downtown
core of major cities.

Inpatient/Outpatient Services
• Mental health services are best delivered in an integrated system; hospital and community
services should be integrated into a single system within a local mental health area
• Inpatient services provide multidisciplinary assessment and treatment for individuals with
psychiatric disorders as one component of a continuum of care; once patients can be managed
in a less restrictive environment they should be discharged, unless it can be demonstrated
that hospitalization will lead to a better outcome
• Outpatient services require a system for prioritizing referrals; urgent referrals should be seen
within 24 hours, others within 10 days
• Whenever possible group therapy should be emphasized as there is evidence that in most
cases the outcomes from group therapy are as good as those from individual treatment
• Providing marital and family counselling should be an integrative part of treatment programs
as effective components, they may also serve preventive functions
• Partial hospitalisation, including day treatment and day care, offers a less restrictive environment
than inpatient programs, allows the client to maintain links with the community and reduces
the risk of institutionalization
• Acute home treatment provided by trained nurses and other mental health clinicians is an
effective, less restrictive alternative to hospitalization for acute psychiatric illness; an estimated
40-60 per cent of clients admitted to acute psychiatric beds could be treated at home
(good outcomes have been demonstrated for schizophrenia, mood disorders and personality
disorders)
• Shared care models in which there is collaboration between family physicians and psychiatrists
provides valuable expert support to the front line doctors and improves the care given
to clients
43
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Treatment of People with Co-occuring Disorders
• The treatment of co-occuring disorders needs a developed system of stepped care on the
one hand and specialized institutions on the other. This co-morbidity is very common, so the
system of primary care as well as general psychiatry need appropriate expert support for
their work in primary care.
• For some, i.e. schizophrenic patients with addictive behaviours, traditional treatment settings
may not be sufficient.
• Treatment program should meet both best standards of integrated psychiatric as well as
addictions care
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British Columbia Ministry of Health (2004). Every door is the right door: A British Columbia planning framework to address problematic substance use and addiction.
Carlezon, W.A., & Konradi, C. (2004). Understanding the neurobiological consequences of early exposure to psychotropic drugs: Linking behaviour with molecules.
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Crisis Response
• Crisis lines/telephone service which delivers immediate support to individuals in need by
either listening or referral to appropriate agencies
• Mobile crisis outreach by first line responders to individuals in the community with acute
mental health emergencies
• Walk-in crisis stabilization services which enable individuals to present with a mental health
crisis and receive appropriate assessment and follow-up care
• A range of community crisis stabilisation services that provide community-based support
for individuals in a mental health crisis, including home stabilisation, crisis housing and crisis
residences
• Hospital-based emergency services, including psychiatric emergency services and a brief stay
unit for intensive crisis management

Psychosocial Rehabilitation and Recovery
• Supported education; can take place in self-contained classrooms for clients with mental
illness, in mainstream sites where support is provided by educational faculty and in mainstream
sites with mobile support by mental health workers; requires consumer choice, education
of the faculty, ongoing communication and integration of services between the mental health
agency and the educational institution
• Vocational rehabilitation and supported employment; includes formal vocational assessments,
pre-employment services (for those who require support in building self-esteem, interpersonal
skills, work skills and work history) and employment services including supported employment,
consumer-run businesses and home-based businesses; employment has been shown to lead to
improved symptoms, reduced hospitalization, greater social interaction, enhanced self-esteem
and improved quality of life
• Psychotherapy in different approaches should be a key component of all programs in the
treatment of mental illnesses. As a basic approach and important for the treatment philosophy,
but also as specialized intervention in the treatment of certain conditions; i.e. cognitive
behavioural Treatment (CBT) in the treatment of mood disorders and psychosis or specialized
trauma treatments, as the seeking safety program.
• Peer support; includes helping clients understand and manage their illness, providing emotional
support, teaching interpersonal skills, helping clients follow through on goals and action plans,
advocating for clients, decreasing isolation and helping clients re-establish social networks
• “Clubhouses” are a model of psychiatric rehabilitation that offer a range of services including
outreach, education, employment and vocational support, social support and advocacy; they
have been shown to have a positive impact on education, employment, social relationships
and to reduce hospitalization
42

45

Warner, R., Husley P., & Berg, T. (1999). An evaluation of the impact of clubhouse membership on quality of life and treatment utilization. International Journal
of Social Psychiatry, 45(4), 310-20.
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Family Support and Involvement
• Provision of professional counselling for family members in need, including assistance in
accessing services
• Partnerships among families, clients and professionals in the treatment plan; families must be
informed and aware, discharge planning must take into account the family’s ability to care for
the client
• Training opportunities and resources to support self-help; with the assistance of skilled
facilitators and resources family support groups are a cost-effective way to provide support
to families
• Diversified respite care
• Expansion of training to mental health professionals to include skills that would improve their
ability to meet the needs of families
• Increasing public awareness of mental health issues through education and other approaches
to reduce the stigma of mental illness, which increases the burden on clients and families

Consumer Participation
• Participation of those with mental illness in reforming and improving the mental health
system; in order to be effective must include meaningful involvement, democratic decision
making processes, training and education for clients; is associated with reduced hospitalization
and use of other services, increased self esteem and coping skills, stronger social networks and
supports
46

Best Practices in Substance Use Problems
Substance use problems occur along a continuum ranging from use of substances despite
negative consequences, substance tolerance, withdrawal symptoms and compulsive substance
seeking behaviour, which may include criminal actions.
There have been many significant findings about the nature of drug abuse and how it affects the
brain. Virtually all the scientific techniques that have been brought to bear on this issue make it
clear that drugs produce their effects by acting on specific “receptors” in the brain to produce
their rewarding effects. Initial periods of drug use appear to have long-lasting effects that
increase vulnerability for future drug use and other psychiatric disorders such as depression.
47

These behavioural and psychological changes seem to reflect changes within the brain’s pathways
for regulating responses to rewards and risks. These changes in the brain go beyond the receptor
level and involve complex alterations to the machinery inside the brain cells. Environmental
factors such as early traumatic experiences can aggravate the development of these changes.
Together, this fundamental knowledge forms the cornerstone of the neuroscience of
drug addiction.
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These behavioural and psychological changes seem to reflect changes within the brain’s pathways
for regulating responses to rewards and risks. These changes in the brain go beyond the receptor
level and involve complex alterations to the machinery inside the brain cells. Environmental
factors such as early traumatic experiences can aggravate the development of these changes.
Together, this fundamental knowledge forms the cornerstone of the neuroscience of drug
addiction.
The finding that brain changes can persist for some months or even years after drug use has
ceased completely is particularly relevant to youth. The nature of the changes can help explain
why drug addiction is a chronic relapsing disorder. If the brain takes many months or even years
to repair or reverse drug-induced changes, then the behavioural aspects of the disorder (drug
seeking) would be expected to persist and be evident for a similar length of time.

Long-term effects of addictive drugs—sensitization,
cellular adaptation and adolescent neurodevelopment
The continued tendency and compulsion to self-administer drug use and the persistent drug
cravings long after quitting—and in the face of psychological, biological and social harms—is a
scientific and clinical enigma. This continued propensity is also at the very core of what makes
drug abuse and dependence a major health and social problem. While the rewarding effects of
drugs on the mesolimbic system can explain drug taking in the short-term, the ongoing desire
to take drugs well into the future, even when the drugs are no longer having any direct effect, is
indicative of a different biological process.
Current research indicates that the long-term nature of addiction results primarily from
cellular adaptations in neural pathways projecting through different parts of the brain.
These cellular adaptations create their persistent and long-term effects in part through the
formation of associations with environmental cues and situations linked to the drug’s rewarding
effects. Environmental associations become embedded in a person’s perception of his or her
environment by virtue of “associative learning.” This learning is grounded in the brain’s ability
to form associations between the psychobiological effects of the drug and the environmental
features surrounding the drug taking.
7

7

The rewarding effects (neurochemically and psychologically) of these drugs are very powerful
(much more so than natural rewards) and environmental associations that are formed can be
very broad and, therefore, difficult to avoid (these can include parties, social gatherings, specific
places, friends and social routines—each of which represents a drug-taking association that
must be extinguished). Because there are so many environmental and situational triggers that
are often unavoidable, these associations are difficult to extinguish and may take the form of a
craving or desire that seems to appear out of nowhere.
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Conclusions and implications for Canada
Addiction, in its full expression, can be considered a bio-behavioural disorder. More specifically,
addiction is a disorder of motivation and motivational systems in the brain. Like other health
problems, biological alterations are key to fully understanding the disorder.
The biological effects of rewarding drugs can only be truly understood through the environmental
and situational context. For this reason, a more effective approach to intervention for drug
abuse in the future will depend on a better understanding of the potential relationship between
pharmacological treatments that work on the brain and nervous system, and psychological
treatments such as cognitive behavioural therapy that address situational and cognitive factors.
Preventing and treating substance use problems require a corresponding comprehensive
continuum of services, including health promotion, prevention, early identification, harm
reduction, treatment, long-term rehabilitation and supporting services. Taken together, they form
an integrated and evidence-based system of care.

Prevention
• Focus on factors that more directly promote health or that contribute to substance use
problems in population of interest
• Materials and messages developed with very specific groups in mind, that avoid fear rousing
messages and that reflect the hierarchy of risks are most effective
• Peer-based education engages higher risk populations who may perceive some sources as
lacking in credibility
• Especially important for these clients is a developed secondary prevention program, e.g., in
the area of infectious diseases and higher risk behaviours

Early Identification-Early Intervention
• Denial, shame, guilt and memory lapses may contribute to the under-diagnosis of substance
use disorders, therefore assessments must be broad in scope and include multiple sources of
information
• There are a lot of opportunities to identify high risk persons and deliver treatment before
they become chronic patients. A good example is the support system for children in families
with addicted members.

Harm Reduction
• Needle exchange programs; the main goal is to prevent transmission of blood-borne infection
and outcomes include decreased risky injection behaviour and reduced levels of blood-borne
disease; they have also been shown to increase the likelihood that injection drug users will
become involved in prevention and treatment interventions.
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• Consumption rooms; legally sanctioned low-threshold facilities that allow the consumption
of pre-obtained drugs under supervision in a non-judgmental environment; objectives are
to reduce the public nuisance associated with open injection drug use, to provide a clean and
protected environment for users to reduce the risk of infection and overdose; they have been
shown to reduce high-risk behaviours, to increase the likelihood that users will access treatment
and other services and to improve public order ; they have not been associated with increased
crime, increases in new initiates into drug use or decreased rates of cessation of drug use
• Substitution therapy; the objective is to replace harmful, illicit drug use with a safer, licit
pharmaceutical drug to achieve a stable dose, prevent withdrawal, reduce frequency of use,
reduce the risk of severe adverse consequences, improve health, reduce criminal behaviour
and allow the user to engage in treatment; methadone is the best known and has shown
to be highly effective in managing opioid dependence provided the dose is adequate and long
term therapy is available; there is early evidence dexamphetamine may be effective in
managing amphetamine use; substitution therapy is more effective as part of a comprehensive
program including counselling
• Damp/wet shelters where clients are allowed to consume alcohol off-site, store bottles of
alcohol in the shelter, consume alcohol in the shelter, or are dispensed alcohol on a regular
basis, are effective interventions for homeless, chronic alcoholics; one shelter that dispensed
alcohol on an hourly basis found reduced alcohol consumption, improved hygiene, fewer
visits to the Emergency Department, fewer police encounters and better compliance with
medical care
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Safer-injection sites like Vancouver’s Insite have a positive impact not only on the lives of injection
drug users, but on the urban neighbourhoods where street-level drug use is concentrated. After
four years in operation, Insite is playing an important role in reducing the amount of open drug
use and discarded needles on Vancouver streets, while connecting thousands of drug users to
withdrawal management, treatment and other health services. Critics of the project anticipated
more drug use and trafficking with the opening of the site in 2003, but a subsequent study has
found no evidence of an increase.
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Treatment and Self Management
• A “stepped care” approach, in which a range of treatment options are offered along a
continuum and the client is matched to appropriate services on the basis of need
• Treatment should be evidence-based and include relapse prevention that fosters knowledge,
attitudes, skills and abilities necessary for self-management of disorders
• Withdrawal management; it is frequently the first step taken by chronic substance users
in addressing their problem and hence is a critical point in reaching these clients (at least
40 per cent of those seeking services for substance use will require some form of withdrawal
assistance); the nature of the withdrawal symptoms vary according to the drug used and
the route of use and hence withdrawal management services must be tailored to the client and
include assessment, triage, home and community based care, residential and inpatient care,
social and psychological support, pharmacological support and safe housing; chronic substance
users frequently undergo several withdrawal episodes prior to successful abstinence and
providers must accept frequent trials and failures, bearing in mind that treatment is much more
likely to be effective when it is preceded by good withdrawal management
• Motivational interviewing; a directive, client-centered, non-judgmental counseling style for
eliciting behaviour change; can be conducted with individuals or in a group setting and both
have been shown to be effective in the management of problematic substance use
• Counselling, training and education related to parenting skills and re-parenting as well as grief
counselling must be incorporated into treatment
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Stigma is a major barrier to keeping people with addictions in hospital long enough to clear up
the life-threatening bacterial infections they’re prone to getting. Changing the way that addiction
is perceived is still a work in progress, but in the meantime, a Vancouver pilot project is having
significant success providing the same kind of infection care outside of hospital. Injection drug
users who received their antibiotic treatment through the Community Transitional Care Team
reported 100 per cent satisfaction with the CTCT approach, and were considerably more likely to
complete their full course of antibiotics compared to those who were hospitalized.

Intensive Treatment
• Residential treatment is warranted and effective for a small percentage of clients and at certain
points on the treatment continuum. Day or evening treatment is a cost-effective approach to
delivering intensive services to those needing this level of support
• Treatment must address diversity and incorporate cultural and spiritual elements into the
overall plan of care

Cathexis Consulting Inc. (2005). A review of the withdrawal management system in Ontario: Final report.
Rubak, S., Sandbaek, A., Lauritzen, T., & Christensen, B. (2005). Motivational interviewing: A systematic review and meta-analysis. British
Journal of General Practice, 55(513), 305-312.
63
Bellack, A.S., Bennett, M.E., Gearon, J.S., Brown, C.H., & Yang, Y. (2006). A randomized clinical trial of a new behavioural treatment for
drug abuse in people with severe and persistent mental illness. Archives of General Psychiatry, 63(4), 426-432.
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Psychosocial Rehabilitation and Recovery
• A diverse array of community and treatment settings that allows people to be supported
based on their health and social needs, and ensures flexibility with respect to age, gender,
culture, community strengths and needs
• Treatment that recognizes and accommodates relapses; relapse prevention treatment explores
triggers to relapse and is essential in post-treatment care
• Peer support: a process in which clients and/or survivors offer support to their peers in a
helping relationship that promotes respect, trust, warmth and empowers individuals to make
changes; they are viewed as a credible source of information and can link users to social,
health and treatment services
• Aftercare for clients who have “completed” treatment, including an open door policy; can occur
in a variety of settings such as an ongoing relationship with a counsellor, periodic outpatient
care and self-help groups; aftercare has been shown to improve treatment effectiveness and
reduce relapse rates
64

In addition, the following factors were identified as being critical to an effective system:
• Client centered; refers to the unique needs, strengths, motivations and goals of individuals;
recognizes the impact of larger social and economic problems on vulnerability to problematic
substance use; meets people where they are by removing barriers to access and respecting
individual readiness to change
• De-stigmatizing, respectful and compassionate; system responses and services that are
designed to reflect these attributes are better able to foster collaboration and reduce the
social exclusion of people with problematic substance use
• Gender and diversity sensitive; recognizes the differential impact of sex, gender, sexuality
and culture on vulnerability to problematic substance use, as well as the effectiveness of
interventions
• Health promoting; focuses on the promotion of optimal physical, mental and spiritual health
• Ethical; health services are provided in accordance with accepted standards of professional
practice, guided by values of social justice and inclusion
• Evidence-based; utilizes best available knowledge and evidence, promotes the use of best
practices
• Coordinated; ensures that every door is the right door for entry into a system of care;
provides multiple points of entry, timely referral, effective transition through the system
• Cost-effective; recognizes the enormous human, social and economic costs of problematic
substance use, and strives to reduce these costs by strategic investment in prevention,
treatment and support
• Consumer participation; involving people who use or have used substances in planning,
implementing and evaluating policies and programs intended to serve them is essential.

Jason, L.A., Olson, B.D., Ferrari, J.R., & Lo Sasso, A.T. (2006). Communal housing settings enhance substance abuse recovery. American
Journal of Public Health, 96(10), 1727-1729.
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Getting it right in terms of drug and alcohol strategies for Aboriginal communities continues to be
the subject of much debate, but the story of two people’s decades-long effort to bring recovery
to the Alkali Lake reserve underlines the importance of an assertive and informed community
response. The work of Alkali band members Andy and Phyllis Chelsea was successful for many
years because it featured the powerful combination of fully engaged and committed community
leaders--in this case, the band chief and social worker--and ongoing care and support posttreatment in helping people maintain their sobriety.

Individuals with co-occuring disorders (mental health and addictions problems)
Individuals with co-occuring disorders are the most visible and vulnerable of the homeless
population. Individuals with co-occuring disorders experience a combination of any form of
mental illness (an Axis I or Axis II disorder) and a substance use disorder.
In some cases, the diagnoses are complex and atypical and may include fetal alcohol spectrum
disorder, poor emotional regulation and impulse control, cognitive impairment, personality
disorders, post-traumatic stress disorder, organic brain syndromes and conduct disorders. The
co-morbidities place these individuals at risk for many poor outcomes, including communicable
diseases, victimization, suicide, incarceration and homelessness.
Homeless residents with co-occuring disorders pose different challenges than those with mental
illness alone. They have higher rates of psychotic symptoms, non-compliance with treatment,
psychiatric hospitalisation, relapse and violent, disruptive behaviour.
People with co-occuring disorders are more likely to become dependent on the substances
they use than those with substance use disorders alone. The complexity of their conditions
necessitates more intensive service provision and a skilled and knowledgeable work force.
However, few programs are designed to handle their specialized needs and existing housing,
support service and treatment systems are not serving them well. As a result, they are
disproportionately at risk of homelessness. This is the subgroup of the homeless population who
is least likely to obtain housing and the first to lose it.
People struggling with both mental illness and addiction are among the hardest to house, but
New York City’s Pathways program has proven it can be done. In a five-year study, almost 90 per
cent of the Pathways clients taken off New York streets were still housed at the end of the study
period, compared to less than half of those who’d been housed through more traditional methods.
The Pathways secret? People coming off the streets are housed immediately in apartments
scattered around the city, then connected with a specialized outreach team linking them to other
vital services and supports.
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There are long-established barriers between the fields of mental health and addictions, which
arose due to separate development of the two areas, resulting in competing perspectives, and
policy makers and planners locked in a single-problem mode of thinking.
Historically, homeless residents with co-occuring disorders have been neglected and abandoned
by a mental health system that won’t treat them until they stop using substances, and an addictions
treatment system that is not equipped to deal with people with serious mental illness.
It is the client who falls into the gap, however, and once they are homeless it is very difficult for
these individuals to navigate the separate systems of mental health and addictions treatments
and to access fragmented support services, benefits and housing. They are more likely to remain
homeless than other subpopulations and tend to cycle through shelters, prisons and high-cost
health care settings.
Given the particular challenges facing individuals with co-occuring disorders, they appear to be
the norm, rather than the exception among the homeless. Expert opinion is that more than
40 per cent of those with substance use disorders also have concurrent mental illness, and a
higher prevalence of substance use is found among those with severe mental illness than in the
remainder of the population. In British Columbia 70 per cent of those who access community
addictions services also access community mental health services.

Best practices for homeless residents who are dually diagnosed:
• Assertive outreach; usually through establishing contact with the client in his environment
followed by some form of intensive case management such as ACT; it has been shown that those
with co-occuring disorders benefit from outreach, stable housing and time to develop a
trusting relationship before participating in formal treatment
• Screening; all those seeking either substance use services or mental health services should be
routinely screened for the other disorder
• Assessment; on the basis of a positive screen, carry out a comprehensive assessment to
establish diagnoses, assess level of functioning and develop a treatment and support plan that
takes into account the interaction between the two diagnoses
• Treatment and support; need an integrated approach to treatment that takes into account
evidence-based guidelines about treating each of the mental health and substance use problems
when these co-exist; treatment for the two conditions must be linked into one co-coordinated,
comprehensive program
• Medication management; pharmacological intervention is the mainstay of treatment for those
with severe mental illness and has been clearly shown to decrease the severity of symptoms
and to prevent relapse
• Primary health care; people with co-occuring disorders are at increased risk for poor health
outcomes and having a stable source of primary care has been shown to be associated with
improved health status, fewer physician visits and hospitalizations and more appropriate use
of specialized services
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• The psychosocial needs of people with a co-occuring disorders are significant; issues such as
housing, childcare, nutrition, access to social networks, income support and transportation
can seriously disrupt treatment and must be addressed
• Consumer participation; aimed at helping consumers acquire the information and skills needed
to collaborate effectively in their treatment and to pursue personal goals
• System integration; development of linkages between service providers within and across
systems to facilitate provision of service to individuals at the local level; entry to services needs
to be through one all encompassing door ; it has been shown that service system integration
is more likely to improve access to housing and achievement of independent housing
• A long-term perspective; services need to be responsive, staged and sustained over time; this
is a very challenging group of clients whose experience with the health care system has
typically been poor due to their substance misuse behaviour ; they generally do not develop
stability or functional improvement quickly
• Motivation-based; interventions need to be tailored to the individual person’s readiness for
change; services that take into account client motivation to change by both recognizing and
working to increase it are more effective in engaging clients and producing change
68

D. Women

Historically, treatment programs for mental illness and substance use problems have been
designed for men, creating a “male norm bias”. Women seeking treatment have been judged by
inappropriate standards, and service delivery has not always met their unique needs.
Women are more likely than men to be homeless because they have fled domestic violence and
frequently have children with them. Rates of violence and trauma are significantly higher among
the homeless population than the general population, and this is especially true of women. Rape
is common. The majority of homeless women have experienced physical and sexual abuse, with
rates as high as 90 per cent. Homeless women in the sex trade are particularly vulnerable to
extreme levels of abuse and exploitation.
Women also face unique barriers to accessing treatment. Substance using pregnant women,
and women with young children, feel shame and guilt. They also fear being judged—the fear of
losing their children may deter them from seeking help. Barriers due to lack of child care or
transportation to services are more frequent for women.
There is growing body of literature on successful intervention and treatment programs for
women with mental illness and substance use problems who are pregnant and/or have young
children. A set of core themes is emerging from those programs that have succeeded in reaching
women and retaining them in care:
• Working from a respectful and empowering service philosophy; the women already feel shame
and guilt about their substance use and are fearful of losing their children; service providers
need to move away from stigma and blame and make a shift to an empowering and strengthsbased approach
Drake, R.E., Mueser, K.T., Brunette, M.F., & McHugo, G.J. (2005). A review of treatments for people with severe mental illnesses and
co-occurring substance use disorders. Psychiatric Rehabilitation Journal, 27 (4), 360-374.
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• Providing comprehensive care and addressing practical needs; the barriers to substance use
treatment are formidable and narrowly focusing on change in substance use patterns is less
helpful than engaging women in care through other avenues that have the impact of reducing
harms related to substance use; assistance with transportation to appointments and babysitting\
costs in particular are directly related to success in recruitment and retention of mothers
• Undertaking interagency collaboration and coordination; necessary to provide the
comprehensive scope of care that is required
• Providing a broad and flexible continuum of alcohol and drug services including case
management, harm reduction, withdrawal management, day and residential treatment
programs, housing and aftercare; progress through treatment is typically not orderly and
service providers must emphasize the importance of incremental steps as the indicator
of success
Guided by the success of the New York Homes for the Homeless program, Beatrice House is a
women’s shelter with a difference. The Toronto residence provides much more than three meals
a day and a room of their own to the mothers and children it takes in. Mothers can access
counselling, educational upgrading and job training while staying at the residence, and spend time
with their children in early-childhood development programs. The Beatrice House philosophy is to
break the cycle of homelessness and poverty by supporting disadvantaged women in nurturing
their children.

Best practices for women include:
• A gender-specific, empowering, woman-centered approach
• Be client-centered and strengths-based; services should promote self-esteem, competence
and self-control
• Work from a philosophy of harm reduction, offering flexible, non-judgmental service delivery
rather than standardized or conditional approaches
• Provide a variety of interventions; collaborate and coordinate programs with other agencies
to ensure the necessary services are provided
• Take a holistic view and address all aspects of women’s lives including practical needs such as
child care and transportation, address the multiplicity of problems these women face
• Motivational interviewing is an effective technique in counselling this population
• Girls and women have a greater need for family and trauma-related services; sex-segregated
treatment for trauma is foundational for healing and growth of trust in future relationships
• Services need to attend to the needs of pregnant substance using women (and those at risk
for becoming pregnant) through comprehensive services that include family planning, FASD
education and parenting courses
• Support and encourage connections between women
• Facilitate education and awareness of clients
• Be family-focused; recognize that relationships are central in women’s lives and working with
the family is important in successful treatment
• Community-based; services must be easily accessible
• Take a long-term perspective; these clients’ need for support and services will not end with
the birth of their children
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The Sheway program for pregnant women and their families in Vancouver’s Downtown Eastside
grew out of a startling 1993 study that found 40 per cent of babies being born to mothers
from that neighbourhood had been exposed to alcohol and other drugs while in the womb.
Sheway was formed to reach out to pregnant women wherever they were at in their lives, and
to support them in respectful, non-judgmental ways to find prenatal care, reduce risk behaviours,
and improve their ability to care for their children. As many as 90 women a day use Sheway’s
drop-in services, and 100 families are currently on the caseload.
One such program is Sheway, an outreach project located in the Downtown Eastside of
Vancouver, providing support and services to at-risk pregnant women, mothers and their families.
An evaluation of the program showed that it is reaching the majority of the women in the target
group (felt to be related to the policy of not requiring abstinence before accessing services),
it has been successful in engaging women in accessing prenatal care and other supports in
pregnancy, in assisting women and families in improving nutrition and finding adequate, stable
housing and in supporting mothers as parents and caregivers.
A similar program based in Toronto, “Breaking the Cycle”, reported increased access to services
for the clients and their children, reduced prenatal substance exposure, fewer birth complications,
higher birth weight, better post-natal health, fewer childhood health concerns, and the mothers
reported improved parenting skills and fewer dysfunctional interactions with their children.
71

E. Youth

Homeless youth residents are a heterogeneous group and require services that are gender
sensitive, developmentally appropriate and able to meet a diverse set of needs. They are
commonly undercounted in homeless surveys as they tend to “couch-surf ” and are less visible
than other homeless subpopulations.
The majority of homeless youth residents have left home for reasons of conflict, family violence or
abuse, or neglect by family members, friends and caregivers. Many have had previous involvement
with the Ministry for Children and Families and the majority are using alcohol and/or drugs.
In Canada, homeless youth are disproportionately Aboriginal, particularly homeless youth who
are growing out of the foster care system. In particular, youth are challenged with obtaining
adequate, affordable housing due to low income, discrimination, drug and alcohol use, lack of life
skills, complex eligibility rules, mistrust of adults and general alienation.
Assertive outreach by mentors willing to be involved for the long term is important to engage
youth who enter the streets in early adolescence in order to prevent the flow to homeless and
street entrenched youth.
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In B.C., economic and social goals are inextricably entwined with the health and engagement
of youth. When youth initiate health risk behaviours—such as excessive alcohol, tobacco and
illicit drug use—aggressive driving or inactivity due to homelessness, the effects are felt by all in
society.
Complex needs require a complex response – one that can rise above the fragmented and
confusing collection of services that people often face when looking for help. Toronto’s Griffin
Centre positions itself at the centre of a broad network of mental-health services for youth and
their families, acting as a “one-stop shop” linking families into flexible, specialized community
services that provide the immediate support and connection needed by youth with mental illness
or developmental disability to stay healthy, out of jail, off the streets, and out of hospital. Crossagency collaboration is a key component of the network.
Youth engagement in health compromising activities can disrupt the achievement of their
developmental milestones, including high school graduation and the acquisition of job skills.
In turn, the outcomes increase the likelihood of long-term health problems and dependence
on social welfare, and interfere with youths’ ability to contribute to the province’s economic
development and social fabric of their communities. A waning labour market pool demands that
approaches to youth engagement become more accessible and inclusive.
There is growing agreement that youth in transition to adulthood—roughly ages 19 to 25—are
falling through the cracks as access to child health, education and welfare services ends and their
access to adult services begins. This “safety net gap” can have lifelong consequences for youth
who are already marginalized due to poverty, family disruptions, low educational attainment, lack
of job skills, Aboriginal status, homelessness, and even illiteracy.
A shelter for homeless youth is too often a hectic, fast-paced environment that leaves staff with
little time to talk to young clients about the many problems in their lives. So when youth in 18
such shelters in the United Kingdom were given the chance through the Strong Minded pilot
project to work with mental-health specialists while at the shelters, they declared the additional
support “brilliant” as a means of being heard and learning new strategies for coping with the
challenges in their lives. The youth credited the three-year project with helping them reduce
suicidal thoughts and violent behaviour.

83

report of the expert panel

Emerging themes emerging in the literature on prevention strategies that appear to be effective
for at-risk youth include:
• Increasing protective factors to build strengths and resilience; effective programs emphasize
building strengths on multiple levels (individual, peer, community); protective factors include
social and problem-solving skills, flexibility, positive family bonding, involvement in community
activities; having a supportive and caring relationship with an adult has been shown to be one
of the most important factors that protect youth against taking risks
• Building life skills; coping skills, decision-making skills, communication skills, conflict resolution
• Addressing cultural and social norms
• Using peer based strategies that include homeless youth in conventional activities and
modelling competent behaviours; peer modelling from youth who have exited street-life has
been shown to be particularly effective in changing social norms and building developmental
assets
72

Best practices for youth include:
• Meet basic needs for food, safety and shelter, and a caring/mentoring relationship first and in
an ongoing way
• Screen and separate youth at different stages; by gender, developmental stage, newly “on the
street” versus “street entrenched”
• A client-centered, individualized, strengths-based approach
• Intensive case management that lasts over the transition to more conventional lifestyles
• Integrate a range of easily accessible services including treatment for mental illness and
problematic substance use, life skills, education and vocational training, assistance obtaining
benefits; integrated under one all encompassing door
• Facilitate parent/family involvement (not necessarily reunification); provide mediation and
family therapy
• Mentorship programs to link youth with an adult who understands their needs and models
positive life skills; promote relationships of trust with adults
• Treatment for youths is most effective within the context of a “system” of family, peers,
community and others; whenever possible families should play an important part in treatment
and if there is no stable family then a family of significant adults should be created
• Ensure cultural sensitivity to meet unique needs (e.g. Aboriginal)
• Peer support, opportunities to meet other youth who have recovered from similar situations
and who are involved in conventional activities that benefit the community where they live
• Engage youth in community of origin if possible
• Avoid housing many youth in a single facility; incorporate scattered site housing to reduce the
influence of non-conventional peers
• Street colleges/academies that provide an alternative education environment and assist youth
to gain employment
• There is early evidence that “mandatory short custody” may be effective in a small selected
subset of youth who have ties to their family and who have not become street entrenched

Pat Sanagan Consulting (2004). Tweens to teens–a literature review on effective health promotion strategies for working with Toronto
youth ages 11-14, at risk for alcohol and other drug use because of social and environmental determinants of health.
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Two decades of clinical expertise in working with troubled children, teens and parents is behind a
made-in-B.C. parenting program giving families the skills and understanding they need to foster
better relations at home. Instead of focusing on learning how to manage unwanted behaviours,
the Connect Parent Group – developed at the Maples Adolescent Treatment Centre in Burnaby helps families to “reframe” a child’s behaviour and modulate their own responses when problems
develop. More than three-quarters of the caregivers who attended the 10-week Connect series
reported a positive change in relationships with their child; 94 per cent felt more confident in
their ability to parent.

F. Aboriginal People

The legacy of colonization, residential school system and marginalization has been one of
health inequities and poverty for Canada’s Aboriginal people. As a result, they are alarmingly
overrepresented among the homeless, including homeless residents with substance use problems
and/or mental illness.
In addition, jurisdictional conflicts between federal, provincial and territorial governments and
the artificial on/off reserve distinction have created a confusing and unsatisfactory service
delivery and funding situation, resulting in problems of access for Aboriginal people, particularly
off-reserve. Substance misuse, mental illness, poverty, infectious disease, substance use-related
injuries and increased mortality are some of the issues affecting Canada’s homeless Aboriginal
population.
Kinship and family connection is a key institution of aboriginal society. The overwhelming
problems that countless First Nations are struggling with - social, emotional and spiritual - require
integrated and culturally relevant approaches that incorporate the needs of the entire family,
as demonstrated by a three-year initiative at the Fishing Lake Metis Settlement. Family-based
healing circles led to the resurgence of spirituality in the aboriginal community over the life of the
project, and resulted in the closure of local bars, a renewal of interest in economic development,
and one of the first community-wide no-smoking bylaws in Canada (1993).
Services for homeless Aboriginal people, and those suffering from mental health and substance
use problems, must be respectful of the ideals of self-management and cultural competence, and
be responsive to the diversity of individual bands, communities and nations.
Advice and input from clients, elders and community-based workers should be incorporated into
the design and delivery of services. Aboriginal service providers are appropriate and desirable,
and where this is not possible, training in cultural sensitivity and safety is required.
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Canada’s Aboriginal population bears a disproportionate burden of mental-health problems across
the board, including suicide, addiction and depression.The most promising work underway points to
the importance of culturally sensitive and holistic broad-based strategies developed and delivered
by individual aboriginal communities. A cluster of seven suicides on Manitoba’s Manitoulin Island,
for instance, prompted the Wikwemikong community to launch a diverse package of services
including residential alcoholism treatment, crisis intervention, family counselling, community feasts,
job creation for youth, and school-based self-esteem programs.

Best practices for Aboriginal people include:
• Consult and include Aboriginal people at each step in the planning, development and
implementation of services
• Services and programs should reflect and respect the knowledge, traditions and practices
of Aboriginal peoples, and include both traditional healing practices and best practices from
Western medicine
• Assessment tools that are culturally relevant and safe
• Services that are culturally relevant, integrated, strength-based, safe and respectful of the
diverse cultures of Aboriginal individuals and communities; racism needs to be addressed
• Service providers, including administrators, should possess appropriate attitudes, skills and
knowledge of the history, traditions and forces that have contributed to the current life
situation of Aboriginal people and communities
• Access to a full range of treatment services including harm reduction
• Housing; homelessness is one of the core issues facing Aboriginal people with mental illness
and substance use problems; housing options need to be culturally appropriate and reflect the
importance Aboriginal people place on family and community
• Intensive case management such as ACT; could be adapted for Aboriginal clients both on and
off reserve
• Alcohol and drug use has frequently meant denial of service for Aboriginal people; ensure
those with a primary diagnosis of substance misuse or people with a co-occuring disorders
are not denied service due to their substance use

G. Individuals Involved In the Criminal Justice System

Federal and provincial correctional centers in B.C. include a percentage of individuals who are
sometimes referred to as the “unfixable”—chronic multi-problem offenders who will likely reoffend upon their release. This group of individuals is challenged with mental illness, organic brain
damage and substance use problems.
This population is likely responsible for a disproportionately large amount of property crime,
particularly in urban and inner-urban areas, which is used to support their substance use problems.
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These individuals lead impoverished and unstable lives marked by poor physical and mental
health, educational disadvantage, unemployment, chaotic family situations, substance misuse,
criminal activity and homelessness. Their needs are not being met by B.C.’s correctional facilities
and they tend to cycle repeatedly between shelters and jails. The greatest concentrations of
individuals involved in the criminal justice system are found in the urban core of B.C.’s larger
cities, such as Victoria.
The Midtown Community Court took shape in the heart of NewYork City in 1993 as a demonstration
project to deal more effectively with low-level crime. Vandalism, shoplifting, disorderly conduct and
minor drug possession were singled out for a new approach in which offenders would be less
likely to “walk,” and would be monitored closely to ensure compliance when serving time in the
community. The three-year project sent fewer people to jail but for longer periods of time, and led
to a significant improvement in compliance with sentencing conditions. Midtown residents later
cited the community court project as one of several effective strategies that had restored public
order and confidence in the court system in their neighbourhood.

Strategies for dealing with this population were reviewed by the Street Crime Working Group
of the B.C. Justice Review Task Force. They include:
• creation of a community court as an alternative to processing chronic offenders though
the conventional Provincial Court System (community courts are responsible for relatively
minor street crimes, violations of bail or parole conditions; are able to provide more structured
community support including housing, rehabilitation, job skills and employment)
• integration of the criminal justice system, health and social service systems to ensure that
these offenders are provided with adequate and effective “wrap-around” services on a “onestop” basis
• use of a triage approach to the management of chronic offenders that will ensure an effective
diversion of individuals to appropriate services
Forensic assertive community treatment (FACT) is an emerging model for preventing arrest
and incarceration of adults with severe mental illness and substance use problems who have
substantial histories of involvement with the criminal justice system.
The primary distinction between FACT and ACT lies in the extent to which the goals of
preventing arrest and incarceration determine program structure and function. ACT teams
often treat those with criminal histories out of necessity; FACT prioritizes the management of
offenders with mental illness and substance use problems.
FACT is in an early stage of development and more research is needed to establish the optimal
model of service delivery. Due to the nature of clients, some changes to the ACT model may
be necessary—such as the degree of supervision—which will need clarification as the research
progresses. A study of Project Link in New York found that clients who completed one year
of the program had significant reductions in arrests, jail days, hospitalisations and hospital days.
There was preliminary evidence that the average yearly service cost per client was reduced.
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Sending people with severe mental illness to jail can be an exercise in frustration for all concerned,
and a recipe for “revolving door” justice. But when Brooklyn judges were given the ability to mete
out different kinds of sentences as part of the Brooklyn Mental Health Court project, they
saw dramatic improvements on all fronts. When people were sentenced to residential care
and treatment instead of jail, their rates of homelessness, recidivism, harmful drug use and
hospitalization all fell. However, sufficient housing and treatment options must be in place first
for mental-health courts to succeed, noted program evaluators.

Best practices for those involved with the criminal justice system:
• Access to affordable housing with the supports necessary to maintain housing stability
• Intensive case management using a model such as FACT
• Mental illness and substance use problems are very common in this population and a
comprehensive assessment is essential; the presence of one disorder should trigger a search
for the other
• Those with co-occuring disorders are the rule rather than the exception and require
specialized services and supports; personality disorders are particularly prevalent
• A comprehensive, integrated management plan that is tailored to the needs of the individual;
treatment is typically a long-term process accompanied by frequent relapses
• Substitution therapy can be effective, particularly as part of a comprehensive program
• Appropriate care for the medical conditions that are common in these clients
• Psychosocial issues are very significant in this population and must be addressed; these include
nutrition, life skills training, income assistance, access to social networks, supported education
and employment
• Aftercare for clients who have completed prison-based treatment and are being discharged
into the community; without ongoing treatment and supports the prognosis is poor
In New York City, a recent study investigated the chronically homeless population who frequently cycle
between shelter and jails and have very high rates of mental illness and substance use problems.
The purpose to the study was to see whether supported housing with enhanced services could
break the cycle of incarceration and homelessness. Services provided included housing, assistance
obtaining benefits, independent living skills, mental health services and intensive case management.
Of those who participated in the study, 91 per cent of clients remained housed over the one year
period of the study, and 11 per cent returned to jail at least once but none returned to a shelter.
Addicted criminals sentenced in “drug court” to undergo treatment are a third less likely to
reoffend than those merely sentenced to jail, a U.S. study of 11 such drug courts has found. Those
studied were also more likely to complete their treatment programs. A year after sentencing, 60
per cent had either completed treatment or were still in it, compared to a completion rate of less
than 30 per cent in the overall population. The highest rates of success were seen in those who
were sentenced soon after arrest, and who went on to receive additional help with issues such
as homelessness and chronic unemployment.
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Appendix C: Biographies
of the Expert Panel
DR. PERRY KENDALL
Provincial Health Officer
Ministry of Health

Dr. Perry Kendall completed his undergraduate medical training at University College Hospital
Medical School in 1968 and interned at the Seaman’s Hospital in Greenwich, before spending a
year as Senior House Officer at the University Hospital of the West Indies in Kingston, Jamaica.
In 1972, he moved to Toronto, Canada and spent two years working in general practice and at
Toronto’s Hassle Free Clinic.
In 1974, Dr. Kendall moved to Vancouver and worked for the Vancouver Health Department’s
Pine Free Clinic and East Health Unit while acquiring a Master’s Degree in Health Care Planning
and Epidemiology and a Fellowship in Community Medicine. In 1984, he returned to Ontario
and was Manager, Disease Control and Epidemiology Services with the Ontario Ministry of
Health until 1987, when he returned to British Columbia as Medical Officer of Health for the
Capital Regional District, in which capacity he opened one of Canada’s first needle exchange
programs.
In 1989, he took on the role of Medical Officer of Health for the City of Toronto, a position
he held for six years, during which time he pioneered programs for AIDS/HIV and drug abuse
prevention, established Harm Reduction as the official City policy for substance abuse and was
involved in developing and promoting the City’s comprehensive tobacco control by-laws. In 1991,
he received an Addiction Research Foundation Community Achievement Award for leadership
in substance abuse prevention. In 1992, he received the Non-Smokers Rights Association Award
of Merit for outstanding contributions to environmental health and disease prevention.
In 1993, Dr. Kendall spent a year on secondment to the Deputy Minister of Health as Special
Adviser on Long Term Care and Population Health.
In March 1995, he was appointed President and CEO of the Addiction Research Foundation
of Ontario, one of six academic health science centres in Toronto and a WHO Collaborating
Centre, a position he held until the Foundation’s amalgamation with three other hospitals to
form the Addiction and Mental Health Services Corporation on January 23, 1998.
In April 1998, he took on the position of Vice-President, Seniors’ Health, with the Capital Health
Region in Victoria. On May 3, 1999 Dr. Kendall assumed the position of Provincial Health Officer
for the province of British Columbia. Dr. Kendall participates on a number of committees at the
provincial and national level and co-chairs the Pan-Canadian Public Health Network Council.
In June 2005, Dr. Kendall was awarded the Order of British Columbia for his contributions to
Public Health practice and to harm reduction policy and practice in B.C.
89

report of the expert panel

DR. JOHN F. ANDERSON

Senior Researcher
Centre for Addictions Research of BC, University of Victoria
Dr. John F. Anderson received his Doctor of Medicine from McMaster University and his Post
Degree Professional Program (Education) at the University of Victoria. His career has included
full-time family practice as well as community medicine research. He most recently worked as
a Community Medicine Consultant in the Mental Health and Addictions Branch of the B.C.
Ministry of Health.
As a provincial medical consultant, he has been a strong participant in the introduction and
implementation of harm reduction as official provincial government policy, and, specifically, has
guided the expansion of methadone maintenance treatment services throughout the province.
He has also advised the provincial government on several mental health and addiction initiatives
with the intent of enhancing the population health effect of such initiatives including the provincial
response to impaired driving and mentally disordered offenders.
Dr. Anderson is also an Associate Professor in UVic’s Faculty of Education and an Affiliate Clinical
Assistant Professor with the Island Medical Program where he teaches first and second year
undergraduate medicine.
Dr. Anderson joined the Centre for Addictions Research of B.C. as Senior Research Fellow in
the Centre for Addictions Research of B.C., effective January 1, 2006. Dr. Anderson provides
leadership in the areas of evidence-based medicine and primary health care as they relate
to problems of substance use. His research interests include hazardous alcohol use and comorbid mental and physical illness among Aboriginal drinkers. He is also involved in research
initiatives aimed at improving physician detection and management of hazardous drinking as well
as optimizing physician prescribing of psychotropic and other medications.

DR. ELLIOT GOLDNER

Director, Board of Centre for Addiction Research
University of Victoria
Dr. Elliot Goldner is a Professor at Simon Fraser University’s Faculty of Health Sciences where
he founded the Centre for Applied Research in Mental Health & Addiction (CARMHA), a
research unit designed to provide research support to government ministries, health authorities
and community agencies in their efforts to advance the quality of mental health and addiction
services.
Before joining the Faculty of Health Sciences at Simon Fraser University, Dr. Goldner was on
faculty at the University of British Columbia’s Faculty of Medicine for 20 years, where he was a
very active teacher, researcher and psychiatrist, and was Head of the Division of Mental Health
Policy & Services. For many years, he cared for patients with mental health problems at St. Paul’s
Hospital in downtown Vancouver and also provided care in the mental health clinic in the city’s
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Downtown Eastside. Dr. Goldner developed and led a number of highly-regarded treatment
programs and was the first provincial director of eating disorder services in British Columbia.
Currently, Dr. Goldner directs a national Research Training Program, entitled “Research in
Addiction & Mental Health Policy & Services”, funded by the Canadian Institutes of Health
Research in order to train scientists to conduct research to advance the healthcare system’s
approach to mental illness and addiction. He also directs the Investigative Team of the Michael
Smith Foundation for Health Research, Health Services Research & Policy Network, addressing
Mental Health & Addiction.
Dr. Goldner has received various awards for his scholarly work and has served on various Boards
of Directors. Currently, he is a Director on the Board of the Centre for Addiction Research,
at the University of Victoria, and also serves on the Board of the Coast Foundation Society, a
non-profit society that provides services to people with severe mental illnesses. Dr. Goldner has
recently been appointed the Chair of the Advisory Committee on Science, in Canada’s National
Mental Health Commission.

DR. DAVID C. MARSH

Physician Leader of Addiction Medicine
Vancouver Coastal Health
Dr. Marsh graduated in Medicine from Memorial University of Newfoundland following prior
training in neuroscience and pharmacology. In January 2004, Dr. Marsh began serving as the
Physician Leader, Addiction Medicine with Vancouver Coastal Health and Providence Health
Care. In this role, he is also Medical Director for Addiction Services, HIV/AIDS Services and
Aboriginal Health for Vancouver Community.
Dr. Marsh is also Clinical Associate Professor in the Department of Health Care and Epidemiology,
Faculty of Medicine at the University of British Columbia. Prior to relocating to Vancouver he
was the Clinical Director, Addiction Medicine at the Centre for Addiction and Mental Health in
Toronto.
Dr. Marsh’s research interests include the integration of pharmacotherapy and psychotherapy in
the treatment of substance use disorders and focus primarily on novel interventions for opioid
dependence. He is presently involved in several research projects including the North American
Opiate Medication Initiative (NAOMI) trial of prescription heroin, an Interdisciplinary Health
Research Team on Illicit Opiate Dependence in Canada funded by the Canadian Institutes of
Health Research and an evaluation of the Supervised Injection Site in Vancouver.
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DR. PATRICK SMITH

Vice President, Research, Networks, and Academic Development
B.C. Mental Health and Addiction Services,
An Agency of the Provincial Health Services Authority
Dr. Patrick D. Smith completed his Masters and Ph.D. in Clinical Psychology at the University
of Nebraska where he received specialty training in substance abuse. He was awarded a
Fulbright Research Scholarship to the University of Canterbury in Christ Church, New Zealand,
where he studied cross-cultural aspects of problem drinking. Dr. Smith completed his predoctoral internship at the Yale University School of Medicine with his primary placement at the
Substance Abuse Treatment Unit. He was awarded a National Institute on Drub Abuse (NIDA)
post-doctoral fellowship that he also completed at the Yale University School of Medicines
Department of Psychiatry.
Dr. Smith formerly served as the Vice President, Clinical Programs at the Centre for Addiction
and Mental Health and as Director of the Clinical Research and Treatment Institute of the
Addiction Research foundation (one of the founding partners of the Centre for Addiction and
Mental Health). Dr. Smith was the Head of Addiction Psychiatry at the University of Toronto and
is the founding Head of the Addiction Psychiatry Division for the University of British Columbia
and Associate Head of the Department of Psychiatry for Health Authorities and Community.
Dr. Smith has clinical experience in providing individual, group and family therapy in the areas of
substance abuse and mental health. His clinical research interests are in the areas of substance
abuse, specifically alcohol and drug expectancies and adolescent substance abuse and mental
health, eating disorders, smoking cessation, and cross-cultural factors in substance abuse and
mental health. Most recently, his focus has been addictions and mental health services planning
and policy. Dr. Smith is a founding member of the Canadian Executive Council on Addictions
(CECA) and is Co-Chair of the National Addictions Treatment Strategy Working Group.

DR. BRIAN RUSH

Senior Scientist
Center of Addiction and Mental Health, Ontario
Dr. Brian Rush is a Senior Scientist with the Centre for Addiction and Mental Health (formerly
the Addiction Research Foundation) in Ontario. He is currently Associate Director of the
Health Systems Research and Consulting Unit within the Centre and an Associate Professor
in the Department of Psychiatry and the Department of the Public Health Sciences at the
University of Toronto. He holds a Masters degree in Psychology and a Ph.D. in Epidemiology and
Biostatistics.
Dr. Rush has worked for over 25 years in a research and evaluation capacity in the substance
abuse and mental health fields. His career has involved a rewarding balance of scientific work
and program and policy development. Over his career his major research interests have been
the study of addiction treatment systems and, more recently, community support services for
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people with severe and persistent mental illness. This blend of work in the addictions and mental
health field has culminated in his work to improve programs and policies to assist people with
concurrent substance use and mental disorders.
He has led a national project funded by Health Canada on establishing best practices for the
treatment and support of people experiencing co-morbidity and, since the release of the report,
has undertaken a range of research projects to improve Canadian data on this important topic.

DR. BONNIE LEADBEATER
Professor of Psychology
University of Victoria

Dr. Bonnie Leadbeater is a professor in psychology who joined the University of Victoria in 1997
after nine years as faculty at Yale University. She is the Director of the Centre for Youth and
Society’s research and programs that promote youth health and resilience through communityuniversity research partnerships (www.youth.society.uvic) and co- director of the BC Child
and Youth Health Research Network. She was also the founding director of the Centre for
Addictions Research.
Dr. Leadbeater’s areas of research expertise include depression in adolescence, resilience among
high-risk and marginalized youth, and the prevention of peer victimization. She is co-editor of
several books including:
• Resilience in children, families and communities: Linking context to intervention and policy.
NY: Kluwer Academic Press (2004, with Ray Peters and Robert McMahon).
• Ethics in Community-Based Research with Children and Youth. University of Toronto (2006,
with Elizabeth Banister, Cecilia Benoit, Mikael Jansson, Anne Marshall, and Ted Riecken)
• Urban Girls Revisited: Building Strengths, New York University Press (2007, with NiobeWay).

DR. MICHELLE PATTERSON

Scientist & Adjunct Professor
Centre for Applied Research in Mental Health & Addiction
Simon Fraser University
Dr. Michelle Patterson is a scientist and Adjunct Professor at the Centre for Applied Research
in Mental Health and Addiction (CARMHA) at Simon Fraser University. She holds a Ph.D. in
Clinical Psychology from the University of British Columbia and completed postdoctoral training
at Yale University. She also was co-director of Yale Anxiety and Mood Services and was a lecturer
in the Department of Psychology for three years.
Dr. Patterson joined CARMHA (formerly Mheccu) in July 2005 and has worked on a number
of projects aimed at improving service delivery for people with mental illness and addictions.
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Recently, she was the lead author on a report completed for the BC Ministry of Health, entitled
Housing and Support for Adults with Severe Additions and/or Mental Illness in British Columbia.
She is a clinical psychologist and has a part-time private practice in Vancouver.

DR. ERNEST DRUCKER

Professor, Department of Epidemiology
Family and Social Medicine, and Psychiatry
Montefiore Medical Center / Albert Einstein College of Medicine
New York City
Dr. Ernest Drucker is Professor in the Departments of Epidemiology, Family and Social Medicine,
and Psychiatry at Montefiore Medical Center/Albert Einstein College of Medicine in New York
City, and Visiting Professor of Epidemiology at Columbia University’s Mailman School of Public
Health and at the University of British Columbia.
He is a licensed Clinical Psychologist who conducts research on AIDS, addiction, and the effects
of mass incarceration. He is active in drug policy and prison reform and human rights efforts in
the U.S. and abroad. He is author of over 100 scientific articles and book chapters and Editorin-Chief of the open access Harm Reduction Journal.

DR. JULIAN M. SOMERS

Centre for Applied Research in Mental Health & Addiction
Simon Fraser University
Dr. Julian Somers joined the Faculty of Health Sciences in January 2006. He has previously held a
number of academic and professional leadership positions in British Columbia, including Director
of the UBC Psychology Clinic, and President of the B.C. Psychological Association.
He completed his doctorate under G. Alan Marlatt in the area of addictions, and has collaborated
extensively with branches of government on initiatives involving substance use and mental
health. He has led provincial and multi-jurisdictional programs in the areas of telehealth, primary
healthcare reform, housing, and the relationship between substance use, mental illness, and the
corrections system. In 2007, he succeeded Dr. Elliot Goldner as Director of CARMHA.
Dr. Somers’ research interests include the epidemiology of substance use and mental disorders,
and the integration and reform of services to improve population mental health.
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DR. MICHAEL KRAUSZ

Professor of Psychiatry at the University of British Columbia (UBC)
Chair of Addiction Research
Cross-appointed to the Department of Epidemiology at UBC
Center of Health Evaluation and Outcome Sciences (CHEOS)
Dr. Michael Krausz is from Hamburg, Germany, where he was trained as a psychiatrist at the
University Hospital Eppendorf. He worked there in different clinical and research positions in
general psychiatry.
Dr. Krausz was the founding director of the Centre of Interdisciplinary Addiction Research at the
University of Hamburg. In this position he was also responsible for the German heroin trial and
other European research projects, such as the European Cocaine Project. He is the Editor-inChief of European Addiction Research and Suchttherapie, two well-established scientific journals.
He is serving as Vice Chair of the Section of Addiction in the World Psychiatric Association
(WPA) and other international associations.
His main interests are in the co-morbidity of severe mental illness and addiction, especially
psychosis and the use of psychotropic substances, and the effective treatment of such conditions.
He has published more than 230 scientific papers to date.
He was selected for the newly established position as a LEEF Chair in Addiction Research at the
University of British Columbia (UBC) in 2005 and moved to Vancouver at the beginning of 2007.

DR. KEN MOSELLE

Manager, Performance Standards & Monitoring
Mental Health & Addictions Services
Vancouver Island Health Authority
Dr. Ken Moselle received his BA in Psychology and Philosophy from Yale University, and his PhD
in Clinical Psychology from the University of California, Berkeley. He has 30 years experience
in clinical service delivery and research, including nine years with the Institute of Human
Development at UC Berkeley, and a 10 year stint in Southeast Asia (Malaysia & Singapore),
where he was engaged in a range of clinical and research activities.
His clinical background is diverse, ranging from clinical neuropsychology to hospital- and
community-based psychiatric emergency response. He is one of two principal co-authors of the
BC Ministry of Health’s Best Practice in Crisis Response/Emergency Services (2002).
Currently, he is the Vancouver Island Health Authority (VIHA)/Mental Health & Addictions
(MHAS) Manager for Performance Standards & Monitoring, a portfolio concerned with evidencebased evaluation and planning of services. As well, he is currently the MHAS lead in a major
electronic health record/data platform initiative in MHAS, funded by Canada Health Infoway.
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Dr. Moselle also holds Adjunct Associate Professor status in the Department of Psychology at
the University of Victoria.

DR. EVAN ADAMS

Office of the Provincial Health Officer
Aboriginal Health Physician Advisor
Dr. Evan Tlesla II Adams is a Coast Salish physician from the Sliammon Band near Powell River,
British Columbia. Dr. Adams was appointed to the post of B.C. Aboriginal Health Physician
Advisor in April 2007, a key commitment of the First Nations Health Plan. Dr. Adams has
specific responsibility for monitoring and reporting on the health of Aboriginal people in British
Columbia and tracking progress against performance measures set out in the First Nations
Health Plan.
Following three years of pre-med studies at the University of British Columbia, Dr. Adams
completed a Medical Doctorate at the University of Calgary in 2002. He completed his Aboriginal
Family Practice Residency program, during which he was Chief Resident, at St. Paul’s Hospital in
Vancouver in 2005.
Dr. Adams is the past-President of the Indigenous Physicians Association of Canada (IPAC) and
is the current Director of the Division of Aboriginal People’s Health in the UBC Department of
Family Practice.
He is also an award-winning actor, known for his roles on the television series Da Vinci’s City
Hall, the feature film Smoke Signals and the Emmy-award winning television movie Lost in the
Barrens.

DR. REBECCA DEMPSTER

BC Mental Health and Addiction Services
Clinical Research Consultant
Dr. Rebecca Dempster is a clinical research consultant for B.C. Mental Health and Addiction
Services, an agency of the Provincial Health Services Authority. In that role she serves as the
clinical and research lead for the Co-occuring disorders Initiative and is responsible for developing
integrated co-occuring disorders services for forensic clients across the province.
Her background includes clinical service delivery, training, and research. She has experience
in clinical service delivery with difficult-to-serve client populations, such as violent and sex
offenders, individuals with problematic anger and addictions, and clients with borderline
personality disorder.
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Her research background is in the area of sex offending and risk assessment. Finally, she is an
experienced trainer and has facilitated many workshops in forensic psychology, co-occuring
disorders, substance use, and dialectical behaviour therapy.
Dr. Dempster completed her Ph.D. in clinical-forensic psychology at Simon Fraser University. Prior
to joining B.C. Mental Health and Addiction, she was a psychologist at the Centre for Addiction and
Mental Health in Toronto, where she worked in the Co-occuring disorders Service and the Law and
Mental Health Program. She was the Senior Clinic Lead on a collaborative project with Correctional
Service Canada to develop a comprehensive substance abuse program for women offenders.
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