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I. Introduction
One tourist wondered how it was possible to look in one direction from the balcony of their hotel
and take in the beautiful view across the harbour to the legislature, and then to look in the other
direction only to see a crowd of street campers injecting themselves with drugs as they crouched
along the wall of a boarded-up building.
To a casual observer, the homeless situation that has developed in Victoria’s downtown core is
baffling. It was once uncommon to encounter homeless residents here or to witness untreated
mental illness first hand. It was rare to see sick or disheveled people shuffling along the sidewalks
with shopping carts piled to overflowing with all their worldly goods. Downtown businesses
were not spending each morning cleaning up discarded syringes and downtown residents were
not stepping around sleeping bodies in their doorways.
Citizens are understandably disturbed by what they are witnessing downtown. Business owners,
residents and visitors all have a right to feel safe in the downtown area and to be spared from
bearing inadvertent witness to the chaos, sorrow and despair of dispossessed, often hungry and
cold residents trying to survive on handouts, in overcrowded shelters and from garbage bins in
alleys and streets of the city.
One frequent response to the problem is to call for increased police enforcement and disperse
trouble makers from the city’s downtown. However, the Mayor’s Task Force reports identify
myriad reasons why years of enforcement have not had much impact on the problems of
homelessness and drug use in downtown Victoria or anywhere else in the world. There is no
denying police presence is a critical factor in maintaining a healthy, safe city, but enforcement
alone simply moves homeless residents around so that another set of businesses and neighbours
ends up with the problem.
Enforcement itself does nothing to make homeless residents contributory participants in the
rest of society. Without well-developed, long-term strategies, which have proven to be effective
and which also tackle the root causes of homelessness, communities, such as Victoria, will be
helpless to stop the growth in homelessness that has been occurring for the last two decades.
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One person’s solution can quickly become another person’s problem when it
comes to tackling the complex problems in Victoria’s downtown.
Businesses and residents along Rock Bay know all about that— they’ve been
hosting the region’s outdoor prostitution “stroll” for several years now after police
pressure shifted the outdoor sex trade from the downtown core into the industrial
area around Rock Bay.
And a number of neighbourhoods have felt the effect of a small group of extremely dysfunctional people with profound addiction and mental-health issues
being pushed from one area to another for more than five years now as a result of
crackdowns by police, landlords, city officials, neighbours, and sometimes all of the
above. Without strategies in place to deal with the underlying causes of such chaotic developments, the problems end up being moved along rather than addressed.
A crackdown on informal street hangouts in September in the downtown provides a recent example. With downtown business owners, tourists and residents all
understandably distressed about the open drug scene that was developing on a few
boarded-up properties in the core, authorities were asked to step up enforcement in
those areas and start fining people $115 for trespassing on private property if they
refused to move on.
As could be expected, people dispersed quickly—so quickly, in fact, that the
city’s mobile needle exchange, run by the Victoria AIDS Respite Care Society, suddenly couldn’t locate any of its homeless regulars who exchange their needles at
the VARCS van every day. The number of needles being exchanged dropped off
sharply, as did the number of clients.
The sharp drop won’t last. With enforcement as the sole tool used to tackle the
problem, the group of people in question will continue to buy and use drugs, make
their homes on the street, and generate tremendous chaos - just in somebody else’s
neighbourhood.
The VARCS case has an added negative impact: The supply of clean needles
has been interrupted, which could lead to a rise in hepatitis-C and HIV/AIDS infection rates; and dozens of used needles that the Mobile X van used to collect and
dispose of every day will no longer be gathered until VARCS can locate the city’s
new “hot spots”.
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II. Mandate
and Methodology
The Mayor’s Task Force on Breaking the Cycle of Mental Illness, Addictions and Homelessness
was asked to provide recommendations for the most appropriate model, or models, for achieving
effective, comprehensive, integrated, client-centered service delivery for Victoria for people with
Severe Addictions and Mental Illness (SAMI). It was also tasked with identifying the steps for
implementation of the model or models.
The Expert Panel began in June 2007 by undertaking an evidenced-based, best practices review,
outlining the scope of the problems in Greater Victoria and the profile of those most at risk. The
team spent July and August designing a comprehensive model, based on best practices reported
in scientific literature, with the service configuration to improve the health and safety of the
community as a whole and how to best direct support to those who need it the most. They have
helped answer the questions:
• What should we do first?
• What does client-centered integrated service delivery look like when it is done well?
• What are the promising approaches working elsewhere?
The Gap Analysis Team started its work in June by gathering available data to assist the Expert
Panel to understand the characteristics of the population most at risk in Greater Victoria.
Throughout July and August, the Gap Analysis Team developed an inventory of existing housing
and mental health and addictions services. Over the months of August and September, the team
analyzed the gaps between the Expert Panel Model and the current services and supports, and
developed a business case for closing the gap. Their work has:
•
•
•
•

Defined the assets currently available in the community
Detailed what is missing between what is available and what is needed
Quantified the cost of the status quo and the cost of implementing the Expert Model
Recommended key actions necessary to bridge the gap

Reports and statistics were gathered from many cities and best practices were studied from
around the world. Service organizations, business groups, residents and people who are homeless
were consulted. The process required countless hours of discussion, dialogue and analysis, and
the consensus that has emerged is supported by all members of the Task Force.
The Steering Committee1 has taken the foundation laid by the Expert Panel’s service delivery
model, the opportunities and the required actions recommended by the Gap Analysis Team, and
developed an action plan to help end homelessness in Greater Victoria.
1

Membership is attached as Appendix A.
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Children born to mothers who drink alcohol during their pregnancy can be left
with lifelong and profound disability. An estimated one per cent of children in Canada are born affected by Fetal Alcohol Spectrum Disorder (FASD), a primarily “invisible” disability that wreaks havoc with people’s impulse control, judgment and ability
to learn from their mistakes.
Because of FASD’s invisible nature, the people affected by it often go undiagnosed. As they enter the teenage years, their behaviours are frequently misinterpreted as signs of rebellion, resistance to authority, and all-round “badness.” Those
without a strong, supportive family around them - during their teen years and long
into adulthood - can quickly find themselves caught up in addiction, crime, violence
and chronic homelessness. Those with no support can end up bouncing back and
forth between jail time and the streets for decades, costing the system hundreds of
thousands of dollars over their lifetime.
Consider the case of one such woman in Victoria’s downtown. Age 24, she has
lived on Victoria’s streets since she turned 19 and was no longer eligible for foster
care. Her parents were both severe alcoholics, before and after her birth. While the
young woman is too disabled by FASD to live independently in her own apartment,
she doesn’t qualify for supported housing due to not fitting criteria for mental illness
or low IQ.
She has an active addiction to alcohol and cocaine, which lands her in hospital
at least twice a year with a severe antibiotic-resistant staph infection and chronic
abscesses. She rarely remains in hospital long enough to clear up the infection. She
commits numerous small crimes on a regular basis, but is rarely caught and would
be unable to learn a lesson from her time in jail regardless.
She spends most of her nights at the Streetlink emergency shelter or on downtown streets. First pregnant at age 15, she has given birth to three children all told,
all of them taken away at birth and put into foster care. She drank and used drugs
heavily through two of her three pregnancies, and lived on the streets for the entire
duration of her most recent pregnancy.
Far from being hopeless, the young woman longs for a different life and thrives
in the brief periods when she finds one. When informal opportunities have arisen for
her to be housed and supported, she has stabilized.
But without flexible services and housing options built around her disabilities,
there are few ways out—for her or for the people she inadvertently affects with her
negative behaviours. She and others on the street who have been damaged before
birth by alcohol will require FASD-specific housing, addiction treatment and longterm support to get out from under their chaotic lives.
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III. Observations on the
Scope of the Problem
Resembling almost every urban centre in Canada and the U.S., the City of Victoria is feeling the
impact of several societal trends that have created prime conditions for a growth in homelessness.
People in all sectors are negatively affected by the homelessness, poor health, untreated mental
illness, petty crime, squalor, and open drug use evident in the downtown core.
In Greater Victoria, there are now over 1,200 people living homeless, nearly all of them
concentrated in the City’s small downtown area. It is estimated the number of homeless
residents will grow by as many as 450 a year if the community does not act expeditiously to
slow or stop the flow of residents from falling through the cracks of the system and ending up
on the streets.
The challenge is two-fold: establish a strategy to address the immediate problems in Victoria’s
downtown, followed by a second, prevention-focused strategy to reduce new cases of
homelessness. The Mayor’s Task Force recommendations will primarily address the first goal,
but the second will be equally important. Prevention is an essential component to the two-part
challenge.
Following are numbers that illustrate the key challenges facing the community, drawn from the
Gap Analysis and Expert Panel Reports:
At least 1,200 people, many with mental health or addiction issues, are homeless in or near
downtown Victoria. A third of those residents are both mentally ill and addicted. Some have
ended up homeless after suffering a brain injury and were not able to access suitable services.
Others suffered brain damage before birth as a result of their mother’s alcohol consumption
during pregnancy. Few will find their own way off the street without significant interventions,
and the impact of their homelessness on the police, health and justice systems is estimated at
$50,000 a year, per person.1
An additional 300 people live in extremely unstable housing situations. This group has neither
mental-health issues nor substance use problems, but for a variety of reasons—including
developmental reasons—are not able to get income assistance or find a job that pays enough
for them to maintain housing.2

1 Source: 2007 Homeless Needs Survey.
2 Source: 2007 Homeless Needs Survey.
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An additional 300 people live in extremely unstable housing situations. This group has neither
mental-health issues nor substance use problems, but for a variety of reasons—including
developmental reasons—are not able to get income assistance or find a job that pays enough
for them to maintain housing.1
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.

An estimated 450 additional people may be falling into homelessness every year. Many factors
contribute to the ongoing growth in homelessness, including insufficient or ineffective socialmanagement strategies, the rising cost of housing and land, and cutbacks to support programs.
Slowing the growth rate of homelessness requires a multi-pronged approach that includes
extensive prevention programs, especially for youth and at risk families.2
$1.4 million has been spent to date in 2007 by the City of Victoria cleaning up the refuse of
1,200 people living and using drugs on the streets. That money has had to be diverted from
other city operations. Cleanup crews are now required to attend “hot spots” sometimes two or
three times a day.3
1,800 people in the Capital Region are on the wait list for subsidized housing. The need for affordable housing has been on the rise for several years in the region, even while supply is dwindling. With
land prices at all-time high, older low-rent apartments are increasingly being converted into upperend housing. The region saw a net reduction of 200 rental units in the last year alone.
Unknown costs are being felt by downtown residents, business owners, landlords and shoppers now
living and working in the midst of a challenging social environment. One resident noted that she only
wants to feel safe enough to take her dog out for a walk late in the evening. Many building owners
have resorted to gating off doorways, private alleys, stairwells and cubby holes in an attempt to stop
people from sleeping on their property, and in some cases have discovered homeless encampments
on the roofs of their buildings. Some have hired private security and cleaning companies.

1 Source: 2007 Homeless Needs Survey.
2 Mayor’s Task Force Gap Analysis report pegging estimates of growth in homelessness in the Capital Region at 20-30 per cent per year.
3 City of Victoria report to Council (September 27, 2007).
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Aboriginal people are over-represented in every category related to homelessness. Aboriginal
people account for just two to three per cent of the population in Greater Victoria. Yet, they
represent at least 20 per cent of the people on the streets and an estimated 25 per cent of
outdoor sex workers on Victoria’s main prostitution stroll, and face the most challenges in finding
and keeping housing. There is also a recognized inadequacy in aboriginal health services in the
region, and a dearth of culturally relevant points of contact with services. Street statistics are
prone to under-represent aboriginal homelessness, as this group often avoids the dangers of crosscultural contact at the street level, especially at vulnerable times such as when they are sleeping.
162 people were discharged to the streets from Capital Region hospitals in fiscal 2007 after
being hospitalized for mental illness. Drug psychosis was the primary reason for hospital
admission for this population, although the majority had chronic forms of mental illness as well,
such as schizophrenia, personality disorders, and bipolar disease. Discharge is often delayed with
prolongation of hospital stay due to efforts to discharge people to a shelter at a very minimum.
However, the shelters can often only commit for a night or two, and people are then returned
to the streets to revolve in and out of hospital.1

1 Source: Vancouver Island Health Authority, “Person Counts by Type of Diagnoses For Those People Hospitalized With Mental Health or Addiction-related
Conditions, Fiscal 2006-07” (July 29, 2007).
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Life on the streets gets significantly more complicated for homeless people when
they’re sick or injured enough to require hospitalization. The hectic pace of hospital life leaves medical staff with little time or patience for dealing with addicted and
mentally ill patients in the first place, but the problems only worsen when it comes
time for such people to be released. With no “sick beds” in place for people without
housing, they can end up discharged straight back to the streets long before they’ve
had time to heal.
One such Victoria case involved a 46-year-old homeless man seriously injured
in a car accident. Already the victim of a childhood brain injury, he suffered an additional brain injury in the accident, and also broke his back, arm, leg, and several
bones in his face. After a month in hospital, the man got into a dispute with hospital
staff over a visitor smoking in his room and was discharged as a result. He was
bundled into a cab and sent to the Streetlink emergency shelter, where he arrived
with his jaw still wired shut, a tracheotomy tube dangling from his throat, and an
open hole in his abdomen where a drainage tube had been inserted. He couldn’t
walk, nor could he eat.
Streetlink refused to take him due to his level of injury. The hospital refused
to take him back. His sister in Florida finally notified local media after her brother
called her in tears, having tried and failed to mash up a sandwich sufficiently to get
it between his wired-shut jaws. The provincial government eventually stepped in
and paid for a month’s accommodation at the Salvation Army for the man.
There’s a simpler solution: A small number of specialized shelter beds in the
community where people who are homeless can recover from surgery, injury or
illness - and in cases of a terminal illness, go to die. Cool Aid Health Centre has
noted the need for such beds in its long-term plan, but has yet to secure funding.

There are 324 people who are chronic offenders living on the streets responsible for a total
of 23,000 “encounters” with the Victoria Police in a three-year period. Police have estimated
the cost of tending to this group at $9.2 million over that period. Most of the offences being
committed were not Criminal Code violations and were more likely to be related to public
intoxication and disruptive behaviour. Less than a quarter of the 23,033 encounters resulted in
charges being laid.1
1,500 to 2,000 injection-drug users live in Victoria, many of whom, but not all, are homeless. One
survey found that three-quarters were infected with hepatitis-C, and 13 per cent with HIV. Almost
a third of the users reported that the street is the most common place for them to inject.2

1 Source: Victoria Police Department, “A Profile of the Homeless Population in the City of Victoria.”
2 Source: Vancouver Island Health Authority, I-Track Survey.

10

report of the steering committee

Long-time injection drug users living in the downtown are frequent users of emergency
rooms. The Vancouver Island Health Authority I-Track survey of a sampling of the region’s
injection drug users found that half of those surveyed had visited the hospital emergency ward
at least once in the previous six months. This group is extremely unstable in their housing: while
35 per cent reported being housed at the time of the survey, virtually all 248 respondents
reported having stayed in a shelter or hostel at some point in the previous six months. More
than a third had lived in three different places in that time. Drug use was clearly chronic and
ongoing for this population: 80 per cent of the users surveyed had been injecting for at least six
years, and a third had been injecting for anywhere from 21 to 41 years.1
The justice system cannot enforce court orders against homeless people. In one recent
period, almost 100 people who were subject to some kind of court-ordered supervision were
listed as having “no fixed address.” Without stable housing, it is not possible to enforce a curfew
order, or to locate someone should a breach occur. The standard practice of “red zoning” people
charged with drug offences in order to prevent them from going into the downtown also breaks
down in the case of homeless residents who require access to shelters, primary health care and
soup kitchens in the area.2
Tackling such a complex list of factors contributing to the crisis of homelessness will take time,
funding and commitment—at all levels of government and in the broader community overall.
But the Mayor’s Task Force studied many promising examples of strategies in other cities that are
proving to be both effective and cost-efficient over time.

A 10-year plan to end homelessness in Portland, Oregon, for instance, has seen a 70 per cent
reduction in the number of chronically homeless people on its streets in the first two years of
the strategy. Employing the “Housing First” model—which combines immediate housing with
specialized outreach services—Portland saw its homeless population fall from 2,355 to 1,438,
with a particularly dramatic reduction among a sub-set of 1,284 people who were considered
chronically homeless. The Portland Citizens’ Commission estimates that 50 per cent of city services
aimed at homelessness are consumed by 10 per cent of the people on the streets, and has selected
that group for special attention to help them find and maintain housing. (Home Again: 2nd
year report from the Portland Citizens commission to End Homelessness, data 2005-2007.)

1 Source: Vancouver Island Health Authority, special analysis of I-Track Survey, July 4, 2007.
2 Source: Ministry of Public Safety and Solicitor General, “Estimates of Offenders in the Downtown Core Subject to Supervision.”
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IV. How Did
We Get There?
Just 15 years ago, there was very little visible homelessness in downtown Victoria. Shelters and
street drop-ins were in place and while busy even then, they were generally able to accommodate
the comparatively small number of people who were homeless at the time. What has changed
in the intervening years to bring the city to a point where 1,200 people are on the streets, and
hundreds more joining them every year?
Here are some of the more significant factors in the last two decades that have contributed to
the crisis of homelessness:

Deinstitutionalisation: Starting in the 1960s and intensifying in the 1980s, governments across
Canada and the U.S. underwent a major shift in thinking around the treatment of people with
mental illness and developmental disabilities. With the best of intentions, large institutions were
closed down that in the past had housed people with chronic illness and disability, many of
whom were unable to care for themselves. In B.C., institutions such as Riverview psychiatric
hospital and the Tranquille and Woodland institutions for people with developmental disabilities
had housed 5,000 or more people before they were phased out.
The intent of deinstitutionalisation was to provide support for people right in their own
communities, rather than force them to live sometimes hundreds of kilometres away from their
family in impersonal institutions. And initially, that is what happened. The burden of care also
shifted to regional psychiatric wards as the large provincial institutes closed down.
But during the 1990s, community services fell victim to budget cuts, particularly for people with
mental illness (support for those with developmental disabilities has remained more consistent).
In some cases, promised community services simply never got off the ground. People too
disabled to manage their lives in a healthy, functioning fashion suddenly found themselves on
their own. Many fell onto the streets and into an addiction, and ended up frequent visitors to
hospital emergency departments.
Governments are now acknowledging that the shift away from large institutions was poorly
managed. In his 2006 speech to the Union of B.C. Municipalities, Premier Gordon Campbell
called deinstitutionalisation “a failed experiment.” The 2004 Kirby Commission on Mental Health
and Addictions, and the Premier’s Task Force on Homelessness, Mental Health and Addictions,
struck in 2005, as well as the announcement in August 2007 by Prime Minister Stephen Harper
of a Mental Health Commission all focus on the effects of deinstitutionalisation in cities and
communities all across Canada.
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Federal withdrawal from social housing: The federal government began withdrawing from
the social-housing sector in the early 1990s, after having been actively involved for several
decades through the Canada Mortgage and Housing Corporation (CMHC). The government’s
plan had been for the private sector to take over the work of building social housing, but the rates
of return on investment did not turn out to be high enough to attract private investment.
The result was a steep decline in the number of social housing units being built in Canada: from
an average 12,675 annually in 1989-93, to 4,450 annually in 1994-98. CMHC estimates that at
least 22,500 units of affordable housing would need to be built every year in Canada to meet
current demands.
In the same period, construction of new rental and co-op housing in Canada also fell dramatically.
During 1989-93, rental housing accounted for 20 per cent of all completed housing construction
projects. By 1994-98, that percentage had declined to less than 10 per cent. New co-op housing
construction declined 78 per cent.
The number of rental units being built in Canada has fallen from 25,000 units a year in the early
1990s to fewer than 8,400.1

Housing costs up, earning power down: The cost of housing across Canada, and particularly
in Greater Victoria, have risen much faster over the past 15 years than the incomes of low- and
middle-income earners. The purchasing power of a minimum wage job has fallen by as much as
20 per cent across Canada from its peak in the mid-1970s. Soaring land costs have also left nonprofit housing providers scrambling for sufficient funds to launch new projects.
More than 1.7 million Canadian households—one in seven—are now considered to have
insecure housing. A fifth of Canadian households spend more than half of their income on rent,
an increase of 43 per cent from the early 1990s.2

Policy changes to federal transfer payments: In 1996, the federal government announced a
new policy around transfer payments to the provinces that offset some of the costs of providing
social programs. Previously, provinces had been required by the federal government to maintain
funding to social services at a specified level. Provinces were granted the freedom to establish
their own levels of social spending in 1996. Virtually every province responded to the policy
change by cutting social spending.
Also in the mid-1990s, policy changes to the federal Employment Insurance program resulted
in far fewer people qualifying for benefits. In 1990, more than three-quarters of unemployed
workers were collecting unemployment insurance; by 1995, that number had dropped to 49
per cent.

1 Sources: Canada Mortgage and Housing Corp., Centre for Urban and Community Studies research bulletin 38, Canadian Encyclopedia, National Housing and
Homeless Network, Federation of Canadian Municipalities.
2 Source: Economic Council of Canada.
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Changes to B.C.’s income assistance policy: In the mid-1990s, B.C. launched an aggressive
strategy to reduce the number of employable people in the province on income assistance.
Further policy changes were introduced in 2002 to reduce the caseload even further. Between
2001 and 2005, more than 105,000 people lost their welfare benefits.
The two-year “independence” test introduced in 2002 is a particular challenge to those with
chronic mental illness, addiction and other ongoing barriers. To be eligible for income assistance,
people either have to prove they have a permanent disability—a challenging and lengthy
process—or show proof of having worked for at least two years in a row earning $7,000 or
working 840 hours minimum in each of those years.
There is considerable disagreement as to whether the change in income-assistance policy has led
to increased problems of homelessness. Two surveys of homeless people in Vancouver appear to
indicate a link. A 2001 survey in the city found 15 per cent of people who were homeless were
not receiving income-assistance benefits. A similar survey four years later found that figure had
grown to 75 per cent.1
With so many factors contributing to how the city got to this point, it is clear that getting out
from under the current crisis of homelessness will not be swift or simple. But that is not to say it
cannot be done. We need only look to cities such as Portland and New York City for examples
of the dramatic and positive changes that are possible when communities work together and
across sectors to accomplish their goals.
The challenges ahead are numerous if the recommendations of the Mayor’s Task Force are to
be realized. Government, funders, service providers and the community will need to find a new
way of working together and define a strategy to measure and evaluate progress that will ensure
accountability for the long-term in the years to come.
The reward will be a vibrant, safe, healthy downtown in a community that is committed to
meeting the needs of all its citizens. Homelessness need not mean hopelessness.

1 Ministry of Human Resources FOI, information compiled by Canadian Centre for Policy Alternatives and Vancouver Island Public Interest Research Group,
City of Vancouver Homeless Action Plan.
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The prescription drug methadone is widely considered the gold standard as a
substitute for heroin. With a single dose lasting 24 hours and no need to inject the
drug, people who make a successful transition onto methadone can live healthier,
more stable lives as well as get out from under the criminal aspects of maintaining a
heroin addiction.
But that’s not to say there aren’t some major challenges with B.C.’s methadone
program, which is administered by the College of Physicians and Surgeons.
Unlike other prescription drugs, 80 per cent of the 8,300 British Columbians who
are on methadone are required to take their daily dose in the presence of a pharmacist (up from 60 per cent a decade ago). That means they have to come to the
pharmacy every day and wait in line to drink their “juice,” a situation that not only
raises issues around transportation and privacy, but leads to a concentration of
people with addictions at certain pharmacies.
Other aspects of the program—for instance, the requirement that a pharmacy
has to be open seven days a week to serve its methadone clients, and the fact that
only half of B.C.’s pharmacies dispense methadone—add to the challenges. And
beyond the mandatory “conversation” that a pharmacist is required to have with
each methadone client to confirm they have swallowed their dose, few pharmacies
have programs in place that might engage a multi-barriered methadone client in a
discussion about accessing additional supports and services.
Many doctors find it difficult and time-consuming to work with patients on
methadone,who are frequently struggling with numerous problems in addition to an
opiate addiction. Doctors also have to take special training before being approved
to prescribe methadone. Few choose to, so methadone users often have great difficulty finding and maintaining a doctor. In the Capital Region, fewer than 20 of the
region’s 400-plus physicians are licensed to work with methadone patients.
The drug itself is inexpensive—at two cents a millilitre, the typical user is consuming between $2 and $4 worth of methadone each day. However, add in a pharmacy
dispensing fee for each daily dose, plus an additional $7.70 fee specific to methadone, and the cost of administering the medication daily rises to $20 or more.
For methadone users on income assistance, those costs are borne by taxpayers.
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V. Taking Action
Vision Statement

Victoria will be a safe, welcoming and humane city for all and will meet the needs of its homeless,
mentally ill and addicted citizens.

Guiding Principles

• Client-centered approach. Services to homeless residents with mental illness and addictions
will be delivered in a context of services adapted to client needs—rather than organized
around efficiencies or expertise in service delivery. Putting the client first and developing
relationships to support them to have their needs met will be the core of all strategies.
• Culturally appropriate programs. Services for homeless aboriginal people, and those suffering from
mental health and substance use problems, will be respectful of the ideals of self-management and
cultural competence, and responsive to the diversity of individual bands, communities and
nations.
• Supported Housing First. People who are homeless will be provided immediate access to a
place of their own without requiring treatment or sobriety as a precondition for housing.
Residents will be supported with treatment options for their recovery and integration into the
community.
• Flexibility. Responses to homeless residents will be designed in whatever ways are most
helpful for them to succeed, as opposed to the strict criteria for entrance to specific
services.
• Low barrier programs. Access to programs will not be contingent on clients being abstinent
or in treatment for mental illness.
• Proactive Engagement,Treatment and Relapse Prevention. Emphasis will be placed on outreach,
frequent contact with clients, relationship building and individualised services. Communitybased, multidisciplinary Integrated Service Teams and Forensic Assertive Community
Treatment (FACT) and Assertive Community Treatment (ACT)Teams will provide 24-hour
support, treatment, and rehabilitation services to clients where they live and work, rather than
in an agency setting.
• Seamless network of care. Mental health and addictions services will be integrated and
coordinated to make it easy for clients to access multiple services and supports along their
continuum of care.
• Prevention. Prevention strategies will ensure people—especially youth and emerging adults—
do not become homeless. Targeted efforts to secure and maintain housing for families,
strategies to keep children in school and graduate, and poverty alleviation measures are all
tools to decrease the potential impacts on homelessness.
16
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The Steering Committee endorses the Expert Panel’s recommended service delivery model
and the Gap Analysis targets and strategies, and recommends a comprehensive approach to end
chronic homelessness, including:
Ending homelessness through permanent supportive housing
Proactively engaging, serving and treating our homeless residents
Developing prevention measures
Implementing an integrated, comprehensive system of client-centred housing, services and
treatment
Each of these four strategies is essential to addressing homelessness in Victoria.

Ending Homelessness Through Permanent Supportive Housing
The availability of housing to be secured for the homeless population will drive the success of
this entire effort. The Steering Committee is recommending that 350 units be secured in the
first year, followed by 350 units in years 2-3, and 350 units in years 3-4, with an additional 500
units in year 5. These units will be permanent supported housing. Housing will be leased and
rent subsidized in rehabilitated or newly constructed buildings and in secondary suites and block
apartments throughout Greater Victoria. These are aggressive targets, but the consequences of
not meeting them will be a continued escalation in the number of people who are homeless
on our streets, and the worst case scenario of the five-year projections conducted by the Gap
Analysis Team are staggering.
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Six years ago, life couldn’t have gotten much worse for Grace. Near-daily suicide attempts brought on by her mental illness and solvent addiction were bringing
police and paramedics to her door at least three or four times a week. Her landlord
had given her an eviction notice.
Each visit brought her back to the hospital emergency room, only to be sent
home a few hours later. One day during the worst of it, she tried to kill herself with a
drug overdose in the morning and was returned back home quickly enough to try it
all again later that afternoon. Her friends and family pleaded with media to help find
a solution for Grace, who some medical professionals believed was beyond hope.
Fast-forward to 2007, and you’ll find Grace living happily in a tidy 10-unit
complex tucked unobtrusively into a quiet Victoria neighbourhood. Now 57, she
hasn’t used solvent or any other non-prescription drug for more than two years. She
has an active and generally happy life that includes volunteering, paid work and a
passion for painting.
The police and paramedics no longer have to come around, nor is she a
regular anymore at Royal Jubilee’s psychiatric ward, where she’d previously logged
more than 70 hospital stays. Her illness is still with her, but it no longer rules her life.
What changed? Many things, starting with Grace’s housing.
A year after her mental-health issues reached crisis proportions, Grace was
placed in supported housing with round-the-clock staff on site. So while she and
the other nine residents live independently in the small housing complex, they know
there’s a staff member right next door if they need one— someone to talk to, and to
provide support before a small problem flares up into a major one.
In the years before Grace quit sniffing solvent, staff supported her without
judgment, allowing her to find her way to recovery at her own pace. And because
she was no longer at constant risk of eviction, she was able to stabilize long enough
to learn new techniques for managing her chronic illness.
Supported housing is the vital first step for people like Grace. But she’s quick
to point out that many other factors have come into play as well in the past five
years. Women from her church visit her regularly and include her in activities, for
instance. A friend takes her to movies sometimes, and another takes her shopping
and on outings. She has people to spend Christmas with, and to share her birthday
and other special occasions.
She’s a regular visitor to Laurel House, a mental-health drop-in where Grace
always feels welcome. She also does volunteer work, and puts in a few hours a
week of part-time paid work whenever possible. The magic bullet for Grace was
secure, supported housing, good friends, and a sense of purpose and connection in
her community.
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Proactively, Engaging, Serving and Treating our Homeless Residents
The Steering Committee endorses the Expert Panel and Gap Team recommendations for
assertive engagement, treatment and relapse prevention among currently homeless people and
youth in foster care and those living on the streets, parks, and beaches. The creation of assertive
community treatment (ACT) Teams is the first step, assisting the contact and relationshipbuilding with homeless residents to help them access income assistance, benefits programs and
other entitlements and respond to medication, mental health and substance use issues. These
ACT teams will be mobile, going where homeless people are, and operating out of one-stop
access centres. This will reduce the number of people who remain homeless for lengthy periods
of time.
An integrated service delivery system composed of F/ACT Teams, a housing support team, and
integrated service teams will secure permanent supportive housing and deploy the necessary
supports to ensure people remain housed. These teams will operate on the fundamental
principles of client-centred case management and peer support. Treatment will include mental
health services, substance use counselling and withdrawal management supports based on a
harm reduction philosophy, medication management, and assistance with getting physical health
and primary care needs met.

Developing Prevention Measures
Prevention is a key strategy in ending homelessness in Greater Victoria. The Steering Committee
is strongly recommending that prevention efforts focus on providing the services and treatment
people need in order to be successful in their housing and intervening early if they are in danger of
losing housing. This is a recommended focus of the Capital Regional District’s 10 year plan to end
homelessness as well. Prevention efforts also need to focus on ensuring that individuals are not
discharged from public institutions without the housing, services, and treatment they need. This will
prevent an increase in the number of people who become homeless or chronically homeless.
Increasing incomes of our homeless residents is critical to ensuring people have stable adequate
sources of income to sustain housing. Rental subsidies are key to this. Existing income assistance
policies must be adjusted to assist every individual who can work to obtain and maintain a job
that fits their skills and abilities. The Steering Committee supports the recommendations of the
BC Progress Board to index BC Income Assistance benefits to changes in the cost of living and
the shelter portion needs to reflect market rental rates.
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After 25 years of living with schizophrenia and 10 years just getting to a
diagnosis, James and his family know there’s no cure for his illness. Like the other
40,000 British Columbians with the disease, James will have schizophrenia for the
rest of his life.
On the one hand, having schizophrenia is not so different than having any
chronic medical condition. But on the other, it’s utterly different. Diseases that cause
mental-health problems don’t enjoy the same level of public awareness and sympathy
that physical illness does. Schizophrenia in particular is misunderstood, and its sufferers at constant risk of mistreatment and neglect by a system that just doesn’t get
them. They’re often seen as “bad actors”—people who refuse to cooperate.
James has lived on the edge of homelessness for much of his life, and has
been hospitalized 35 times. The nature of schizophrenia—marked by acute periods
of paranoia, hallucination and bizarre behaviour—make it tough to finish school, hold
down a steady job, or keep stable housing. Add in a concurrent addiction acquired
with your “friends” on the street, and life can get pretty tumultuous. One year, James
spent more than six months in hospital, finishing up at Riverview, the provincial
psychiatric-care hospital. He was discharged from Riverview into a shelter, beginning
his journey to health once again with no money and no place to live.
The right medication can help a great deal in treating schizophrenia. But
the illness works to make individuals think they don’t need medication, and many
experience extreme side-effects. The anti-psychotic drugs can leave people feeling
leaden and diminished, and stripped of their creativity.
Supportive care is essential. People with schizophrenia need someone to
check in regularly to see that medications are being taken and there’s food in the
fridge. Having someone around to notice if things start going downhill is a proven
strategy for reducing hospitalization.
One day last year when James wasn’t on his medication, he undid in a single
afternoon months of hard effort by his family to get him housed and onto income
assistance. He told housing officials to cancel his subsidized placement because
he didn’t need it anymore, and people at the income-assistance office to cancel his
welfare cheques.
  Both offices were eager to oblige. The system simply isn’t set up to hesitate
at such requests, or question whether people like James are healthy enough to be
making big decisions about giving up their homes and incomes. After a stint on his
mother’s couch, James returned to the streets.
These days, life’s going smoother. James has found a job in a warehouse,
and is staying at a motel with maid service. He’s “deliriously happy,” he told his family, and proud to have been able to inform the mental-health clinic where he’s been
a patient for the past 25 years that he’d finally found a decent place to live.
Noting that his address had now changed, the clinic closed his file.
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Implementing an Integrated, Comprehensive System of Client-Centred Housing,
Services and Supports through the Action Plan
Implementing an integrated, comprehensive system of client-centred housing, services and
treatment will require a governance structure that can ensure the action plan gains the political
support, financing, and oversight needed to succeed.
The Steering Committee commends the Regional Directors of the Capital Regional District
(CRD) for their decision to develop a Regional Homelessness Strategy. The Steering Committee
recommends that an Interim Community Commission on Ending Homelessness, supported
by the CRD, be established to define the planning, implementation, coordination, financing,
monitoring and reporting requirements to implement the action plan.
The Steering Committee endorses the Gap Analysis Team recommendation that an Action
Summit take place by December 1, 2007, to define the organizational requirements for the
Interim Community Commission. A regional governance structure is assumed, but it is recognized
that the majority of the region’s homeless and the current services are congregated in Victoria’s
downtown core. The Action Summit will establish the structure necessary to lead the change
process, bring funders together to set priorities and establish the operation and implementation
teams to support integrated service delivery.
Integrating operational planning and service delivery is also critical, and is already happening
with the Downtown Service Providers (DTSP) group on a self-initiated and voluntary basis.
Consideration should be given for immediate and adequate financial support for collaborative,
integrated service delivery planning by and with existing downtown service providers. The DTSP
has a well-established foundation of information sharing, collaborative services planning and
the best knowledge and experience of the realities of service delivery. They are the first line
of interaction with Victoria’s homeless and their expertise, commitment and dedicated service
have been stretched beyond the limit as the homeless population has burgeoned. They deserve
immediate support to assist and fast-track their efforts.
For this reason, it is further recommended that there be special consideration and support
for the Downtown Service Providers to immediately identify and implement opportunities for
voluntary and innovative collaboration and service integration, and to begin the process of
integrating service delivery for the hardest to serve homeless in our community.
The Action Summit will also consider ways to support the financing of the action plan. Existing
resources must be redirected to support the population-at-risk. However, substantial new
resources will also be required in order to meet the aggressive targets recommended. Private
resources should be immediately solicited to launch a funding campaign to cover the immediate
financing costs to meet action plan targets.
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Aboriginal Considerations
Rise early enough on the first Tuesday of the month, and you just might catch Margaret O’Donnell
and her vanload of special guests making their way to East Sooke for the day.
The destination: beautiful Glenairly, an oceanfront property owned by the Sisters of St. Ann. The
guests: people from the streets, grateful for the chance to spend eight peaceful hours at one of
O’Donnell’s spiritual retreats.
The day’s agenda is simple enough. First comes a hot breakfast, then a short discussion period.
After that, people are free to do what they like sleep, in some cases, or just enjoy the salt air. Then
lunch, more free time, a little more conversation. Then it’s back to town for 4 p.m—definitely the
hardest part of the day for most of the dozen or so participants. If O’Donnell had her way and
another $6,000, she’d be doing the retreats at least twice a month, and knows she wouldn’t have
any problems finding people wanting to take part.
The retreats are organized by the street drop-in Our Place, and funded through the United Way.
O’Donnell launched them in May, and has been deeply moved by participants’ response to them.
Aboriginal people in particular seem to welcome the chance to reflect on their spiritual needs,
says O’Donnell, who estimates that aboriginals typically account for a quarter of the people
taking part in the retreats.

The Expert Committee has attached special importance to the aboriginal subpopulation at
risk. It is insufficient to attend only to the statistical over-representation of aboriginal people
amongst the homeless: about 25 per cent of all homeless Victorians are aboriginal despite
comprising only 2.8 per cent of the CRD’s population; and one-third of our homeless street,
youth including over one-half of all those aging out of foster care, are aboriginal. The legacy of
colonization and Residential Schools, overt racism, experiences of discrimination, lack of respect
and lack of culturally appropriate services have resulted in an aboriginal experience haunted by
frequent historical and intergenerational abuses, addiction, violence, traumas of multiple grief
and loss, and ultimately isolation on our streets. Which leads to more statistics: life expectancy on
average seven years less than other British Columbians and increased rates of suicide, addiction,
depression, HIV, heart disease, diabetes, fetal alcohol syndrome, prostitution, and disability.
It is recognized that no plan to address aboriginal health issues is likely to find success without
mutual respect and responsibility jointly exercised by aboriginal and non-aboriginal peoples. Respect,
acknowledgement and celebration of aboriginal cultures must form the foundation of any action
plan for aboriginal homelessness. It is essential to specifically address non-aboriginal insensitivity
with respect to the diversity of aboriginal traditions and history, and to the intra-jurisdictional
conflicts and institutionalized impediments to fulfill their cultural and family traditions.
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Aboriginal leaders and governments have already agreed on the need for collaborative programs
to address mental health and substance abuse programs. In fact, the basis of such plans to address
these issues is found in the Transformative Change Accord of November 27, 2005, signed by the
governments of B.C., Canada, and the Leadership Council Representing First Nations of B.C. 15
A highlight of the First Nations Health Plan: Supporting the Health and Wellness of First Nations
of B.C. includes an aboriginal mental health and addictions plan to include healing circles, cultural
camps, counseling programs and improved access to primary health care. These efforts must be
part of any housing first strategy.
People living with severe mental illness and addiction can inadvertently rack up enormous
dispensing fees at B.C. pharmacies if they need to have their medications handed out to them
daily—hundreds of dollars or more a month in some cases.
Dispensing fees are the way pharmacies pay the bills. Pharmacies are prohibited by law from
making a profit by raising drug prices, so they cover operating costs through fees that are added
to each prescription.
Those fees can range from $5 per prescription to upwards of $15 depending on which
pharmacy people shop at. If you don’t require prescription drugs often, or pick your medication
up in batches large enough to last several weeks, the fees are likely no problem.
But the cost of dispensing fees for drugs prescribed to the mentally ill and addicted people living
homeless in Victoria’s downtown can be staggering if doctors think it’s in their patients’ best
interest to pick up their medication every day. In those cases, the dispensing fee can end up being
charged on every pill, every day.
Someone picking up a daily “blister pack” of five medications—not uncommon for people living
with tremendous mental-health challenges and poor physical health—could rack up a bill of
almost $1,400 in dispensing fees alone in a single month based on a $9 dispensing fee. Doctors
at the Cool Aid Health Clinic came across one patient who was costing the system $1,600 a
month in dispensing fees for $200 worth of medication.
Why would a doctor prescribe daily pickup? There can be a variety of reasons, from a history
of drug abuse that requires restricted access to narcotics or other pain medications, to severe
mental-health challenges that prevent a patient from being able to take their medication properly
any other way.
The per-pill dispensing fee is a widespread practice in B.C. but not at all pharmacies, including
the Cool Aid Health Clinic pharmacy serving people living on or near the streets.

15 The Transformative Change Accord is a 10-year plan committed to closing the housing gap for aboriginal people and improving the health of B.C.’s
aboriginal population..
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In Victoria the lack of integrative strategies for the aboriginal homeless population highlights a
profound absence of effective services for this population, including a significant gap in resources.
There is also poor organization of existing talented aboriginal service providers—especially
aboriginal people themselves—and a lack of integration of the existing services they provide.
Aboriginal people—caregivers and leaders—must be integral to the F/ACT teams. The goal of
overall integration and seamless transition through the greater body of health, addiction, and
homeless services makes an entirely separate stream of services for aboriginal people in the
melee of an inner city population—as for other special subpopulations identified by the Expert
Panel—an improbable and even undesirable outcome. Nevertheless, the Steering Committee
recommends that community follow-up and case management for aboriginal people needs to
take place in a culturally appropriate environment ideally staffed by qualified aboriginal people
with access centered in the downtown.
The Steering Committee recommends the development of an aboriginal support strategy,
building upon, specifically, the growing expertise in VIHA, representatives of urban aboriginals
and Aboriginal Housing, existing outreach workers, and the existing primary health team (Cool
Community Health Centre). A model for this might include elements of Vancouver Coastal
Health’s Aboriginal Wellness Program, where a majority of aboriginal service providers address
mental health, addiction, violence and social determinants of health in a context of a single
location and one overall treatment and action plan, with outreach support.
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VI. The Action Plan
The Steering Committee presents the following action plan for the Mayor’s Task Force with
outcomes, goals, actions and identified responsible parties. The full action plan is attached as
Appendix B.
On the streets, it’s known as “Welfare Wednesday”—the last Wednesday of the month, when
more than 8,400 income-assistance cheques are handed out in the Capital Region.
Police and social-service providers know it as a day of chaos for those with addictions or
unmanaged mental illness. While $600 or so in assistance isn’t much to make it through a
month, it’s a substantial amount of money to put all at once in the hands of people living in dire
and desperate circumstance. A few unsavoury businesses in the past have even been known to
sell alcohol at discount prices on that Wednesday to take advantage of people collecting their
income-assistance cheques that day.
Cheque day can concentrate a lot of people with challenges into the downtown. In a
typical month, more than 3,500 of the income-assistance cheques issued in the region will be
picked up in person. Most of those cheques—more than 2,200—will need to be picked up at the
ministry’s main offices downtown or in Saanich. That can lead to a number of problems: An influx
of opportunistic drug dealers; conflicts between individuals waiting in line for their cheques; and a
dramatic increase in drug and alcohol use later that day among those struggling with addiction.
The good news is that the cheque-day situation has improved significantly, says
Employment and Income Assistance spokesman Richard Chambers.
Not so long ago, lineups used to last all day outside the Pandora Avenue offices, says
Chambers. Now, they’re virtually gone once the initial morning rush is over. In addition, almost 5,000
cheques a month in the Capital Region are now deposited directly to a recipient’s bank account,
significantly reducing pressure on the neighbourhoods where ministry offices are located.
The ministry now has security staff patrolling the lineup. And after complaints that
mothers and children were being exposed to people using and selling drugs while waiting in line,
the ministry has begun bringing families into a separate waiting room.
Chambers says the ministry has discussed the benefits of going to a twice-monthly cheque
system for the 101,000 British Columbians on income assistance, but hasn’t made any decisions
yet. Meanwhile, a pilot project just getting underway will issue eligible recipients with a debit-style
card in the amount of their assistance cheque, which they can draw down as needed. 		
That eliminates the need for recipients without bank accounts to use private chequecashing companies, most of which charge significant fees for their service.
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1. BC Housing leads, supported by CRD Housing Secretariat, Rental Owners’ and Managers’ Society, non-profit housing
providers, outreach workers, other social networks
2. BC Housing leads, supported byVIHA, School Boards, commercial realtors, ROMA, Victoria Real Estate Board, secondary
suite owners, private developers, non-profit housing and service providers
3. BC Housing leads, supported by VIHA, MEIA, ROMA, Victoria Real Estate Board, secondary suite owners, private developers,
non-profit housing and service providers
4. Municipal Councils, development community, CRD

Year 5 Goal
• An additional
500 people are
housed for a
total of 1550 in
five years

Accountability

Years 3-4 Goals
• An additional
350 people are
housed for a
total of 1050 in
years 1 through
4

Establish a Housing Support Team to identify additional housing units and integrate the multiple registries that currently exist
Move chronically homeless including Aboriginal residents into housing
Encourage Rental Stability
Encourage Regulatory Changes to Increase Housing Stock

Year 2 Goals
• An additional
350 people
are housed for
a total of 700
people in years
1 and 2
• All housing
provider
funding is tied
to providers
using integrated
registry

1.
2.
3.
4.

Year 1 Goals
• Additional 175
people housed
for a first year
total of 350
people
• Pilot registry
integration
project is
completed

Action

Six-Month Goals
• 175 people are
housed
• A project plan
to implement
an integrated
registry is
finalized within
180 days

Immediate
• Province
provides rent
subsidies for
350 people
within 120 days
• Within 90 days,
a Housing
Support Team is
established

Goals

Expansion of existing stock
Coordinated access to housing for vulnerable clients
Reduction in competition among housing providers for access to existing stock
Reduction in the number of homeless people
Improved quality of life of all citizens
Improved sense of public safety
Most vulnerable clients will have access to housing and supports
Aboriginal support strategy defined

•
•
•
•
•
•
•
•

Outcomes

1. End Homelessness through Permanent Supportive Housing

Strategy:
report of the steering committee

Immediate
• Establish 1 ACT
Team in 90 days
• City to put up 5
needle disposal
units in downtown
and negotiate
disposal with VIHA

Goals

Six-Month Goals
• Establish 1 FACT
Team
• ACT / FACT teams
and Integrated
Service Teams and
introduce home and
day detox
• S. 56 application
for supervised
consumption service
delivery
Year 1 Goals
• Add an additional
ACT team for a total
of 2 ACT Teams/1
FACT Team
• Identification of Onestop Point of Contact
and Access Centre
site and collaborative
agency network
• Phased
implementation of
a full Withdrawal
Management Plan
• Alignment of
Addictions Service
Providers with Best
Practices within the
first year
• Cross training of
30 outreach mental
health/addictions
workers completed
within first year
• Increase methadone
maintenance
programs by 50% and
link to psychosocial
supports
• Implement
Chronic Offender
Management Pilot

Reduction in the number of homeless people
Expanded availability of key services and treatment supports
More services and supports connected to clients
Aboriginal Support Strategy in place
Reduced open drug use
Fewer client visits to ER
Fewer client interactions with Police
Improved health outcomes
Reduction in individual drug use

•
•
•
•
•
•
•
•
•

Outcomes

Year 2 Goals
• 1 additional ACT
Team
• Open One-Stop
Point of Contact and
Access Centre in
downtown Victoria
within 18 months
• Cross training of 30
additional outreach
mental health/
addictions workers

2. Proactively Connecting, Engaging, Serving and Treating Our Homeless Residents

Year 3 Goals
1 additional ACT Team
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Year 1 Goals
• Measurable Homelessness
Prevention Strategy Developed

1. Development of a Measurable Homeless Prevention Strategy
2. Enhanced access to employment and employment assistance and supports

1. Premier’s Task Force on Homelessness,Mental Health and Addictions and Senior Provincial Officials, City Councils, CRD
Directors
2. MEIA lead with supports from Human Resources and Social Development Canada, non-profit service providers

Goals

Action

Accountability

Years 2-4 Goals
• Linking of housing, support services
and treatments to discharge system
developed and implemented

• Reduction in the number of homeless people sleeping
• Expanded availability of key services and treatment supports
• More services and supports connected to clients

Outcomes

Year 5 Goals
• No one will be discharged into
homelessness and people who
are chronically homeless or at risk
of homelessness exiting a public
institution will assessed by an ACT or
Integrated Services Team and move
directly into permanent supportive
housing

1. VIHA leads supported by DTSPs, Probation, Corrections, MEIA, Forensic Psychiatric Services (PHSA), peer support
agencies, VIHA leads, Aboriginal Health agencies especially VIHA
2. VIHA, Police, ER Physicians, CoolAid Community Health Centre, ACT and FACT Teams and Integrated Service Teams
(enhanced outreach)
3. Public and non-profit Service Providers who provide Housing First
4. VIHA leads, supported by service providers, Ministry of Health, College of Physicians and Surgeons, City, Ministry of Attorney
General, Solicitor General

Accountability

3. Developing Prevention Strategies

1. Establish an ACT Team (24/7) with existing resources and introduce a Forensic ACT Team and an additional ACT Team in
2008 and Integrated Service Teams
2. Identify 50 people with the highest health care needs and with chronically recurring acute health care issues (e.g. behavioural,
developmental disability, blood borne infections, addictions) and house and support them
3. Implement One-stop Point of Contact and Access Centres
4. Provide services and treatments required by people who are homeless

Action
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Year 1 Goals
• Fully constituted
Commission to End
Homelessness to lead
efforts and deliver on the
Action Plan is established
and in operation by the
end of Year 1
• Operational structure
defined and implemented
at the end of Year 1

Year 2 +
• Long-term education/
communications work led
by CRD Commission to End
Homelessness
• Communications and
Advocacy Initiatives

Immediate Goals
• By December 1, 2007,
hold an Action Summit to
define Interim institutional
arrangements
• Within 90 days,
Community Information
Sessions will be held
on Mayor’s Task Force
Recommendations
• Establish an Interim
Community Commission
to End Homelessness
within 90 days that adopts
the recommendations of
the Expert Panel
• Integrated Service Teams
are established and a
centralized coordination
mechanism is defined to
implement the Action Plan
within 120 days and a
process is established to
design and implement an
operational model to meet
the goals of integrated
service delivery in support
of community priorities for
health and housing.
• Conduct an asset review
(financial and human
resource) of VIHA within
120 days

Goals

Six Month Goals
• Funders Council is
established and functional
within 180 days

• The recommended model from the Expert Panel is fully financed and people who are homeless are assisted at the levels
needed
• Cost savings are realized from reduced expenditures on people who are chronically homeless when the housing and services
and treatment continuum is realized
• Ongoing engagement by the wider community with people who are or have been homeless
• Citizens of Greater Victoria will be more aware of the roots of the problems of homelessness and engaged in the solutions

Outcomes

4. Implementing an Integrated, Comprehensive System of Client-Centered Housing, Services and Treatment

report of the steering committee

29

30

1. Develop Financial Management Strategies
2. Effective Administration, Coordination and Implementation
3. Public Outreach

1. City, federal, provincial and regional levels of government, along with foundations, private donors, and corporation and service
providers
2. CRD elected officials, leaders of business organization, representatives of the faith community nominated representatives
from the non-profit sector
3. Mayor’s Task Force members and community validators and champions

Action

Accountability
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VII. Conclusion
As long as there is a single homeless resident, the community will be “managing homelessness”.
The community must come together to help homeless residents overcome the issues that brought
them to the street. Special attention needs to be given to mental illness and addictions.
The community must not continue with attempts to manage homelessness without housing
people first. The community must eradicate homelessness and consciously change course by
moving people away from the revolving doors of jail time, emergency room care, temporary
shelters and crisis centres into permanent supportive housing and self-sufficiency.
Success is moving beyond jurisdictional and political boundaries and instead—in a spirit of
mutual respect—working collaboratively and cooperatively. It is through combined political will
and ongoing commitment that homelessness will become a rare and preventable situation for
all residents of Victoria.

The genesis for the retreats grew out of spiritual gatherings O’Donnell began holding last year in
a tiny room at the Fairfield Hotel in the heart of the downtown. She wanted a vehicle for bringing
mainstream and middle-class people into the midst of the issues in the downtown, and the little
room fit that purpose well. “Inside was the dream,” says O’Donnell.
From that has grown the Oasis Society for the Spiritual Health of Victoria, a fledgling non-profit
that aims to meet the spiritual needs of people living with mental illness and addiction.
The retreats in East Sooke started in May, and will continue for a year. But O’Donnell is already
musing over ways to expand the service - and to keep it going well past next spring. She’s also
searching for a “next step” at the end of the day that would be an alternative to simply returning
to town and dropping people straight back into another tough, mean night on the streets.
O’Donnell has been touched by participants’ response to the retreats. For eight brief hours, life is
dramatically different for them.
“Well, you know what?” said one participant when asked to record a comment about the
experience. “In that house, that day, there was all kinds of us. There was even two people I don’t
even like. I don’t even LIKE them. I got no respect for them.
“But you know what? That day, man - all’s I felt was positive energy.”
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Appendix A: Steering
Committee Membership
Charlayne Thornton-Joe, Chair, City of Victoria
Chuck Schactman, Vancouver Island Health Authority
Darlene Hollstein, Downtown Victoria Business Association
Don Calveley, Truffles Catering
Dr. Frank Nezil, Cool Aid Health Clinic
Dr. Perry Kendall, Provincial Medical Health Officer
Dr. Veronica McKinney, Physician
Elizabeth Brodkin, Fraser Health Authority
Heather Brazier, Ministry of Forests and Range, Department of Housing
Jody Paterson, Journalist
Kelly Daniels, Capital Regional District
Loir Mist, Ministry of Employment and Income Assistance
Maureen Duncan, United Way
Nancy Taylor, City of Victoria
Paul Battershill, Victoria Police Department
Penny Ballantyne, City of Victoria
Rev. Harold Munn, Church of St. John the Divine
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Appendix B:
Terms of Reference
“Hope, Dignity and Compassion – Finding A Better Way”
MAYOR’S TASK FORCE ON BREAKING THE CYCLE OF MENTAL ILLNESS, ADDICTIONS
AND HOMELESSNESS IN OUR COMMUNITY

TERMS OF REFERENCE
PURPOSE
These Terms of Reference outline a process for defining options to increase the efficiency,
effectiveness and equity of social service delivery to support the most vulnerable citizens in our
community. Victoria is experiencing unprecedented problems generated by the related issues of
public disorder, poverty, family breakdown, mental illness, addictions, and homelessness, including
appropriate housing and supports. While these issues are common in every Canadian city, their
visibility, complexity, severity and sheer numbers are creating significant public concern and
incurring increasing costs for business, Police, the City, service providers and funders.
The Mayor is striking a short-term, 120-day Task Force to support Victoria in breaking the
cycle of homelessness and enhancing supports for those with mental health and addictions
in our community. The outcome of the work will be the identification and costing of options
for a comprehensive, integrated, client-centred model to support those most vulnerable to
homelessness, inadequate housing, poverty, mental illness and addictions, along with recommended
next steps for implementation.

PRINCIPLES
The following principles will guide the process:
All members of the Task Force will demonstrate respect for each other and the citizens they
serve. In particular, they will respect the history, perseverance and ongoing dedication of all those
doing the best they can with limited resources, especially existing frontline service providers.
Work undertaken will promote a diverse community, where all people are valued and can make
a contribution to development based on a caring, compassionate community. First Nations and
urban Aboriginal people will be engaged based on mutual respect and their contributions to the
economic and social life of the city.

33

report of the steering committee

Accountability and responsibility for delivering outcomes that improve the quality of life for all
citizens in the community will guide all work. The root causes of homelessness - poverty, lack of
affordable housing, addictions and mental illness – are well understood. Outcomes will aim to
solve the problems, not just manage the issues.
Leadership, coordination, partnership and innovation will be the hallmarks of the work of the
Task Force. The Task Force is committed to effectively engaging the community and encouraging
partnerships to promote innovation and efficiencies, recognizing that any level of government
and the private or non-profit sector may assume a leadership role based on its capacity to
deliver needed services and supports.

BACKGROUND AND SITUATION ANALYSIS
Despite all the good work being done by multiple agencies, citizens, the Police and staff,
the pressures on our streets are reaching a breaking point. We are neither managing
homelessness and its many challenges – appropriate housing, adequate income, mental
illness and addictions supports and a sense of community - nor are we solving it. Even
with increased funding, we are not achieving better results. These problems are becoming
more challenging and, as drugs are becoming more dangerous and multiple concurrent
disorders more common, the impact on our community is becoming intolerable.
British Columbia’s economy is booming, and everyone deserves to be able to
participate in the resulting opportunities. Stable housing, treatment and supports where
necessary can help people break the cycle of hopelessness and despair. We cannot
wait for others to solve this problem for us. Those on our streets are members of our
community. They deserve our compassion, but more than that, they – and the broader
community – deserve action. Aboriginal people are significantly overrepresented in the
population at risk but underrepresented in their access to services. More attention is
needed to ensure culturally appropriate services are connecting this population.
The way we are addressing the problems now is not working. We cannot keep doing
the same things in the same way and expect a different result. The economic and social
benefits of solving the problems outweigh the costs. Victoria is a caring city - we can
find a better way to support people who want to improve their lives.
The Mayor has been an active member of the Premier’s Task Force on Homelessness, Mental
Health and Addictions, which brings together provincial and local governments to develop new
resources to address issues related to homelessness. The City continues to develop innovative
strategies to support the Premier’s Task Force to help people with addictions and mental illness
move from temporary shelters to long-term, stable housing where their needs can be better
met. The City has also been very supportive of the province’s Housing Matters BC, which aims
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to ensure individuals with special housing needs are given priority for subsidized housing and
commits all levels of government and the community to ensuring the homeless have access to
stable housing with integrated support services.
The City has long advocated for and supported processes aimed at aligning service delivery
in the social sector. Victoria’s community services are funded by multiple agencies, with no
overall coordination to ensure efficiency, effectiveness or equity or to eliminate duplication
and address existing gaps. The City’s Harm Reduction Policy Framework integrates housing,
prevention, treatment and enforcement to respond to harms from substance use, but there is no
formal mechanism where that integration can be achieved. The City’s 2005 report on Fitting the
Pieces Together reviewed existing harm reduction services and provided evidence-based options
for expansion of research, service delivery and capacity building for harm reduction. Following
his trip to study European harm reduction models, the Mayor has consistently called for a
comprehensive, integrated approach to address homelessness, mental health and addictions.
Politicians, service providers, the business community, faith groups and the public are all frustrated
with the magnitude of the visible effects of a lack of integrated supports and services for
homelessness, mental illness and substance use in our community. The current ways of assisting
the most vulnerable in our community cannot cope with the depth of need, the increasing
numbers, severity and complexity of this population. Community consultations have concluded
we require:
• 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
While there are, and have been, a number of consultation processes and strategic planning
exercises, including the Downtown Service Providers’ Strategic Planning Review, to date an
evidence-based, best practice model for integrated, community-based service delivery, tailored
to the specific needs of Victoria’s homeless population, has not been developed.
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MEMBERSHIP, ROLES, RESPONSIBILITIES
AND DELIVERABLES

The 120-day term of the Task Force will result in recommendations for the most appropriate
model(s) for achieving comprehensive, integrated, client-centred service delivery for Victoria and
next steps for implementation of the model(s).These recommendations will be based on:
• An analysis of the health, housing, economic and social profile of the most vulnerable population
based on the determinants of health and data from a broad range of sources, including the
City, VIHA, the Victoria Police, the Downtown Service Providers, and others
• Evidence-based best practices from other jurisdictions and the literature
• Evidence-based approaches that can address an integrated, multi-disciplinary model(s) that
meet the housing, mental health, addictions, and other social service needs of our most
vulnerable population
• An estimation of the appropriate size, configuration and program content required to meet
the needs of the most vulnerable population
The Task Force will be comprised of three teams, including a:
• Steering Committee to guide and oversee the preparation and review of the
recommendations
• Expert Panel to undertake best practice research and develop a comprehensive model(s) that
targets supports to the most vulnerable in Victoria
• Gap Analysis Team to provide an inventory and costing analysis of existing services, the
application of the best practices and research in development of a comprehensive service
model to meet the needs of the target population, a business plan(s) to finance the
recommended model(s), and an implementation and evaluation plan.

Steering Committee
The Steering Committee is mandated to:
• Guide and oversee the work of the Expert Panel and the Gap Analysis Team
• Define a process to effectively engage people on the street, client groups, funders, service
providers, business and the community in consultations on the model(s)
• Recommend a comprehensive, integrated client-centred model(s) and business plan to assist
those most vulnerable to homelessness, mental illness and addictions in their transition to a
healthier lifestyle.
• Recommend next steps for implementation
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It will be chaired by Councillor Charlayne Thornton-Joe and includes: Dr. Perry Kendall (Expert
Panel Chair), Chief Paul Battershill, Victoria Police; Penny Ballantyne, Victoria City Manager; Don
Calveley and Darlene Hollstein (Business), Jody Paterson and Maureen Duncan (Service Sector),
Chuck Schactman (VIHA), Dr. Veronica McKinney, Dr. Frank Nezil, (Aboriginal Health), Kelly Daniels
(CRD); Lori Mist (MEIA); Heather Brazier (Housing); Rev. Harold Munn (Faith community)
Others may be added.
• The Steering Committee deliverables include recommendations for :
• A comprehensive, integrated client-centred model(s) and business plan to improve outcomes
for those most vulnerable to homelessness, mental illness and addictions.
• Next steps for implementation

Expert Panel
The Expert Panel is tasked with undertaking best practice research and development of a
comprehensive, integrated, evidence-based service delivery model(s) that meets the needs of
Victoria’s street population.
It will be chaired by Dr. Perry Kendall, Provincial Medical Officer of Health and include the
following experts: Dr. John Anderson, CARBC; Dr. Patrick Smith, Provincial Health Services
Authority; Dr. Elliot Goldner and Dr. Julian Somers Simon Fraser University; Dr. David Marsh,
Vancouver Coastal Health; Dr. Brian Rush, Centre for Addictions and Mental Health; Dr. Rebecca
Dempster and Dr. Michael Krauz, UBC, Dr. Bonnie Leadbeater, UVic; Dr. Michelle Patterson; Dr.
Ernie Drucker, Montefiore Medical Center New York
Others may be added.
The Expert Panel will deliver the following:
• Analysis of scope and characteristics of target population
• Overview of models of integrated client-centred service delivery in operation in other
jurisdictions
• Best practices review of integrated client-centred service delivery
• Recommendations for integrated client-centred model for Victoria
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Gap Analysis Team
The Gap Analysis Team will review current services and expenditures for service delivery and
provide recommendations to achieve cost-effectiveness and improved financial efficiencies.
Its proposed membership includes independent financial management and accounting personnel and
research support. The Gap Analysis Team will be chaired by Maureen Duncan, who sits as a Steering
Committee member. Representation includes: Gordon Gunn (KPMG), Brian LeFurgey, United Way,
Cst. Leslie Whittaker, VPD, Wendy Zink, City, Jeremy Tate (CRD) Dr. Bernie Pauly (UVIC) CARBC
(TBC), Kelly Reid (VIHA), Tami Currie (MEIA), Gerrit vanderLeer (Ministry of Health)
The Gap Analysis Team will provide the following deliverables:
• Inventory and cost analysis of current services for housing, employment, mental health and
addictions
• Inventory of relevant research work and best practices
• Business plan for integrated client-centred model(s) for Victoria as recommended by Expert Panel
• Implementation and evaluation plan

Proposed Timelines
June 15, 2007

Steering Committee convenes Expert Panel and Gap Analysis Team and
develops workplan

June/July 2007

Gap Analysis Team prepares inventories of current services, costs and research
work as required
Expert Panel surveys best-practice and evidence-based models and reviews
existing population health data

August 2007

Steering Committee review of emerging data and models with Expert
Panel

September 2007

Expert Panel submits recommendations to Steering Committee
Gap Analysis Team prepares business plan and implementation and
evaluation plan
Client group and community engagement on recommendations by Steering
Committee

October 15, 2007 Final report of Steering Group
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Appendix C: Action Plan
Strategy 1: End Homelessness through Permanent Supportive Housing
Homelessness is a demoralising experience that threatens a person’s health, mental health and
ability to function and contribute in society. For children, the lack of stability and security that
a home brings can severely affect their emotional growth and development, thus, limiting their
potential and future successes. For people with serious health, mental health or substance use
problems, homelessness can contribute to a chronic condition that only further undermines
their well-being and isolates them from the services they need to recover.
It goes without saying that any serious effort to end homelessness must address the need
for permanent affordable housing. The CRD Regional Housing Strategy focuses on targets to
increase the range of affordable housing throughout Greater Victoria. Those targets are critical
preventive measures to ensuring more people do not lose their housing and end up on the
streets. Access to housing is an essential first step in helping people get off the streets and on the
road to self-sufficiency—the aim of the CRD Commission to End Homelessness. The necessary
second step is to secure a broad range of services and supports that foster ongoing housing
stability and a sense of being rooted in community and belonging, thus shielding people from
re-entering homelessness.
The Expert Panel has outlined the housing first approach and recommended it be the cornerstone
of the action plan. The Steering Committee has placed priority on helping people to attain
permanent housing as quickly as possible without imposing any restrictions on accessing services
or achieving sobriety. The best practice evidence clearly shows that people are in a better
position to address their health, substance use, poverty, lack of education or job skills—all of
which can contribute to becoming homeless—once they have the stability of a safe and secure
place to live. The review of best practices evidence demonstrates that even those who are most
in need of supports—people who have been chronically homeless and have a disabling health,
mental health or substance use problem—have shown significant gains in health and quality of
life once they obtain permanent housing.
Once they are in housing, residents are connected with the services and supports they need and
want, including case management, health care, mental health services, substance use treatments
and supports, relapse prevention support, and vocational, life and employment skills assistance.
This type of integrated housing with services is called supportive housing and is designed to
promote long-term residential stability by providing residents with the supports they need to
maintain health, recovery, and realize a better quality of life.
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Outcomes:
•
•
•
•
•
•
•
•

Expansion of existing stock
Coordinated access to housing for vulnerable clients
Reduction in competition among housing providers for access to existing stock
Reduction in the number of homeless people
Improved quality of life for all citizens
Improved sense of public safety
Most vulnerable clients will have access to housing and supports
Aboriginal support strategy defined

Targets: Secure 350 additional housing units in 2008 through the Greater Victoria region with
•
•
•
•

350 people with rent subsidies housed in:
100 low-barrier high support units
50 low-barrier low support units
200 units is light/medium on-site or off-site supports

Immediate Goals:
• Province provides rent subsidies for 350 people within 120 days
• Within 90 days, a Housing Support Team is established

Six-Month Goal:
• 175 people are housed
• A project plan to implement an integrated registry is finalized within 180 days

Year 1 Goal:
• Additional 175 people housed for a first year total of 350 people
• Pilot registry integration project is completed

Year 2 Goal:
• An additional 350 people are housed for a total of 700 people in years 1 and 2
• All housing provider funding is tied to providers using integrated registry

Years 3-4 Goal:
• An additional 350 people are housed for a total of 1050 in years 1 through 4

Year 5 Goal:
• An additional 500 people are housed for a total of 1550 in five years
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Actions:
1.1
•
•
•

Establish a Housing Support Team to identify additional housing units and integrate the
multiple registries that currently exist.
Define appropriate housing support team members from public and non-profit sectors and
establish the full team within 90 days
Housing Support Team defines a project plan to integrate all housing registries within 180 days
Any funding to a housing provider is contingent on being in the integrated housing registry
by Year 2

Accountability:
BC Housing leads, supported by CRD Housing Secretariat, Rental Owners’ and Managers’ Society,
non-profit housing providers,,outreach workers, other social networks
1.2
•
•
•
•
•
•
•
•

Move chronically homeless including Aboriginal residents from the street into housing
units that suit their needs and capacities.
Acquire, rehabilitate, or lease a combination of housing units in permanent housing to
accommodate 175 individuals in 2008
Explore options for future development of scattered site/satellite and small-scale units
Develop master-leasing arrangements with pool of landlords
Develop tool kit/landlord support training using Crime Free Multi-Housing Model to
increase number of secondary suites and private units for permanent supportive housing
Provide rental subsidies for 350 people to assist them to access housing
Establish a security deposit and utilities assistance program
Engage existing service agents who provide furniture and furnishings to support clients
moving into housing
Connect housing to services and treatment using a Housing First approach without
conditions for treatment or service through ACT/Integrated Service Teams

Accountability:
BC Housing leads, supported by VIHA, School Boards, commercial realtors, ROMA, Victoria Real Estate
Board, secondary suite owners, private developers, non-profit housing and service providers, Police
1.3
•
•
•

Encourage Rental Stability
Provide liaison, mediation and asset management assistance to sustain and increase availability
of the housing stock
Support landlord training and assistance
Provide 24/7 tenant intervention supports when landlords or neighbours call with
concerns
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•
•
•

Provide tenants with tenancy training and support
Develop short-term stabilization beds to remove clients from housing if they require
stabilization supports and assist them to return to their housing
Policy barriers will be removed to reduce homelessness (eg. Income assistance, market
housing conversion, planning and supports for correctional system discharges etc.)

Accountability:
BC Housing leads, supported by VIHA, MEIA, ROMA, Victoria Real Estate Board, secondary suite
owners, private developers, non-profit housing and service providers
1.4
•
•
•
•
•

Encourage regulatory changes to increase housing stock
Advocate for changes in local planning and zoning regulations to streamline the process of
providing units for the population at risk
Advocate for incentives for developers to develop permanent supportive housing units
Partner with local housing trust funds to support the housing needs of the population at risk
Review municipal development and zoning policies to identify and remove barriers for
rental housing
Create incentives to develop rental housing

Accountability:
Municipal Councils, development community, CRD
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Year 5 Goal
• An additional
500 people are
housed for a
total of 1,550 in
five years

1.BC Housing leads, supported by CRD Housing Secretariat, Rental Owners’ and Managers’ Society, non-profit housing
providers (outreach workers , other social networks
2.BC Housing leads, supported by VIHA, School Boards, commercial realtors, ROMA, Victoria Real Estate Board, secondary
suite owners, private developers, non-profit housing and service providers
3.BC Housing leads, supported by VIHA, ROMA, Victoria Real Estate Board, secondary suite owners, private developers, nonprofit housing and service providers
4.Municipal Councils, development community, CRD

Years 3-4 Goals
• An additional
350 people are
housed for a
total of 1050 in
years 1 through
4

Accountability

Year 2 Goals
• An additional
350 people
are housed for
a total of 700
people in years
1 and 2
• All housing
provider
funding is tied
to providers
using integrated
registry

1.Establish a Housing Support Team to identify additional housing units and integrate the multiple registries that currently exist
2.Move chronically homeless including Aboriginal residents from the street
3.Encourage Rental Stability
4.Encourage Regulatory Changes to Increase Housing Stock

Year 1 Goals
• Additional 175
people housed
for a first year
total of 350
people
• Pilot registry
integration
project is
completed

Action

Six-Month Goals
• 175 people are
housed
• A project play
to implement
an integrated
registry is
finalized within
180 days

Immediate
• Province
provides rent
subsidies for
350 people
within 120 days
• Within 90 days,
a Housing
Support Team is
established

Goals

Expansion of existing stock
Coordinated access to housing for vulnerable clients
Reduction in competition among housing providers for access to existing stock
Reduction in the number of homeless people
Improved quality of life of all citizens
Improved sense of public safety
Most vulnerable clients will have access to housing and supports
Aboriginal support strategy defined

•
•
•
•
•
•
•
•

Outcomes

1. End Homelessness through Permanent Supportive Housing

Strategy:

report of the steering committee

43

report of the steering committee

Strategy 2: Connecting, Engaging, Serving and Treating Our Homeless Residents
Reaching people who are now on the streets, in parks, under bridges and on beaches requires
assertive engagement, which means having trained staff go to the places where people are homeless.
Assertive engagement involves making personal contact, gaining trust and offering basic services,
such as warm clothing, food, medical assistance, and emergency shelter. As trust develops over time
and repeated contact, staff encourage clients to accept more detailed assessments and then support
them to access the assistance they need to gain housing and better health.
Given that many people who are homeless, especially those who are chronically homeless and have
multiple, complex needs, the Expert Panel has recommended that engagement is best conducted
through multi-disciplinary teams who can facilitate access to a full range of services and coordinate
care. In particular, evidence shows that Assertive Community Treatment (ACT) 16 teams and
other intensive case management models can reduce hospitalisation, decrease substance use and
psychiatric symptoms and help keep people housed who have mental health and/or substance use
problems. Staff who work on these multidisciplinary teams do “whatever it takes” to assist clients to
access services, and they work aggressively to maintain contact with clients for as long as it takes for
them to become stable. F/ACT teams specifically provide intensive support to clients to help client
successfully attain housing and services they need, using individual service plans and coordinated
delivery of a range of supports.
After they are housed and stabilised, most people who were once homeless require ongoing supports.
Intensive case management has been demonstrated to be essential to sustaining housing. Care and
supports evolve over time to meet the client’s successes and continuing limitations.

16 VIHA has identified F/ACT Teams as professionally based mental health and addictions staff who work with people with chronic impairments. Integrated
Service Teams would include housing support, outreach, employment, income and broad support teams that would link with ACT Teams through effective case
management.
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Outcomes
•
•
•
•
•
•
•
•
•

Reduction in the number of homeless people
Expanded availability of key services and treatment supports
More services and supports connected to client
Aboriginal Support Strategy in place
Reduced open drug use
Fewer client visits to ER
Fewer client interactions with Police
Improved health outcomes
Reduction in individual drug uptake

Targets
•
•

Secure Assertive Engagement and Community Treatment for 350 people within three years
Improve Services to Support People in Housing within three years

Goals
Immediate Goal
•
•

Establish 1 ACT Team in 90 days
City to put up 5 needle disposal units in downtown and negotiate disposal with VIHA

6-month Goals:
•
•
•

Establish 1 FACT Team
Integrated Service Teams introduce home and day detox
Apply for S.56 for supervised consumption service delivery

Year 1 Goals:
•
•
•
•
•
•
•
•

Add an additional ACT Team for a total of 2 ACT Teams/1 FACT Team
Identification of One-Stop Point of Contact and Access Centre site and collaborative
agency network
Phased implementation of a full Withdrawal Management Plan
Alignment of Addictions Service Providers with Best Practices within the first year
Cross training of 30 outreach mental health/addictions workers completed within first year
Increase methadone maintenance programs by 50% and link to psychosocial supports
Implement Supervised Consumption services
Implement Chronic Offender Management Pilot
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Year 2 Goals:
•
•
•

additional ACT Team
Open One-Stop Point of Contact and Access Centre in downtown Victoria within 18
months
Cross training of 30 additional outreach mental health/addictions workers

Year 3 Goal:
•

1 additional ACT Team

Actions:
2.1
•
•
•
•

•
•
•

Establish an ACT Team (24/7) with existing resources and introduce a Forensic ACT
Team and an additional ACT Team in 2008 and establish Integrated Service Teams
Utilizing existing outreach teams from non-profit agencies, Probation, Corrections and VIHA,
create an ACT team and have it up and running by February 2008
Develop a core philosophy of care model based on ACT principles and train team
members
Coordinate the ACT Team work with existing outreach teams and streamline access to
housing and services
Develop program standards focusing on stages of change models, strengths-based assets
models, “meeting clients where they are” and ensuring engagement is agile, flexible and
relationships-focused.
Reorient existing outreach teams to ensure they begin operating as Integrated Service teams
Link ACT Teams, Integrated Service Teams and Housing Support Teams through InterAgency Agreements
Centralize the coordination function through an “Integrated Service Delivery Operational
Centre”

Accountability:
VIHA leads supported by DTSPs, Probation, Corrections, MEIA, Forensic Psychiatric Services (PHSA),
peer support agencies, Aboriginal Health agencies especially VIHA
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2.2

•
•
•

Identify 50 people with the highest health care needs and with chronically recurring
acute health care issues (e.g. behavioural, developmental disability, blood borne
infections, addictions) and house and support them
Build relationships with people on the street through the ACT Team within 120 days to
ensure they are housed and have appropriate supports
Immediately engage people in current hotspots through the ACT Team
These 50 people will be the first cohort to be served as part of the 175 clients to be
housed under the Housing First Strategy.

Accountability:
VIHA, Police, ER Physicians, CoolAid Community Health Centre, ACT and FACT Teams and
Intensive Case Management Teams (enhanced outreach)
2.3
•

•
•
•

Implement One-stop Point of Contact and Access Centres
To facilitate integrated service delivery, identify a site to serve as a base of operations for
ACT Teams, the Housing Support Team, and Integrated Service Teams with office space,
meeting space and a technology support centre. (ACCESS Health Centre)
Identify potential sites in downtown Victoria and the range of service providers who want
to participate in ACT and Integrated Service Teams
Renovate and open the space within 18 months
Investigate sites and collaborating agencies outside of downtown Victoria

Accountability:
Public and non-profit Service Providers who provide Housing First
2.4
•
•
•
•
•
•
•
•

Provide services and treatments required by people who are homeless
Support the availability of sufficient services and treatments and make them available
upon request from clients
Treatment will include mental health services that meet the recommended services and
service configuration of the Expert Model
Treatment will include withdrawal management options and substance use management
counselling based on the recommended services and service configuration of the Expert Model
Alignment of addictions service providers with best practices models including both
abstinence-based and harm reduction philosophies
Increase methadone maintenance programs and link to psychosocial supports
Implement Supervised Consumption services upon confirmation of s.56
Treatment will include health care services based on the recommended services and
service configuration of the Expert Model
Improve needle collection and disposal
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•
•

Fast track access to services at hospitals, correctional facilities and facilities for children
emerging from foster care
Develop Chronic Offender Management pilot to support people who are homeless and
under diversion, either on police recommendation or court order

Accountability:
VIHA leads, supported by service providers, Ministry of Health, College of Physicians and Surgeons,
City, Ministry of Attorney General, Solicitor General
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Immediate
• Establish 1 ACT Team
in 90 days
• City to put up 5
needle disposal units
in downtown and
negotiate disposal with
VIHA

Goals

Six-Month Goals
• Establish 1 FACT
Team
• Establish Integrated
Service Teams
• Integrated Service
Teams introduce day/
home detox
• Develop S.56
for supervised
consumption service
delivery
Year 1 Goals
• Add an additional ACT
team for a total of 2
ACT Teams/1 FACT
Team
• Identification of Onestop Point of Contact
and Access Centre
site and collaborative
agency network
• Phased
implementation of
a full Withdrawal
Management Plan
• Alignment of
Addictions Service
Providers with Best
Practices within the
first year
• Cross training of
30 outreach mental
health/addictions
workers completed
within first year
• Increase methadone
maintenance programs
by 50% and link to
psychosocial supports
• Implement Supervised
Consumption services
• Implement Chronic
Offender Management
Pilot

Reduction in the number of people who are homeless
Expanded availability of key services and treatment supports
More services and supports connected to clients
Aboriginal Support Strategy in place
Reduced open drug use
Fewer client visits to ER
Fewer client interactions with Police
Improved health outcomes
Reduction in individual drug uptake

•
•
•
•
•
•
•
•
•

Outcomes

2. Proactively Connecting, Engaging, Serving and Treating Our Homeless Residents

Year 2 Goals
• 1 additional ACT Team
• Open One-Stop Point
of Contact and Access
Centre in downtown
Victoria within 18
months
• Cross training of 30
additional outreach
mental health/
addictions workers

Year 3 Goals
1 additional ACT Team
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50

1.Establish an ACT Team (24/7) with existing resources and Integrated Service Teams and introduce a Forensic ACT Team and an
additional ACT Team in 2008
2.Identify 50 people with the highest health care needs and with chronically recurring acute health care issues (e.g. behavioural,
developmental disability, blood borne infections, addictions) and house and support them
3.Implement One-stop Point of Contact and Access Centres
4.Provide services and treatments required by people who are homeless

1.VIHA leads supported by DTSPs, Probation, Corrections, MEIA, Forensic Psychiatric Services (PHSA), peer support agencies, VIHA
leads, Aboriginal Health agencies especially VIHA
2.VIHA, Police, ER Physicians, CoolAid Community Health Centre, ACT and FACT Teams and Intensive Case Management Teams
(enhanced outreach)
3.Public and non-profit Service Providers who provide Housing First
4.VIHA leads, supported by service providers, Ministry of Health, College of Physicians and Surgeons, City, Ministry of Attorney General,
Solicitor General

Action

Accountability
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Strategy 3: Developing Prevention Strategies
Given both the individual harm and the high societal costs caused by homelessness, the most
humane and cost-effective strategy for addressing homelessness is prevention. Throughout the
capital region, but especially in Victoria, homelessness is a very real threat for many low-income
residents. Victoria has the lowest median income in the Capital Region. The high priced rental
market and extremely low vacancy rates, coupled with a limited supply of subsidised housing
means that many residents carry high housing costs that put them at risk of homelessness.
For people suffering from health, mental health, and drug and alcohol disorders, the threat of
homelessness is even greater, especially if their illnesses go undiagnosed or untreated. Once
homeless, they are at extremely high risk for becoming chronically homeless and marginalised
from society for extended periods of time.
Early intervention strategies that prevent homelessness in the first place are essential. Strategies
that decrease the impact of the social determinants of health must be funded. These include a
heavy focus on youth, new parents and children, through housing, education, parenting and life
skills courses, literacy and job skills training, to name a few.
Some strategies outlined by the Gap Analysis Team include landlord intervention and mediation
to resolve disputes and prevent eviction, crisis stabilisation beds that allow tenants to recover
from episodes of either mental illness or substance use relapse and retain their housing, and
intensive on-site or less-intensive off-site support to facilitate tenant health and stability.
People may become homeless when they are released from hospitals, mental health facilities,
corrections facilities and the foster care system with nowhere to go. Strategies with integrated
service teams that begin with people prior to their release are essential, long before they are
discharged to the street.
Long-term housing stability also depends on access to a secure income adequate to cover the
costs of housing and basic needs. Accessing employment that pays a living wage and secures
housing is difficult for a number of people, especially those with development disabilities or
limited cognitive capacity. It is even more difficult for people who are homeless, who often face
additional barriers, including a history of mental illness or substance use, limited education and
job skills and difficulties integrating into mainstream employment without additional support.
Opportunities to train and employ people who are stabilized in housing after transition from
the streets should be explored.

Outcomes:
•
•
•

Reduction in the number of people who are homeless
Expanded availability of key services and treatment supports
More services and supports connected to clients
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Target
•

Reduction by 50% in the number of homeless people and a decreasing incidence rate for
new homelessness.

Goals:
Year 1
•

Measureable Homeless Prevention Strategy Developed

Years 2-4
•

Linking of housing, support services and treatments to discharge system developed and
implemented

Year 5
•

No one will be discharged into homelessness and people who are chronically homeless
or at risk of homelessness exiting a public institution will assessed by an ACT or Integrated
Services Team and move directly into permanent supportive housing

Action:
3.1

Development of a Measureable Homeless Prevention Strategy
•
•
•

Targets and strategies will be set for preventing homelessness through poverty alleviation,
education and skills enhancement, early psychosis identification support, addiction prevention
Institutions will work with Integrated Service Teams to develop discharge planning strategies
Crisis stabilization support will be in place, including utilizing emergency shelters more
effectively with treatments and supports integrated into emergency assistance

Accountability:
Premier’s Task Force on Homelessness, Mental Illness and Addictions and Senior Provincial Officials,
City Councils, CRD Directors

3.2

Enhanced access to employment and employment assistance and supports
•
•
•
•

Linking housing to support services and increasing access to mainstream employment
services will be critical for some people who are in the population at risk
Development of targeted training and work opportunities through public and non-profit
service agencies, private sector businesses and social enterprises
Enhance access to benefits for chronically homeless people to ensure they can access stable housing
Encourage community commitment to train and employ this population

Accountability:
MEIA lead with supports from Human Resources and Social Development Canada, non-profit
service providers
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1.Development of a Measurable Homeless Prevention Strategy
2.Enhanced access to employment and employment assistance and supports

1. Premier’s Task Force on Homelessness, Mental Health and Addictions and Senior Provincial Officials, City Councils, CRD
Directors
2. MEIA lead with supports from Human Resources and Social Development Canada, non-profit service providers

Action

Accountability

Year 5 Goals
• No one will be discharged into
homelessness and people who
are chronically homeless or at risk
of homelessness exiting a public
institution will assessed by an ACT or
Integrated Services Team and move
directly into permanent supportive
housing

Year 1 Goals
• Measurable Homeless Prevention
Strategy Developed

Goals

Years 2-4 Goals
• Linking of housing, support services
and treatments to discharge system
developed and implemented

• Reduction in the number of people sleeping outside
• Expanded availability of key services and treatment supports
• More services and supports connected to clients

Outcomes

3. Developing Prevention Strategies
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Strategy 4: Implementing an Integrated, Comprehensive System of Client-Centred
Housing, Services and Treatment
A governance structure that is responsible for financing, administration, coordination,
implementation and results reporting of the action plan and additional actions that may be
identified by the community is required. The Steering Committee recognizes that financing
and implementing the proposed service delivery model will not be easy, nor will it be rapid.
Commitment to aggressive and creative efforts to identify the financing is necessary as is the
integration of service.
The identification of leaders and the championing of the action plan goals and future efforts to end
homelessness in Victoria will be essential. Leadership can come from elected officials, the business
community, philanthropic organizations and local foundations, as well as representatives from the
City, health authority, police, educational institutions, the faith community, non-profit service sector,
and homeless or formerly homeless individuals. Media, communications and public education
efforts to build and mobilize public support for the action plan will be necessary.

Outcomes:
•
•
•
•

The recommended model from the Expert Panel is fully financed and people who are
homeless are assisted at the levels needed.
Cost savings are realized from reduced expenditures on people who are chronically
homeless when the housing and services and treatment continuum is realized.
Ongoing engagement by the wider community with people who are or have been homeless
Citizens of Greater Victoria will be more aware of the roots of the problems of homelessness
and engaged in the solutions

Targets:
•
•
•

Funds are secured for the deliverables identified in the Action Plan
Leadership is demonstrated and the establishment of a leadership group is confirmed
An operational mechanism for integrated service delivery is designed and implemented

Goals:
Immediate
•
•
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Within 90 days, an Action Summit and Community Information Sessions will be held on
Mayor’s Task Force Recommendations
Establish an Interim CRD Commission to End Homelessness within 90 days that adopts the
recommendations of the Expert Panel
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•

•

Integrated Service Teams are established and a centralized coordination mechanism is
defined to implement the action plan within 120 days and a process is established to design
and implement an operational model to meet the goals of integrated service delivery in
support of community priorities for health and housing.
Conduct a community asset review (financial and human resource, VIHA and non-profit)
within 120 days

6 months
•

Funders Council is established and functional within 180 days

Year 1
•
•

Fully constituted Commission to End Homelessness to lead efforts and deliver on the
Action Plan is established and in operation by the end of Year 1
Operational structure defined and implemented at the end of Year 1

Year 2+
•
•

Long-term education/communications work led by CRD Commission to End
Homelessness
Communications and Advocacy Initiatives

Actions:
4.1

Develop Financial Management Strategies
•
•

•

•
•
•
•

Establish a Funders Council to verify the direct costs incurred and potential funding sources
to meet each of the Actions in the Action Plan on an annual basis.
Expand funding through enhancement of current funding streams and the development of
new funding sources, including exploration of strategies and tactics to recapture savings due
to implementation of the action plan
Identify strategies for increasing efficient use of existing resources through greater
collaboration among public and non-profit service agencies in program development,
operation, and fundraising
Create pooled funding to accomplish action plan targets
Inventory publicly held land and use RRAP and other federal and provincial redevelopment
programs to support housing development
Identify buildings that can be creatively reused to meet action plan strategies
Engage in advocacy at both federal and provincial levels to support funding for housing,
services and treatment for people who are homeless
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Accountability:
City, federal, provincial, municipal and regional levels of government, along with foundations, private
donors, and corporations and service providers
4.2

Effective Administration, Coordination and Implementation
•
•
•
•

Define oversight and leadership body with power to command resources and determine
policy and monitor and evaluate results
Define a non-profit legal entity to operationalize the Action Plan and drive integrated
service delivery to meet Action Plan targets
Conduct an asset review of VIHA (both financial and human resources) within 180 days
Champion the new structures with existing federal, provincial, municipal and private sector
relationships

Accountability:
CRD elected officials, leaders of business organizations, representatives of the faith community,
nominated representatives from the non-profit sector
4.3

Public Outreach
•
•
•
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Develop education, information, advocacy and community engagement strategies
Inform, advocate and engage community for solutions through communications planning
(coordinate with Victoria Homelessness Steering Committee Strategy)
Accountability: Mayor’s Task Force members, community validators and champions

1.Develop Financial Management Strategies
2.Effective Administration, Coordination and Implementation
3.Public Outreach
City, federal, provincial and regional levels of government, along with foundations, private donors, and corporation and service
providers
4. CRC elected officials, leaders of business organization, representatives of the faith community nominated representatives from
the non-profit sector
5. Mayor’s Task Force members, community validators and champions

Accountability

Year 2 +
• Long-term education/
communications work led
by CRD Commission to End
Homelessness
• Communications and
advocacy Initiatives

Action

Year 1 Goals
• Fully constituted
Commission to End
Homelessness to lead
efforts and deliver on the
Action Plan is established
and in operation by the
end of Year 1
• Operational structure
defined and implemented
at the end of Year 1

Immediate Goals
• Within 90 days, Community
Information Sessions will
be held on Mayor’s Task
Force Recommendations
• Establish an Interim CRD
Commission to End
Homelessness within
90 days that adopts the
recommendations of the
Expert Panel
• Integrated Service Teams
are established and a
centralized coordination
mechanism is defined to
implement the Action Plan
within 120 days and a
process is established to
design and implement an
operational model to meet
the goals of integrated
service delivery in support
of community priorities for
health and housing.
• Conduct an asset review
(financial and human
resource) within 120 days

Goals
Six Month Goals
• Funders Council is
established and functional
within 180 days

• The recommended model from the Expert Panel is fully financed and people who are homeless are assisted at the levels
needed
• Cost savings are realized from reduced expenditures on people who are chronically homeless when the housing and services
and treatment continuum is realized
• Ongoing engagement by the wider community with people who are or have been homeless
• Citizens of Greater Victoria will be more aware of the roots of the problems of homelessness and engaged in the solutions

Outcomes

4. Implementing an Integrated, Comprehensive System of Client-Centered Housing, Services and Treatment
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