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—— INTRODUCTION

Carey DOBERSTEIN & Naomi NICHOLS

Homelessness is a systemic problem involving numerous sectors, institutions and agencies and, therefore,
requires more integrated system responses in terms of governance, policy and programs. The widespread
homelessness experienced in our communities indeed reveals deep structural inequities in our economy
and society that ought to be addressed, but also represents a systematic governance failure characterized
by a lack of ownership of this issue in and across government. The growing scholarly and practitioner
movement towards systems integration thus refers to strategies and frameworks to improve collaboration
and coordination between people, organizations and sectors that touch upon homelessness, including

some that may not conceive of themselves as directly related to the issue.

A key problem is that most services and programs within this realm have been developed incrementally
and have evolved in parallel: housing separate from social services which are separate from health
services, corrections, mental health or employment and each has a separate funding stream, different
set of rules and usually a separate service location. The resulting patchwork of services can be replete
with gaps and inefliciencies that undermine efforts to help citizens exit from homelessness, no matter
how well each program may function individually. And in some countries, senior-level government
coordination incentive programs have been more focused on filling gaps in the system and less
particularly focused on generating effective systemic changes in the relationships between agencies
and funders (Hambrick & Rog, 2000).

As such, scholars and advocates increasingly point toward collaborative or network governance involving
civil society professionals, government officials and researchers as a key governance mechanism toward
systems planning and integration (Doberstein, 2016). Yet network governance for cross-sectoral
collaboration presents its own challenges, given the diversity of interests and policy legacies that must be
thoughtfully reconciled and untangled (Concodora, 2008). There are organizational and individual-level
considerations with respect to governance design and management that matter greatly to the success of
interagency and intergovernmental collaborative action (Smith & Mogro-Wilson, 2008). This problem
is not unique to the public response to homelessness (see for example Allen and Stevens (2007) in relation
to health and Wiig and Tuel (2008) in relation to child welfare) but it is especially relevant to this issue
given the vast assortment of policy activity and programs across sectors and the multiple causes of and
pathways to homelessness. Yet despite these challenges associated with collaborative governance, within

the broader public administration literature there is a growing sense that coherence and cohesiveness of



INTRODUCTION

policy ought to be a more important consideration for policymakers, with suggestions
that “substantial public value is being lost to insufficient collaboration in the public
sector” (Bardach, 1998: 11).

It is important to establish at the onset of this volume that systems planning and
integration alone will not end homelessness. Adequate and sustained funding
commitments from government in this regard are essential components upon which
all of the contributions and findings within this volume hinge. Financial resources
for housing and program investments are critical, though they are not the only
resources that need to be reconfigured in systems integration efforts. Simply allocating
more money toward housing and homelessness alone will not be effective without a
strategic orientation and policy framework that ensures that the various sectors and
public authorities are working toward the same end goal. Thus human resources,
time, knowledge and expertise constitute important resources that must be critically
examined in systems integration efforts alongside the issue of securing adequate and
sustained financial resources. In this regard, cultivating a culture of collaboration is an
essential ingredient to systems integration in terms of high-level governance and policy

all the way down to service integration on the ground.

WHAT ARE THE GOALS
OF THIS BOOK?

This edited volume finds its origin in our desire to
move the discussion forward among those focused
on homelessness toward a more intentional and
coordinated suite of policies and programs. Consistent
with the collaborative approach advocated in this
book within the policy realm, we sought to draw
on the expertise and experience of service providers,
program specialists, government officials and academic
researchers in various fields to assemble the first
comprehensive examination of systems planning and
integration efforts, with a particular focus on systems-

level reforms underway in Canada.

One of the primary goals of this volume is to bridge
the gap between scholarship on systems integration
and the practice of it. Problems of coordination and
integration are not unique to homelessness but it is
especially relevant to this problem and thus we aim to
draw upon scholarly contributions that can structure
our analysis and provide the means through which

we can evaluate and improve our efforts. Equally
important is to marshal stories from the ground to display
the emerging and established efforts toward systems
integration and coordination across Canada and abroad

to reveal common challenges, opportunities and lessons.

Systems integration may appear to be a daunting task
given the complexity of the broader homelessness
system and the multitude of governments, overlapping
authorities and competing interests. Yet we have
assembled three dozen case studies written by
practitioners on the ground and researchers in the
field to demonstrate that systemic change is possible
at various levels of activity within the realm of
homelessness and associated sectors. We do not need
to wait for the perfect conditions to emerge to resolve
governance and service inefficiencies — our day-to-day
work is always where sustained change is derived and
upon which further efforts and refinements are built.



The assemblage of case studies all across Canada,
complemented by a few international case studies, at
the service, program and governance levels serve to
reveal the connectivity between legislative mandates,
policy frameworks, resources and sectors. Policy and
programs may be created and evolve within a narrow
space but their effects are certainly not limited to their
own domain. The case studies cut across sectors that
touch upon homelessness — including housing, health,
child protection and enforcement — each consistently
revealing that policies derived from the associated
sectors have at times dramatic impacts on their ability to
intervene and deliver services or programming effectively.

The final objective of this volume is to leverage the

three dozen case studies to distill lessons about what is
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working as well as the areas most in need of reform, in
terms of early systems integration efforts. What are the
common difficulties encountered by civil society and
government when initiating these types of integration
efforts? What are the first steps to take? How are inter-
sectoral tensions resolved? What are the concrete
strategies that have been employed on the ground to
initiate and sustain systems integration and planning?
What are common mistakes to be avoided? One thing
this book project revealed immediately is that contrary
to conventional wisdom, there is a lot of ‘systems’ style
thinking and activity in Canada. We are not at ground
zero. Yet as this agenda gathers momentum we need
to identify the early lessons and identify the areas in
most need of change to achieve sustained and effective

systems integration.

MAJOR THEMES IN THE BOOK

Systems planning and integration efforts occur across numerous levels, from the

actions of individuals working on the ground, to agencies collaborating and learning,

to networks of agencies and governments engaging in deliberative problem solving,

to intergovernmental collaborative policymaking. To reflect this diversity and to

isolate the unique challenges and opportunities at each level, we have separated

out the contributions to this volume along these lines. The following paragraphs

outline the broad contours of this volume and preview the superb contributions from

practitioners and scholars alike across Canada and abroad.



INTRODUCTION

PROGRAM AND SERVICE-LEVEL
COLLABORATION

The first section of this volume is focused on wide-spectrum service collaboration
among agencies and government to integrate and coordinate their activities with the

most direct and immediate impact on those accessing services.

In the first chapter in this section, Dressler reports on the Calgary Homeless Foundation’s
Coordinated Access and Assessment system in which housing providers collectively place
clients in appropriate Housing First programs, after observing it in real time over eight
months. Dressler then reflects on successes and challenges with the approach. Norman
and Pauly complement the Dressler chapter on Calgary’s system with an evaluation
of Victorias Centralized Access to Supportive Housing, finding similar patterns in
terms of early results but also distinct challenges going forward in their context.

Hurtubise and Rose reflect on their six-month period of being embedded with an
inter-organizational team composed of health workers, social workers and police
officers in Montreal that provides follow-up on the streets and case management on
a mid- and long-term basis as an alternative to the criminalization of homelessness.
Kline and Shore document a wholly different approach to a systems integration effort
in Pinellas County, Florida, centred around a large shelter that involves multiple
levels of government, enforcement and faith-based organizations jointly engaging in
a cultural shift away from previous practices in a challenging political environment.

In a short vignette, Charette, Kuropatwa, Warkentin and Cloutier document the
early outcomes and learnings from Winnipeg’s Bell Hotel supportive housing
partnership model, demonstrating declining engagement with emergency, health
and police services. In another short vignette, Hug zeros in on how a partnership
model of housing and supports turned around a once-infamous building in Toronto,
identifying the necessary ingredients of the partnership and the key factors that
facilitated the collaboration.

10



SYSTEMS PLANNING
FOR TARGETED GROUPS

To reinforce one of our key arguments that systems
integration does not imply a single rationality or
model to address the complex and distinct needs
among those experiencing homelessness, in the next
section of the book we present case studies of systems
integration efforts with a particular focus on targeted
groups, specifically women, Aboriginal peoples and
youth. In this section of the volume, our contributors
drill down into the specific needs of target populations
to reveal the unique context of policy and program
development, demonstrating that one rationality or
approach will not work across diverse target groups
but instead confirming the different pressures on the
system that ought to be recognized to build a complex
quilt that captures diversity of need.

With respect to systems integration targeting the
unique needs of women, Kirkby draws on two different
supportive housing models used in Toronto to illustrate
that a gendered approach to service provision — one
that is flexible and adaptable to take into consideration
the context of women’s lives — results in improved
service to participants and sustained engagement with
programs. In another report from Toronto, LeMoine
presents Toronto Public Health’s Homeless At-Risk
Prenatal program for pregnant women, which hinges
on informal coordination across various providers in
the region and then distills the 10 most important

activities that enhance service coordination.

Bopp, Poole and Schmidt illustrate the unique needs
of Northern homeless women, focusing on three
Communities of Practice in each of the territorial capitals
as sites to support relational and programmatic systems
change through collaboration and policy learning. In a
short vignette, Schiff and Schiff likewise argue that the
unique pressures in the North demand tailored, local-
level responses and examine collaborative efforts in Happy
Valley-Goose Bay that sought to develop innovative
housing programs for high-needs Aboriginal women.

INTRODUCTION

With
the unique needs of youth, Puligandla, Gordon

respect to systems integration targeting
and Way from Homeward Trust in Edmonton
present the Community Strategy to End Youth
Homelessness and identify early successes towards
enhanced coordination and collaboration amongst
community and government providers, including the
establishment of a Youth Systems Committee to co-
design a future youth homelessness system based in
integrated service delivery. Nichols complements this
chapter by contemplating the cross-sectoral thinking,
learning, planning and relationship building that
must occur to build an integrated systems response
to homelessness prevention for youth, suggesting
that shared language, values and accountabilities are
essential first steps. Nichols, in a subsequent chapter,
describes the grassroots collaborative planning and
change process spearheaded by the Street Youth
Planning Collaborative in Hamilton and teases out
the organizational and behavioural components of a
change process that supports a fundamental shift in
how people work and think in this context.

In a short vignette, Frisina evaluates a youth-focused
mental health program in Hamilton, a model of care
that reflects partnership, client-centred practices and
a shared vision to effectively utilize resources and
adapt service responsiveness for hard-to-reach youth.
Lethby and Pettes report from rural Niagara Region
on a youth program that highlights the concrete
and measurable benefits of integrating social services
targeting youth homeless populations and illustrates
how prevention and systems integration can be
successfully implemented.

11
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INTER-SECTORAL COLLABORATIONS

In the third section of the volume, our contributors are focused on inter-sectoral
collaborations or what is known as horizontal systems integration, which identifies the
need for parallel sectors and agencies within government to strategize, collaborate and

work in a coherent fashion toward a common goal.

In the first chapter in this section, Kovacs-Burns and Gordon draw on the concept of
‘determinants of homelessness’ to reveal the complexity of homelessness, the challenges
living with it and the gaps in public policies to support a systems approach to successfully
resolve it. The chapter ends with specific recommendations for communities to evaluate
and expand their own systems-level responses. Brydon complements this by developing
a method through which communities can collect and interpret data regarding
inflows and outflows of homelessness as part of a systems effort to evaluate progress
toward ending homelessness. Duchesne, Rothwell, Ohana and Grenier document
an integrated community-academic partnership model in Montreal as an example of
creating an institutionalized feedback loop at the community level that continually

evaluates service effectiveness and creates a culture of research and self-reflection.

Schiffand Schiff explore the Community Advisory Board model within the Government
of Canada’s Homelessness Partnering Strategy, suggesting that there are examples of its
structure facilitating systems-level responses in communities, but also that there are
untapped opportunities to learn from such boards across Canada. Evans then examines
efforts in Hamilton to coordinate local services through the scaffolding of ‘soft
(informal) community collaborative arrangements — which he calls community-based
managerialism — over top ‘hard’ managerial arrangements or mandates, which he argues
more effectively focused services on the chronically homeless but also reconfigured the

local voluntary landscape.

Following that, Bucceri explores the fragmentation of homelessness and public
health services in Toronto through the illustrative example of the HIN1 pandemic,
identifying barriers to integration and specific strategies to overcome them. Finally,
in a short vignette, Forchuck, Richardson and Atyeo assess the performance of a
model of connecting housing with supports for veterans piloted in four Canadian
cities, whereby housing and veteran-support agencies collaboratively redesigned and
adapted their previous service approaches to better serve their target population.

12
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HIGH-LEVEL GOVERNANCE
CHALLENGES AND OPPORTUNITIES

The final section of this volume builds up to the highest level of analysis in terms of
systems integration: the political and macro-governance realm. Homelessness is a
public administration or governance problem as much as it is an economic or social
problem. We are dealing with new public policy problems within old governance
models. Clearly, governance models must support policy and program coherence

from senior governments down to the service level.

Doberstein  begins this section by articulating a
conceptual framework to understand and guide
efforts toward system planning and integration from
a governance and policy perspective. His chapter
identifies the necessary ingredients as well as the likely
barriers to the pursuit of systems integration. Pleace,
Knutagard, Culhane and Granfelt then flesh out this
conceptual framework with a Finnish example. They
describe the Finnish National Homelessness Strategy,
the context in which it arose, the successes that have
been achieved and the challenges that still face Finland
in terms of devising and implementing an integrated
strategy. Following that, Belanger reviews a classic
macro-governance failure in Canada: Aboriginal
housing policy in Canada since Confederation.
Belanger identifies federal and provincial feuding and
hardened silos as well as historical policy frameworks
imposed upon Aboriginal Canadians as historical

CONCLUSION

barriers toward effective policy, despite considerable
public investment in Aboriginal housing over the years.

Doberstein and Reimer then explore U.S. Interagency
Councils as attempts to build system-level responses to
address homelessness within and across governments,
setting the context for their evaluation of the Alberta
government’s recently created Interagency Council to End
Homelessness. The final two chapters remain focused on
Alberta, where Milaney describes the Calgary Homeless
Foundation’s System Planning Framework and presents
its development and related process features as well as
shares learnings and issues that communities considering
similar frameworks ought to contemplate. Finally,
Turner reports on Medicine Hat, the self-declared
‘First City to End Homelessness,” and shares lessons
from developing the key features of an integrated
system of housing and supports in a small city.

The final chapter of this volume attempts to synthesize the diverse conceptual and
empirical contributions found within these pages, with the aim of identifying
practical next steps and strategies to confront the difficult, but necessary, work ahead.
While the findings presented in this volume demand that we confront the complex
interplay between sectors and levels of government associated with homelessness, they
also provide us with encouragement that dedicated people and organizations remain

committed to ending homelessness with greater strategic intention than ever before.

13
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COORDINATED ACCESS
AND ASSESSMENT:
CALGARY, ALBERTA

Jerilyn DRESSLER

INTRODUCTION

Since its inception in 1998, one of the primary goals
of the Calgary Homeless Foundation (CHF) has been
to create an umbrella system for relevant programs and
services and create a single point of entry for Calgarians
experiencing homelessness (Scott, 2012). Building a
homeless-serving system was identified as Phase 2 of
Calgary’s 10 Year Plan to End Homelessness (the Plan),
originally launched in January 2008. This phase was
scheduled to take place from 2011-2014 following the
first phase of the Plan, which was focused on injecting
new resources into the homeless-serving sector. Phase
2 was recognized as the most labour-intensive and
difficult phase, and included creating a standardized
assessment process, coordinating intake for housing
programs and services, filling in gaps in service and
working with large systems.

The Coordinated Access and Assessment (CAA) program
is an intake program for all CHF-funded Housing
First programs—a single point of entry for Calgarians
experiencing homelessness. It was launched in June
2013, just days before a great flood displaced thousands
of Calgarians and several homeless-serving agencies and
programs, including the storefront CAA program located

at the Safe communities Opportunities and Resource
Centre (SORCe). The program was up and running
again in the fall of that year, and was in operation for a
year when the writing of this report began in 2014.

This report was prepared at a critical time in the
history of the CHE The clock was ticking on the
Plan’s countdown to ending homelessness—less than
four years were left on the countdown to the 10-year
anniversary of the Plan being launched. The CHF had
undergone significant changes in its senior leadership,
and it was increasingly difficult for Calgarians to
find housing—affordable or otherwise—due to a
strong economy and significant population growth.
The flood of 2013 further reduced Calgary’s vacancy
rate as people were displaced from their inner city
homes. Despite these challenges, the CHF managed
to keep moving toward its goal of further developing a
coordinated intake and assessment program to anchor

its system of care and end homelessness.

The observations documented in this report took place
over the course of eight months, between May and
December of 2014. The purpose was to document
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and provide information about the CAA program’s formative process, and to inform
the ongoing development of the CAA program in Calgary. Data collection included
participant observation at CAA’s storefront location at SORCe, in relevant internal
meetings at CHF and at Placement Committee Meetings (PCMs) where clients
who have been assessed are matched to programs. It included an extensive review
of internal policy and procedural CHF and CAA documents and of the literature
regarding Housing First and coordinated intake programs.

BACKGROUND

There are several contextual factors that have influenced the state of homelessness
in Calgary and efforts to end homelessness in this city. Prior to the launch of the
CAA, the CHF engaged the community in its 10 Year Plan to End Homelessness,
implemented the Homeless Management Information System and consulted the
community in regard to the development of a coordinated intake program for
Calgarians experiencing homelessness.

Environmental Scan

Alberta’s “boom and bust” economy has direct and indirect impacts on the state
of homelessness in the province. When booming, the province’s resource-based
economy creates more jobs than there are people to fill them. Calgary’s most
recent civic census data indicates that the city experienced a record-breaking
population growth of 3.33%, or 38,508 residents, from 2013 to 2014 (Election
and Information Services, 2014). Alberta’s growth rate was the highest in Canada
at 0.34% in the last quarter of 2014 (Ferguson, 2015). The CAA team at SORCe
reports that in boom times like these many individuals and families come to Calgary
to find work, without a full understanding of the high cost of living or a social
network to rely on during difficult times. Almost one-fifth (18%) of Calgarians
experiencing homelessness migrated to Calgary in the past year, compared to
about 6% of Calgary’s population as a whole (CHE, 2015). Safe and affordable
housing is difficult to find due to Calgary’s exponential population growth—in
2012, Calgary’s vacancy rate was the lowest in Canada at 1.3% (Employment and
Social Development Canada, 2014). Excessive demand for housing and increasing
property values leave few safe and affordable housing options. The flood of 2013
placed further pressure on Calgary’s minimal rental unit vacancy rate.

18



Calgary’s 10 Year Plan
to End Homelessness

PROGRAM AND SERVICE-LEVEL COLLABORATION

Calgary’s Updated Plan to End Homelessness (The Plan, CHE 2015) is based on
Housing First values and principles. It was created in 2008 using a model applied in

over 300 American cities but was the first plan of its kind in Canada. The most recent

version of the Plan emphasizes a person-centred approach and community ownership and

collaboration. The Plan guides CHF in all of its work, and the 2015 update maintained

the core principles defined in the original Plan:

*  The Plan will aim to help people move to self-
reliance and independence.

All people experiencing homelessness are ready
for permanent housing with supports, as
necessary.

*  The first objective of homeless-serving systems,
agencies, programs and funding is to help
people experiencing homelessness gain and
maintain permanent housing (Housing First).

* The most vulnerable populations
experiencing homelessness need to be
prioritized.

¢ 'The selection of affordable housing and the
provision of services should be guided by
consumer choices.

*  Resources will be concentrated on programs
that offer measurable results.

* Affordable housing is safe, decent and readily
attainable. Diverse, integrated, scattered
site affordable housing, close to services, is
preferred.

*  Plan funding should be diverse and sustainable.

 The use of markets will be maximized
by involving the private sector in the
implementation of the Plan.

e The economic cost of homelessness will be
reduced.

* A well-educated, well-trained and adequately
funded non-profit sector is central to the
success of the Plan (CHE 2015, p. 1).

State of the System of Care

Prior to the implementation of the CAA program
in 2013, the numerous homeless-serving agencies
and programs in Calgary were operating relatively
independently of one another, with little coordination
regarding client intake or shared clients. Agencies and
programs in the system of care included emergency
shelters and programs offering transitional housing,
permanent housing, rapid rehousing, prevention,
outreach, affordable housing and support services.
Combined, they did not resemble a system, but rather a
fragmented collection of agencies and programs; historically,
the Plan has used a “traflic system” analogy, one with no
established traffic low or clear rules of the road. Homeless
individuals were often being served by multiple agencies
and sat on multiple waitlists for housing, each of which
was accessible only through the program itself.

Not only was this fragmented system difficult for
clients to navigate—and potentially re-traumatizing
because it required them to tell their story over and over
again—but agency and program accountability was
also lacking. Agencies had the ability to refuse to serve
clients based on their own assessment of programmatic
fit, or if the clients needs were too complex. This
practice is known in the homeless-serving sector as
“cherry-picking” or “cream-skimming,” i.e. picking
clients who are easier to serve and thus more likely to
be successful in agency programs and produce more
positive outcomes. Agencies could assume that another
agency or program would serve the client, but this left
many clients under-served when in fact they were the
clients requiring the most support. Furthermore, several
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examples emerged of people without a history of homelessness being housed in homeless-
serving programs at PCMs—one in a housing program for those with physical health
requirements and others in a housing program for clients struggling with substance abuse.

HMIS and System Planning Framework

In 2011, the Homeless Management Information System (HMIS) was implemented
as the first system of its kind in Canada. It is a database and case management tool
used by CHF-funded programs. If a client agrees to share their information, HMIS
allows case workers from different programs to see the client’s history, improving their
understanding of the client’s situation and needs. It is meant to ensure that clients
experiencing homelessness do not fall through the cracks. The information within
HMIS has also informed and influenced CHF policy and program design and helped
identify gaps within the system of care. It has been called “the backbone of the system
of care” by CHF’'s HMIS Manager Chantal Hansen (Fletcher, 2012). The CHF’s
System Planning Framework is guided by data collected in Calgary’s HMIS program.

This practice is

known in the homeless-
serving sector as “cherry-
picking” or “cream-
skimming,” i.e. picking
clients who are easier to
serve and thus more likely
to be successful in agency
programs and produce
more positive outcomes.

Key elements of a System Planning Framework include:

*  Defining the key program types
that are responsive to diverse client
populations and their respective needs;

*  Ensuring programs have clear,
consistent and transparent eligibility
and prioritization processes to support
right matching of services for clients;

*  Using a common assessment tool to
determine acuity or need, direct client
placement and track client progress;

* Having clear and appropriate
performance measurement indicators
and quality assurance expectations
at the program and system level to
monitor and evaluate outcomes;

*  Using data to direct strategies and
assess program and system impact in

real time (i.e. a HMIS); and

. Promoting information sharing across

programs (CHE 2014, p. 2).

The CAA team at SORCe is the primary administrator
of the

Prioritization Decision Assessment Tool (SPDAT).

“common assessment tool”’—the Service
CAA plays a role in many of the points above by
bringing CHF-funded agencies together each week at
PCMs. At each PCM, the CAA program and CHEF-
funded agencies collaboratively match clients to
programs and share information across programs. The
CAA has been instrumental in not only coordinating
access to homeless-serving programs, but in
coordinating the entire system of care and increasing
the level of accountability in regard to triaging and
accepting clients at PCMs. By implementing CAA
(along with HMIS) and participating in the collective
discussion that takes place at PCMs, homeless-serving
organizations are able to more clearly identify the needs

of clients and the programs that best meet those needs.
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Establishing CAA

The CHF is dedicated to collaboration and community
consultation, and has demonstrated this commitment
through the creation and subsequent updates of
the 10 Year Plan to End Homelessness. Prior to the
implementation of CAA, CHF engaged in community
consultation including surveying community agencies
and community system planning meetings, the creation
of Client and Youth Advisory and Request For Proposal
Advisory Committees, an agency advisory strategic
planning day and individual meetings with every
CHF-funded agency. Based on feedback specifying
that community agencies wanted input on the clients
they were accepting, PCMs were established so that
CHF-funded programs taking clients from CAA could
collectively match clients to programs. Quarterly
Advisory Committee and community information and
feedback meetings continue to take place to guide the
ongoing development of CAA.

The level of collaboration and coordination among
such a large group of community organizations is
impressive and unprecedented in the local context.
The decision to conduct PCMs to assign clients to

COORDINATED ACCESS
AND ASSESSMENT
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programs was an additional step taken to ensure buy-
in from homeless-serving agencies and programs in
Calgary. Programs would not be told which clients they
were assigned by a centralized CAA service, as happens
in other cities with coordinated access programs across
North America, but would have direct input into the
capacity of their programs and whether or not any one
particular client was a good fit for their program.

Distress Centre Calgary (DCC) was chosen to deliver
service through CAA’s storefront location at SORCe.
The delivery of information and referral is the business
of DCCs 211 program, which connects people
in need with government, social and community
services. DCC was well equipped to prevent clients
from entering homelessness and divert them from
the homelessness system of care, which is a key role
of the CAA team at SORCe. Several coordinated
access programs for shelter and housing in the United
States are connected to the local 211 service, including
those in King County (Washington), Orange County
(California) and the state of Arizona.

There are key characteristics and activities of the CAA program that help improve

service to clients and programs participating in the common intake process. These

include a centralized location, the administration of the assessment tool, PCMs, and

a flexible, organic decision-making process.

Centralized Location

CAA’s storefront location at SORCe is located near Calgary’s emergency shelters

and steps away from a Calgary Transit Light Rail Transic (LRT) station. SORCe is

a Calgary Police Service initiative and is intended to support Calgary’s downtown

homeless population. It is a multi-service site where 14 homeless-serving agencies

provide a variety of services that people experiencing homelessness may require,

including prevention and diversion from the system of care through information and

referral, income support, addiction and mental health services, and outreach services.
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In implementing CAA, it was determined that it would
be best to enlist several “door agencies,” agencies who
have trained staff to conduct an assessment for access
into CAA, to provide services in addition to establishing
a centrally located storefront operation. This established
a “no wrong door” approach for Calgarians experiencing

homelessness; they could receive service at an easily
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accessible location in downtown Calgary or sit down
with workers at the emergency shelter or hospital or
treatment or correctional facility in which they were
staying. This created ease of access for clients as well as a
more seamless delivery of services, and enabled a more
client-centred approach.

OrgCode Consulting,
the creator of the
SPDAT tool, was
brought to Calgary to
train staff who were
going to be conducting
the assessments at door
agencies and at SORCe,
and also to train
trainers to continue
training new staff on
the administration of
the SPDAT.

Assessment Tool

SPDAT was chosen by Alberta’s 7 Cities on Housing and Homelessness and approved
by their largest supporter, the Government of Alberta’s Human Services, prior to
the implementation of CAA in Calgary. It is a detailed assessment measuring an
individual’s or family’s acuity for the purpose of triaging and prioritizing service
delivery. It uses 15 measures to calculate a score out of 60 for individuals experiencing

homelessness. The 15 measures include:

e Self-care and Daily Living Skills;

e Social Relationships and Networks;

*  Managing Daily Activities;

*  Personal Administration and Money Management;

*  Managing Tenancy;

*  DPhysical Health and Wellness;

*  Mental Health and Wellness and Cognitive Functioning;
¢ Medication;

* Interaction with Emergency Services;

* Involvement in High Risk and/or Exploitative Situations;
*  Substance Use;

e Abuse and Trauma;

¢  Risk of Personal Harm and Harm to Others;

e Legal;and

* History of Homelessness and Housing.

Clients are given a score of 0—4 in each category, with a higher number indicating
a higher acuity, or higher risk. It also identifies what services are most appropriate
for clients based on their score—Housing First, Rapid Rehousing, or Prevention
and Diversion. OrgCode Consulting, the creator of the SPDAT tool, was brought
to Calgary to train staff who were going to be conducting the assessments at door
agencies and at SORCe, and also to train trainers to continue training new staff on
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the administration of the SPDAT. The tool is in use in
over 100 communities across North America. Along with
the use of the SPDAT tool for all clients entering CHF’s
system of care, standardized prevention and diversion
questions were employed to ensure as
many people as possible are diverted
from the system of care.

The SPDAT assessment is deficit-
focused, which is a concern for
program staff as it has the potential
to leave vulnerable clients feeling
poorly about, or responsible for, their
current situation. At PCMs, positive
ways in which to reframe the SPDAT assessment and
score have been discussed. Examples involved focusing
on an individual’s strengths at the end of the SPDAT,
e.g. asking the client to identify what they see as their
biggest strength, and working with clients who are
unlikely to get placed due to their score to see their
strengths and how they can leverage those strengths to
find housing independently.

PLACEMENT COMMITTEE
MEETINGS (PCMS)

The SPDAT training
emphasizes that as
little information as
possible should be
collected to assess
the client in order
to prevent
re-traumatization.

PROGRAM AND SERVICE-LEVEL COLLABORATION

Consistency or “inter-rater reliability” of the SPDAT
assessment was identified as a concern ecarly in the
research process. Over several months, measures
were taken to improve the consistency among those
conducting the SPDAT assessment,
including the introduction of a SPDAT-
trained staff registry, a shadowing and
mentorship process, and spot-checking of
SPDAT assessments by senior stafl’ with
Distress Centre’s CAA team at SORCe.
Documentation was also identified as
a concern, in particular regarding what
should/should not be included in the
SPDAT assessment. The SPDAT training
emphasizes that as litdle information as possible
should be collected to assess the client in order to
prevent re-traumatization. The purpose of the SPDAT
is prioritization, not case management; therefore very
litde information is required to support the score given.
Continued emphasis on training and communication will

address many of these issues over time.

Four PCMs were created for CHF-funded housing program staff, CAA staff and CHF
staff to meet and collectively match clients to programs. The four meetings include

those to discuss and place high-acuity singles (clients with a SPDAT score over 44),
mid-acuity singles (clients with a SPDAT score under 44), families and youth. PCMs

generally take place once a week at a regularly scheduled time and place. The amount of

client information shared within CAA and at PCMs is very high. Clients sign a Release

of Information granting permission to share information with and gather information

from a relatively long list of agencies and programs, with the option for the client

to exclude any one of them. If clients do not wish to share their information, they

can either choose to be anonymous or, alternatively, there are a handful of non-CAA

participating agencies that they can contact independently in their search for housing.

The primary purpose of PCMs is to collectively match clients to programs, but

there is much more to PCMs than reviewing the triage list and assigning clients to

programs. Some benefits of holding PCMs include constant renewal of the groups’

commitment to the Housing First philosophy, a very high level of inter-program

collaboration, collective decision making and increased accountability of programs.
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HOUSING FIRST

The Housing First philosophy has been adopted by the CHF and commitment to
this philosophy is regularly renewed at PCMs. There were times when program staff
appeared reluctant to accept clients at the top of the list based on their history of

substance abuse. In such instances, the meetings’ chairs emphasized that substance o A
the meetings’ chairs

emphasized that
substance use should
not be a “screen-out,”

and that it is possible
histories. On several occasions program staft were reluctant to take clients due to  , o,0p Jike ly that

use should not be a “screen-out,” and that it is possible or even likely that clients’
substance use would decrease after being housed; it is common for clients to use
substances as a way to cope with being homeless. The group as a whole appeared to
struggle with the Housing First philosophy in regard to clients with violent criminal

concerns about their ability to remain safe while working with the client, regardless  ~/jents’ substance use

of whether or not they were at the top of the triage list. would decrease after
being housed; it is
common for clients

Client Choice to use substances as
a way to cope with

Client choice, when stated, was always respected, including preferences related to housing being homeless
i .

location, roommates, sober living versus harm reduction, family reunification, etc. At
times, client choice may limit the options available and increase the length of time spent
waiting for housing; e.g. if the client did not want a roommate but there was only housing
with roommates available. However it was recognized that respecting client choice
increases the chance that a client will be successful in a program and not end up back on
the streets.

Collaboration

There was a very high level of collaboration observed at PCMs, particularly regarding
very high-acuity and/or complex clients. Program staff were willing to share their
expertise and support and make recommendations in regard to complex clients. On
more than one occasion, a client was presented at PCM with the goal of transferring
the client to another program. With the support and recommendations provided
at the table, the client was able to remain in their current program and avoid being
bounced from program to program or, worse, discharged into homelessness. Dual
programming was also put in place for some clients; i.e. two programs were enlisted
to support a client with complex needs. Furthermore, CHF’s policies regarding dual
programming were subsequently modified and relaxed in order to accommodate such
arrangements for complex clients. CHF’s awareness of the resources and programs
required to house and support complex clients increased as a result of CAA and
PCMs, resulting in policy changes benefitting both clients and program staff.
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Mutual Trust and Respect

While it is specified in CAA’s operating manual that
Shelter Point (a database tracking the number of
spaces available in CHF-funded programs) is to be
used to identify the number of spaces available in
each program, it is common practice at PCMs for
programs to self-identify the number of spaces they
have available. It is recognized by each PCM chair and
the CHF that program capacity is not black and white
with regard to how many spaces are available in each
program; i.e. the number of spaces available may be
impacted by the amount of support required by clients
(e.g. complex clients), unfilled case worker positions
and the level of skill and experience of the case workers
who are available to take clients. This ad-hoc process
is empowering to program staff and respectful of
their expertise regarding what is happening in their
programs, and builds trust between programs and the
CHEF at the PCM tables.

When a discrepancy between the number of spaces
available in Shelter Point and those being identified
at PCMs was raised (from a place of respect and open
curiosity), program staff identified lack of housing
and open case manager positions as the major issues
impacting their capacity. Not only is there a lack of
appropriate housing, but landlords are often reluctant

to work with programs serving homeless clients.
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Agency Accountability

The triage model is one that the community has
collectively agreed to, and it is useful when working
with limited resources. On several occasions at PCMs
program staff appeared reluctant to accept particular
clients, despite the client being next on the triage list as
well as a suggested program match. While everyone at
the PCM tables is respectful of programs self-identifying
their capacity, there were times when it appeared that
program staff accepted particularly challenging clients
because they were held accountable by those at the
PCM table—not only by a CHF representative, but
also by their peers. There was a process in which the
client’s situation was discussed, including the reasons
they were at the top of the triage list, and it was made
clear why it was critical that the client be placed. If the
program staff remained reluctant to accept the client,
they were reminded that they could return the client
to the triage list if after meeting with them it was
determined that they were not a programmatic fit.

Despite the benefits of the process described above,
some CAA program staff appeared to feel pressured to
take particular clients. PCM chairs may wish to remind
CAA program representatives that they retain the ability
to return the client to the triage list after they have met
with the client if the client is determined not to be a
good fit with their program. There must be a justifiable
rationale and CAA members are accountable to all other
members of the group, but this encouragement may
help program staff feel empowered and less reluctant to
give the client an opportunity in their program.

There are many examples of collective decision making
at PCM tables. When deciding whether or not to hold
a bed for a client, for example, it was stated “it’s up
to the committee.” On another occasion, regarding
a transfer, one program staff stated “as long as the
committee is okay with it.” There is a delicate balance
of program autonomy and collective decision making
that must be maintained to ensure the active and

willing participation and engagement of program staff.
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FLEXIBILITY IN
PROCESS

There have been many additions and modifications
to the common intake process that are specific to
the Calgary context, likely because a funder, rather
than a service provider, has led the implementation
and operation of the program. CHF has the ability
to make decisions based on both its observations
and the recommendations of community agencies
participating in CAA. This has allowed for slight
changes to the SPDAT assessment, including the
use of baseline scores for SPDATs for clients who
have been institutionalized (i.e. scores prior to being
in hospital or incarcerated), vulnerability scores
(calculated using scores from the Physical Health,
Mental Health, Interaction with Emergency Services,
Risk of Personal Harm and Harm to Others, and
History of Homelessness and Housing fields from
the SPDAT assessment), a pregnancy calculator
for the family sector, and an FASD (Fetal Alcohol
Spectrum Disorder) toolkit to assist program staff in
completing SPDAT assessments of clients who have
FASD. It has also allowed for changes in processes
to improve CHF’s understanding of Shelter Point
data and create a clearer picture of what is happening
within community agencies; such changes include the
CHEF policy regarding “dual programming” and new
procedures regarding how to “ramp up” caseloads for

new case managers.
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The process for change within CAA could be described
as “organic”—that is, change happens as needed, when
issues arise and are identified within the programs and
at PCM tables. Through the writing of this report,
it was identified that processes for change should be
outlined more clearly within CHE A governance
structure was suggested, dividing oversight of the
program into strategic and operational realms, with
the strategic oversight being the responsibility of a
steering committee consisting of CHF and community
agency leadership, and the operational oversight being
the responsibility of CHF’s System Planners and CAA-
participating agencies and staff, primarily at PCM
tables. While clear processes and communication will
be helpful for the continued development of CAA,
the ability to react quickly and adapt to community
and client needs is a strength of not-for-profit and
non-governmental organizations, one that has been
identified by the Government of Alberta (2013) and
should not be lost.
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SYSTEM OF CARE

Gaps in the System of Care

Throughout the research process, several gaps in the system of care were observed at

PCMs:

Harm Reduction:

On several occasions it was observed that the majority of spots available at both high- and
mid-acuity PCMs were available only to clients interested in or already maintaining sobriety
from drugs and alcohol. While it is important that clients interested in sobriety have a safe
and “dry” home environment, the vast majority of clients on the triage list are in need of
harm reduction program placements, i.e. programs that are willing to work with individuals
who are actively engaged in their addiction. This imbalance in the amount of sober housing
and the relatively low number of clients interested in sobriety meant that much lower acuity
clients interested in sobriety received placement above those who were higher in acuity
and in greater need of housing according to the wiage model. This imbalance was further
exacerbated by the introduction of a sober living apartment tower in Calgary’s beldine. CAA
participating programs had a difficult time filling the units they held in this tower, as it was
not easy to match clients to their program who were also clean and sober. The excess of sober
housing sends an implicit message to clients that people who are clean and sober are more
deserving of housing, in direct opposition to Housing First principles. CAA provides data
that should be used to make funding decisions based on the needs of the population being
served. From the Waterloo Social Planning, Policy and Program Administration (2013):

As part of the... process, communities should establish a feedback
loop that involves using the information gained from these
assessments to make any necessary adjustments to the system. For
example, if families are being referred to the right program, but
that program cannot serve them due to capacity issues while other
program types have an increasing number of empty beds, it may
be time to make system-wide shifts in the types of programs and
services offered. Communities with a coordinated entry system
tracking all their data have a centralized source of information on who
is entering their system, who is on a wait list, what their needs are,
and how those needs match with what’s currently available. (p. 21)

Using data to inform CHF-funded programming and services for Calgarians
experiencing homelessness is one of the key shifts from the previous Plan identified in
the Updated Plan (CHF, 2015). A systemic shift of this significance in the homeless-
serving system as a whole, however, requires working with other systems to ensure that
all programming and services are informed by data and the needs of the population.
Fortunately this is also a clearly identified priority in the Updated Plan.
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Couples:

There are very few programs willing to take couples,
either because it is not the mandate of their program
and/or because of the risk of domestic violence and the
subsequent risk to housing stability.

Non-English Speaking Clients:

There appeared to be little capacity for programs to work
with clients who have limited English-language skills—
any capacity was dependent on the program staff’s ability
to speak other languages. Subsequently, throughout the
research process program staff were instructed to access
a language line for tele-interpretation through Distress

Centre’s 211 service as needed.

Transitional Housing:

There is a lack of housing for transitions from systems
like corrections or for those with physical health needs
upon being discharged from hospital. Clients are
routinely discharged from hospital or corrections into
homelessness, despite it being against Alberta Health
Services’ (AHS’) policies to do so.

Clients with a Violent History:

These clients may pose a safety concern to program
staff, other residents if in place-based housing and the
community in which they are placed. As such, CAA-
participating programs were reluctant to take on clients
with a violent history within their existing resources.

Complex Clients:

Complex clients are those clients for whom there is no
program match, often due to high needs in multiple
areas of the SPDAT assessment (e.g. addictions, mental
health, risk of harm to self or others, legal, etc.). “Dual
programming,” i.e. assigning more than one program to the
client, can address complex clients’ needs only a fraction of
the time. A Complex Case Review Committee was created
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to discuss complex cases and develop potential strategies
regarding how to house and support these clients. One
recommendation is to assign a case manager to complex
clients in homelessness until the client can be housed either
by the program with which the client is engaged, or with
the program best suited to meet some of the client’s needs.

Some clients are deemed complex because there is no
program able or willing to serve clients with an extensive
history of violence. The CAA program has outlined safety
procedures in its operating manual, and it is expected that
all housing programs have safety procedures in place. If
clients cannot be supported safely within the parameters
of any programs safety procedures, the client is deemed
complex. Ideally, the resources required to safely support
that client are identified at the Complex Case Review
Committee meeting and provided to the program willing
to support the client, similar to a fee-for-service model.
The alternative is to direct these clients back to AHS,
where there may be more resources to adequately and
safely support such clients (e.g. Assertive Community
Treatment Team or locked-down, place-based housing).
That being said, it is clear that all such systems are
operating at or over capacity. Currently there is no clear
process in place to get the needs of complex clients met in

a sector that has little to no capacity.

Upon review of the complex clients SPDAT
assessments, what stood out was the extensive history
of significant trauma experienced by these clients and
the impact it was having on the clients’ current life and
experience of homelessness. Clients reported witnessing
and experiencing physical, financial, emotional and
sexual abuse, and violence as children, as adults, and
as adults experiencing homelessness. Clients reported
being repeatedly institutionalized in foster homes and
in correctional facilities. Trauma-informed care within

CHF’s System of Care is critical for such clients.

28



OUTSIDE OF CHEF’S
SYSTEM OF CARE:
ENGAGING SYSTEMS
AND NON-CHF-
FUNDED AGENCIES

The high level of coordination and collaboration within
CAA and CHF’s system of care is unprecedented
within any other system serving particular populations
in Calgary. Having a relatively comprehensive list of
clients requiring housing made it apparent that many
clients waiting for housing were eligible for supports
from other systems, most of which have a larger pool
of resources than CHF’s system of care. CHF’s System
Planner worked to connect clients on CAA’s triage
list to supports from other, larger
systems, including the Government
of  Albertas  Persons  with
Developmental Disabilities, AHS
Regional Housing and Corrections
Transition Team and Child Welfare.
It was recognized that all systems
supporting homeless clients are
under-resourced, and in some cases
programs from different systems
would agree to work together to
ensure clients received the support they needed. This
level of advocacy created increased communication and
coordination between systems, and will benefit shared
clients. It also created more positive transitions from
systems to housing, particularly for homeless clients
transitioning out of correctional facilities or hospitals.

It was recognized that
all systems supporting
homeless clients are
under-resourced, and in
some cases programs from
different systems would
agree to work together
to ensure clients received
the support they needed.
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Recommendations

Lack of Strategic Direction

The process of implementing CAA has been described by
CHEF staff as “flying the plane as it is being built.” The
pressure created by the timelines in the 10 Year Plan
may have been related to decisions being made without
clear vision regarding what CAA should look like, and
what CHF’s role would be in the future. There was
confusion regarding who was primarily responsible for
CAA. Was it CHF as the funder leading
the implementation? Was it Distress
Centre, chosen to operate the storefront
location of CAA at SORCe and play
a key role in Placement Committees?
Was it the community of homeless-
serving programs and agencies under the
umbrella of CAA? These questions have
yet to be answered. As CHF endeavours
to engage the community in systems-
level decision making and ending
homelessness in Calgary, it would be advisable to involve
the community in the ongoing development of CAA as

much as possible.

Until this research process, a program logic model and
the evaluation of the program had not been discussed.
CHF was reluctant to create a logic model and
evaluation framework for CAA, as it was considered
countet-intuitive to their goal of collective ownership
of both the 10 Year Plan and of CAA. The first logical
step moving forward is to establish a governance model
and strategic oversight and goals for the program. A
steering committee is currently being established and
will ultimately set a strategic direction for CAA, after
which a program logic model can be created and a

program evaluation framework begun.
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Outcome Measures

The introduction of CAA has caused a shift from program-centred to client-centred
care. Looking ahead, it will be important to measure the outcomes that are hoped

for with the introduction of diversion processes and common intake, as outlined in

Social Planning, Policy and Program Administration (2013):

¢ Qutcomes related to common intake
(streamlined intake and program
macching):

*  Program occupancy (although true
program capacity is difficult to
measure due to the influence of staffing
levels and availability of housing);

»  Shorter time from system entry
to permanent housing;

»  Fewer interactions with different
agencies;
rough sleeping; and
» Reducing length of stay in

shelter; and *  Less frequent discharge from public
institutions into homelessness due to

engaging large systems through CAA.

»  Reducing repeat episodes of
homelessness.

¢ Qutcome related to diversion:

*  Dositive destinations at exit from program;

*  Fewer clients returning to shelter/

Missing from this report, and from the CAA in general,

» Reducing new entries into is client feedback on the common intake process.
homelessness. Feedback should be collected, primarily from clients

who are housed as those who are still waiting on the

Other measures identified in the research process as list would have an inherent bias.

useful in measuring the success of CAA’s coordinated
intake and program matching include:

Remaining Questions

There are clear indications that CHF and CAA are achieving success in the work
being done in Calgary’s homelessness sector. Despite Calgary’s rapid growth, the
city’s homeless population has remained stable in recent years. In addition, CHF’s
system of care is currently at 95% capacity—programs are full and any empty spaces
are filled quickly and efficiently. One of the most significant questions begging to be
answered is regarding continuing to assess clients, considering the likelihood of them
being housed is currently extremely low. Should CAA continue to SPDAT clients? If
the program operates on a triage model, should CAA be conducting SPDATs within
emergency shelters to reach only the highest acuity clients? Should the system remain
a triage model? These are questions that I believe need to be answered by a steering
committee, with an eye on the strategic direction of the program.
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CONCLUSION

The CHE along with its funded agencies, has managed to complete the most
challenging phase of Calgary’s 10 Year Plan to End Homelessness. They have
chosen a standardized assessment process (the SPDAT assessment), developed a
coordinated intake team and process, and have begun working with large systems
to ensure that Calgarians experiencing homelessness are receiving the most
appropriate care. Work remains to be done around using the data collected in
HMIS to inform resource allocation within the system of care, as demonstrated
by the over-abundance of sober housing in a system that requires more programs
working with clients who require harm reduction.

Despite the challenges posed by changes in leadership at CHF and Calgary’s
“boom and bust economy,” Calgary has managed to slow the rate of homelessness
in Canada’s fastest growing city. The CHF has introduced key infrastructure to
coordinate and anchor its system of care. Further coordination surrounding the
strategic direction, logic model and an evaluation framework is required. With
these guiding frameworks in place, the CAA program in Calgary will serve as a
pillar in this city’s goal to end homelessness.
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WHERE'’'S THE CASH (CENTRALIZED

ACCESS TO SUPPORTED HOUSING)?:

EVALUATION OF A SINGLE POINT OF
ACCESS TO SUPPORTED HOUSING

Trudy NORMAN & Bernie PAULY

Since the 1980s homelessness has been and continues
to be a significant concern throughout Canada. The
number of people experiencing homelessness in Canada
is estimated to be 235,000 (Gaetz, Gulliver & Richter,
2014). Like other cities in Canada, the City of Victoria
is grappling with issues of homelessness. There are more
than 1,700 people who experience homelessness in one
year and more than 1,000 people in need of permanent
housing on a single night (Pauly, Cross, Vallance, Winn-
Williams & Styles, 2013). Emergency shelter beds are
often oversubscribed and capacity in recent years has
been at 111% due to the use of additional mats on the
floor in emergency shelters.

Addressing homelessness requires a multi-sectorial
response with engagement of muldple partners. A
key response to homelessness in many jurisdictions
is the development of coalitions and 10-year plans
to end homelessness. Such efforts were initiated in
Victoria following a 2007 City of Victoria mayor’s
task force on breaking the cycle of homelessness,
mental illness and addictions and the formation of
the Greater Victoria Coalition to End Homelessness
(GVCEH) in 2008. The GVCEH consists of

over 50 agencies and corporate partners including
municipal and community links with responsibility
for the development of a plan to end homelessness
by 2018. A key tenet of this and many other plans
to end homelessness across Canada is the adoption
of the principles of Housing First. These principles
are “immediate access to permanent housing with no
housing readiness requirements; consumer choice and
self-determination; individualized, recovery-oriented
and client driven supports; harm reduction and social
and community integration” (Homeless Hub, 2015).

Housing First principles provide a philosophical
orientation that can be integrated into a wide range of
homelessness programs if the aim is to end homelessness.
While Housing First programs are often premised on
access to market housing, Housing First principles can
be incorporated into social and supported housing
programs, thus increasing opportunities for permanent
housing and providing client choice in type of housing.

Direct access to market housing in Victoria is often
challenging. Market units are unaffordable and
unavailable for people experiencing homelessness and



those living on low incomes including those working
for minimum wages or on social assistance (Pauly et
al., 2013). As a result, an essential resource for people
who are homeless or at risk of homelessness is access to
social® and supported housing?. As of March 31, 2013
the waiting list for social housing in Victoria was 1,477
(Pauly et al., 2013). The number of people on the
waiting list for social housing has remained relatively
stable since 2006. Further, in order
to access social and supported
housing, individuals and families
must navigate a complex and
fragmented maze of services and
resources (Albert, Pauly, Cross &
Cooper, 2014; Pauly et al., 2013).
For example, supported housing
providers may have their own
referral process, admission criteria
and waiting lists often resulting
in confusion and frustration

for clients. In addition, clients are often required to
access multiple income support services as well as
health and other social services. To further complicate
the situation when housing resources are limited and
overprescribed, individuals may experience extended
waiting periods on social housing lists for months or

even years and in some cases never receiving housing.

“| had to actually ask
what CASH stood for,
and that was just a month
ago. But when they said
‘CASH referral,
know that it was an
acronym, so I’'m thinking
cash referral, I'm
thinking, okay, cool!”

— A client participant

"1 didn't
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In an attempt to increase access to housing, centralized
intake or ‘single point access’ programs have been
developed in the United States and the United
Kingdom. The rationale for these programs is that a
single point of entry to services provides individuals
with easier access to information and needed supports
in a timely way while providing more effective use
of limited resources (Gaetz et al., 2014). Centralized
services may include housing, case
coordination, assertive case management
or other health care services. In 2012, CASH
(Centralized Access to Supported Housing)
was established to improve equity in access
to supported housing in Victoria.

In this chapter, our purpose is to describe
the CASH program and provide an
overview of the findings and insights
from an initial program evaluation.
We begin with some background on
centralized programs, a description of the CASH
program and our approach to evaluation. We then
present the findings and discuss their implications

and recommendations for improving such programs.

1. Social housing generally refers to housing whose rents are reduced through government subsidy. Here social housing refers to
housing provided through the BC Housing Management Corporation.

2. Supported housing is defined here as a specialized form of social housing that integrates tenancy and onsite support services often
seeking to house and support people with mental health and/or substance use concerns.
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BACKGROUND

According to the United States Department of Housing and Urban Development
(HUD), central intake has numerous potential benefits for service seekers, service
agencies and planners (2010). For service seekers, a single point of access may simplify
and accelerate access to the most useful services; for agencies it may provide an ongoing
source of referrals, a clear picture of client needs, support interagency collaboration
and reduce overlapping service functions and provide decision makers and funders
with accurate information that will assist them in more effective service planning and
provide data to support future service planning (HUD, 2010). A benefit of centralized
intake services is the use of a common assessment instrument to collect information
that is held in a single location. The Rapid Rehousing for Families Demonstration
program in the United States in 2008 used a centralized intake tool because of the

The Rapid Rehousing for
Families Demonstration
program in the United
States in 2008 used

a centralized intake

tool because of the
potential benefits to
individuals and the
system (HUD, 2010).

potential benefits to individuals and the system (HUD, 2010).

Burt and Wilkins (2012) suggest that coordinating
access to supported housing for people who have
experienced chronic homelessness can improve
efficiencies and access to available housing. Further,
Burt (2015) suggests that coordinating housing among
a suite of care services for people who experience
chronic homelessness may improve health outcomes
and reduce the cost of care. A ‘coordinated entry
system’ for accessing housing piloted in Los Angeles
is emerging on the national level in the Housing for
Health program within the Department of Health
Services in the United States. Burt cautions that
such coordinated efforts among service providers
must however offer “an expanded supply of housing
options... to find the best fit between homeless people
with the greatest needs and the available housing
options” (2015: 59). To our knowledge coordinated

entry system efforts have not yet been evaluated.

In Canada, the Access Point?, formerly known as
Access 1 and the Coordinated Access to Supported
Housing program, is operated by the City of Toronto
Mental Health and Addictions services. The Access
Point (accesspoint.ca) is a single online site where
individuals who may be homeless and experiencing
mental health and addictions issues or a professional
working with them may apply for supported housing

and assertive case management services in the Greater
Toronto Area. The Access Point coordinates access
to 4,000 housing units ranging from shared rooms
in licensed boarding home situations to independent
living in scattered site apartments. The Access Point
has 20 staff and a budget in excess of $1M annually.
Centralized access programs provide access to a range
of housing types including access to market housing
and programs which may or may not operate in
accordance with Housing First principles.

Given the long waiting list in Victoria for social
housing, it is clear that availability of this resource is
limited for those who require only low cost housing.
Further, there is limited availability of supported
housing for people experiencing mental health and
substance use concerns. Two previous attempts at
coordinating access to supported housing in Victoria
were abandoned, in part due to lack of access to a
supply of social and supported housing. In an effort
to improve access and efficient use of an extremely
limited resource, supported housing units, service
providers developed CASH in 2011 through the
Service Integration Working Group (SIWG) of the
GVCEH. The Victoria CASH program was launched
in May 2012 and is funded and staffed by Island
Health, one of seven regional health authorities in BC.

3. Dlease see theaccesspoint.ca for more information.
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In early 2014, the authors were invited to undertake an evaluation of the CASH

program in Victoria, BC. The focus of this evaluation was to provide feedback on

the extent to which the CASH program objectives were being met and provide

recommendations for improvements. Before describing the evaluation approach and

findings, we provide an overview of the CASH program.

PROGRAM DESCRIPTION

The primary goal of CASH is to “streamline access to
supported housing with a fair and equitable process
for all people seeking... supported housing* in the
Greater Victoriaarea” (Centralized Access to Supported
Housing, 2013). Through a “cross-organizational hub™
format CASH staff coordinate referrals and facilitate
placement of wait-listed participants in approximately
976 supported housing units in Greater Victoria.
The vast majority of supported housing that is part
of CASH is provided by six not-for-profit housing/
support agencies. CASH includes the Streets to
Homes program which provides housing and supports
through 120 rent supplements to individuals placed
in market housing. Streets to Homes is described as a
Housing First program.

The objectives of the CASH program are:

* A fair and equitable process for all people
accessing supported housing in the Greater
Victoria area;

* A ssingle community supported housing
application that can be completed and
submitted by any agency. CASH supports
the motto — “Any door is the right door”;

* Efficient use of community supported
housing resources and timely referrals;

* Transparent, clear selection and referral
process; and

* Shared best practices amongst housing
providers.

The CASH program operates under a memorandum
of understanding (MOU) between housing providers
and Island Health, the local recipient of provincial
health funding. The advisory committee oversees
CASH, responding to challenges and changes in the
operating environment. The advisory group consists
of a senior manager from CASH partners and an
Island Health representative responsible for the CASH
program. The selection committee is comprised of
managers/coordinators from partner agencies. Each
provider is encouraged to have a staff’ person attend
selection committee. Generally, three or four housing
provider representatives attend selection committee
meetings. Thus, the selection committee may have
different partner agency representatives at each
meeting with the exception of Island Health and
CASH coordinating staff who attend all meetings.

The CASH office is co-located with two other Island
Health programs near the downtown core of Victoria.
The CASH program has three full-time staff members
employed by Island Health. The office assistant manages
the client database and waiting lists. A social program
officer and occupational therapist facilitators’ receive
and ensure completeness of referrals, gather collateral
information as required and present individual cases at

selection committee meetings.

4. “Supported housing integrates tenancy with on-site support services and is intended for people who are managing multiple barriers
including mental health and/or addiction issues; who, due to these issues, are experiencing homelessness or are at risk of homelessness;
whose support needs cannot be managed with community supports” (Centralized Access to Supported Housing, 2013).

5. ‘Cross organizational hub’ means that the CASH program is the centre point through which the wait-listing process for supported

housing is provided through the six partner agencies.
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OBJECTIVES OF

The selection committee meets twice weekly totaling THE EVALUATION

approximately four hours a week. Generally, six to
eight referrals are reviewed at each meeting. Facilitators
present details of the case. At the end of the case
presentation and discussion, a decision is made to wait-
list or not wait-list the client. Files of clients not wait-
listed may be closed or, if new information comes from
the community, amended and re-reviewed. Individuals
who are not wait-listed may also be re-referred should
their circumstances change. If the client is selected for
wait-listing he or she is placed on those waiting lists
that, in the opinion of the selection committee, best
support the client. Committee members confer and
come to an agreed upon score for each application on
a scale of zero to 80 representing the level of client
need and likelihood the client will benefit from
supported housing services. The score determines the
individual’s place on the waiting list. Occasionally,
only one program may be considered appropriate for
a specific client based on the match between client
needs and a particular housing program’s supports.
Generally, referrals are dealt with chronologically;
however, individuals who are hospitalized at the time
of referral® are prioritized for selection committee. Thus,
the application of an individual who is in hospital will
be finalized and reviewed at selection committee ahead
of other referrals. If approved these applications enter the
waiting list in the same way as other community referrals.

Each application on the waiting list is reviewed every
three months to ensure that the client is still in need
of supported housing. If the client has found other
accommodation, has not been in contact with the
referral agent or for other reasons no longer needs
supported housing the application is closed and
removed from the waiting list. In essence, clients are
placed onto a waiting list and prioritized for supported
housing when it becomes available.

The objectives of the evaluation were:

1. To provide insights into the current
operations of CASH, including successes,
challenges and impacts of the program;

2. To determine the extent to which the
CASH program is effective in meeting its
intended objectives;

3. To identify the consistency of CASH
principles with principles of Housing First;

4. To determine the level of participant, staff
and partner agency satisfaction with the
CASH program particularly in relation
to the referral process in terms of fairness,
equity and transparency; and

5. To identify recommendations that would
increase the overall effectiveness of and
stakeholder satisfaction with the CASH

program.

Committee members
confer and come to

an agreed upon score
for each application

on a scale of zero to

80 representing the
level of client need and
likelihood the client will
benefit from supported
housing services.

6. Individuals may be in in-patient psychiatric care or acute care.
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Case study designs are
characterized by drawing
on multiple sources of
data and inclusion of the
sociopolitical context to
better understand how
the program operates
and provide a useful
framework for findings
(Baxter & Jack, 2008).
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METHODOLOGY

A descriptive case study design was employed with the unit of analysis being the
CASH program. Case studies aim to understand how phenomena operate in the
real world (Stake, 1994; 2005) by accounting for the circumstances or context
in which they are being implemented. Our interest was in evaluating CASH, a
central registry for supported housing, and how such a registry operates within the
broader sociopolitical and economic context of Victoria, BC. Case study designs
are characterized by drawing on multiple sources of data and inclusion of the
sociopolitical context to better understand how the program operates and provide a
useful framework for findings (Baxter & Jack, 2008). Pauly, Wallace & Perkin (2014)
argue that case study designs are appropriate for evaluating services for people who
are homeless as the sociopolitical, historical and economic context that influence
program operations may be taken into account rather than simply blaming programs
and participants for lack of success. Further, these authors suggest that inclusion of
user voices in case study-based evaluation can contribute important understandings

of the program’s operation and context (Pauly, Janzen & Wallace, 2013).

DATA SOURCES

For the evaluation we drew on multiple data sources
including a series of 30 individual interviews,
participant observations of CASH meetings and CASH
program documents including program statistics. One
researcher observed five meetings of the selection
committee over a period of six weeks during December
2014 and January 2015. All participant interviews
were audiotaped and transcribed verbatim. The data
were coded line by line and analyzed inductively
(Thorne, 1997) to elicit themes and gain an overall
understanding of the current operation and outcomes
of the CASH program. Thematic interpretation is
enhanced and augmented by observations of selection
committee proceedings and program data. The
findings are situated within the sociopolitical and
economic context of housing in Greater Victoria to
further augment understanding of the CASH program
and the extent to which it is meeting its objectives.

Participant Recruitment

Client participants were recruited through posters
placed at several agencies serving people who
experience homelessness. Interview opportunities
were scheduled at each agency and clients indicated
a willingness to participate by presenting themselves
to the interviewers. Referral agents, housing providers,
community and funding partners were recruited
by email through a third party. These individuals
indicated their willingness to participate by contacting
the interviewers by email. Interviews were conducted
ata convenient and private location of the participant’s
choice most often their office or a room at the GVCEH.
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Participants
Thirty

interviews were conducted lasting from 20 to 75

semi-structured  individual  face-to-face
minutes. Participants came from all major CASH
stakeholder groups. Interviews focused on program
knowledge, experiences and suggestions for program

enhancements.

There were nine client participants with five identifying
as male and four as female. They ranged in age from
31 to 60 years. Seven client participants identified as
Caucasian, one as Aboriginal and one as other (Black,
Asian or from Southern India). Clients were primarily
staying at a shelter at the time of the study (six) with two
sleeping outside and one person living in a supported
housing program. Provincial disability assistance was the
primary source of income for seven client participants
and Canada Pension and Old Age Pension for two
participants. Four client participants had college and
university training; three had completed grade 12 and
two completed at least grade seven.

PROGRAM AND SERVICE-LEVEL COLLABORATION

The remaining stakeholders came from four groups
including referral agents (eight), housing providers
(seven), funding and community partners (three)
and CASH stafl. Eleven identified as female and
nine as male. All were currently employed by either
government or a not-for-profit social service agency.

Findings

During the three year period from June 1, 2012 to
May 31, 2015, 2,171 referrals were received and
assessed for placement on the waiting list. Of those
referrals, 566 people were eventually housed and 1,317
referrals closed (see Figure 1). At the end of this period,
there were 277 individuals (or 13% of all of those
referred) on the CASH waiting list. The outcome of
11 applications is unknown. It is of note that 25% of
those housed through the CASH process were already
living in supported housing at the time of placement.

FIGURE 1 CASH Referrals (June 1 2012 - May 31, 2015)

Closed 61%

Wait List 13%

TOTAL REFERRALS: 2171
HOUSED: 566
CLOSED: 1317
WAITLIST: 277
UNKNOWN: 11

Housed/
Rehoused 26%
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OUTCOMES OF THREE
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YEARS OF CASH REFERRALS

In the analysis, several themes emerged from interviews, observations and document

analysis. These themes are: one, CASH: A housing waiting list or a housing program?;

two, CASH is a ticket in a supported housing lottery; three, CASH aims to be a fair

and equitable process; four, lack of client engagement in the CASH process; and five,

having CASH is better than not having CASH.

1. CASH: A housing waiting list or
a housing program?

As described above, CASH provides access to a waiting
list for housing. Housing providers may choose among
several prospective tenants for each vacancy and thus
make the final decision as to who is housed. It is not
within the mandate of CASH to direct a provider to
house any specific individual. Though this distinction
is well understood by those closely involved with
CASH, it likely creates confusion for others as

documentation often refers to “accessing housing”

rather than accessing the waiting list.

Through interviews and observations, it emerged that
there was often a lack of understanding, information
and transparency about the CASH program among
users affecting their satisfaction with the program.
One referral agent observed,“ CASH sometimes is
thought of by people, both [those who] refer to it
but certainly some clients, as this omnipresent beast
that has tremendous housing, where technically it
has no housing it’s just a referral system.” The referrer

continued, “For the average person CASH becomes. ..

3%

housing. “I'm going to get housed through CASH.

The exact nature of CASH processes, where CASH is
located, who the staff are and how the program operates
was not entirely clear to many participants, particularly
referral agents and clients. Among referring agents and
housing providers there was reasonably clear knowledge
of their role in the referral process but some referral
agents did not know where the CASH office is located
or had met CASH staff. One participant wryly noted,
“CASH... that secret room in their secret building.”

A majority of participants expressed a hope and indeed
a belief that the wait-listing process was transparent.

the

application, review and process at selection committee.

However, several admitted concerns around

According to one referrer:

| think once you finish that application

it feels like it goes off into the abyss...
but | don’t think it's very transparent
as to what they do with it. Like what
kind of information they gather and
what the next steps are. | would have
no idea what A through Z happens

after | fax that referral to them.

Many referral agents were not aware they could
observe selection committee if they chose to do
so. Basic information is available on the website yet
critical processes such as information about review
and selection seem difficult to discern. Few clients or
referral agents knew of the CASH website or, if aware,
used it. Others knew about the site but did not find it
helpful. Though staff do outreach to various agencies
to discuss the program, referral agents often lacked
detailed information leading to questions of fairness
in the wait-listing process.

For clients, what they believe CASH to be often varied
greatly from reality. At best, clients knew a form
needed to be filled out by a worker and that he or she
would be placed on a waiting list for housing. A client
participant noted:
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Getting more information about CASH into the world,
and what it is and what it does. Like | said, individual
programs rather than, yes, it’s centralized, but so what?
You have centralized access to supportive housing, okay...
What does that tell me, that | filled out this form
and that | might eventually get contacted?

Most were unclear as to which agencies formed CASH and since clients may be
placed in market housing through the Streets to Homes program, were very confused
about which housing was part of CASH and what was not part of CASH. Generally,
only referral agents may find out where an individual sits on a particular waiting
list and must do so either by emailing or calling CASH. The website does not allow

access to waiting lists for referral agents or clients.

We reviewed the length of time for each segment of the CASH process. We identified Ve 1 dentified the
median number of days

from the time a referral
is received until the
client is wait-listed and
until the client is housed.
It may take up to 125
days for a decision to be
made on a referral.

the median number of days from the time a referral is received until the client is wait-
listed and unitil the client is housed. It may take up to 125 days for a decision to be
made on a referral. Some referrals may never reach selection committee and others
may be closed after review by the selection committee. The median number of days
from receipt of referral to housed is 240 days. Clients must seek out the worker who
referred them to receive updates on their waiting list status. This was challenging
given the competing priorities facing clients with many opportunities for clients to

be lost while in the wait-list process.

In general, the CASH process was seen as lacking transparency, being slow and
bureaucratic. A client reflected on his wait-list journey:

Yeah, the waiting part — it’s the worst. Like | said, hope...
it's the most powerful motivator we‘ve got, is hope. But
when there’s no hope, it’s the most powerful de-motivator
we've got. Even if they don’t say you're number one on the
list, just saying, ‘Yes, you're on the list. How're things going?’
Check in, in a little bit. That would be so god damn helpful.
Why don’t they do shit like that?

This highlights the importance of providing information and transparency about

what the program is and how it works but also the importance of clients and referrers
having access to information about the status of their application.
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Current market
conditions require

that potential tenants
pay more than 30% of
their income on rent,
making market housing
unaffordable and market
housing especially in
the less than $700 range
have a vacancy rate of
about one percent
(Pauly et al., 2013).

MARCH, 2015
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2. CASH: A ticket in a supported housing lottery

Every participant noted the lack of safe, adequate, affordable housing in the Greater
Victoria area as a concern impacting homelessness and as essential to solving
homelessness. Current market conditions require that potential tenants pay more
than 30% of their income on rent, making market housing unaffordable and market
housing, especially in the less than $700 range, have a vacancy rate of about one
percent (Pauly et al., 2013). Supported housing is subsidized by government making
rents affordable for individuals on various forms of income assistance and those who
qualify for supported housing.

For the 2014/15 year, there were approximately 50 CASH referrals per month. Of
those 50 referrals, approximately 28 referrals per month were wait-listed. In contrast,
there were approximately 14—15 ready to rent supported housing spaces available on
average per month (see Figure 2, below). Thus, the number of people being wait-
listed per month exceeds the overall number of units available. As a result, there is an
ongoing waiting list and inability to directly house people who are referred and met
the criteria for placement.

FIGURE 2 Number of People Waitlisted Compared to

Vacancies Month by Month (2014/15)
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CASH then sits at the intersection of an affordable

market housing crisis and access to supported housing.

It is not surprising then that according to one CASH
partner, “we are dealing with a housing stock that has
a probably zero vacancy rate.”” This means CASH
must function in the untenable but required position
of deciding who among an enormous group of those
in desperate need should go on a list to wait for
the prospect of receiving housing. One participant
suggested the CASH process was more a “lottery for
housing” rather than a process to obtain housing.

With the pressure of a large number of individuals
seeking housing through the CASH process, there is a
‘no-win’ scenario for the CASH program staff, agency

partners and, crucially, supported housing applicants.

In the context of a scarce resource, CASH’s primary
goal of fair and equitable access to supported housing
becomes paramount. To address this goal, strategies
such as a detailed referral form, separation of referral
and selection processes and prioritizing clients assessed

as having the highest needs have been implemented.

PROGRAM AND SERVICE-LEVEL COLLABORATION

3. CASH aims to be a fair and
equitable process

Prior to the initiation of the CASH program in 2012
many providers kept individual waiting lists for their
housing programs. Referral agents often depended
on relationships with individual housing providers to
facilitate housing placement. This could sometimes
mean that a client with a strong advocate was housed
before an individual on a provider’s waiting list without
such a person. Thus, access to housing was considered
unequal at times. Separating referral and selection
processes is aimed at promoting fairness and equity
by removing referral agent ability to advocate for
individual clients and facilitate appropriate matching
of clients with a housing program. One result of this
change is that referral agents often feel disconnected
from CASH processes and unable to fulfill the advocacy
role that is central to frontine work. Without this
role referrers are often extraordinarily concerned with
completing CASH forms in a way that will present
their client as suitable for supported housing,

And so it’s like you have to get this
delicate balance. And so it becomes
a bit of a game... Oh, | wonder who
is going to review this. | have to say,
okay, we can’t make them [seem] too
sick or they’ll turn them down because
they have too high needs.

At selection committee, client files are reviewed and
specific housing sites are recommended. A decision
to wait-list or not wait-list is made at that time.
Applications are scored to determine where each client
sits on the waiting list. Clients with high needs and
scoring in the range of 60-80 during the selection
process are prioritized for housing placement. This
means that a client placed on the waiting list today

7. One provider experiences a significant vacancy rate due to the transitional nature of their housing stock and difficulties locating wait-
listed potential tenants quickly when vacancies arise. Individuals wait-listed for this program are often those who are staying in shelters
or living outside and who may have no means of contact other than face-to-face interaction.
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with a higher score will have a greater likelihood of
being housed than someone who scores lower and who
has been on the waiting list for six months or even
two years. Scoring process at selection committee is “a
best guess” according to one participant, based on all
the available information. This includes information
on the referral form, collateral information gathered
by the facilitators, how a particular client is evaluated
against scoring criteria and any knowledge a member
may have of a particular client. Clients with lower
scores and thus lower needs can remain on the waiting
list for extended periods and may be unlikely ever to
receive housing.® This reflects a process that prioritizes
those with the greatest needs over first come first serve
as the basis of fairness and equity.

Housing providers are requested to choose from among
the three individuals from a CASH waiting list for any
vacancy in a program. As often only individuals with
high needs reach the top of the waiting list, providers
may be faced with a program of all high-needs clients.
This can put a good deal of stress on housing providers
who must balance competing needs. As one provider
noted, “The whole idea is to support the highest level
of acuity that we possibly can, but still maintain some
sense of... responsibility... to our neighbors. And
in the building, the tenants have to be somewhat
respectful of each other.” He added:

So we review the ... files of the
individuals and then make the best
choice, at that time, for that building.
And what are the resources attached
to the building? What neighborhood is
that building in? So all of those things
we take into consideration and we
make a decision.

PROGRAM AND SERVICE-LEVEL COLLABORATION

Housing placement also depends on a referral
agent remaining in contact with the client. Clients
could sometimes not remember who referred them
and, having heard nothing about their application,
reapplied for CASH with another worker. This
has resulted in some confusion both for clients
and referral agents. Additionally, clients may lose a
housing opportunity if they cannot be found when
a vacancy occurs. Further, an application may be
closed if the worker has had no recent contact with
a client when an update by CASH staff is requested.

The CASH process does not allow for emergent
situations, innovative or responsive approaches in
housing placement. One participant noted that
there is a “worry about any centralized process is
that it becomes slow and bureaucratic and we only
meet then, and we grind through this big list... and
there’s no way to deal with an emergency, a crisis, a
special circumstance or to be nimble in situations
where there’s opportunities for thinking outside of
the box.” Thus how to be nimble in central access
processes becomes an important consideration. For
example, though shifting clients occurs ‘in house’
between programs of an individual provider, there
is no simple mechanism for shifting clients between
providers to achieve an optimum fit between client

and level of supports in a particular program.

8. Clients who score lower, i.e. have lower needs, may be wait-listed for the Streets to Homes program, designed for those who can live in

market housing with fewer supports.
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4. Lack of client engagement in the CASH process

The CASH process lacks client involvement and choice. Participants across all sectors
made note there was no place for clients in the CASH process. As one provider observed,

“there is a lack of humanity... [CASH] eliminates the humanness side of it. And it
just becomes a system and a number.” Participants felt there should be a clear role for
clients ‘at the table’ such as stating their case at selection committee, filling out the
application form or accessing information on their wait-list status from their website
or through other means. Notably, at the Access Point® program in Toronto, clients may
fill out application forms online and begin the process of accessing supported housing
and case management services. Access Point staff contact applicants directly to collect
collateral information if necessary and individuals may either call or visit Access Point
offices at any point to see the status of their application. Further, a client resource
group (CRG) meets several times a year to provide input and feedback on Access Point
services, processes and proposals for service changes.

One referral agent voiced the concerns of many around gathering client information
— that such information may lead to a refusal for housing without a provider having
an opportunity to interact or assess an individual applicant:

There’s a lot of information that | don't think is really relevant
to housing, especially if we're talking about hard to house
people... | have a lot of issues with bringing information about
a client upfront, before the workers ever meet that client. Like
the historical record of violence form... If a client has never
been into your housing before, certainly | can understand why
you might want to know if that client has a history of violence,
but at the same time... you should already have structures in
place to be prepared for that.

Or as another referral agent noted: “Is all ¢his information really critical to make a final
decision when it’s a crapshoot [for housing] afterwards anyway?” Several participants
expressed a concern about the potential for trauma and retriggering of trauma as part
of the CASH referral process:

Not respecting the amount of trauma and emotional conflict that
comes up when [they] constantly tell their life story over again.
We're re-traumatizing them... and we’re not even giving any
supports after. | don’t necessarily have the time... to properly
debrief this person. Do | have the mental health resources to
help them if I've now triggered their PTSD or whatever? And
I've taken this information and can’t really guarantee that it's
going to be completely confidential. Now there’s 10 other
people sitting around reading their story.

9. The Access Point information was gathered either from the website at theaccesspoint.ca or in conversation with Linda Brett, Access Point
team leader, May 29, 2015.
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While the CASH referral process aims to be fair and equitable, it was clear from

participants, particularly clients as well as referral agents, that the lack of client

engagement in the process was not only difficult and confusing but in some cases

potentially harmful and re-traumatizing. People who have and are experiencing

homelessness often suffer from past trauma, dismissal and lack of social inclusion. As

described above, these experiences are reinforced and reproduced by the current lack of

engagement in the CASH process. While it is not possible to quickly change the supply

of housing, the CASH process could implement changes that humanize the process

and reduce trauma for clients as well as connect them to other available services.

5. Having CASH is better than not
having CASH

Though there are significant issues with the process
many participants, particularly housing providers,
viewed CASH as a useful approach that seeks to
facilitate more fair and equitable admission to limited
supported housing resources. Referral agents and
housing providers often believe that CASH, as one
referral agent suggested, “has certainly streamlined
the housing process in Greater Victoria; it’s reduced
overlaps [of having] many waiting lists.” Having
one referral form is also seen as helpful. The ability to
capture information through the database may provide
support for new housing initiatives: “There’s really good
tracking and gathering of statistics, and I think that’s
very helpful in demonstrating what the issues are.”

Bringing a range of housing providers to the table to work
together has been an unexpected and valuable outcome
of the CASH program according to one provider:

| think it's created a much improved
relationship between housing

providers because they’re all part

of the selection process and... the

advisory committee. So | think that

that’s really been a benefit to develop

those relationships with the
different housing providers.

A community partner offered:

| think the relationship between the
housing providers and the health
authority has strengthened... they're
working together so much through
CASH... | think the health authority
has probably gained knowledge
from the housing providers too.
So | think there’s been a deeper
understanding both ways.

A community partner summed his appreciation for
the different way of working that the CASH program
represents as follows:

| think access is one of the most
highly coveted pieces of currency in
any system. Who controls ‘access’?
So many different organizations have
agreed to share that. That's a pretty
remarkable thing, and | think that's
at the core of this, and then from
that brings, | think, a lot of other
possibilities.
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DISCUSSION

CASH currently provides access to a waiting list of 976 supported housing units
for people with mental health and addictions concerns who are homeless or at-risk
of homelessness through six partner agencies in the Greater Victoria area. Given
that referrals already come through community agencies that provide supports, the
provision of supports is not part of the CASH referral process. CASH may be more
clearly termed a referral process to access the waiting list for supported housing racher
than a process to access supported housing. This subtle yet important distinction
may further clarify and distinguish the role CASH plays in accessing supported
housing. CASH then is a collaborative process that allocates a limited housing stock.
Moving between housing sites, while potentially increasing efficiencies by achieving
an ongoing better fit between client and level of support offered, does not result in

increased vacancies.

Given the lack of

supported housing,
who seek supported housing. It does not offer direct access to housing or other ~A¢1 offers 4 wait

Given the lack of supported housing, CASH offers a wait-listing service for those

programming. Streets to Homes, deemed to be a Housing First program, is a part of listing service for those
the CASH program and access to Streets to Homes is managed through the CASH /10 seek supported
referral process. CASH was not set up as a Housing First program. Given the current  housing. It does not
housing context in Victoria, it would be impossible for CASH to meet Housing offer direct access

First principles of directly placing people in housing or providing clients choice of to housing or other
placement into permanent housing. programming.

Chief among the challenges CASH faces is a lack of affordable housing in Victoria,
including a range of models and types of housing from supportive housing to
market housing. Indeed, the need for more affordable housing was highlighted by
all participants in this review and is consistent with previous research emphasizing
the need for affordable housing to address the problem of homelessness (Pauly et
al., 2013). Only adding new supported housing, new affordable housing stock or
increasing rental supplements will effectively accelerate the CASH process or improve
outcomes. Thus, we conclude that in order to be successful in contributing to ending
homelessness, centralized access programs need to be coupled with an available and
affordable supply of housing. This points to important questions about the role
of CASH partners and other centralized programs in lobbying and advocating for
increased investment in social, supported and affordable housing.

CASH then is stuck between a rock and a hard place in a sea of desperate individuals
with litcle hope or likelihood of obtaining supported housing and a lack of ‘mooring
on the shore’ (i.e. housing). As CASH is the process where the waiting list for
supported housing is created and managed, it is then a focal point for concerns
arising among stakeholders when individuals do not obtain housing. Recognizing
the severely restrictive housing environment in which the CASH program operates

there were several other issues of concern to participants.
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The overall CASH waiting list is extremely long and
there is often little movement, especially for sites that
are suitable for many individuals. Obtaining housing
once wait-listed is most often achieved by applicants
designated as high needs. Those assessed with either
very high or low needs are unlikely to obtain housing.

The CASH program is not well understood. Referral
agents, clients and some providers lacked a clear
understanding of CASH processes and processes are not
transparent. As staff are the main interface with CASH,
they must often deal with referral agent questions,
concerns and frustrations with the wait-listing process.
Staff also receive and respond to inquiries from client
family members and the general public regarding the
program. CASH staff were overwhelmingly viewed
as doing their utmost with limited resources. Several
referral agents and clients viewed a comprehensive
and interactive website where they could find more
information and where clients might check their wait-
list status as one way CASH may be more transparent
and accessible. Clearly, there is a need for attention
to communication of program information and
education about programs. In the CASH program,
outreach by staff as well as opportunities to attend
the selection committee were important strategies for
providing awareness and education about the program.
However, more is needed including printed materials
and virtual resources such as a website that has detailed
information about the process, provides FAQs and
access to information about the status of applications

for clients and referrers.

A significant concern for many participants is the lack
of client involvement in CASH processes. There is no
avenue for client input in the CASH process other
than providing information at the time of completing
the referral form. Indepth medical and social history
information, that may require individuals to relive
traumatic experiences, is gathered and shared among
various individuals many of whom the client has never

and may never meet. Completing the referral form is

PROGRAM AND SERVICE-LEVEL COLLABORATION

the only way to apply for supported housing. Thus,
individuals are placed in the extraordinary position of
enduring further trauma to gain a glimmer of hope
that they will obtain the housing and supports they
desperately need. As CASH is not an agile process
there is littde room for extraordinary situations or

seizing opportunities that may arise.

Recent developments in HIV/AIDS (UNAIDS, 1999),
substance use (Jurgens, 2005) and homelessness
(Barrow, McMullin, Tripp & Tsemberis, 2007;
Norman & Pauly, 2013; Owen, 2009) establish a view
that services should be inclusive, designed and delivered
in partnership with service users. The “nothing about
us without us” motto developed by HIV/AIDS groups
has been further taken up by peer-run organizations
of people who use drugs and currently by people with
lived experiences of homelessness. Increasingly, social
inclusion and the right to participate in program
development is being implemented as part of best
practices in service provision and consistent with

Housing First principles.

There are myriad ways that people who seek supported
housing could be involved in CASH processes.
Clients should have access to information about the
status of their application and could be involved in
redesigning CASH processes to be sensitive to client
needs. With client input, referral forms and processes
could be reviewed with a view to limiting information
collected to only that most crucial for deciding waiting
list placement. A balance should be sought between
individual privacy rights and the need for adequate
information to decide the most appropriate waiting
list placement. A process for access to other types
of referrals for those not deemed eligible for CASH
should be given consideration. For CASH and any
program, processes of meaningful client inclusion can

and should be developed as part of the program.
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The CASH program is also viewed as having several successes. A vast majority of
participants believe that the process of wait-listing and accessing supported housing
has improved since the implementation of the CASH program. Specifically, a single
application and wait-listing process are desirable and seen as streamlining access
to supported housing. Many participants hoped and a number believed accessing
supported housing is now more equitable. Enhanced relationships among partners
are welcome outcomes of the CASH program. Lastly, statistics now available
through the CASH database may, through a variety of reports, provide evidence
of the challenges CASH faces and point to potential solutions such as a need for
more housing options and how groups of individuals such as people identifying as
Aboriginal, individuals with complex needs and those in recovery may be better
served by CASH or other programs.

The CASH program is also
viewed as having several
successes. A vast majority
of participants believe that
the process of wait-listing
and accessing supported
housing has improved
since the implementation
of the CASH program.

CONCLUSION

The primary question to be answered in this evaluation was: to what degree is CASH
meeting its stated objectives? CASH clearly meets two of its stated objectives (a single
housing application/access point and “any door is the right door” for submitting
referrals). Several other objectives — a transparent and clear selection and referral
process, timely referrals and efficient use of supported housing resources — are only
partially met. This result stems from an intersection of four factors: a lack of affordable
and supported housing, an unwieldy referral and wait-listing process, an absence of
detailed information around waiting list processes and lack of client involvement
and participation. We were unable to determine if housing providers are sharing best
practices in delivering supported housing; however, there is evidence of enhanced
relationships and collaboration among housing providers. Clearly, in the absence of
an affordable supply of housing, it is impossible to align with critical Housing First
principles such as direct and immediate access to housing, client choice and self-
determination. However, principles of social inclusion and client participation could
and should be incorporated given that such programs directly impact clients’ lives.
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1.3

L'ACTION INTERSECTORIELLE CLINIQUE :
L'EXPERIENCE D'EMRII, UNE EQUIPE MIXTE POUR
LES PERSONNES EN SITUATION D’ITINERANCE

Roch HURTUBISE & Marie-Claude ROSE

CROSS-SECTOR CASE MANAGEMENT:
EXPERIENCE OF EMRII, A MIXED
POLICE/SOCIAL/HEALTH TEAM
WORKING WITH HOMELESS PEOPLE

Au Québec, la réponse sociale et politique privilégiée en mati¢re d’itinérance a été

le développement d’un réseau de services s'adressant spécifiquement aux personnes

itinérantes (Roy et al, 2006; Fleury et al, 2014)!. Ce réseau est constitué d’un grand

nombre d’organismes communautaires et de professionnels de différents secteurs

qui ceuvrent en collaboration pour offrir des services aux personnes. La situation

québécoise se distingue par une longue tradition de concertation et de maillage,

d’abord entre les organismes communautaires et ensuite entre 'ensemble des

acteurs impliqués des réseaux de la santé, du social et de la sécurité publique. De ce

point de vue, les solutions au probléme de l'itinérance sont multiples et visent une

diversité de finalités, de 'hébergement d’urgence 2 la réinsertion sociale en passant

par la lutte 2 la judiciarisation et la défense des droits.

Plusieurs actions mises en place ont ciblé les difficultés
d’accessibilité des services liées 4 la spécialisation,
a la fragmentation et a labsence de circulation
d’information. Les approches de gestion de cas,
d’approche et de suivi intensif dans le milieu, par
exemple, se sont avérées pertinentes dans le soutien
aux personnes, particuli¢rement pour celles ayant des
problémes de santé mentale, réputées difficilement

accessibles par les interventions traditionnelles. Parmi

les solutions originales développées, on retrouve les
équipes en itinérance qui réunissent dans un méme
groupe de travail des professionnels de la santé et du
social (Hurtubise et Babin, 2010; Hurtubise et Rose
2013). Ce chapitre concerne plus particulierement
une innovation de travail intersectoriel auprés des
populations itinérantes, soit les équipes mixtes qui
réunissent des professionnels de plusieurs secteurs, ici

la sécurité publique, la santé et les services sociaux.

1. La politique du Gouvernement du Québec, Ensemble pour sortir de la rue (2014), repose sur cette logique de collaboration et
de concertation entre 'ensemble des acteurs qui sont impliqués aupres des personnes en situation d’itinérance.



Les policiers sont fréquemment sollicités pour
intervenir auprés de personnes itinérantes a la
demande de citoyens et de commercants qui jugent
leur présence dérangeante?. Faute d’espaces privés,
les personnes en situation d’itinérance occupent
I’espace public et se retrouvent souvent en violation
des reglements sappliquant aux espaces publics
ou privés. Sans compter qu'en raison de la grande
précarité de leurs conditions de vie, elles recourent
parfois a des activités jugées illégales (prostitution,
vol, vente ou consommation de stupéfiants,
squeegee, quéte). Les tensions qui émergent de cette
cohabitation avec les autres citoyens se traduisent
par une pression auprés des autorités municipales
et de la police pour répondre  cette présence jugée
inquiétante. Les analyses de la criminalisation ont
montré que les personnes qui vivent une situation
d’itinérance, en vivant dans l'espace public et en
adoptant des stratégies de survie, sont plus susceptibles

*étre judiciarisées (Bellot et co/l., 2007, 2012).

PROGRAM AND SERVICE-LEVEL COLLABORATION

Lidée que des pratiques d’intervention policiére
novatrices doivent étre mises en ceuvre afin de
répondre au nombre croissant de personnes en
situation d’itinérance fait consensus dans les milieux
scientifiques et de pratiques. Si cette orientation est
largement partagée et que des expériences d’équipes
mixtes (policiers/intervenants sociaux et de la santé)
ont été mises sur pied dans différentes villes aux
Etats-Unis, peu d’études existent pour comprendre
et évaluer 'impact et la perception de cette formule.
Linitiative ici étudiée concerne le développement
d’une équipe d’intervention spécialisée qui a vu
le jour dans un contexte ou la judiciarisation de
Pitinérance est dénoncée avec vigueur, sans toutefois
que cette initiative prétende résoudre le probléme de
la judiciarisation dans son ensemble. UEquipe mobile
de référence et d’intervention en itinérance (EMRII),
qui est U'objet de la recherche dont les résultats sont ici
présentés®, réunit des intervenants sociaux (travailleur
social, éducateur spécialisé), des intervenants de la
santé (infirmier) et des policiers.

2. A Montréal, les interventions policiéres auprés des personnes en situation d’itinérance sont fréquentes et complexes. Chaque
année, le Service de police de la ville de Montréal (SPVM) doit répondre & plus de 10 000 appels de services qui contiennent le mot
« itinérant » ou ses déclinaisons, auxquels s'ajoutent les nombreuses interventions effectuées par les policiers. Un dénombrement
manuel indique une moyenne de 35 appels par jour qui contiennent spécifiquement « itinérant(s) », « itinérante(s) » ou «
itinérance » (35 appels X 365 jours = 12 775 appels/année). Il s’agit d’une estimation conservatrice puisqu’elle n’inclut pas les cas
ol aucune référence n'est faite a la condition des personnes impliquées (ex. : « homme ivre couché dans la rue »), ni ceux ot le
libell¢ contient plutdt « sans-abri », « SDF », etc. (Boivin et Billette, 2012). Cette réalité est préoccupante pour le SPVM qui est
dans l'obligation d’intervenir dans le cadre de sa mission premiére de protection et de gestion de 'ordre public.

3. Les deux institutions porteuses du projet ont mandaté les chercheurs pour faire un travail d’analyse de cette pratique et
pour identifier des pistes qui pourraient permettre d’en assurer la pérennité. Les chercheurs impliqués dans le projet ont vu
l'opportunité d’observer une innovation qui réunissait des professionnels issus d’organisations dont les mandats, les procédures
et les stratégies d’action sont fort différents. Dans le cadre d’une recherche exploratoire, il sest agi de problématiser les référents
qui orientent le travail de I'équipe mixte SPVM — CSSS, mise sur pied en 2009 4 Montréal. Les données ici présentées sont issues
de cette recherche. (Rose, Baillergeau, Hurtubise et McAll (2012).
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A LA FRONTIERE DE LA SANTE, DU
SOCIAL ET DE LA SECURITE PUBLIQUE :
UNE EQUIPE D'INTERVENTION

EMRII est un service de deuxi¢me ligne de co-intervention entre des policiers du
Service de police de la Ville de Montréal (SPVM) et des intervenants du Centre de
santé et des services sociaux (CSSS) Jeanne-Mance. Portée conjointement par les deux
institutions, cette petite équipe au mandat bien particulier doit innover sur plusieurs
plans. En 2012, I'équipe est composée de 5 policiers du SPVM et de 4 intervenants
du CSSS J-M (infirmiére, travailleuse sociale, éducateur spécialisé, spécialiste en

activités cliniques). Policiers et intervenants sociaux et de la santé travaillent & remplir

la mission suivante :

Réaliser du travail de proximité pour rejoindre des
personnes en situation d’itinérance ou a risque de le
devenir qui font réguliérement |'objet d’interventions

policieres et présentent des facteurs de vulnérabilité; voir
a les référer et/ou les accompagner vers des services appropriés
en fonction de leurs besoins afin d’améliorer
leurs conditions de vie et de favoriser leur réinsertion
(Protocole d’entente sur la mise en place d’'EMRII, 2011).

Sile pointde départestle fait que ces personnes générent
plusieurs interventions policieres, il faut souligner que
les personnes ciblées utilisent peu les services réguliers
et présentent différents facteurs de vulnérabilité, santé
mentale et toxicomanie, mais pouvant également
inclure la déficience intellectuelle, des problemes de
santé physique, des traumatismes physiques ou des
atteintes neurologiques. Souvent, on saffaire autour
de ces personnes dans un contexte de crises a répétition
ot l'intervention provient de la demande d’un citoyen
dérangé ou géné par une occupation de I'espace public
jugée inappropriée ou par un comportement qui parait
inacceptable. Parfois, la « chronicité » et 'impression
que toute intervention est vouée a I'échec viennent a
bout de la patience 2 la fois des policiers patrouilleurs
et des intervenants réguliers des services sociaux et
de santé. Cest alors que les personnes sont référées a
Iéquipe spécialisée EMRIL.

Au départ, tant les policiers que les intervenants de
la santé et du social de I'équipe faisaient le constat
d’une analyse de ces situations partielle, morcelée et
incomplete. Le sentiment d’impuissance généré par
ces situations étant notamment lié a I'impossibilité
d’établir une collaboration continue avec les personnes
en situation d’itinérance et 2 la difficulté d’accéder
4 des ressources disposées a les accueillir. La mise
sur pied de I'équipe mixte se fait dans un contexte
ol lintervention policiére suscite de vives critiques.
On pointe du doigt le profilage social et les impacts
négatifs des interventions policieres sur le parcours
de réinsertion des personnes 2 la rue (entre autres, le
Barreau du Québec, en 208, et la Commission des
droits de la personne, en 2009). Si le SPVM souligne
que la majorité des interventions policieres envers les
personnes 2 la rue ne sont pas de nature judiciaire?,
organisation va néanmoins noter dans ses nouvelles

visions et orientations en matiére d’itinérance (2009)

4. Dans la réponse aux personnes en situation d’itinérance, le nombre de résolutions sur le site et de transports a I'hépital surpassent
de beaucoup le nombre d’interventions qui se concluent par une arrestation ou un constat d’infraction (Boivin et Billette, 2012).
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quil importe d’identifier les « meilleures interventions
policiéres pour quelles aient les effets escomptés (ex.

arréter un comportement dérangeant, faire respecter la
réglementation) tout en étant adaptées aux personnes
itinérantes. » On y reconnait en outre quémettre a
une méme personne « des contraventions 4 répétition
en vertu du code de la sécurité routiére ou des réglements
municipaux a peu de conséquences sur les comportements
qui provoquent l'intervention et peut nuire d ses possibilités

] » (SPVM, 2009). Cest
dans ce contexte quil est apparu pertinent pour les

de sortie de [itinérance |..

administrateurs du service de police de mettre sur pied
une équipe spécialisée pour intervenir aupres de la
population en situation d’itinérance qui représentait le
plus de défis pour I'organisation policiére.

Diverses études soulignent que 'intervention policiere
aupres de personnes en situation d’itinérance avec des
problémes de santé mentale donne lieu, outre des délais
d’attente pour recevoir des services, a des traumatismes,
des accidents et une criminalisation qui pourrait étre
évitée si les personnes étaient orientées vers les soins et
services adéquats (Teller, 2006; Bellot et coll., 2005;
Bellot et Sylvestre, 2012). Labsence de collaboration
entre les policiers et le systéme de santé a écé identifiée
comme un des facteurs expliquant I'émergence
du phénomene complexe de la judiciarisation des
personnes souffrant de troubles mentaux (Alderman,
2003). D’ailleurs, aux Frats-Unis et au Canada, on
observe une volonté de transformation des pratiques
policieres pour que les personnes en situation de
marginalité¢ souffrant de troubles mentaux soient
dirigées vers des services plutot que vers le systeme de

justice (Compton et coll., 2014).
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Les Etats-Unis ont été les pionniers des partenariats
entre force de 'ordre et intervenants de la santé et des
services sociaux pour répondre aux personnes 2 la rue
(Compton et al., 2014, Steadman et al., 2000). Au
cours des 25 derniéres années, des policiers aux Etats-
Unis et au Canada ont été formés afin d’agir A titre
de répondants de premiere ligne aupres des personnes
souffrant de troubles mentaux et en situation de
marginalité vers des services plutdt que vers le systeme
de justice (Compton & coll., 2008). Ces programmes,
notamment basés sur une meilleure formation des
policiers, mais également sur des collaborations avec le
systéme de santé mentale, favorisent des solutions qui
visent une amélioration de la situation des personnes.
Ces partenariats se regroupent en trois catégories : le
modele de la police spécialisée, le modele des patrouilles
mixtes qui font de l'intervention de crise et le modele
des équipes mixtes en gestion de cas®. Les stratégies
d’intervention préconisées par les policiers dans
Pintervention aupres des personnes avec des problemes
de santé mentale varient selon les programmes mis
en place, en établissant un continuum de réponses
(approche de résolution de problémes, techniques
verbales pour désamorcer une crise, etc.), traitement
(hospitalisation ~ psychiatrique, ~ désintoxication,
évaluation  psychiatrique, admission a I'hopital),
référence (ressource en santé mentale, hébergement)
ou arrestation (charges criminelles, contravention,
incarcération) (Adelman, 2003 ; Steadman et al., 2000).
Parmi les différents modeles d’équipe réunissant santé
et policiers aux Etats-Unis les initiateurs EMRII 4
Montréal vont particulierement s'inspirer d’équipes de
San Diego, en Californie qui semblait plus facilement
transposable et qui correspondait mieux a 'idée de la

collaboration entre deux organisations®.

5. Dans le cas du modele de la police spécialisée (crisis intervention team — CIT), des policiers sont spécialisés en techniques de
désamorcage de la crise et ont une formation sur les enjeux de la santé mentale — dans chaque poste de quartier pour chaque
quart de travail — pour améliorer les compétences de travail des patrouilleurs, réduire les risques de violence (4 la fois pour les
personnes interpellées et pour les policiers) et amener les personnes vers les services. Pour le modele des patrouilles mixtes dans
lintervention de crise : les intervenants de la santé et les policiers patrouillent ensemble dans le milieu pour faire de meilleures
évaluations des situations; référence aux services appropriés avec les outils conférés par chacune des institutions. Finalement,
le modele des équipes mixtes en gestion de cas met en commun les expertises de deux institutions afin d’apporter une réponse

quip 8 p pp P!
qui se veut durable (suivi & moyen et long terme) a des situations particuli¢rement problématiques dans I'espace public qui

impliquent des personnes vulnérables.

6. Le Homeless outreach team (HOT) — est une équipe mobile ayant pour but d’intervenir en deuxiéme ligne auprés d’individus
vulnérables, et & partir de laquelle on sest inspirée dans la mise en ceuvre de I'équipe mobile de référence et d’intervention en

itinérance (EMRII).
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Un des objectifs premiers EMRII est de privilégier
des concertations entre des acteurs qui se caractérisent
traditionnellement par 'écart de leurs philosophies
d’action aupres des personnes a la rue. Larticulation
entre les logiques d’action propres a la santé, aux
services sociaux et aux policiers est inhabituelle. Si
généralement, 'une commence la ot sarréte l'autre,
dans le cadre de I'équipe EMRII se cotoient ces
logiques d’action au sein d’une action commune. Une
recherche exploratoire réalisée au cours d’'une période
de huit mois, entre mars et octobre 2012 permet
de voir comment se fait concrétement ce travail
commun. Comment cette rencontre de deux cultures
professionnelles pour le moins contrastées sopére-
t-elle sur le terrain? A travers la description des trois
moments de I'intervention « observer, analyser et agir »,
les logiques d’action, les espaces de collaboration et les

PROGRAM AND SERVICE-LEVEL COLLABORATION

registres d’intervention au sein de cette collaboration

interprofessionnelle sont documentés.

Nous avons employé une méthodologie qualitative
croisant travail d’observation, entretiens, consultation
de la lictérature grise et des dossiers institutionnels des
usagers. Quatre semaines d’observation sur le terrain ont
été effectuées, accompagnant au jour le jour policiers
et intervenants dans leurs diverses interventions et
assistant aux rencontres d’équipe hebdomadaires au
cours desquelles sont discutés les enjeux d’intervention
de l'heure. Dix entrevues, individuelles ou de groupe,
ont été réalisées avec les professionnels de I'équipe
afin de documenter certains suivis et les modalités de
cette collaboration’. Sept entrevues ont également écé
réalisées auprés de personnes desservies par EMRIL.
Cette parole apporte un éclairage singulier dans la

réflexion sur les recombées de cette équipe mixte.

7. Afin de favoriser la confidentialité des personnes, nous avons englobé sous le méme vocable « intervenant » 4 la fois la parole de
linfirmiere, de la travailleuse sociale, du spécialiste en activités cliniques et de I'éducateur spécialisé. Nous sommes par ailleurs
conscients que ce choix tend 4 aplanir la spécificité des mandats et des points de vue des professionnels de la santé et des services

sociaux qui ont des mandats spécifiques au sein ’ EMRII.
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INTERSECTORIELLE A LA
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PRATIQUE INTERSECTORIELLE

Léquipe mixte propose une gestion de cas et un suivi
intensif®. Dans leurs maraudes, policiers et intervenants
demeurent en lien avec la personne, peu importe
ou elle se trouve : rue, hopital, prison, refuge, centre
de désintoxication, ressource communautaire. Cette
équipe fait le pari d’inscrire le travail intersectoriel au
cceur méme de la clinique. Lespace d’intervention est
celui de la rue, des lieux fréquentés par la personne
auxquels sajoute la voiture de police, qui joue parfois
le role de salle de réunion de I'équipe. La pratique se
situe A linterface des personnes et des services en
travaillant simultanément deux axes : 1) la continuité
et la complémentarité entre les acteurs en itinérance
impliqués dans une situation donnée® et 2) 'accessibilité
pour les personnes a des services adaptés a leurs besoins
et susceptibles d’améliorer leurs conditions d’existence.
Cette équipe constitue 2 la fois un filet de sécurité et de
contrédle plus dense que ce que les institutions respectives
sont habituellement & méme d’offrir.

Les professionnels doivent travailler en concertation
tout en étant tributaires de diverses obligations
institutionnelles et corporatives, en bénéficiant d’une
marge d’autonomie différente et en étant soumis a des
formes de redditions de compte variables. Comment se
décide et se partage 'intervention dans la rencontre de
deux cultures d’intervention : gestion de I'ordre public/
promotion de la santé et insertion sociale? Pour les
professionnels impliqués au départ de 'équipe, le risque
estdouble: celui de remettre en question ses repéres et son

fonctionnement en travaillant de maniére inhabituelle,

celui de se voir marginalisé dans sa propre organisation
parce quon se transforme comme professionnel et
devient susceptible de perdre sa légitimité de travailleur
social, de psychoéducateur, d’infirmier ou de policier.

Les collaborations interprofessionnelles ont beaucoup
été érudides au sein des services de santé et des services
sociaux (Reeves, 1996; Dupuis et Farinas, 2011). Si ces
travaux considérent des collaborations entre des univers &
priori plus proches que ne le sont la santé/services sociaux
et la police, ils nous permettent néanmoins d’identifier
certaines dimensions relatives aux collaborations
entre les secteurs d’activité qui se réunissent autour
d’objectifs communs. Le concept de la collaboration

interprofessionnelle poursuit deux objectifs :

Thus, the two constant and key elements
of collaboration are: (1) the construction
of a collective action that addresses the
complexity of client needs, and (2) the
construction of a team life that integrates
the perspectives of each professional and
in which team members respect and trust
each other. The two purposes appear to
be inseparable, inasmuch as one cannot
collaborate without having taken the time
to develop a collective life, and there is no
use in developing a collective life without
having first established the need to
collaborate in responding to identifiable
patient needs. (D’amour et al, 2005: 127)

La collaboration interprofessionnelle qui se développe

8. EMRII a offert un suivi intensif & 95 personnes entre 'automne 2009 et 'automne 2012 (suivi d’'une durée moyenne de treize
mois). Plus de 150 autres personnes ont aussi regu directement ou indirectement une aide ponctuelle de la part de I'équipe, afin
de les orienter vers les services, d’arrimer les services entre eux et d’orienter le travail des patrouilleurs.

9. Services publics (hopitaux, services sociaux, santé publique), policiers, réseau des organismes communautaires et divers acteurs
concernés par ces populations, tels que le voisinage, les commercants ou les propriétaires d’appartement.
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dans un contexte intersectoriel est d’autant plus
complexe qulelle implique des organisations et des
secteurs qui ont leur spécificité de fonctionnement.
Tout en se rassemblant autour d’'un but commun, les
individus, groupes et organisations impliqués dans
la collaboration interprofessionnelle ont des intéréts,
des références et des agendas variés, voire conflictuels.
La mise en ceuvre d'une équipe dintervention
intersectorielle suppose un travail important de

collaboration et de co-intégration (Axelsson et
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Axelsson, 20006).

Au départ, les organisations impliquées ont élaboré
un protocole pour baliser les objectifs de I'équipe et
son fonctionnement. Dés le départ, les promoteurs de
I'équipe veulent favoriser une plus grande intégration
des pratiques policiéres avec celles des services de la

santé et du social.

PROMOUVOIR LA SANTE ET
L'INSERTION, SOCIALE, ASSURER
LA SECURITE PUBLIQUE ET LA
COHABITATION HARMONIEUSE :
DES POINTS DE VUE DIFFERENTS

Du c6té de la santé et des services sociaux, une expertise des enjeux liés a U'intervention

en itinérance existe déja au CSSS J-M au moment de la création de I'équipe mixte.

Les intervenants de la santé et du social qui composent I'équipe EMRII favorisent les

pratiques d’intervention de gestion de cas et de suivi intensif auprés des personnes

en situation d’itinérance. Les caractéristiques du travail des équipes de suivi intensif

issues de la santé et du social peuvent étre résumées de la maniére suivante : a) le

dépistage proactif (outreach) qui cherche a rejoindre la personne 1a ol elle est, Cest-

a-dire dans les rues, les ressources, les espaces publics (parcs, métro) et semi-publics

(hall d’'immeuble, centre d’achats) dans I'objectif de batir un lien et d’assurer un

suivi; b) le dépistage et la liaison qui visent & développer les collaborations avec les

autres professionnels; c) le travail de liaison avec divers milieux — communautaire,

justice, santé, etc. — qui favorise le développement d’un réseau de services et la

complémentarité des ressources; d) la défense des droits et la protection des personnes,

a travers la dénonciation des abus, la sensibilisation 2 la discrimination ou I'assurance

que les personnes peuvent évoluer dans un environnement sécuritaire et salubre; e) la

prévention de itinérance auprés des personnes qui sont inscrites dans des trajectoires

susceptibles de leur faire vivre diverses ruptures et de se retrouver 2 la rue (Hurtubise et

Babin, 2010 : Denoncourt et 4/, 2007). Ainsi, on va au-dela des objectifs de traitement,

de la prévention de la santé et de la réduction des méfaits, pour inclure la promotion

du bien-étre au sens large, voire la justice sociale. Une partie importante du travail a

consisté a traduire, expliquer et susciter 'adhésion des policiers a ces orientations.
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Les interventions répétées des policiers patrouilleurs
auprés de ces personnes sont de nature multiple,
mais elles sont souvent liées 4 leurs conditions de
vie précaires (dont la nécessité de subvenir a leurs
besoins de base dans 'espace public) et aux multiples
problématiques avec lesquelles elles sont aux prises.
Confrontés a des plaintes et des désordres bien réels,
les policiers doivent intervenir a I'aide des outils dont
ils disposent. Si ce sont réguli¢rement des citoyens
qui appellent Urgence santé pour signaler ['érat
inquiétant d’une personne a la rue, ces citoyens ne
demandent pas nécessairement une judiciarisation
de cette population : ils souhaitent que soit apportée
une réponse A une situation qui dérange.

Du coté des policiers, les approches privilégiées lors de la
mise en place de'équipe s'inspirent des pratiques de police
communautaire et de police préventive. Elles ont comme
point commun de recadrer le mandat d’assurer la paix et
Pordre dans un cadre plus général de collaboration avec
la population et de recours & des pratiques de dialogue
et de médiation (Reisig et Kane, 2014). Dans la foulée
du renouvellement des politiques de sécurité urbaine, on
doit la notion de « police de résolution de probléme » &
Goldstein (1979) qui établit la nécessité de sintéresser
a lorigine des problémes, particulierement dans les
cas de sollicitations répétés a la police. Voici quelques
caractéristiques principales de 'approche de « résolution
de problémes » (Brodeur, 2011; Jenkins, 2014) :

PROGRAM AND SERVICE-LEVEL COLLABORATION

* La police devient une agence dont les
objectifs et les missions dépassent le
maintien de [ordre.

¢ Les outils conventionnels (arrestation,
emprisonnement) ne sont plus des priorités;
ils peuvent méme étre A éviter si leur emploi
menace la cohésion du quartier ou la
confiance des citoyens. Ceci est possible en
partie parce que la performance policiere
n'est plus mesurée par les arrestations.

* En paralléle avec la variété des problemes,
la résolution de probléemes suppose que
le policier puisse, et doive, établir des

partenariats pour « régler » le probleme.

EMRII s'inscrit dans le modéle dune police
d’expertise axée sur la résolution de problémes afin
de réduire la congestion créée par les interventions
a répétition mettant en cause des personnes en

situation d’itinérance.
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LE QUOTIDIEN DE LEQUIPE :

DIVISION DES ROLES ET

INTEGRATION HORIZONTALE

La division du travail au quotidien entre les divers professionnels sera souvent

discutée au sein de 'équipe. Les rdles sont peu a peu précisés, par un travail de

reformulation des roles dans un contexte de collaboration. Nommer explicitement

les roles permet de préciser la place de chacun au sein des différents suivis : 4 la fois

pour optimiser le travail et pour éviter les dérives qui consisteraient 2 manquer 2 ses

devoirs professionnels. Au SPVM, le mandat premier dans le cadre 'EMRII est de

supporter les patrouilleurs dans des interventions difficiles et récurrentes. Au CSSS,

le mandat premier est d’améliorer les conditions de vie des personnes. Avec le temps,

les divers professionnels de I'équipe s'entendent pour dire qUEMRII se situe aux

points de rencontre de ces mandats.

Pour penser I'action de maniere plus intégrée, les
membres de ['équipe ont di développer une
intégration horizontale de leurs pratiques, c’est-a-dire
un maillage des actions qui vise plus de cohérence et
une meilleure efficacité. Ce travail en « inter », c’est-a-
dire selon les mandats et expertises de chacun, propose

une articulation des réles de chacun.

Le role des policiers EMRII différe sensiblement de
celui des policiers patrouilleurs habituels. Il sagit
d’un travail de deuxiéme ligne permettant de prendre
la reléve de situations complexes en y répondant
par des pratiques de résolution de probleme, de
prévention, de médiation et de concertation. Au sein
d’EMRII, le role des policiers consiste & favoriser
une cohabitation harmonieuse, a assurer la sécurité
publique, & répondre aux patrouilleurs et aux
demandes des citoyens. Plus spécifiquement, il s'agira

de faire une évaluation de I’espace public :
pace p

1. Rassembler les informations pour dresser un
portrait des comportements d’un individu
dans 'espace public (nombre d’appels et
d’interventions, motifs d’interpellation,
types de comportements).

2. Evaluer le danger pour la personne
en situation d’itinérance et pour la
communauté.

3. Etablir un lien de confiance avec les
personnes desservies, approche de la
résolution de problémes pour réduire le
nombre d’interventions polici¢res auprés
des mémes personnes, réduction de méfaits,
prévention et sensibilisation aux services
existants.

4. Etablir un lien avec divers acteurs
(patrouilleurs, systéme de justice,
commergants, résidents) pour favoriser une
cohabitation harmonieuse et veiller A la
sécurité publique. Démarches judiciaires et
pénales. Informations et recommandations

aux patrouilleurs.
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Dans cette évaluation, les policiers s'intéressent de maniere plus prépondérante aux
motifs d’interpellation policiére!® et & la nature des demandes de 'environnement de
la personne (commergants, résidents). La nécessité de s'impliquer dans un suivi et le

type d’interventions réalisées sont déterminés selon I'axe suivant :

A
\

PEU D'INTERVENTIONS INTERVENTIONS POLICIERES
POLICIERES RECURRENTES

Pour les intervenants de la santé et des services sociaux, les réles sont de favoriser la
santé et 'insertion sociale, de répondre aux besoins des personnes et de les arrimer aux

services. Pour ce faire, il s'agit de faire une évaluation de la situation de la personne :

1. Evaluation de la situation et des besoins de la personne (vulnérabilicé) —
ce qui nécessite un certain temps, plusieurs mois, voire plus.

2. Evaluation des risques, mise en place des facteurs de protection et des
filets de sécurité. Elaboration de plans d’intervention.

3. Travail d’accompagnement, de création de lien, approche motivationnelle,
réduction des méfaits. Aller avec la volonté de la personne lorsqu’elle n'est
pas évaluée comme un danger pour elle ou pour autrui.

4. Travail en lien avec divers acteurs (professionnels de la santé — hopital,
équipe traitante externe, psychiatre, prison, CLSC, pharmacie — et des
services sociaux, propriétaires, voisinage, famille) pour favoriser une
réponse aux besoins de la personne. Travail d’arrimage et de défense du
droit a 'accés aux services.

10. Parmi les motifs d’interpellation, notons : des transports ambulanciers qui demandent une assistance policiére, des entraves aux
réglements municipaux, des appels au 911 par des citoyens qui s'inqui¢tent de Iétat de santé d’une personne, des plaintes de
résidents liées 4 la cohabitation dans I'espace public, des bris de condition de probation, des méfaits.
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Dans cette évaluation, les intervenants de la santé et du social vont considérer les divers
facteurs de protection et les facteurs de risque qui caractérisent la situation et I'état

d’une personne. Lévaluation sera réalisée en considérant différentes dimensions 4 situer
sur 'axe suivant :

A

\

FACTEURS DE PROTECTION FACTEURS DE RISQUE

Parmi les facteurs de protection que Parmi les facteurs de risque on retrouve :
considérent les intervenants du CSSS on personne au jugement altéré, déficience
retrouve : répondre a ses besoins de base intellectuelle, personne dont les besoins
(se loger, se nourrir, se vétir), étre orienté, de base ne sont pas répondus, probleme
avoir les capacités de ne pas se mettre en de santé mentale, probléme de santé
danger, avoir un réseau social, fréquenter physique, isolement, perte d’autonomie,

les ressources, avoir un revenu, etc. atteintes neurologiques, etc.

Les intervenants ’EMRII se partagent les dossiers selon ce double processus
d’évaluation d’occupation de 'espace public et de la situation de la personne. Ils
forgent alors une vision plus intégrée ol ces deux finalités d’évaluation ne sont
plus vues de maniéres contradictoires. Pour chaque suivi, les intervenants du
CSSS vont élaborer un plan d’intervention, un outil clinique qui vise & établir les
capacités et les besoins d’une personne, et a trouver des moyens et ressources pour
I'accompagner vers un mieux-étre, en mobilisant différents acteurs autour d’elle.
Le role de linfirmiére, de la travailleuse sociale et de I'éducateur spécialisé y sont
spécifiés en fonction des objectifs poursuivis dans la relation d’aide.
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TROIS MOMENTS DE
LINTERVENTION EMRII :
OBSERVER, ANALYSER ET AGIR

Les pratiques ’EMRII font I'objet de diverses négociations entre les professionnels
de I'équipe et peuvent étre décrites en trois temps : observer, analyser et agir. Ce
découpage est théorique. Il nous permet de cerner les moyens trouvés pour concilier
les exigences des divers professionnels. Dans la pratique, observation, analyse et
action se chevauchent; une intervention auprés d’une personne permettant d’avoir de
nouvelles informations & partir desquelles sont analysées la situation et les stratégies
d’action. La réflexion sur cette pratique de gestion de cas fait partie du quotidien des
professionnels, ils se questionnent réguli¢rement sur leur lecture d’une situation, le

bien-fondé de leur action ou leur compréhension d’une dynamique.

Nous verrons dans ce qui suit que la rencontre de deux institutions donne lieu a
divers débats cliniques et éthiques, balisés par les mandats des institutions partenaires
et les roles des professionnels de I'équipe. Parmi les zones grises au sein desquelles se
négocie et saménage l'intervention, notons : le rythme de I'intervention; I'échange
d’informations vs la confidentialité; 'accompagnement des personnes vs arrée d’agir;
Iévaluation des risques; 'obligation de résultat vs I'obligation de moyens; la place des
différents acteurs autour de la personne.

Observer

Observer : rassembler les informations au sujet de la personne
référée et établir un portrait d’ensemble qui tient compte de
divers paramétres tels que la santé, les capacités, les besoins, les
interventions policiéres et les comportements dans |'espace public.
Comment les informations sont-elles partagées au sein de I'équipe
et comment servent-elles dans |'intervention pour solliciter les
acteurs autour d’une personne?

La diversité des points de vue, qui constitue 'essence méme de la collaboration
interprofessionnelle, est aussi un des plus grands défis quelle rencontre. Les
professionnels ne regardent pas les situations avec la méme lunette et de ce fait, ils
ne voient pas tout a fait la méme chose. Un enjeu central est que les informations et
les pouvoirs d’action que possédent les policiers et les intervenants de la santé et des
services sociaux soient mobilisés dans une méme direction, cest-a-dire quon tente

d’avoir une vision d’ensemble de la situation de la personne.

Au départ de la plupart des dossiers, les membres de I'équipe ne savent pas « dans
quoi ils sont ». Dans la pratique, parmi les personnes référées par les patrouilleurs
a I'équipe EMRIL, il n'est pas toujours aisé de savoir si on s'adresse effectivement a
des personnes en situation d’itinérance et qui présentent un cumul de facteurs de

vulnérabilité. Un suivi débute par un travail pour rassembler les informations au
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sujet de I'état de santé, ainsi que des préoccupations
lides a la sécurité publique et & la cohabitation. Ce que
signifie « documenter un dossier » est différent selon les
professionnels : obtenir les informations pertinentes,

les stratégies pour les obtenir, 'analyse a en faire. .

Pour les policiers, documenter un suivi consiste a
rassembler 'information sur les interventions policiéres
et sur les comportements d’une personne dans I'espace
public, notamment a partir des banques de données
du service de police. Puis, tout au long d’un suivi,
une recherche constante sopére pour connaitre les
nouvelles interventions policieres, les interpellations,
les transports hospitaliers, les comparutions a la cour,
les conditions émises par un juge dans les bases de
données et par des échanges directs avec un réseau
d’observateurs constitué d’autres policiers. Ce travail
de documentation permet d’observer la trajectoire
d’une personne dans le réseau des services, de saisir les
mouvementsinhabituels qui pourraientétre significatifs
d’une modification du comportement et symptdme
d’une aggravation de la situation. Lobservation prend
la forme d’une vigie qui poursuit un double objectif :
avoir le meilleur portrait possible des déplacements
de la personne et sensibiliser le réseau de policiers au
fait qu'un suivi est en cours et que les comportements
problématiques d’une personne doivent étre observés

dans une perspective plus globale.

Au CSSS, documenter la situation d’une personne
consiste a aller & sa rencontre, 13 ou elle se trouve
pour sinformer de ses besoins et de ses demandes.
Linformation obtenue lors de ces rencontres dans
le milieu de vie des personnes permet de cerner les
potentiels, les ressources et les forces de la personne de
maniére plus sensible. Cette prise en compte du point
de vue de la personne est complétée par I'information
obtenue aupres d’intervenants et de la consultation des
dossiers médicaux et psychosociaux, afin de reconstituer
le plus fidélement possible I'histoire médico-sociale.
Puisque la frontiére entre la part toxicomanie et la
part santé mentale d’un probléme est souvent mince,

la consultation d’autres professionnels est fréquente
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pour clarifier les enjeux d’une situation. Tout comme
le font les policiers, les intervenants assurent une vigie
pour connaitre les déplacements et la mobilité de la
personne. On s'informe auprés de la personne elle-
méme, on fera également appel & 'environnement de
la personne (intervenants, travailleurs de rue, autres

personnes en situation d’itinérance).

Pour les membres de I'équipe, cette collaboration
par la mise en commun des stratégies d’observation
favorise un meilleur suivi des personnes dans la
communauté, en permettant d’avoir un portrait plus
complet et plus global. Dans ce contexte, I'événement
dérangeant peut souvent éte interprété dans un
contexte plus large, ce qui peut dans certains cas éviter
quon agisse trop rapidement sur une situation en
choisissant de la judiciariser. En fait, tant les policiers
que les intervenants santé/social ont une expertise
de la rue, une capacité a dresser un certain portrait
d’une situation qui permet d’enrichir I'observation.
La mise en commun de ces expertises permet une
efficacité plus grande, par exemple parce qu'on réussira
plus facilement 2 retrouver une personne ou quon
comprendra mieux son état 4 la lumiére d’événements

récents (crise, interpellation, etc.).

Les points de vue divergent au sein de 'équipe quant
a l'usage des informations disponibles au sujet des
personnes. La confidentialité et le respect du droit a
la vie privée des personnes desservies constituent des
balises centrales du travail des intervenants du réseau
de la santé et des services sociaux. En ce sens, ils sont
prudents sur la transmission des informations. Hormis
dans les situations oll on estime devoir protéger la
personne ou son environnement d’un danger immédiat,
le consentement de la personne est requis pour partager
des informations aux fins de lintervention. En fait,
pour tout autre professionnel que le policier, I'usage
non consenti de I'information constitue une violation
caractérisée des libertés individuelles. Aussi, ce risque
nest-il pas vécu de la méme maniere chez les policiers,
pour qui la transmission de linformation sur les
comportements des personnes est une pratique plus

courante lors de leurs échanges avec les services de santé.
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Par ailleurs, il importe pour les policiers de I'équipe de pouvoir informer les
patrouilleurs sur les suivis en cours afin de solliciter leur collaboration dans le
cadre d’interventions auprés des personnes suivies par EMRIIL. Fournir certaines
informations aux patrouilleurs permet d’avoir la crédibilité nécessaire pour que ces
derniers adhérent aux stratégies d’intervention proposées. D’un point de vue clinique,
les intervenants du CSSS reconnaissent que le partage des informations entre les
acteurs est essentiel pour éviter les ruptures de services et permettre un meilleur
acces aux soins. Dans certaines situations, on estime également qu’il faut divulguer
certaines informations dans une visée de gestion des risques. Ainsi, sil ne faut pas
tout dire, il faut doser entre ce qui peut étre dit et la maniére dont il est possible
de le dire. Cette question se pose particulierement pour le diagnostic ou encore
les antécédents personnels et familiaux. Dans le cadre du travail des policiers pour
communiquer avec les patrouilleurs, les intervenants du CSSS veulent étre consultés
afin de respecter le droit & la vie privée des personnes desservies!!. On se retrouve ici

avec des cultures professionnelles différentes en matiere d’échique.

Analyser
Analyser : évaluation des risques et réflexions sur la
relation d’aide : prioriser la demande, respect du rythme,
accompagnement, se positionner a I'égard des rapports de
pouvoir dans l'intervention. Quelle intervention servira au mieux
la personne, tout en respectant la sécurité du public et une
cohabitation harmonieuse? Quels sont les enjeux cliniques et
éthiques soulevés par le travail de collaboration?

Une importante partie du travail de collaboration de I'équipe mixte va consister &
convenir du registre dans lequel se situe I'intervention avant de passer a 'action. Le
choix des actions a réaliser est continuellement évalué & la lumiére de la relation avec
la personne, des nouveaux faits et informations, ainsi que des stratégies d’intervention
antérieurement déployées. Les informations colligées par les différents professionnels
au sujet d’une personne et d’une situation permettent de faire une premiére analyse
qui consiste & évaluer les risques et & déterminer si la personne est dangereuse pour
autrui ou pour elle-méme. Dans ces situations exceptionnelles, on réagit rapidement
par une demande d’évaluation médicale ou une garde préventive. Les intervenants du
CSSS reconnaissent ici aux policiers une expertise dans la lecture de I'environnement
et du risque. Dans la majorité des situations, on parle moins d’intervention d’urgence
que de la recherche de solutions & moyen et long terme et de la planification des
interventions. Au sein de cette collaboration, les intervenants de la santé et du social
chercheront 4 favoriser une vue d’ensemble et une analyse approfondie, ce qui s'inscrit

parfois & contre-courant des habitudes de travail des policiers qui sont plus souvent

11. La mise en ceuvre d’un « tableau des recommandations » 4 I'intention des patrouilleurs de différents postes de quartier a soulevé
des enjeux éthiques en ce qui concerne le respect de la vie privée et le droit  la confidentialité. Ce tableau de recommandations
au sujet des différents suivis en cours qui sert & informer les patrouilleurs du travail de I'équipe et des recommandations
d’intervention est un outil important pour les policiers EMRII. Une pratique se mettra en place oli 'information divulguée sera
d’abord entérinée par les intervenants du CSSS.
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dans l'intervention d’urgence et le court terme. Pour
que l'analyse d’une situation bénéficie du point de vue
de chacun, il est nécessaire de convenir d’'un mode

d’échange et de discussion.

Globalement, l'analyse réalisée au sein de I'équipe
EMRII consiste a situer la condition de la personne
et les enjeux liés & son occupation de I'espace public
pour établir des priorités d’action qui peuvent ou non
impliquer un suivi de I'équipe. Lorsquon décortique
les situations observées, cinq cas de figure peuvent étre
identifiés. Dans certaines situations, (1) la personne
est évaluée dangereuse pour elle-méme ou pour les
autres et I'équipe mixte ou les acteurs autour de la
personne visent un arrét d’agir dont I'objectif est de
mettre un terme a un comportement problématique
— via lincarcération ou lhospitalisation. Léquipe
reste en lien avec la personne et communique avec le
personnel hospitalier ou la cour afin d’offrir un portrait
d’ensemble de la situation et de favoriser que la personne
accéde aux services dont elle a besoin. Un deuxiéme
cas de figure (2) est celui ol la personne est évaluée
trés vulnérable : il y a hypothése d’inaptitude en lien
avec des problémes de santé mentale ou de déficience
intellectuelle, et, & c6té du travail d’accompagnement
de la personne, il y aura d’importants efforts, dans
une optique de protection, pour sensibiliser son

\

environnement i sa situation, larrimer aux services
et éviter quelle soit judiciarisée. Dans un nombre
important de situations (3) la personne est considérée
vulnérable en ce quelle cumule plusieurs difficuleés
(toxicomanie, santé mentale, santé physique, perte
d’autonomie), constituant le troisi¢me cas de figure. Le
travail de 'équipe est alors d’accompagner la personne
en misant sur ses capacités et le respect de ses choix,
de proposer de nouvelles avenues et de larrimer a
divers services, mais également de concerter les acteurs
qui Pentourent, et d’agir a titre de médiateur vers de
meilleures conditions de vie et trouver des alternatives
a la judiciarisation. Un autre cas de figure (4) est celui
de la personne dérangeante ou marginale, mais qui
aprés évaluation de ses capacités et de ses limites, est

considérée comme relativement bien outillée (on ne
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parle pas de probleme de santé mentale ou d’incapacités
importantes.) On relaye alors ces situations qui suscitent
des appels récurrents aux policiers & une prise en charge
habituelle par la justice. Dans des cas exceptionnels, les
policiers EMRII vont travailler activement pour favoriser
la judiciarisation, qui apparait dans ces cas comme la
seule solution possible pour répondre aux plaintes des
commercants et des résidents. Finalement, quelques
dossiers concernent (5) des personnes vulnérables ou
trés vulnérables ayant été référées par des patrouilleurs
bien qu’elles suscitent peu d’appels policiers, mais pour
qui l'on sinquiéte. Les policiers sont ici essentiellement
dans un role de prévention et d’entraide, en appui au
travail des intervenants du CSSS qui vont miser sur la
création du lien, 'arrimage aux services et la défense de
droits. Le travail de I'équipe visera alors & favoriser la
cohérence des interventions a la fois policiéres et de santé

pour contribuer 4 la réinsertion sociale des personnes.

A travers les années de travail, les policiers EMRII
parlent d’une certaine tolérance a I'impuissance dans
lintervention, forgée & méme l'expérience de terrain,
identifient le droit a 'autodétermination et reconnaissent
aux personnes le droit d’apprendre et de faire des
erreurs. Cette vision de la réalité de litinérance et de
Pintervention va également teinter les recommandations

faites aux patrouilleurs en premicre ligne.

Agir
Agir : accompagner la personne et
mobiliser différents acteurs, un travail
de référence, de collaboration et de
partenariat pour le rétablissement de
la personne. Régulierement dans le
cadre de patrouilles mixtes, parfois en
co-intervention.Les professionnels de
I"équipe distingueront : 1) le travail
auprés de la personne et 2) le travail
d’interpellation des différents acteurs
autour de la personne. Comment se
rencontrent les expertises des divers
professionnels dans le cadre d’une
intervention conjointe?
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1) Travail auprés des personnes : création
du contact, en faire un
lien de confiance, accompagner,

respecter le rythme

Traditionnellement, le travail aupres des personnes est
au coeur du quotidien des intervenants santé/social. 1l
sagit d’'une intervention basée sur les principes du
rétablissement: créationdulien, entrevue motivationnelle,
reflet, respect du rythme, accompagnement dans les
démarches (logement, désintoxication, santé mentale
et santé physique, revenus, cartes d’identité), faire avec,
réduction des méfaits. Les intervenants restent en lien
avec la personne 2 travers les différents lieux ou elle se
trouve (hopital, rue, prison, ressource communautaire),
afin de favoriser un rapport de confiance, de travailler
la motivation, de faire des plans de sortie, redonner
du pouvoir aux personnes. L'établissement d’un lien
de confiance et la connaissance de la personne seront
par la suite mis & profit pour personnaliser Iarrimage

vers d’autres services.

Certains principes d’intervention généralement portés
par les intervenants sociaux et de la santé ont écé
au fil du temps adoptés par les policiers ’EMRII. 1l
y a consensus quon sadresse & des personnes peu
reconnues, peu entendues : un travail de tous les
membres EMRII consiste a faire exister la personne a
travers la création d’un lien. On estime que, pour avoir
un impact sur la vie des personnes (favoriser 'acces aux
services, améliorer les conditions de vie), on doit établir
un lien de confiance avec ces personnes qui ont connu
de mauvaises expériences avec les institutions et qui
sont parfois devenues méfiantes. Laccompagnement
est percu comme une des conditions les plus efficaces
pour faciliter l'accés aux services (santé, logement,
aide sociale, régularisation de la situation judiciaire,
désintoxication). Laccompagnement suppose le respect
du rythme des personnes. S’en trouve redéfini ce que
sont des réussites dans l'intervention : on reconnait
les petits pas et 'établissement d’une relation avec une

personne comme un pas vers son intégration sociale.
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2) Arrimer les acteurs autour
des personnes

Les professionnels d'EMRII définissent leur travail
comme ['établissement d’un chainon manquant entre
les services et les acteurs qui gravitent autour des
personnes vulnérables vivant en situation d’itinérance.
Sur la base d’un portrait d’ensemble de la situation
d’une personne, un réle central de I'équipe consiste
a interpeller les différents acteurs pour favoriser une
intervention cohérente qui tienne compte de la réalité
et des besoins de la personne. Il existe également un
réseau informel autour de la personne avec lequel

travaille I'équipe, a divers niveaux.

Au fil du temps, les professionnels ont investi divers
espaces fréquentés par les personnes qu'ils desservent,
afin de favoriser le dialogue avec les acteurs des
institutions et services par lesquels elles transitent,
dont les hépitaux, les tribunaux et la prison. Léquipe
a fait le choix non seulement de référer les personnes
aux différents services, mais également de travailler
a susciter la collaboration des différents acteurs et
de rester au dossier le temps nécessaire pour que la
personne soit bien arrimée. Les professionnels parlent
de la nécessité d’étre créatif pour trouver des solutions
a des situations de portes tournantes qui perdurent
parfois depuis des années, et face auxquelles les acteurs

des services ont parfois démissionné.

Pour les intervenants du CSSS, un enjeu important
consiste & trouver des collaborateurs dans le systeme
de santé et des services sociaux pour des personnes qui
le plus souvent ne correspondent & aucune catégorie
de service. Dans le travail de liaison, d’arrimage et de
défense de droits aupres des différents acteurs de la
santé et des services sociaux, les intervenants font face
a des procédures d’admission et de références parfois
complexes, doivent contourner les filieres d’acces et
se battre contre les pratiques de « dumping ». Une
part importante du travail se réalise dans le dialogue
avec divers services : pratiques de discussion de
cas, rencontres réseau, plan de soin infirmier, plan

d’intervention. Cette finalité de développement d’un
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réseau autour des personnes nécessite un travail de
sensibilisation et d’éducation qui consiste & partager
une analyse commune de la situation pour favoriser
un meilleur suivi et une concertation plus grande.
D’ailleurs, les intervenants estiment quau fil du
temps, ils ont acquis une crédibilité qui favorise la
collaboration des différents acteurs interpelés pour

assouplir les régles d’acces aux services.

Le travail des policiers EMRII consiste a étre en lien
avec lenvironnement de la personne (patrouilleurs,
afin  de

cohabitation harmonieuse et de rassurer ces derniers

résidents, commercants) favoriser une
quils sont entendus et quon répond i leurs
préoccupations. Pour les policiers de I'équipe mixte, le
travail auprés des patrouilleurs est central. Ils sont en
contact régulier avec ces derniers, les tenant informés
du développement des suivis et faisant réguli¢rement
des recommandations sur les interventions préconisées
aupres des personnes desservies par 'équipe. Ce travail
nécessite le développement d’outils de communication
avec les patrouilleurs, pour favoriser une continuité

dans les interventions.
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Les policiers EMRII font des recommandations aux
patrouilleurs d’un secteur sur des facons d’intervenir
aupres d’'une personne. C'est notamment sur la base
du portrait des facteurs de vulnérabilité d’'une personne
et de lhistorique des interventions aupres d’elle que
seront faites des recommandations aux patrouilleurs. A
travers le travail de collaboration avec les patrouilleurs,
I’équipe va proposer de nouvelles pratiques policiéres en
prévention. Il s'agira notamment de faire un recadrage
des comportements jugés problématiques pour proposer
une analyse qui introduit le point de vue de la personne
concernée et les impacts de certaines interventions
policieres sur cette personne. Ainsi, on fera valoir que
certains comportements de survie sont a distinguer
d’un méfait, ou qu’il peut étre préférable de relayer
Iévaluation du risque, notamment du risque suicidaire,
a un service spécialisé dans I'évaluation de I'état mental.
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LE SUIVI INTERSECTORIEL,

UNE FORME EMERGENTE

D’'INTERVENTION EN ITINERANCE

Silintervention est balisée par les obligations d’agir des uns et des autres, on voit dans

les sections qui précédent que cette collaboration permet une meilleure compréhension

des obligations et jugements professionnels du partenaire et I'établissement de

nouveaux critéres dans I'évaluation des situations. Les axes d’évaluation qui balisent

le travail des professionnels sont enrichis par la rencontre intersectorielle. Cette

rencontre élargit de maniere significative les possibilités d’action. Voici un résumé

des acquis de cette collaboration.

Pour les professionnels de la santé et du social (axe
facteurs de protection/facteurs de risque) qui privilégient

Iévaluation de la condition de la personne :

* Le travail en collaboration avec les policiers
apparait comme un potentiel facteur de
protection pour les personnes et comme
complément d’évaluation : il permet de
suivre de maniére plus efficace la personne
a travers les services et les institutions
et d’avoir des informations sur son état
général de santé et sur ses comportements
dans P'espace public via les rapports des
patrouilleurs.

* Le déploiement des pratiques
d’interventions dans des espaces
habituellement inaccessibles, par exemple
en centre de détention, pour favoriser la
création du lien, préparer la sortie de prison

et évaluer 'état mental ou la santé physique.

e La contribution 4 I’élaboration de
recommandations 2 faire a la cour, afin
d’aller dans le sens du rétablissement de la
personne.

* La participation a la réflexion sur les
recommandations 2 faire aux patrouilleurs
afin de trouver des alternatives a la
judiciarisation et améliorer les conditions
de vie 4 la rue des personnes.

En dernier recours, la judiciarisation est
saisie comme un levier pour une évaluation
psychiatrique ou proposer la thérapie au
lieu de la détention. C’est une avenue que
les intervenants de la santé et du social
adoptent plus difficilement, mais dans tous

les cas, on reste en lien avec la personne.

Le travail du SPVM (axe comportements non

problématiques/problématiques)

On assiste a I'établissement de nouveaux
repéres dans l'intervention policiere sur

la base de I'évaluation des facteurs de
vulnérabilité par les intervenants du CSSS
(incapacités ou non-collaboration/probléme
de santé mentale ou intention criminelle/
droit & 'autodétermination/dérangeant ou
dangereux).

Développement d’une expertise judiciaire
en mati¢re d’itinérance. Recommandations
a la cour autour des questions liées a la
sécurité et A la cohabitation harmonieuse
(en tenant compte de I'évaluation de I'état
physique et mental d’'une personne).

Se développent de nouvelles fagons

de favoriser la cohabitation par la
sensibilisation de '’environnement de la
personne a la complexité des enjeux de
'itinérance, le travail réalisé, les différents
acteurs au dossier, etc.
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* Développement d’une expertise au niveau
des accusations criminelles. En dernier
recours, nouvelles pratiques pour monter
des accusations criminelles lorsqu’il y a
récurrence des interventions policieres
qui s'échelonnent sur des années et
concernant des personnes peu vulnérables
qui contreviennent continuellement aux
réglements municipaux et & 'égard de qui les
patrouilleurs ont peu de leviers.

* On assiste également au développement
d’une plus grande vigilance a I'égard de
certains facteurs de risque et bien exercer son
r6le de protection comme policier — canicule,
hydratation, symptémes de sevrage.

* Ainsi qu'a 'acquisition de nouvelles
connaissances pour mieux interpeller
les acteurs de la santé (UPS-] pour faire
I'évaluation, meilleures liaisons avec hopitaux,

CLSC, ressources communautaires).

Linscription de lintersectorialité au coeur du suivi
offert aux personnes est une pratique innovante qui
souléve plusieurs défis tant pour les policiers que pour
les intervenants santé/social qui ceuvrent dans une
équipe mixte. Les défis et les obstacles de la mise en
ceuvre de cette forme de pratique sont nombreux et les

acquis sont fragiles.

PROGRAM AND SERVICE-LEVEL COLLABORATION

There are many different organisational
arrangements that may be used to
promote inter-organisational integration,
but intersectoral collaboration in public
health is organised mainly in the form of
multidisciplinary teams. This means, in
effect, a matrix structure, where the teams
provide horizontal integration between
different organisations and sectors of
the society. A multidisciplinary team
is, however, a fragile and volatile form
of organisation, which needs a constant
nurturing in order to survive. In fact, the
management of inter-organisational
collaboration seems to be a challenge for
practitioners as well as researchers in the
field of public health.

(Axelsson et Axelsson, 2006: 85)

En se plagant du point de vue du parcours des
personnes dans les services, les membres ' EMRII
ont développé une vision d’ensemble des services
disponibles pour les personnes en situation
d’itinérance & Montréal. Le regard quils portent
sur les services combine a la fois une connaissance
fine de I’état du réseau des services, des contraintes
et limites propres & chacun des professionnels
dans lexercice de leur travail, ainsi que du point
de vue des usagers de ces services qui vivent des
problématiques complexes. EMRII devient ainsi
un observatoire permettant de réfléchir a Dérat
des services 4 Montréal concernant la réponse aux
personnes en situation d’itinérance, et notamment
celles qui sont les plus difficiles a rejoindre pour les
services traditionnels.
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CONCLUSION

EMRII démontre que le travail des professionnels issus des deux institutions
que sont le réseau de la santé et des services sociaux et le Service de police est
possible, et que cette collaboration est utile pour répondre plus adéquatement
aux personnes a la rue. EMRII devient un exemple d’alternative au travail en
silo et des possibilités de changement des cultures professionnelles policieres qui
démontrent souvent peu d’ouverture au probléme de l'itinérance. Cependant, cette
collaboration au sein de I'équipe mixte se réalise entre des acteurs mobilisés et dans
le cadre d’une initiative modeste qui réunissait neuf professionnels en 2012. Que
cette expérience de partenariat au sein ’EMRII contribue au maillage de deux
cultures organisationnelles et quelle ait des retombées sur les maniéres de faire de
chacune des organisations constitue cependant un autre défi. Comment changer
globalement et de maniére durable les attitudes policiéres et mettre fin au profilage
social? Si lexistence d’une équipe spécialisée est une réponse intéressante, il faut
toutefois éviter la tendance & penser que la solution réside dans la simple mise en
place de policiers experts plutdt que dans la transformation des attitudes du policier
moyen. Linnovation démontre cependant qu’il y a au sein des services policiers
une ouverture et un potentiel de changement qui constitue un premier pas vers un

respect et un service plus adapté pour les personnes en situation d’itinérance.
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1.4

A RESPONSE TO HOMELESSNESS IN
PINELLAS COUNTY, FLORIDA:
AN EXAMINATION OF PINELLAS SAFE HARBOR AND
THE CHALLENGES OF FAITH-BASED SERVICE
PROVIDERS IN A SYSTEMS APPROACH

Megan SHORE & Scott KLINE

The primary purpose of this chapter is to introduce the
systems approach to homelessness that Pinellas County,
Florida, has developed around a 470-bed ‘come-as-you-
are, entry portal shelter called Pinellas Safe Harbor
(PSH).! The approach was devised, in large part, by
Robert Marbut, a homelessness consultant and the
founding CEO and president of Haven for Hope in
San Antonio, Texas, a shelter that helped San Antonio
address their structural issues related to homelessness.
As with any systems approach to homelessness, the
PSH-centred system had to bring together various
levels of government and civil society in order to
address the multi-faceted issue of homelessness. In this
case, before any of Marbut’s recommendations could
be implemented, he had to ensure that (a) the various
levels of government were committed to working
with one another, (b) law enforcement leadership — in
particular the St. Petersburg Police Department and
the Pinellas County Sheriff's Office — were open to
changing their culture related to the criminalization
of homelessness, (c) there was a high probability of
convincing public officials and tax payers of the cost-
effectiveness of the approach and (d) a critical mass

of service providers, including a number of key faith-
based organizations (FBOs), were willing to cooperate
in the formation of a newly designed integrated system.

This latter concern over the participation of service
providers is what initially piqued our interest in PSH.
In particular, we were interested in the challenges
associated with bringing FBOs and service providers
into a government-run systems approach to address
homelessness. In general, FBOs have a long history
of advocating for and addressing the needs of the
homeless and in many cases they are better placed than
government agencies to effect changes in the services
typically provided to people experiencing homelessness
(Winkler, 2008). In the case of PSH, a number of
high-profile faith-based service providers opted not to
participate formally in the establishment of the system,
most notably the well-resourced Catholic Charities of
St. Petersburg. As of Summer 2015, Catholic Charities
remained largely outside of the system coordination
and integration concentrated in PSH, although it was
acting as an important next-level point of contact for
some chronically homeless people transitioning out of

1. In this chapter, we use the term ‘systems approach to homelessness’ to mean a formalized, coordinated and integrated system or
systems that bring together design, funding, operations and service delivery.



PSH and into more permanent housing. This chapter
highlights some of the challenges facing FBOs such as
Catholic Charities when considering the integration of
their services into a broader system.

We have organized this chapter into five sections. Section
one provides a brief history of how a systems approach
to homelessness developed in Pinellas County. Section
two considers the inital systems planning led primarily
by the homeless consultant. Section three examines the
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emergence of two overlapping and mutually supporting
countywide systems: one that was largely administrative
in nature and one that used PSH as its hub. Section four
highlights the various roles FBOs play in the system
and a number of challenges they present to the system.
The fifth and final section highlights key factors
that contributed to the formation of the system that
developed around PSH. This final section also identifies
and critically assesses a number of outstanding questions
and concerns with regard to the system as it has developed.

"THE CITY WITHOUT A HEART"

In late December 2006, In late December 2006, more than a hundred homeless people erected a tent city on

more than a hundred
homeless people erected
a tent city on four acres
of vacant land owned by
the St. Vincent de Paul
Society South Pinellas, a
popular centre providing
some 500 meals a day to
Pinellas County Florida’s
hungry, homeless and
working poor.

four acres of vacant land owned by the St. Vincent de Paul Society South Pinellas, a
popular centre providing some 500 meals a day to Pinellas County Florida’s hungry,
homeless and working poor.? Just three kilometres (two miles) west of downtown
St. Petersburg, Florida and next to the heavily travelled Interstate 375, the vacant
lot had become overgrown with weeds and was, prior the newly settled residents
cleaning it up, full of trash and debris. Early on, residents had established rules for
the tent city and each resident signed a contract that outlined the duties people would
carry out while living there, including spending at least four hours a week picking up
any trash, cleaning the portable toilets and working in the tent city office. For many
residents, it was the first night’s sleep they had had in months. Living among people
they could trust, residents said they felt secure while sleeping and weren’t afraid that
their belongings would be stolen during the night. For many, the tent city provided a
sense of community and belonging (St. Pete for Peace, 2000).

From the outset, residents believed that their makeshift city was only a temporary
measure addressing the lack of housing and adequate services while a longer-term
solution was worked out by city, county and state officials. During the 1990s and
early 2000s, downtown St. Petersburg had experienced tremendous growth, with
multi-million dollar condominiums going up and ambitious plans for economic
development projects along the city’s picturesque waterfront. But along with
revitalization the city saw a rise in the number of homeless people living on the
street, which was attributable to a lack of affordable housing, inadequate government
support services and a slowing Florida economy. St. Petersburg and Pinellas County
officials began to express their concerns over the increasing concentration of visible
homeless persons near the city and the need for “containment” (Ulferis, 2007). The
tent city only exacerbated those concerns.

2. Pinellas County has a population of 900,000 people. It includes 24 incorporated cities, including St. Petersburg, Clearwater and
Pinellas Park. St. Petersburg is the largest city in the county.
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In early January 2007, Pinellas County officials called
an emergency meeting to address the tent city and
problems created by the concentration of homeless
persons near St. Petersburg. At this meeting, officials
agreed that St Petersburg’s homeless situation constituted
a crisis and immediate measures were needed. Although
city officials could not force the residents off the site,
since the tent city was on private land owned by St.
Vincent de Paul, law enforcement could intervene, they
argued, because the tent city violated a number of city
ordinances, including those related to public hazards
and safety. City officials made it clear that St. Vincent
de Paul would be fined anywhere
from one dollar to $250 a day if it
did not evict the tent city residents
and remove their tents by Friday,
January 12th. St. Vincent de Paul
conceded, stating it would comply
(Ulferis, 2007).

Although residents of the camp
requested more time to make
alternative arrangements, St. Vincent
de Paul chose to comply with city
ordinances and closed the site as
requested. Uprooted once again,
many of the former residents moved
a few blocks away to two different locations. Tragically,
a few days later two homeless men were found beaten
to death, one of whom had been a resident in the
tent city. The tension between the homeless and St.
Petersburg city officials immediately escalated and
city officials declared the homeless situation a state
of emergency. On January 19, 2007, approximately
two-dozen police officers raided the impromptu tent
cities, citing numerous public hazard and safety code
violations. They destroyed the tents with box cutters
and knives, even while many of the residents were still
in their tents (Raghunathan & Ulferis, 2007). Online
videos of the tents being destroyed by the police went
viral, sparking national outrage. It even prompted Fox
News to call St. Petersburg, “the city without a heart”
(DeCamp & Nohlgren, 2010).

Although city officials
could not force the
residents off the site,
since the tent city was
on private land owned
by St. Vincent de Paul,
law enforcement could
intervene, they argued,
because the tent city
violated a number of city
ordinances, including
those related to public
hazards and safety.
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Although the tent city had been destroyed, the
homeless situation was far from resolved. As city
and county political leaders, police departments, the
sheriff’s office, the homeless people themselves and
people advocating for the homeless considered a variety
of options to resolve the homelessness crisis, Catholic
Charities of St. Petersburg came forward in Fall 2007
with a stopgap proposal to donate 10 acres of land on
the outskirts of Clearwater, Florida and to establish
a ‘tent city’ emergency shelter on the donated land.
Catholic Charities offered to set up tents, feed people
and provide various social and health-related services.
In return St. Petersburg and Pinellas
County would donate approximately
a million dollars to run the shelter
as a six-month pilot project. Known
as Pinellas Hope, the ‘shelter’ (or
the “bureaucratized and controlled
tent city,” as skeptics initially called
it) opened its doors on December
1, 2007, with the support of the
City of St. Petersburg and Pinellas
County. What was supposed to be
a six-month pilot eventually turned
Pinellas Hope into the second
largest emergency shelter currenty
operating in Pinellas County, with
a program for almost 300 homeless men and women
and a mission to provide a safe living environment and

support to become self-sufficient (De Camp, 2009).

Even though Pinellas Hope relieved some of
the pressure in the months following the forced
closure of the tent cities, the homelessness crisis
in Pinellas County continued over the next three
years without the implementation of any further
significant measures. During this time, tension had
been mounting among some government officials
as law enforcement officers continued to arrest
homeless persons for violating ordinances related
to panhandling around the St. Petersburg area,
prohibiting the storage of personal belongings on
public property and making it unlawful to sleep
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outside at various locations. Already in January 2007,
the Pinellas-Pasco Public Defender had announced
that he would no longer represent indigent people
arrested for violating municipal ordinances to protest
what he called excessive arrests of homeless individuals.

The Great Recession of 2008 only ratcheted up
tensions as the homeless population in Pinellas County
increased. Counting homeless can be controversial
(Wasserman and Clair, 2010), but according to
Richard Linkiewicz, who was a police officer for
the City of St. Petersburg and a homeless-outreach
officer during the height of the economic crisis, there
were 5,500 homeless in Pinellas County in 2008. By
2009 the number had risen to approximately 7,500,
including 1,300 children in homeless families (Bazar,
2009). In March 2010, there were 46,391 filings for
foreclosure in Florida, up by 70% over March 2009
filings. Indeed, in 2010, Florida ranked second in the
United States in the number of foreclosures (State
of Florida, Department of Children and Families
Office on Homelessness, 2010: 3). According to
the U.S. think-tank The National Alliance to End
Homelessness, by 2011 the Tampa-St. Petersburg
metropolitan area (which includes Pinellas County
as well as neighbouring Hillsborough County) had
the highest rate of homelessness in the United States
(National Alliance to End Homelessness Report, 2011:
50). In this area there were 57.3 homeless people for
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every 10,000 residents. According to some estimates,
there were about 16,000 homeless people in the
Tampa area and one in five of them were children
(Hirschkorn, 2012).

In October 2010, the City of St. Petersburg, with the
support of Pinellas County, hired an outside consultant,
Robert Marbutof San Antonio, Texas, to draftastrategic
plan to address the crisis. A former White House fellow
in the George H.W. Bush administration and a former
chief of staff to San Antonio Mayor Henry Cisneros,
Marbuct delivered the central phases of his eight-phase
“Strategic Homelessness Action Plan” in March 2011.
In essence, the plan was a proposal to create a system
of coordinated and integrated homelessness services
in Pinellas County. At the core of the plan was the
creation of a countywide system designed around an
‘entry portal” service facility for chronically homeless
men and women. One of Marbut’s recommendations
was to convert an empty jail facility, which would
be known as Pinellas Safe Harbor (PSH), into the
countywide hub that would align the ‘service magnets’
(e.g. food, bathrooms, showers, shelter and safety)
for the chronic homeless and as the hub for service
providers, including case management, healthcare and

legal assistance staff.
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DEVELOPING A SYSTEMS APPROACH

In 1995, the Department of Housing and Urban Development (HUD) began to
require communities to submit a single application for McKinney-Vento Homeless
Assistance Grants in order to streamline the funding application process, to encourage
coordination of housing and service providers on a local level and to promote the
development of the Continuum of Care (CoC) initiatives at the regional or, in
the cases of urban centres, local levels. In essence, a CoC is a regional or local
planning body that coordinates housing, services and funding for homeless families
and individuals through nonprofit providers, the state and local governments (U.S.
Department of Housing and Urban Development, HUD Exchange, Continuum
of Care). It provides programs and services for people experiencing homelessness,
helps rehouse them and works toward self-sufficiency. The hope was that a more
structural and strategic approach to housing and services would emerge by requiring

communities to submit a single application.

The HMIS collects
“client-level data and
data on the provision
of housing and
services to homeless
individuals and families
and persons at risk of
homelessness”

An important tool used by the CoCs is a software one of Marbut’s initial steps was to provide a set of

program called the Homeless Management Information ~ guiding principles to establish a unifying vision for the
System (HMIS). The HMIS collects “client-level data  plan. He offered the following seven principles:

and data on the provision of housing and services to
homeless individuals and families and persons at risk
of homelessness” (U.S. Department of Housing and

1. Move to a culture of transformation (versus
the old culture of warchousing).

Urban Development, HUD Exchange, Homeless 2. Work toward co-location and virtual
Management Information System). It is an electronic e-integration of as many services as possible.
administrative database that is designed to record and 3. [Develop] a customized case management
store information on the characteristics and service system in which one person coordinates the

needs of homeless persons. Each CoC uses a software

services in a customized manner.

solution that complies with HUD’s data collection, =~ 4. Reward positive behavior because this will
management and reporting standards. One key feature increase responsibility and privileges.

of the HMIS is that it facilitates a reasonably accurate 5. Have consequences for negative behavior so
census of both sheltered and unsheltered homeless that there are proportionate consequences
populations over a full year and establishes Point in that encourage responsibility.

Time (PIT) counts. By using standard HMIS, then, 6

. Stop external activities such as ‘street

CoCs make applications for funds based on data that feeding'... and redirect to a co-location.

is consistently collected, managed and reported across

7. Stop panhandling because it enables

communities. When the City of St. Petersburg and homelessness (Marbut, 2011: 38).

Pinellas County hired Marbut in Fall 2010 to develop
a strategic action plan, there was virtually no formal
coordination among government agencies. If there was
any coordination in the county, it was largely through
a variety of homeless coalitions and church groups
working in relatively loose association with each other

around advocacy, sheltering and feeding. As a result,

For Marbut, these principles were not vague
philosophical concepts but, rather, achievable, even if
controversial, outcomes that would drive activities in
the plan. Focusing almost exclusively on chronically
homeless individuals — that is, not families — Marbut

aimed to establish “transformational communities,”
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which are, he argued, an essential part of the “overall
service system design, structure and operations (e.g.
systems approach)” (Marbut, 2014: 9).

Marbuts efforts to establish a system around a
“transformational community” involved an eight-phase
analysis of the homeless situation in Pinellas County.
Phase one consisted of an in-person inventory and
review of the homeless-serving services throughout
Pinellas County through formal and informal site
visits. Phase two and three focused on research on
and an assessment of the types (quality) and capacity
(quantity) of services available in
Pinellas County. These phases were
conducted simultaneously because
of the interconnectivity between
needs assessment and gap analysis.
Phase

meetings with government officials,

four involved in-person

staffers and volunteers from
government, business, faith-based,
non-profit, civic and educational
agencies. This phase was crucial
in development of the system for
it was here that Marbut began
Phase

five to seven were also conducted

finalizing commitments.
simultaneously because of some

technical overlap. Phase five was a review of national
best practices, phase six was the identification of action
steps and phase seven was the submission of the final
report. Phase eight, the final phase, was the visioning,
development and eventual start-up of an “entry portal”
(Marbut also called it a “transformational housing
portal”) and service facility for men and women of
Pinellas County (Marbut, 2011).

Marbut’s initial assessments in phases one through
four focused primarily on the areas of design, funding,
operations and service delivery. In terms of the state
of the homeless sector as it had developed to 2011,
the final report highlighted the considerable number

of service providers in the community; however, it

In terms of the state of the
homeless sector as it had
developed to 2011, the
final report highlighted
the considerable number
of service providers in
the community; however,
it stated, the “services
are neither strategically
nor formally coordinated
within an integrated
system, especially at
the tactical level
(Marbut, 2011: 4)

PROGRAM AND SERVICE-LEVEL COLLABORATION

stated, the “services are neither strategically nor
formally coordinated within an integrated system,
especially at the tactical level” (Marbut, 2011: 4).
This meant, for example, that services provided by
different organizations often conflicted with one
another, resulting in clients having to choose one of
several needed services. The report recommended that
the overall homeless system in Pinellas County should
be streamlined, transformed and re-branded so that all
solutions are countywide coordinated initiatives.

In terms of funding, the final report concluded
that most of the agency funding
and service delivery funding in
Pinellas County had been “agency
centric,” and not coordinated or
strategic and that at times this
situation had created competition
among service providers and
misaligned objectives. The final
report recommended that funding

be
stated funding “should be pooled,

proactively coordinated. It

coordinated and allocated based
on strategic objective outcomes”
(Marbut, 2011: 5). Moreover, the
streamlined

”

integrated  services
and funding must include the two
largest emergency homeless shelters, Pinellas Hope

and PSH, which were not previously included.

The final report called for the transformation of
operations in the homeless-serving sector. It cited the
need to establish one lead organization to coordinate
service decisions being made countywide in an
integrated system. Service agencies within the newly
designed system were encouraged to embrace national
best practices in their operations. It called for the
development of a robust master case management
system. This master case management system would
enable case managers and assigned case staff to follow
through with clients as they progressed through the

system. It would also allow for the coordination of
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other services, including healthcare, legal assistance
and educational training. Because it had master case
management capacity, the HMIS, called the Tampa
Bay Information Network (TBIN), needed to be
upgraded to serve as a proactive case management
tool within the integrated system. Finally, the entry
portal and hub of the newly integrated system, PSH,
first had to be adequately equipped, both in terms of
infrastructure and trained personnel, to accommodate
the enhanced activities and, secondly, the relationship
between the 470-bed PSH and the Pinellas Hope tent
facility needed to be strengthened as Pinellas Hope
provided a next step toward permanent housing.

In terms of service delivery, one key recommendation,
and one of the most controversial, in the final report
was that all street feeding cease and be redirected
to the entry portal, the service hub in the system
and to service programming. While not outright
recommending the criminalization of street feeding,
as has been the case in other urban centres (Stoops,
2012), the report asserted that street feeding had to
be redirected to PSH or stopped. Additionally, system
stakeholders and particularly law enforcement as
well as the media would need to play a crucial role
in educating restaurant, supermarket and convenience
store staff about the ‘enabling’ effects of street feeding.
Churches and other FBOs also needed to understand
that street feeding likely meant that those being fed were
not involved in programming that could help them
transition off the streets. According to the final report,
these outreach efforts would be effective only if there
was an integration of service delivery and an improved

master case management system in place, which could
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be achieved with an upgraded HMIS/TBIN.

We should highlight the fact that the final report
did not anticipate or recommend rapid re-housing
or Housing First, as it is often called, to address the
systemic problems of homelessness. This is in spite of
the fact that, since 2008, the federal government has
been attempting to fund rapid re-housing initiatives
(e.g. the United States Interagency Council on
Homelessness, 2015). Indeed, the recommendations
in the final report are rooted in the more traditional
CoC model, which makes housing conditional upon a
client’s enrollment in service programming, including
health care, mental health support and job re-training.
The Housing First model, by contrast, is based on the
premise that housing is a right, rather than a privilege,
and that the CoC model can too often lead to the
dehumanization of people experiencing homelessness
(Padgettetal., 2015). The homeless advocates and FBO
executive directors we interviewed were fully aware of
the ethical challenges presented by the PSH shelter-
continuum approach and at least one FBO executive
director raised ethical concerns about Marbuts
approach and the political motivations supporting
Marbut’s plan. Yet most supported the formation of
the PSH, though some quite reluctantly, because there
were no other viable options and there was a pressing
need for greater service coordination and support.
There was, for example, no local political will at the
county and municipal levels to invest in Housing First
initiatives but there was political will, whatever the
motivations, to support efforts to provide new facilities
and enhanced support to homeless people.
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IMPLEMENTING COORDINATED
AND INTEGRATED SYSTEMS

It is important to note that, in the final report,
Marbut is essentially calling for the development of
two countywide systems that are overlapping and
mutually supportive — (1) a macro-level system that
concentrates on administrative and financial leadership
and (2) a micro-level system developed around PSH.
The formation of the first system had at least three
drivers: (a) accessing government funding channels;
(b) responding to HUD’s insistence that local CoCs
work collaboratively in the design, funding, operations
and service delivery in the homelessness sector; and
(c) responding to the final report’s recommendation
to establish a single countywide body to ensure the
coordination and integration of services. For many years,
Pinellas County had two homeless initiative leadership
organizations: the Pinellas County Coalition for the
Homeless (PCCH) and the Homeless Leadership
Network (HLN). PCCH had a mission to provide
community education, advocacy, program support,
capacity building and technical assistance for the
communities, agencies and organizations concerned
with homelessness and to secure government and
private funding for needed homeless services. HLN
focused more on the policy matters and it consisted
of 35 elected officials, community leaders and
insticutional representatives. HLN was the planning
body in charge of addressing local homelessness. The
final report called for “one streamlined organization that
has only one vision/mission, one board, one chair and
one CEO” (Marbut, 2011: 4). In direct response to this
recommendation, PCCH and HLN merged, in February
2012, to become the Homeless Leadership Board (HLB).

The HLB consists of eight elected officials and 13
community leaders. The 13 community leader
positions on the board are allocated to ensure broad

stakeholder

service experts, two represent FBOs, two represent

representation. Four members are

county businesses, one sits as a representative of the

Juvenile Welfare Board, one represents healthcare

providers, two members are at-large representatives
and one member must be homeless or formerly
homeless (Pinellas County Homeless Leadership
Board Inc.). The HLB is now the lead organization
in the coordination of the wide-ranging homelessness
services in Pinellas County. The HLB also acts as the
CoC for Pinellas County, which means it serves as
the point of contact for government funding through
HUD. The HLB does much of its work through two
major councils, the Providers Council and the Funders
Council, and their various committees which provide
“comprehensive information and recommendations
for action and approval to the Board” (ibid). The
Providers Council and the Funders Council each has
sitting representatives from the HLB.

The second system revolves around PSH. This
system emerged primarily for pragmatic reasons. In
late 2010, just as Marbut had agreed to work with
St. Petersburg, Clearwater, Pinellas County and a
coalition of other major municipalities in the county,
then Chief Deputy Sheriff Bob Gualtieri, “initiated
a meeting with stakeholders from the judiciary, the
Office of the State Attorney, the Office of the Public
Defender and local incorporated cities to look at
the inmate jail population more strategically. This
dialogue started a conversation about how to reduce
the number of nonviolent, homeless individuals in the
Pinellas County Jail” (McGillen, Sinovich & Marbut,
2012: 4). The sheriff’s office had struggled with how
to deal with the growing homeless population in
Pinellas County and it was looking for a way to keep
homeless people out of jails and off the streets. Like
many cities in the United States with a high number
of homeless people, municipalities in the county had
adopted a number of quality-of-life ordinances, some
of which had been invoked in early 2007 with the
removal of the tent city. Many stakeholders, including
the sheriff’s office, understood that placing nonviolent,
chronically homeless in jail not only overloads the
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law enforcement/legal corrections system, it also fails to address the root causes of
homelessness. Bluntly put, the cycle of (a) arresting non-violent homeless individuals,
(b) jailing them for 12-24 hours, (c) perhaps meeting with the public defender, (d)
releasing them and (e) starting the cycle over again with a rearrest had essentially
clogged up the system with low-level non-violent offenders. Using the corrections
system to address street homelessness was hugely costly. Moreover, Gualtieri and the
sheriffs office in general understood that jails were not equipped to deal with some of
the root causes of homelessness, such as mental health issues, life skills, job training
or placement and medical care (Marbut & Simovich, 2012: 24-25; Wasserman
and Clair, 2010: 69-96). Prior to 2011, however, there were no viable alternatives

available to law enforcement.

In dialogue with Marbut in late 2010, the Pinellas County Sheriff's Office proposed
that a recently closed minimum-security facility in Clearwater could be converted to
serve as the entry portal shelter. In an attempt to raise the necessary funds to start the
conversion, the proposal included the use of a government grant intended to develop
jail diversion initiatives. Furthermore, the sheriff’s office offered to take the lead in
managing the facility, training its personnel, providing the majority of operational
funding and coordinating local social service agencies in the facility (McGillen,
Sinovich & Marbut, 2012: 5). Indeed, PSH is unique in the United States in that it
is the only shelter of its kind to be managed by the law enforcement and correctional
communities and still function as hub for a wide range of service providers, including
FBOs, non-profit agencies and government agencies.

As of Fall 2015, PSH operates as a 24 hours a day, seven days a week, 365 days a
year one-stop “come as you are” emergency homeless shelter and service provider
for chronically homeless adult men and women. It operates with a budget of
approximately $1.8 million (Lindberg, 2015). It houses an average of 425 people a
day and provides three meals a day, a shower and a mat (or bed) to sleep on. It has
a customized master case management system. There are a team of case managers
onsite to work with the residents as they begin the process toward stable housing
and self-sufficiency. Social workers hired by the county offer needs assessment and
coordination of services and placements. Directions for Living, a local non-profit
organization, also provides case managers who offer needs assessment, mental
health and substance abuse referrals. Westcare, a group of non-profit organizations,
offers substance abuse evaluations, counselling and recovery services. A number of
support groups run classes at PSH, including Alcoholics Anonymous and Narcotics
Anonymous. Other groups offer HIV awareness, life skills, vocational rehabilitation,
pedestrian safety and transitional help classes. A variety of religious groups provide
worship services. Once a week, basic healthcare and referrals for medical, dental
and mental health services are provided by Pinellas County onsite. However, one
significant gap in service has been the lack of full-time onsite medical staff, which has
resulted in PSH having to access emergency medical services for fairly routine medical

PSH is unique in the
United States in that it
is the only shelter of its
kind to be managed by
the law enforcement
and correctional
communities and

still function as hub

for a wide range of
service providers,
including FBOs, non-
profit agencies and
government agencies
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events (Zampa Bay Times, 2014). All meals at PSH are
provided by FBOs and the meal service is coordinated
by Metropolitan Ministries (PSH, Services; & Pinellas
County Sheriff’s Office Statistical Summary, 2014).

In Spring 2014, the City of St. Petersburg hired Marbut
to conduct a follow-up review of homelessness in the city.
In June 2014, Marbut delivered his action plan, which
included a reassessment of the street-level homeless
population in the city, a re-evaluation of the homeless
servicing capacity and six recommendations (Marbut,
2014). On the Marbut
concluded that efforts to develop a

whole,

system around PSH had continued to
yield desirable outcomes: for instance,
between June 2010 and March 2014
night-time  street-level homelessness
in the city had decreased by 84%.
He did, however, observe that there
were weaknesses in the system that
needed immediate attention: (a) St.
Petersburg’s failure to meet its financial
commitments to support PSH, (b)
the shuttering of the Pinellas County
Sheriff's Homeless Diversion Program, (c) the decline in
training and engagement on the part of St. Petersburg
Police Department (SPPD) resulting in decreased
positive interactions between the police and people who
are experiencing homelessness, (d) the redirection of the
SPPD’s homeless outreach teams (HOTeams) away from
chronically homeless individuals (the HOTeams had
become focused on families), (e) gaps in service at a
faith-based facility near downtown St. Petersburg that
created high concentrations of homeless on the streets
between 6:00 a.m. and 11:00 a.m. and (f) the need
for increased capacity, largely through the Juvenile
Welfare Board of Pinellas County, to address homeless
families. These identified weaknesses in the system
provided the basis for each of the six recommendations
in the action plan.

It is important to note that five of the six weaknesses
identified by Marbut are directly linked to government

On the whole, Marbut
concluded that efforts
to develop a system
around PSH had
continued to yield
desirable outcomes: for
instance, between June
2010 and March 2014
night-time street-level
homelessness in the city
had decreased by 84%
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agencies and that one is associated with a FBO,
namely the Society of St. Vincent de Paul South
Pinellas. Marbut observed that St. Vincent de Paul’s
overnight sleeping program, which provided 70
sleeping spaces, was, in effect, a part-time program
that closed its night shelter at 6:00 a.m. This meant
that individuals were back on the street early in the
morning, many milling about the facility awaiting the
opening of a weekday services program at 11:00 a.m.
To address this service gap, Marbut recommended that
St. Vincent de Paul become “a self-contained 24/7
holistic program that addresses the
root causes of homelessness” and
offers the same number of daytime
slots as nighttime mat-bed slots
(Marbut, 2014).
services offered by the Society of St.

Moreover, “all

Vincent de Paul, including meals for
the chronic homeless population,
should be tied to active participation

in case management services” (ibid).

This

participation in case management

recommendation that active

services should be a prerequisite for homeless people to
receive access to food raises both ethical and practical
challenges. Ethically, critics of the CoC model, such as
those who support Housing First approaches, argue that
the conditions placed on access to food and housing
reinforces a power relationship that subjugates homeless
people as sick people in need of healing or sick souls in
need of salvation (Wasserman & Clair, 2010). Practically,
this recommendation points to a fundamental challenge
not only in the Pinellas County systems approach but
in any systems level approach that includes a mixture
of government agencies and FBOs; that is, with the
exception of any centralized funding being linked
to FBO activities, there are virtually no formal levers
in place to ensure that an FBO remains aligned with
system-wide coordination and integration. There are, of
course, informal measures, such as ‘naming and shaming,’
but these can often breed resentment, retrenchment and
even further marginalization in the system.
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FBOS IN THE SYSTEM

In Pinellas County, FBOs play an essential role in efforts to provide shelter, housing
and services, especially food services. According to HUD’s 2014 “CoC Homeless
Assistance Programs Housing Inventory Count Report,” the largest emergency shelter
for adults in Pinellas County is PSH, with a maximum of 470 beds. The next three
largest shelters are run by FBOs: Catholic Charities of St. Petersburg has 294 beds;
Homeless Emergency Project (HEP) has 136 beds; and St. Vincent de Paul has 77
beds. Of the nine main emergency shelters for adult individuals in Pinellas County,
five are run by FBOs. Pinellas County has 1,131 beds available for emergency shelter
for adult individuals and 559 of these beds are run by FBOs. Furthermore, a number
of FBOs, including Pinellas Hope and HED, have been integral to efforts in the
county to provide permanent or semi-permanent housing. In fact, in November
2014, Pinellas Hope announced that it would be creating permanent housing for an
additional 76 people, bringing the total permanent supportive housing capacity on
its ten-acre campus to just a little more than 150 units.

FBOs have taken

the lead in feeding
street-involved people
in Pinellas County.
According to the
HLB’s “Pinellas County
Homeless Resource
Guide,” of the 15
organizations in the
county that provide
meals, 14 of these

are run by FBOs.

FBOs have taken the lead in feeding street-involved
people in Pinellas County. According to the HLB’s
“Pinellas County Homeless Resource Guide,” of the
15 organizations in the county that provide meals, 14
of these are run by FBOs. As previously mentioned,
Metropolitan Ministries is responsible for managing
food services at PSH. Based in Tampa, in Hillsborough
County, Metropolitan Ministries has been working
with homeless people since 1987, providing food,
shelter and services to families. In 2004, they adopted
a distributive model of feeding the hungry, which
meant that they provided food to local churches so
that the churches could feed the hungry and homeless
in their own communities. One of these outreach
partnerships was with Pastor Brian Pierce, who ran a
non-profit organization called Taking It to the Streets
Ministry, in Pinellas County. When PSH was founded
in 2011, food service was initially managed through
the jail commissary, which meant that feeding the
residents of PSH was relatively expensive. Operating
on a tight budget, the Pinellas County Sheriff began
to reach out to the community for support. In
response, Pierce offered to give up his ministry so that
Metropolitan Ministries could provide food services at
PSH. Seeing value in a coordinated food service plan,
Tim Marks, the CEO of Metropolitan Ministries, met
with then Deputy Sheriff Gulateri and eventually

agreed to take on this responsibility (Marks, Personal
Communication, April 29, 2015).

A number of FBOs in Pinellas County have chosen
not to participate directly in the system developed
around PSH; however, all of the larger FBOs, such as
Catholic Charities, the Society of St. Vincent de Paul,
HEP and the Salvation Army have chosen to play a
role on the HLB Providers Council. In fact, Michael
Raposa, executive director of St. Vincent de Paul South
Pinellas, is a two-term chair of the HLB, a position he
holds until the end of 2016.

The Providers Council consists of service providers
cither serving people experiencing homelessness or
those at risk of becoming homeless. They provide
formal input and provide recommendations on all
CoC policies and procedures that come to them via
the HLB. They also raise and discuss critical issues that
may be occurring in the homeless arena; as a result,
there may be collaboration among the agencies to work
toward a solution to address issues and problems. At
times, this group makes decisions regarding state or
local funding applications. It is through the Provider’s
Council that the HLB stays in close communication
with the provider community (Abbott, Personal
Communication, April 29, 2015).
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There is little doubt that there is potential for greater
communication among the FBOs in Pinellas County
as a result of their involvement in the newly revised
HLB governance structure. However, there is not
much evidence that these FBOs in Pinellas County
have experienced any significant changes in their day-
to-day operations. In other words, those FBOs outside
the PSH system continue to operate independently,
much as they did prior to the establishment of the new
HLB. From our perspective, the lack of coordination
between service providers outside the PSH system
has created a number of serious problems which are
actually adversely affecting homeless populations in
the county. For example, there is an FBO in Clearwater
that provides meals from 9:30 a.m. to 11:00 a.m.,
365 days a year. It proudly promotes the fact that
they serve more than 200 people each day. When we
asked stakeholders in the area about why this ministry
continues to offer food at this time, knowing that few,
if any, of those they feed would be able to access the
many programs and services offered during this time,
a common response was ‘this is the time that their
volunteers are able to serve meals” and “they believe

>

they are meeting the homeless ‘where they are.”

We are sympathetic to the various challenges that
face this organization and many similar FBOs. Let
us highlight three of them: First, many FBOs with a
homeless ministry tend to focus on activities or outputs
— for example, how many meals they serve, how many
individuals they engaged, the number of beds and so
on. This makes sense given that Christian organizations,
in particular, understand their work as a response to the
gospel teaching to give food to the hungry, drink to the
thirsty, shelter to the stranger, clothing to the naked
and care to the sick (cf. Matthew 25: 31-36). It can be
difficult for an FBO to think in terms of objectives or
outcomes — that is, once we have provided food, drink,
shelter, clothing and care, how do we assist this person
in moving from a state of crisis to a more self-sustaining
state, all the while preserving the person’s human
dignity? One reason why this is so difficult is that many
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FBOs have not historically been able to provide the
necessary suite of services required to address the range

of issues facing people experiencing homelessness.

Second, many FBOs have not had an opportunity
to consider how their activities or outputs are
contributing to long-term and broad-based change
(or in the parlance of strategic planning, they have not
developed a ‘theory of change’). It is difficult for some
FBOs, particularly those that are smaller or prone to
working independently, to get a clear sense of what
role they are playing in making changes in the culture
in relation to other providers and in individual lives.
By participating in a system, FBOs become part of the
planning process around coordination and integration
— they see firsthand how their activities or outputs
contribute to system-wide agreed upon objectives or
outputs. In Pinellas County, there is a tremendous
amount of potential for this type of collaborative work
through the HLB and Providers Council and especially
through the system built around PSH.

And third, it can be a challenge for FBOs with homeless
ministries to operate under a government-run
umbrella organization, such as a sheriffs department
or a secular lead agency, perhaps a privately funded
one-stop centre or an organization like Goodwill.
There are many potential factors at play: for instance,
concern over the loss of autonomy, concern over the
quality of the outreach programming, anxiety over the
loss of revenue if activities are not unique and, most
fundamentally, concern over a shift in identity. In
many respects, these factors are common to all service
providers contemplating participation in a systems-
level approach. But for many FBOs, it can be especially
difficult to align their mission with any changes to the
way they engage not only homeless people but also
one another. If an FBO’s executive director or board
is unable to see this alignment, this will be enough to

persuade an FBO to opt out ofa system.

85



PROGRAM AND SERVICE-LEVEL COLLABORATION

CONCLUSION

The system designed around PSH is one built on a ‘first-step programming’ or ‘low-
demand shelter’ for nonviolent homeless men and women who do not have to be
alcohol or drug free to reside there (Marbut & Simovich, 2012). In our observations
of the system that developed around PSH, there are at least six interrelated factors
that facilitated broad-based stakeholder support of PSH: First, the situation in
Pinellas County fit well with the entry portal or hub model proposed by Marbut.
Prior to 2011, there were a high number of chronically homeless people in the county
and there was very little coordination and integration of services. PSH provides
the structure needed to sustain the system that has developed around it. Moreover,
according to Marbut, it is a cost-effective approach: the average cost per person to run
PSH is about $20 a day, whereas the daily per person cost to run Pinellas County Jail
is about $106 a day (ibid). For many politicians, the cost-effectiveness of PSH was a
determining factor in choosing this approach. In sum, the system that emerged was
a coming together of often diverse motivations: from those advocating for enhanced
funding, coordination and integration of services that were of value to street-involved

people to those seeking a cost-effective way to contain homeless populations.

Second, there was a core group of stakeholders in the county who committed to
working collaboratively: elected officials, the public defender’s office, law enforcement
agencies and a variety of service providers. This willingness to collaborate was limited,
however. Given the political climate in Pinellas County, there was, for example,
no appetite to consider rapid re-housing or systemic factors that contribute to
homelessness such as poverty, the health care system or the region’s political economy.

Third, while a major concern at the outset, the placement of PSH in a more industrialized

area in Clearwater and away from traditional homeless gathering sites in St. Petersburg
and near Clearwater Beach meant that public officials did not have to deal with
NIMBYism (not in my back yard). Perhaps fortuitously, the Pinellas County Sheriff
had an unused jail facility that could be affordably transformed into a homeless facility
large enough to accommodate a high number of residents and key service providers.

Fourth, there was strong official leadership to champion the system. In particular,
Deputy Sheriff and, as of November 2011, current Sheriff Bob Gualtieri saw the
inherent pragmatism of Marbut’s recommendations, offered to provide the facility
and committed to train sheriff staff to operate PSH and to engage homeless men and

wormen in a constructive way at the street level.

Fifth, there was a commitment on the part of officials and providers to use an enhanced
master case management program, the HMIS/TBIN, when engaging homeless
individuals. This management tool is essential in tracking the progress of individuals
and the services they have required as they move toward permanent housing and
stability. There is, however, a gap in the ability to continue tracking the progress of

According to Marbut,
it is a cost-effective
approach: the average
cost per person to

run PSH is about $20
a day, whereas the
daily per person cost
to run Pinellas County
Jail is about $106 a
day (ibid). For many
politicians, the cost-
effectiveness of PSH
was a determining
factor in choosing
this approach.
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individuals who move from PSH and into more
permanent housing. While Pinellas Hope and HEP are
key partners with PSH in the effort to provide more
permanent housing, tracking the progress of residents
as they engage these and other housing providers has

been difficult.

And sixth, a critical number of faith-based service
providers have agreed to work directly with PSH,
including Metropolitan Ministries in the key area
of food service. Additionally, major FBOs such as
Catholic Charities of St. Petersburg and the Salvation
Army continue to provide integral services in the
broader countywide system, which often function as
next phase services after leaving PSH.

In terms of national trends and funding opportunities for
homeless initiatives, PSH and the systems approach that

PROGRAM AND SERVICE-LEVEL COLLABORATION

Pinellas County hasadopted are bucking the trend toward
rapid re-housing and, in the process, finding it difficult
to draw on funds available to Housing First approaches.
On our last visit to Pinellas County in Summer 2015,
we wete still unable to find anyone with either political
or financial influence interested in supporting a major
Housing First initiative. Moreover, the CoC model is
strongly embedded in the current system, though many
stakeholders we spoke to would welcome a change
toward Housing First. In our view, PSH developed as
a compromise among various stakeholders at a crisis
point in the county. The next step in the evolution of
the systems approach in Pinellas County may well be
a consideration of how to encourage and support rapid
re-housing and a long-term commitment to address the
many causes of homelessness. Here there remains much
work to be done.
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VIGNETTE:
THE BELL HOTEL SUPPORTIVE HOUSING PROJECT:
EARLY OUTCOMES & LEARNINGS

Catherine CHARETTE, Sharon KUROPATWA,
Joanne WARKENTIN & Réal CLOUTIER

INTRODUCTION

The Bell Hotel was built on Main Street Winnipeg
in 1906 near the Canadian Pacific Railway Station.
In its infancy, the Bell was considered to be one of
Winnipeg’s finer medium-sized hotels. Over the years,
the hotel deteriorated and became a single room
occupancy (SRO) hotel — home to 72 persons with
little or no income and few other housing options,
many of whom were dealing with poor mental
health and substance abuse issues. Health and safety
violations eventually closed the hotel. In 2007, the
hotel was purchased by an arms-length development
corporation of the City of Winnipeg and a first-of-its-
kind partnership involving multiple housing, health
and business-focused sectors was formed to redevelop
the hotel into The Bell Hotel Supportive Housing
Project (The Bell). Four years later, The Bell opened its
doors to provide 42 self-contained suites of permanent

supportive housing for single adult men or women
who are chronically homeless and who have complex

health and social needs.

In this chapter, we describe The Bell partnership
model and approach. Next, we present an analysis of
tenants’ housing history, visits to hospital emergency
departments and involvement with police services
13 months pre- and 13 months post-tenancy at
The Bell based on data obtained from The Bell, the
Winnipeg Regional Health Authority and Winnipeg
Police Services. Following that, we present an analysis
of the successes and challenges of the partnership
model drawing on qualitative data gathered through
individual interviews (15) with Bell project partners
and non-partner stakeholders. Finally, we discuss the
project’s early outcomes and learnings.
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THE BELL PARTNERSHIP
MODEL AND APPROACH

Collaboration and Partnership Across Sectors

The redevelopment of The Bell was made possible by an innovative model of partner-
ship in Manitoba across a number of organizations and sectors:

1. CentreVenture! — as property owner and developer;

2. Manitoba Housing and Community Development?, Manitoba
Health, Healthy Living and Seniors?, Manitoba Cross-Department
Coordination Initiatives* and the federal government’s Homelessness
Partnering Strategy® — as project funders;

3. Winnipeg Housing and Rehabilitation Corporation® — as property

manager; and

4. Winnipeg Regional Health Authority” and Main Street Project® — as

service providers.

The Cross-Department Coordination Initiatives (the project lead) and the Health
Authority were the project champions who pulled the project components together to
develop a service and system response to address the needs of long-term chronically
homeless persons with high and complex health and social needs who were high
users of emergency services. Two formal mechanisms for partner communication and
relationship building were the steering committee and the operations and services
committee where partners provided education around their roles and responsibilities as
partner functions and mandates were being clarified.

1. CentreVenture Development Corporation — an arms-length agency of the City of Winnipeg that is an advocate and catalyst for
business investment, development and economic growth in downtown Winnipeg.

2. Manitoba Housing and Community Development — a department within the Government of Manitoba with a broad mandate
that includes a range of housing and community development programs and activities.

3. Manitoba Health, Healthy Living and Seniors — a department within the Government of Manitoba that guides the planning
and delivery of health care services for Manitobans.

4. Manitoba Cross-Department Coordination Initiatives — a partnership between Manitoba Family Services, Manitoba Health,
Healthy Living and Seniors, and Manitoba Housing and Community Development that, in concert with Regional Health
Authorities and community service providers, develops and implements cross-government policy and programs that improve
access to health and social services for vulnerable populations.

5. Homelessness Partnering Strategy — a federal initiative that seeks to address homelessness by working in partnership with
communities, provinces and territories, other federal departments and the private and not-for-profit sectors.

6. Winnipeg Housing and Rehabilitation Corporation — a non-profit charitable corporation involved in the development,
renovation, ownership and management of affordable housing primarily in Winnipeg’s inner city.

7. Winnipeg Regional Health Authority — the public corporation responsible for providing health care to the citizens of Winnipeg

and the surrounding rural municipalities of East and West St. Paul and the Town of Churchill, located in northern Manitoba.

8. Main Street Project — a 24-hour crisis centre that provides emergency shelter and food services, a drug and alcohol detoxification
unit, on-site counseling, transitional housing and a range of other critical services.
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Project partner roles evolved over the first year. As planned from the outset, toward
the end of the first year the leadership role for coordinating The Bell services
transitioned from the Health Authority to the Main Street Project. The Main Street
Project became responsible for providing tenant-related supports and the Health
Authority provided support around clinical services and service coordination. Also
late into the first year, the leadership of the project was taken on by the Department
of Housing and Community Development (HDC) when the HDC assumed
leadership within the provincial government for homelessness. Project leadership

and oversight was led by HDC staff in collaboration with other project participants.

After the first year, other agencies were engaged. In the second year of operation, for
example, Canadian Mental Health Association’s Winnipeg Community Housing
with Supports Program became a partner in the referral process and began to operate

After the first year, other
agencies were engaged.
In the second year of
operation, for example,
Canadian Mental Health
Association’s Winnipeg
Community Housing with
Supports Program became
a partner in the referral
process and began to
operate a scattered site
supportive housing model.

a scattered site supportive housing model.

The Bell Approach

The Bell is managed using housing first?, harm

reduction!®

and client-centred!! approaches. On-site
supportive services address health needs, education,
employment and substance abuse. The Bell is not a
24-hour institutional care model and participation in
programming is not a condition of tenancy. Rather,
supportive programing supports independence and
helps tenants build successful tenancies and address the
underlying causes of their homelessness (e.g. mental
health, addictions, trauma, poor rental histories or lack
of life skills). On-site staff and tenants meet weekly to
set goals. Once stable, tenants are supported to move
to other community housing if they identify they have
outgrown the need for support and wish for more
independence. Tenants have lease-based rights and
responsibilities — an unusual feature in congregate

housing first settings where providers or programs
own the buildings. Tenants pay rent-to-income; rent
supplement is available for all units over a 15-year period.
Units are self-contained bachelor suites that contain a
kitchenette and bathroom; six are fully accessible.

In order to be considered eligible for tenancy at The
Bell, persons have to be chronic or chronically episodic
users of emergency shelters. Chronic is defined in one
of two ways: use of emergency shelter for over 90
days in the past six months with high service needs
and poor housing history o7 long-term shelter use (i.e.
continuous shelter utilization for six months or more).
Chronically episodic is defined as repeated admissions
over the course of six months or more, regardless of

length of stay.

9. An approach that centres on moving people experiencing homelessness into independent housing where on-site tenant-related

supports are available but are not a requirement of tenancy.

10. An approach aimed at reducing the risks and harmful effects associated with substance use and addictive behaviours for the

individual, the community and society as a whole.

11. An approach supporting the client to take an active role in his or her decision making and focusing on the clients’

definition of success.
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The Bell Tenants:
Socio-demographic Profile

The majority of the tenants in the first 13 month
period were male (70%). Tenants ranged in age from
25 to 77 years (average 46.3); three quarters were
in their prime working years (25-54 years old), one
fifth was approaching retirement (55-64) and a small
portion was of retirement age (65+). Most were of
aboriginal ancestry, were unattached to mental health
or substance abuse supports and were in receipt of
general or disability benefits from Employment and
Income Assistance; a few were employed or collected
Canada Pension Plan disability pension. The tenants are
reflective of Winnipeg’s shelter population (Gessler &
Maes, 2011; Homelessness in Winnipeg; Hwang, 2001).

Of the 43 chronically
homeless persons who
moved in to The Bell during
the start-up period, 35
continued to reside at The
Bell 13 months later — a
retention rate of 81%.
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Tenant’s Housing History

Immediately prior to moving into The Bell, almost
all tenants (95%) had been housed in a shelter — in
either transitional or emergency housing. One tenant
had been housed in a single-room residency (SRO)
hotel unit and another had been in a substance abuse
treatment facility. Length of residency in the housing
immediately prior to The Bell ranged from one to
61 months, with the average length of residency 10
months (for those in transitional housing in a shelter)
and 14 months (for those in emergency housing in
a shelter). The majority of tenants had moved one
to four times in the year leading up to residency at
the Bell — typically moving back and forth between
shelters and social housing/private market housing.
One female tenant, for example, had the following
13-month housing history pre-Bell: transitional
housing in a shelter (two months), SRO hotel (two
months), emergency housing in a second shelter (one
month), back to transitional housing in the first shelter
(four months) and finally transitional housing in a
third shelter (one month). One male tenant had lived
in private market housing (two months), transitional
housing in a shelter (one month), short-term transitional
housing at an agency for persons working on recovery
from substance abuse (five months), emergency housing
in a second shelter (two months) and transitional housing
in the first shelter (three months).

Of the 43 chronically homeless persons who moved in to
The Bell during the start-up period, 35 continued to reside
at The Bell 13 months later — a retention rate of 81%. Of
the eight tenants who were discharged, two were evicted
and three abandoned their units. The other three discharges
were due to a death, a transfer to a personal care home and a
tenant decision to leave The Bell to find accommodations
closer to the tenant’s place of employment.
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TENANT INVOLVEMENT
WITH POLICE SERVICES:
PRE- AND POST-TENANCY AT THE BELL

In the 13 month post-tenancy period, 40% of tenants experienced reduced involvement
with Winnipeg Police Services. As a group, contact hours declined 82% — from 13
hours/month to two hours/month. The number of contacts specifically related to
intoxicated persons declined 71%. Some reductions were particularly dramatic: among
the three tenants who had the highest involvement with police prior to tenancy at The
Bell, contact hours declined by 90%, 60% and 100%. For one quarter of the tenants,
involvement was constant: zero hours of involvement pre- and post-tenancy.

The remaining quarter had more hours of police involvement after moving into The Bell.
In terms of police call types (categories used by the Winnipeg Police Services that describe
the nature of the police involvement), tenants who were previously police-involved
had more of the same types of calls — intoxication, involved in a dispute or creating a
disturbance. Among those who previously had zero contact hours with police, calls were
for accused theft, loss of property, involvement in a dispute or victim of robbery.

Some reductions were
particularly dramatic:
among the three tenants
who had the highest
involvement with police
prior to tenancy at The Bell,
contact hours declined by
?0%, 60% and 100%.

Exterior view of The Bell Hotel
before transformation

Photo credit: Bryan Scott
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TENANT VISITS TO HOSPITAL
EMERGENCY DEPARTMENTS:

PRE- AND POST-TENANCY AT THE BELL

B

Exterior view of The Bell Hotel
after transformation

Photo credit: CentreVenture
Development Corporation

For the group of 35 tenants who had resided at The
Bell for 13 months, a dramatic drop in emergency
department (ED) use was evident: from 251 visits
for the group in the 13 month pre-tenancy period to
118 visits for the group during 13 months of tenancy

— a decline of 53%. The average number of visits per

tenant in the 13 month pre- and post-tenancy period
was 7.2 and 3.4 respectively.

Reductions in ED use were even more dramatic when
comparing pre- and post-tenancy ED use among the
top five ED users in the pre-tenancy period — frequent
users who accounted for over 70% of all ED use
among the group in the period prior to moving into
The Bell. Reduction in ED use among these five users
was 63%, 66%, 78%, 80%, and 100%.

As was the case with involvement with police services,
there was substantial variation in hospital ED use
and change in use between the pre-tenancy and post-
tenancy period among the 35 individual tenants. While
half visited the ED less, approximately one quarter
visited the same (having a low number of visits pre-and
post-tenancy at The Bell) and one quarter visited more.

With regards to the scale of emergency of the ED visit
(i.e. CTAS level'?) for the group of 35 tenants as a
whole, Level 1- the most urgent — increased slightly
(from zero to two percent) while Levels 2 through 5
decreased (19%, 33%, 52%, 81% respectively). The
number of ambulance mode-of-arrivals decreased by
75% and the proportion that left without being seen
by a doctor decreased by 30%.

12. Canadian Emergency Department Triage and Acuity Scale (CTAS): Level 1 — resuscitation; Level 2 — emergent; Level 3 —urgent;

Level 4 — semi-urgent; Level 5 — non-urgent.
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SUCCESSES AND CHALLENGES
AROUND THE PARTNERSHIP MODEL

In addition to securing stable and supportive housing for tenants and reducing

their use of emergency services, the partnership model was powerfully successful in

terms of the impacts it had on partner organizations and systems. Partners resolved

differences in philosophies, approaches and deeply ingrained system and sector

practices to converge on a solution. The partnership would not have been possible

without partners’ willingness to shift their scope of practice beyond their own sector (i.e.

housing, health, business) and find new and different ways to practice their respective

business in non-traditional delivery models.

the

experienced  significant challenges — particularly

Nonetheless, never-before-tried  partnership
around establishing roles and protocols, reaching
consensus on the project principles (housing first,
harm reduction and client centred), operationalizing
the service provision approach (i.e. supporting
independence or autonomy — in contrast to the ‘doing
for’ approach often undertaken by the shelter sector),
navigating organizational silos and integrating and
coordination services in ways previously untested.
Also especially challenging was managing differences
in practices and expectations around tenant privacy
and consent (e.g. how much information about
tenants the service provider would share with the
property manager) — an issue that was resolved with
the establishment of operational procedures that
were informed by all partners around the collection
and sharing of tenant information that supported
key functions but respected confidentiality within
the Personal Health Information Act. Tenants signed
confidentiality releases but information was shared
only on a ‘need to know’ basis to maintain appropriate
confidentiality while respecting key areas that partners
required for their business functions.

Other key themes arising from the interviews with
project partners and other stakeholders were: the
project’s success has made an impact on political
leaders, funders, decision makers and the corporate
community; the concept of harm reduction is not well
understood and/or remains an undesirable model for

many; visitors pose significant risk to tenants’ tenancy;
visitor management impacts heavily on staff resources;
and aspects of the physical building design are integral
to project security and safety.

Also arising were factors critical in supporting the
success of inter-sectoral collaboration for supportive
housing solutions thataddress the needs of a chronically
homelessness high needs population:

* A champion who voluntarily takes
extraordinary interest in and commitment
to the adoption, implementation and

SUcCCess Of the pl’OjCCt.

*  Ongoing communication of the project
approach/vision (i.e. harm reduction,
housing first, supported independence)
by the project champion to all partners
and stakeholders through informal and

formal communication mechanisms.

*  Ongoing communication between
project partners — especially between:
the service provider and the property
manager; the service provider and the
service funder; the Department of
Housing and the Department of Health.

* Ensuring the project approach/vision
is front and centre of planning and
decision making.
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Leadership by the health sector in
coordinating and integrating health
services and working with other partners

around complex housing/health issues.
Adequate and stable project funding.

An accountability framework where the
sectors are mutually accountable to one
another, not just to the funder.

Flexible and creative policy and service
delivery approaches including an
adapted scope of practice specific to

the needs of the chronically homeless
population.

Adopting a culture of learning whereby
the project partners and stakeholders
build on achieved successes, are not
discouraged by challenges that arise
within a unique partnership structure

PROGRAM AND SERVICE-LEVEL COLLABORATION

and are continuously interlinking their
knowledge and experience gained
around the project into moving the
project forward.

Significant time commitments on
the part of partners that far exceed initial
expectations.

Having mental health and education
expertise on site to facilitate integration
and coordination of services across

multiple providers.

Ensuring staff skills match the project
service approach and client needs, and
providing appropriate levels of staff
training and support.

Recognizing it takes time to build trust
and relationships with tenants; having
patience with tenants’ progress.
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DISCUSSION
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The Bell’s first 13 months of data demonstrate that community housing stability

in supportive housing can be achieved by long-term chronically homeless adults

even among those with high and complex needs. The Bell’s retention rate of 81%

is comparable to rates for the supportive Pathways to Housing model in the United

States (Pathways to Housing) and higher than similar supportive housing projects in

other Canadian jurisdictions (Bell Project Team, 2013). It is important to note that,

while The Bell provides assertive interventions within a high tolerance environment,

a number of the tenancies were not sustainable. Tenants who were unsustainable

at The Bell were supported to transition without an eviction on record (supported

transitions in place of a recorded eviction aims to result in a rental history that is not

a barrier to secure future housing).

Consistent with other studies on how supportive
housing impacts the use of health services (Aubry,
Ecker & Jette, 2014; Martinez & Burt, 20006),
dramatic quantifiable reductions in visits to hospital
EDs and ambulance use were experienced by The Bell
tenants who had been frequent users of the health
system prior to The Bell tenancy. Service arrangements

included: block-based

versus appointment-based Home Care (Home Care

that facilitated reductions
available on site during a block of time to tenants
who want service, no appointment necessary); linking
nearly all tenants to a primary care physician; flexible
scheduling of medical appointments at a nearby
primary care access centre as supported by the centre’s
nurse practitioners (tenants are called if they miss an
appointment and are rescheduled); twice weekly visits
at The Bell by the Health Authority’s mobile public
health service that promotes healthy sexuality and
harm reduction; and weekly in-suite meetings with
tenants. That mental health on-site supports connect
tenants to appropriate mental health services may

also be reflected in decreases in CTAS Levels 4 and
5 (which are the levels often used for triaging mental
health presentations). While the reduction of patients
leaving the ED without being seen is at least in part
reflecting the proportional increase in higher acuity
ED visits, it may also be reflecting that on-site
supports at The Bell are encouraging tenants to have
more trust in and interaction with the health service
system. On-site health supports accompany tenants
to appointments with health care providers, educate
tenants and health care providers on what to expect at
appointments to support more positive interactions
and use a non-judgmental approach. An embedded
on-site clinical support during The Bell’s first year
(that led to a permanent, full-time on-site nurse
in year two) engendered significant trust through
relationship building that translated to health service
connection. Currently, The Bell nurse provides early
identification and intervention so health issues are
addressed and resolved.
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That stable tenancies are accompanied by decreases
in police interactions among persons with former
high levels of police contact has been demonstrated
in other studies (Dennis, Culhane, Metraux &
Hadley, 2002; Somers, Rezansoff, Moniruzzaman,
Palepu & Patterson, 2013). However, with respect
to increased contact with police among some tenants
after establishing stable tenancy, at least some of the
increase is accounted for by changes in data collection
for calls relating to intoxication (during The Bell’s first
year, calls of this type were included

in the Winnipeg Police data;
formerly, these data rested with a
different Winnipeg organization).
Second, as The Bell tenants are
supported to self-advocate and
report victimization, some of the
increases may be due to increased
reporting rather than increased
incidents. Third, service providers
report that as stable tenancies shift tenants’ focus away
from the securement of basic needs (shelter and food),
issues that tenants may be struggling with (e.g. trauma)
become more prominent and sometimes manifest in

disruptive tenant behavior.

The finding that one quarter of the tenants had no
involvement with Winnipeg Police Services before or
after their tenancy at The Bell challenges common public
percepton that all chronically homeless persons are
heavy consumers of emergency services. This and other
early learnings have facilitated positive discourse around
homelessness in Winnipeg. The Bell staff have been asked
to speak at events; media attention around The Bell overall
has been positive.

Project partners did not always agree on the project’s
service approach (‘supported independence’ vs. ‘doing
for’). While the project model was designed to be
independence-based, elements of both approaches were

...early learnings have
facilitated positive
discourse around

homelessness in
Winnipeg. .
attention around

The Bell overall
has been positive.

..media
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beneficial to the success of the project. For example,
providing meal support on site was not part of the
original project design; however, it became evident that
tenants lacked basic food skills and needed support
acquiring groceries and preparing meals. Adapting
the service approach not only responded to the
needs of tenants, it also facilitated staff buy-in to the
independence-based approach.

A number of the critical success factors noted by The Bell
partnership — adequate and stable project
funding, robust partnerships with service
agencies, a strong match between staff
skills and project need and on-site access
to nutrition — match those identified by
others delivering supportive housing to
high-needs chronically homeless in other
Canadian jurisdictions (Charette, 2014).

This chapter has outlined the early leanings
and outcomes according to the project’s first year of operation.
Further and deeper investigation is needed to determine
the longer-term impact of The Bell's supportive housing
environment on tenants’ involvement with public services.
Additionally needed is a quantifiable measurement of project
outcomes according to tenants’ health and quality of life
(anecdotal evidence from staff suggests that, in addition to
experiencing improvements in self-esteem, independent
living skills, life and socialization skills and quality of life,
tenants are using substances less, are enrolling in courses to
improve employability and are reconnecting with family).
As well, an analysis of costs and consequences of The Bell
in comparison to usual systems of care for the chronically
homeless should be undertaken. An additional evaluative
framework worthy of consideration is Social Return on
Investment, a principles-based approach that values change
for people and the environment (Gibson, Jones, Travers &
Hunter, 2011; Leck, Upton & Evans, 2014).
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CONCLUSION

Solutions involving collaboration, partnership and integration across sectors and systems
focused on health, housing and business are powerfully successful in achieving community
housing stability among long-term chronically homeless adults even among those with
high and complex needs and in reducing use of emergency, health and police services.
While The Bell is addressing the needs of a select group, there is a need for more inter-
sectoral solutions employing innovative partnerships across multiple sectors to address
both the needs of others similar to The Bell’s population as well as more specific segments
of the Winnipeg’s homeless population (e.g. women, families and those committed to
a non-addiction lifestyle). The Bell's positive early outcomes have made an impact on
project partners who now feel more secure in supporting further inter-sectoral ventures.

Meeting Room onch residental flor

Penthouse for New
Elevator and Stairs

Concierge's Desk

Main Lobby
Accessible to
Everyone

Future Cafe
Tenant Space

Cut away view after transformation

Reprinted with permission from CentreVenture Development Corporation
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A Project Partner’'s Words

The words by one project partner perhaps best sum up the first year outcomes and learnings of
The Bell Hotel Supportive Housing Project:

Things really changed for people who needed them to change most importantly. They changed in
significant and positive ways and thats what we did, thats what we were able to do. And yes there are
ways to do it better in the future. There are ways to do it differently if not better. But you can’t ignore
the fact that we got a lot of it right. We got a lot of it right because the findings say so. Thats because of
Winnipeg Housing and because of Main Street Project and because of the Health Authority and because
of the Province and because of CentreVenture and every other partner that was involved. It would not
have gone the way it did for the tenants if we hadn’t done it the way thar we did. So at the end of all of
it, this is the most important piece, what happened, for tenants — and it’s the piece we should be holding
onto and it should encourage us to continue the work.
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VIGNETTE:

1011 LANSDOWNE:

TURNING AROUND

A BUILDING, TURNING AROUND LIVES

Elise HUG

At 1011 Lansdowne Avenue in Toronto, a public/private/non-profit partnership model

of housing and supports turned around both a once notorious apartment building and

the lives of many vulnerable persons. This approach is primarily focused on addressing

the needs of single persons with chronic mental health issues and low incomes by

offering a wide range of supports. This case study looks at the necessary ingredients of

the partnership, the key elements that facilitated the collaboration, success factors and

available evaluation measures.

THE PROBLEM(S)

Residents with mental health issues present a unique
set of challenges. For residents with chronic mental
health issues and low incomes, finding and keeping safe,
decent, affordable housing is difficule. Within the health
care system, hospitals are concerned about discharging
clients into homelessness as well as the impact of housing
instability on health outcomes resulting in re-admission to
hospital. Many property managers are wary of accepting
mental health patients as tenants. Property managers
who do accept residents with significant mental health
challenges may deal with regular incidents of tenants
becoming disruptive and/or dangerous to staff and other
residents. This was the case at 1011 Lansdowne Avenue. At
this building, while the property manager knew that many
residents had chronic mental health and/or addiction
issues, staff’s only intervention option was to call the police.

THE PARTNERSHIP

This is an example of not one public/private/not-for-
profit housing partnership, but rather a constellation of
partnerships between multiple not-for-profit agencies,
the property manager and the public sector. At 1011
Lansdowne, over 110 residents have been housed at the
building by mental health agencies and are provided with
supports. Supports depend on the level of individual
need and the referring agency, ranging from simple
referrals and case management to rent supplements
and a high-support housing program (Image 1). Most
agencies involved partner with the property manager
through a form of head lease, whereby units are reserved
by each agency for clients.



THE BUILDING &
RESIDENTS

1011 Lansdowne Avenue (Images 2 and 3) is a privately

owned, mid-century high-rise rental apartment building,

The building has a unique unit mix, including 85% bachelor
units, including bathroom and kitchenette, similar to
student residences. Residents of the building are primarily
single adults, with a history of one or more of the following:

1. chronic or acute mental health challenges;

2. addictions;

3. recurring or lengthy hospitalization; and/or

4. homelessness.

Approximately 28% of building residents were referred

via one of the agencies.

PROGRAM AND SERVICE-LEVEL COLLABORATION

THE MAIN PLAYERS

The main players at 1011 Lansdowne Avenue come
from the private sector, the non-profit sector and the
public sector. LPM Inc. is a private sector property
management firm that operates 1011 Lansdowne on
behalf of the owner. The property manager is Roslyn
Brown. Sixteen non-profit health agencies are involved
at 1011 Lansdowne as of January 2015 (Table 1),
including The Centre for Addiction and Mental
Health (CAMH)—Canada’s largest mental health
and addiction hospital—which referred over 30 of the
building’s approximately 390 residents and Madison
Community Services (MCS), a mental health agency
that operates an on-site program to provide a high level
of support to 20 CAMH patients transitioning from
the hospital into the community. Various provincial
government sources provide rent supplements via
the non-profit sector partners. The City of Toronto,
through its Affordable Housing Office and Tower
Renewal Office, provided $1.3M in funding for major
capital repairs as well as ongoing advice on building
retrofits to reduce monthly utility costs, extend the life
of the building and improve building operations.

1011 Lansdowne Avenue in Toronto,
Ontario, Canada is a 353 unit mid-century
high-rise rental apartment building
located in the west end of the city, within
walking distance of the subway.

Photo credit: Courtney Evers, Madison
Community Services
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TABLE 1 Unit breakdown by tenancy model at 1011 Lansdowne Avenue, as of January 2015

PARTNERING/REFERRING AGENCY

HOUSING + ON-SITE RECOVERY SUPPORTS

Madison Community Services / Centre for Addiction and
Mental Health (MCS/CAMH) High Support Program

PROGRAM AND SERVICE-LEVEL COLLABORATION

NUMBER OF RESIDENTS

Dixon Hall

STANDARD MARKET TENANTS

No direct payment from an income support program

TOTAL

1. Total number of residents (388) exceeds total number of units (353) due to multiple residents sharing 1 bedroom and 2 bedroom units.

30 (approx.)

388
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Key Partnership Elements

The key elements of the partnership at 1011 Lansdowne
include:

1. Government funding for major capital repairs;

2. In-suite improvements;
3. Securing affordable rents for the long term; and
4.  Combining small affordable units with rent
supplements.
Government funding through both the Rental

Rehabilitation Assistance Program (RRAP) and the
Investing in Affordable Housing program (IAH) was
used to make substantial repairs to major building
components, bringing the building into a state of good
repair. A total of $1.3M over two funding cycles (2010
and 2011) and an investment by the owner combined
to pay for roof replacement, a new boiler, new windows,

PROGRAM AND SERVICE-LEVEL COLLABORATION

new clevators, insulated cladding on external walls and
improving building accessibility, such as a ramp at the
building entrance and wheel-in showers in several units.

Systematic improvements were also made to the suites.
LPM Inc. upgraded individual units at the company’s
cost upon unit turnover to new residents. Depending
on unit condition, this could include upgrading
the kitchenette, renovating the bathroom and/or
refinishing the walls and floors.

The RRAP and IAH funding is set up as a forgivable
loan, with conditions to ensure long-term affordability.
If the owner maintains the units at affordable rents
for 15 years (as per CMHC average rents for the City
of Toronto, by unit type), the loan is forgiven. If the
owner does not maintain the rents at affordable levels,
a pro-rated share of the loan must be paid back.
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Due to the small unit sizes (220 sq.ft.), rents are $650/  Partnership Components
h per bachel it. H , f
mo'nt pet bachiefor ufiit. However, ona p ef square oot Key components of the public/private/non-profit
basis, the rents are $2.95/sq.ft./month, meeting standard . .
) partnership at 1011 Lansdowne include:
industry targets. Some rent supplements are secured by

i bridge th b h d wh
agencies to bridge the gap between the rents and what 1. The use of head leases and partnership

residents are able to pay, usually through the housing agreements;

allowance of the Ontario Disability Support Program
(currently $479/month). The resident pays his or her 2. Modifications to building operations and
portion of the rent by direct deposit to the property staffing, including enhanced security;

manager and the agency pays the rent supplement 3. Renovations to create on-site program spaces;

directly to the property manager via a head lease. and

4. Onssite supports.

Rather than accepting residents on an individual
basis, head leases are used to reserve units for specific
agencies for a certain number of residents that meet
qualifying criteria. Partnership agreements outline roles,
responsibilities and expectations for the building manager
and referring agency, including how to share information
while respecting privacy, protocols for eviction avoidance
and minimum building maintenance standards.

Building operations were modified to meet the needs of
the building’s residents. Building staff are selected based
on their ability to de-escalate situations and work with
residents with mental health challenges. The property
manager pays for 24-hour security staff, a higher level
of security than would normally be provided for a
rental building but necessary in this case because of
the high percentage of residents experiencing mental
health and/or addiction challenges. By engaging in
regular conversation with residents, building staff serve
as the first level of resident well-being monitoring.

Renovated program spaces are a key component of
the success of the program, but there are few available

funding sources. In order to make the initial CAMH/
MCS On-Site High Support Collaboration work,

A resident of the CAMH/MCS High Support LPM Inc. converted an underutilized basement locker
Program in a typical bachelor unit. Units area into an open concept space. This space includes
are 220 sq.ft with own bathroom and a kitchen for communal cooking, a lounge area with

kitchenette, similar to a student residence. sofas and gaming consoles, a computer and internet
centre and an administrative office. Due to growing

Photo Credit: Courtney Evers, Madison
Community Services
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demand, LPM Inc. also created a second space consisting of a seminar room and

administrative offices for other agencies to use. Later, a boardroom, community

room and outdoor terrace were created to offer space for other activities. Overall,

LPM Inc. provides over 2,000 sq.ft. of space rent-free and paid for the renovations.

On-site supports vary based on individual need, the person’s referring agency (if any)
and resource availability. At the high end, the CAMH/MCS On-Site High Support
Collaboration is designed to support patients being discharged from the hospital into

housing with recovery supports to reduce re-hospitalization rates. It offers extensive

supports from 8 a.m. to 8 p.m. for 20 high-need residents, including supervised activities,

recovery supports, a meal program and daily community excursions. Mainstay and COTA

operate part-time programs for 40 residents.

Success Factors

The success of the partnership hinges on several key
factors. These include the strengths and resources of the
various partners (including an anchor agency); the on-
going collaboration and communication between the
property manager, City and various partners; and an
incremental and flexible approach.

This partnership leverages the strengths and resources
of each of the partners: the property owner’s capital
asset (the apartment building); the non-profit sector’s
ability to offer recovery supports outside of a hospital;
and available public sector funding to extend the life
of existing affordable housing.

The City of Toronto and the property owner engaged inan
ongoing partnership to improve the building, including
identifying and prioritizing building improvements
and securing funding. First, the City’s Tower Renewal
Ofhice worked with the property manager to assess the
building’s performance and develop a multi-year action
plan, including cost estimates for capital repairs and
efficiency retrofits. Then the City’s Affordable Housing
Oflice worked with the Canada Mortgage and Housing
Corporation to streamline the RRAP program to make
it easier for property managers to apply for and secure
funding for high-rise rental buildings. Together, the
City and owner were able to accelerate repairs, lower
operating costs and achieve rapid improvements to
building conditions at a relatively low level of funding

($3,654 per unit). They also secured affordable long-
term rents, increased unit accessibility and reduced

environmental impacts.

In 2009, after the owner made initial investments in
the building, more residents began choosing to live at
1011 Lansdowne due to the improvements in building
conditions and management. This was due to the low rents,
self-contained units, and the property manager’s openness
to accepting residents with mental health challenges. Very
high vacancy rates began to steadily decrease.

In 2011, CAMH and MCS established the first formal
partnership with LPM Inc. They acted as an anchor partner,
attracting other agencies to the building. The CAMH/
MCS partnership agreement was then used as a template
from which the property manager and subsequent agencies
could create customized agreements. Agreements are
scalable, allowing agencies to incrementally increase the
number of units as funding and units become available.

Establishing a framework for on-going communications
was essential. The property manager and CAMH/MCS
set up an advisory steering committee to deal with issues
that arose. This committee was identified as a “critical
mechanism” to proactively “address emerging challenges
and make positive changes to the program” (CAMH,
2014, Executive Summary, para.8). Staff from various
agencies also continue to connect informally.

109



PROGRAM AND SERVICE-LEVEL COLLABORATION

MEASURING
OUTCOMES

Three evaluation methods were used to assess outcomes using different lenses. A
formal evaluation framework was set up for the CAMH/MCS partnership, in
addition to self-reporting by the property manager and a review of municipal
property standards records. Several positive outcomes have been identified in terms
of building conditions, the business model and health outcomes.

This apartment building has been turned around, both in terms of living conditions
and in terms of its business model. Based on municipal data, there was a marked
decrease in both the number of municipal property standards violations and
complaints between 2009 and 2014 (Chart 1) (City of Toronto, 2015), indicating

improvements in building conditions. There was also a marked change in vacancies.

The property manager reports that vacancy rates in the mid to late 2000s were as high
as 75%. There is now a waiting list. Based on the success at 1011 Lansdowne, the
property manager has expanded the partnership model to other apartment buildings
and is seeking to expand to other Canadian cities in partnership with local agencies.

CHART 1 Complaints and Violations with respect to Municipal Property Standards

at 1011 Lansdowne Avenue, Toronto.
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An internal review of the CAMH/MCS On-site High
Support Collaboration led by Dr. Sean Kidd and
Nick Kerman (CAMH, 2014) revealed the following
significant successes related to health outcomes:

*  Since the program started in 2011, 70% of
clients continue to reside and participate
in the program, while 13.3% have moved
on to private housing, 6.6% have moved
to other supported housing and 10%
have returned to hospital (Madison
Community Services, 2014).

*  'The majority of clients had a history of
repeated and/or lengthy hospitalizations,
and many had also experienced periods
of homelessness. Madison Community
Services indicates that clients have been
able to experience stability in their
housing situation, reduce their use of
emergency services and increase their
participation in social settings.

*  “Residents reported higher levels of
satisfaction with their lives than is
commonly found in samples of people
with schizophrenia; and clinicians’ ratings
of functioning gradually increased over the
course of the evaluation” (CAMH, 2014,
Executive Summary, para.10).

*  The cost of the On-site High Support
Collaboration is between $178.25 and
$192.55 per day, depending on whether
the program is full or not. This compares
to $665.47 per day per client in hospital
at CAMH (CAMH, 2014, Executive

Summary, para.8).

PROGRAM AND SERVICE-LEVEL COLLABORATION

HOUSING FIRST
PRINCIPLES

Overall, the partnerships at 1011 Lansdowne Avenue
adhere to Housing First principles of immediate access
without housing readiness requirements, consumer
choice and self-determination, recovery orientation,
individualized and person-driven supports, and social
and community integration. However, because of
the diversity of supportive housing models available
in response to the diversity of client-resident needs
and funding provided, there is variability between
programs and the protocols of the different referring
agencies. For instance, the agency offering the highest
levels of support (CAMH/MCS) has criteria for
program eligibility based on the levels of support the
program is funded to provide.
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SUMMARY

The public/private/non-profit partnership model at 1011 Lansdowne is a highly
effective approach to addressing homelessness for persons with low incomes and
mental health challenges. Each sector brings its strengths and resources to the
partnership. Expansion and replication should be explored with other property
managers and agencies in Toronto and in other cities.
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WOMEN FIRST — AN ANALYSIS OF A TRAUMA-IN-
FORMED, WOMEN-CENTERED, HARM REDUCTION
HOUSING MODEL FOR WOMEN WITH COMPLEX

SUBSTANCE USE AND MENTAL HEALTH ISSUES

Chelsea KIRKBY & Kathryn METTLER

INTRODUCTION

While estimating homelessness in Canada has been difficult, it is believed at least

200,000 Canadians experience homelessness each year (Gaetz, Donaldson, Richter,

& Gulliver, 2013).

What is often missing from research into homelessness in

Canada is identification of the specific situations and needs of women experiencing

homelessness. This paper identifies the complexity and specific issues for women

experiencing homelessness, and presents two different supportive housing models

offered by the Jean Tweed Centre in Toronto as responsive models to the needs of

women. The two housing models discussed serve women experiencing homelessness

and concurrent mental health, and/or substance use concerns.

Women and Homelessness

Women experiencing homelessness are often hidden
from the public realm: A recent study by Sistering
in Toronto has shown that women’s homelessness is
underestimated due to a lack of understanding of the
ways in which women experience homelessness, which
may include couch-surfing, trading shelter for sex,
remaining in violent situations for housing, and other
tenuous housing circumstances that take place outside
of the public realm (2002). While male homelessness
is often more visible in urban areas where men are
more likely to sleep on the streets or in public spaces,
women are less likely to be seen in public places when
homeless due to the significant threats of physical and
sexual violence they experience. Many women will

therefore stay with dangerous and violent partners

rather than submit to the incredible risk of violence and
exploitation on the streets (Gaetz, Donaldson, Richter,
& Gulliver, 2013). The risks of violence associated with
homelessness even extend into the shelter system for
many women, which may also explain their avoidance
of accessing these spaces and contribute to the relative
invisibility of their condition. There is also a disincentive
for many women to access shelters because their needs
simply go unmet — the most recent Toronto Report
Card on housing and homelessness found that women
with substance use and/or mental health issues are not
sufficiently supported by the shelter system (Toronto,
2003). For these reasons, homelessness for women is
often more hidden than it is for men (Klassen& Spring,
2015; Novac, Brown, & Bourbonnais, 1996).



Not only is homelessness often more hidden for
women than it is for men, but the experiences of
women facing homelessness are also different than
those facing men. For women in particular, domestic
violence remains a leading cause of homelessness. In
2002 the World Health Organization found that 29%
of Canadian women reported physical violence by an
intimate partner, and in a study by Baker, Cook and
Norris (2003), 38% of women reported becoming
homeless immediately after separating from their
partners, and up to 50% identified other housing
difficuldes, including loss of ability to pay their rent.
Not only is violence a leading cause of homelessness
for women, but it also continues when on the streets:
when women become homeless, they are at increased
risk of violence and assault, sexual exploitation and
abuse (Gaetz, et al., 2010).

To add complexity to the issue, many women who are
homeless are also struggling with mental health and
substance use concerns — issues which affect women of all
statuses, but which can compound the challenges faced
by women at risk of homelessness. Each year, one in five
Canadians experiences a mental health or substance use
issue (CAMH, 2012).
thirds of women with substance use problems have co-

It is estimated that about two-

occurring mental health problems (Finnegan, 2013) and
more than 50% of women in shelters experience major
depression (Helfrich, Fujiura, &Rutkowski-Kmitta,
2008). Mental health and substance use concerns can
increase for women who experience homelessness, and
they can also be precipitators to homelessness - women
experiencing these difficulties often face challenges in
maintaining employment, which can affect their ability
to afford their housing, and maintaining tenancy can
be difficult when experiencing significant mental health

and/or substance use concerns, requiring treatment.

Women who are pregnant or parenting can also face
increased barriers to maintaining housing. Women
with children have been found to be at higher risk
of living in substandard housing, and families
have been identified as one of the fastest-growing
homeless populations in Canada (Ritcher8Chaw-
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Kent, 2008, Zabkiewicz et al., 2014).
with children remain particularly vulnerable to

Women

homelessness as violence and poverty are identified
as “the leading cause of homelessness for families”
(Gaetz et al,, 2013). Parenting women are not only
at high risk of being precariously housed, but those
who experience homelessness also report being scared
to access emergency shelters and supports due to fear
of apprehension of their children by child protection
authorities (Cooper, Walsh, & Smith, 2009; Jones
& Smith, 2011; YWCA, 20006). To add complexity
to this issue, pregnant women who are homeless can
experience increased vulnerability to substance abuse:
the Canadian Perinatal Health Report found that 11%
of pregnant women consumed alcohol in the past
month and up to 5% reported using illicit drugs during
pregnancy (Public Health Agency of Canada, 2008).

Not only is homelessness for women often hidden and
under-estimated in the public realm and shelter system,
there is also a paucity of research that specifically
examines women’s experiences of homelessness.
Therefore, for members of the public, social service
workers, and academic communities the prevalence

and nature of women’s homelessness is obscured.

With the causes and actual experiences of homelessness
being different for men and women, policies and programs
tailored to meet women’s needs are required, lest efforts
to address homelessness fail to serve many women who
are most severely affected. Given the barriers for women,
there is a particular need for safe, affordable housing
specific to women, and women with children, which is
responsive to their needs. Stable, supportive housing has
been linked to positive outcomes for those with mental
health and/or substance use problems, including reduced
substance use, improved mental health, and reduced use
of costly services (i.e. hospital emergency departments)
(Padgett et el., 2009).
housing for families is crucial to promote well-being as it

In addition, providing stable

has been found that child homelessness is associated with
poor health outcomes for children, and longer periods

of homelessness among children is associated with worse

health outcomes” (Sandal et al., 2015).
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A GENDERED APPROACH TO
ADDRESSING HOMELESSNESS

The Jean Tweed Centre (JTC) is a not for profit agency
funded by the Ontario Ministry of Health and Long
Term Care to provide services to women (and their
families) across the province who are experiencing
problems related to mental health, substance use and/ot
gambling. JTC offers a range of services including day
and residential programming, out-patient counselling,
trauma counselling, family support and continuing care.
Outreach services are available in Toronto for pregnant
and parenting women, as well as women with concurrent
disorders and current involvement in the criminal justice
system.  Safe, affordable, permanent housing is also
included in the range of services offered by the JTC.

In partnership with two housing agencies (Mainstay
Housing and the YWCA Toronto), the JTC has tailored

supportive housing programs for women experiencing

Frameworks For Supportive
Housing For Women

homelessness, problematic substance use and/or
mental health concerns. These programs serve women
who identify experiencing homelessness in keeping
with the definitions of the Canadian Observatory on
Homelessness, defined as: being unsheltered (e.g. living
in public spaces or make-shift shelters), emergency
sheltered, provisionally accommodated (e.g. couch
surfing, trading sex for shelter), and at imminent risk
of homelessness (e.g. experiencing violence in the
home, unable to afford rent) (Canadian Observatory
on Homelessness, 2012). The supportive housing
programs described in detail below provide a stable
place from which women can anchor themselves while
engaging in supports to achieve their goals related to
housing stability, substance use and mental health,
thus increasing overall wellbeing.

The JTC supportive housing programs are grounded in frameworks that take into  The JTC su pportive

housing programs

are grounded in
frameworks that take
into consideration the
context of a woman’s
life, the impact of her
life experiences on her
current situation, her
strengths and coping
skills, and her desire
and readiness for
change.

consideration the context of a woman’s life, the impact of her life experiences on her
current situation, her strengths and coping skills, and her desire and readiness for
change. Women-centered, trauma-informed, and harm reduction approaches are
central to the services offered to women through these programs.

Women-centred Frameworks

Recognizing that women's experiences with homelessness, mental health, and substance
use can be different than those of men, a women-centred approach has been incorporated
into these supportive housing models. This approach takes into consideration the context
of womens lives and how all areas are interconnected and contribute to her well-being,
Women-centred care also emphasizes the importance of women’s relationships, and supports
connectedness among women. (Ontario Ministry of Health and Long Term Care, 2005). As
described by Barnett, White, & Horne (2002) and based on the Framework for Women-centred
Health (Vancouver/Richmond Health Board, 2001) the core of women-centred care is:

* afocus on women * empowerment

s involvement and participation of women ~ *  respect and safety
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In addition, Barnett, White, & Horne (2002) describe

how women-centred services:

* address the complexities of women’s lives
*  are inclusive of diversity
*  have integrated service delivery

* respond to women’s forms of
communication and interaction

* provide information and education

In the context of supportive housing for women with
mental health and/or substance use concerns, a women-
centred approach means creating safe spaces for women
to reside, providing women’s only spaces, encouraging
women to participate in community-building and
housing related activities, supporting women to live
with increasing independence, and addressing all areas
of women’s lives that impact their well-being. Another
important aspect of women-centred housing is to
ensure that the woman is the lease-holder for her own
apartment unit, which ultimately gives her choice and

control over her own living space.

Another important
aspect of women-
centred housing is to
ensure that the woman
is the lease-holder for
her own apartment
unit, which ultimately
gives her choice and
control over her own
living space.
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Trauma-Informed Approaches

A trauma-informed approach is also essential when
working with women with mental health and/or
substance use concerns. A number of studies have
shown the connection between mental health and/or
substance use and a history of trauma: a recent Canadian
study looking at the pervasiveness of trauma among
Canadian women in treatment for problematic alcohol
use found that of the women interviewed, 90% reported
childhood or adult histories of abuse (Brown et al., 2009).
Experiences of trauma among women with substance use
issues are linked to a range of mental health outcomes,
including suicide and low self-esteem (Finnegan, 2013).
One study has found that more than half of the
women who report experiencing domestic violence
also identify some form of mental health concern
(Roberts, Lawrence, Williams, and Raphael, 1998).

Similar numbers have been found in large studies in
the United States, including one that interviewed over
1,500 women and found that trauma was reported by
over 95% of women who utilized both substance use
and mental health services (Newmann & Sallmann,
2004, cited in Sturm, 2012). Likewise, the 2005
Women, Co-Occurring Disorders and Violence Study

The supportive housing models follow
these core principles of Trauma-Informed
Practice, as described in Trauma Matters:
Guidelines for Trauma-Informed Practice

in Women’s Substance Use Services

1. acknowledgment of the
prevalence of trauma

2.safety
3. trustworthiness
4. choice and control

5.relational and collaborative
approaches

6. strengths-based
empowerment modalities
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found that of over 2,500 women who identified as having substance use and/or
mental health issues, more than 91% reported a history of physical abuse and 90%
reported sexual abuse at some point in their lives (Becker et al., 2005, cited in Sturm,
2012).

Traumatic experiences also have a negative impact on physical health and those with

trauma histories commonly report such symptoms as chronic pain, central nervous

system changes, sleep disorders, cardiovascular problems, gastrointestinal and genito-

urinary problems, among others (BC Centre of Excellence for Women’s Health,

2009). These physical symptoms can have a detrimental affect on a woman’s well

being, particularly if she is also facing a mental health and/or substance use issue,

is under-housed, un-/under-employed, and/or living in poverty. It has been well

documented that those living with these issues have a difficult time accessing health

care for a number of reasons including, lack of transportation and systemic barriers Considering the
(e.g. not having an address to register with Ontario Health Insurance (OHIP), stigma significant impact

related to mental health, etc.) (Canadian Mental Health Association, 2008). and prevalence of
trauma for women
Considering the significant impact and prevalence of trauma for women with with mental health

mental health and substance use concerns, the JTC supportive housing programs @ d substance
use concerns, the

JTC supportive
housing programs
have incorporated
a trauma-informed
approach to care.

have incorporated a trauma-informed approach to care. With this approach in
mind, the support service providers work with women in a way that acknowledges
how common trauma is and the wide impact it has, including the interrelationship
between trauma, substance use and mental health concerns. This understanding is
foundational in all aspects of women-centered service delivery. It also recognizes
a wide range of physical, psychological and emotional responses that women may
experience as a result of trauma and view these not as ‘problematic behaviours’ but
as responses to difficult life experiences, which may reflect coping strategies that are
(or were) survival strategies. It is acknowledged that these responses may help or
hinder her in achieving her health-related goals. Service providers also develop safe
spaces to support women with the challenges they experience, and seek to maintain
safe therapeutic relationships with clients. They collaborate with women in non-
judgmental ways to support them in identifying their own goals, and steps to achieve
them. One concrete way this is done is by developing individual service plans with
each woman, ensuring women experience choice and control in the development of
their own care plan. In addition, service providers seek feedback in how services are

being delivered, and are responsive to this feedback.
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Harm Reduction Frameworks

Harm reduction is another approach central to the
The Canadian
Harm Reduction Network defines this approach as

JTC supportive housing models.

“policies, programs and practices that aim to reduce
the negative health, social and economic consequences
that may ensue from the use of legal and illegal
psychoactive drugs, without necessarily reducing
drug use” (Canadian Harm Reduction Network,
2014). In practice, this means that goals related to
substance use (i.e. reduction, abstinence, and/or no
change) are respected, and women are supported with
respect to their choices and where they might fit on
the abstinence/active use spectrum. As this housing
is not contingent on abstinence, there is flexibility in
supporting women to reach the goals they have set for
themselves. Counselling approaches are also flexible
and women are offered support (including referral to
community resources) to ensure that their goals match
external expectations that women may be facing (e.g.

parole conditions, child welfare conditions, etc.).

Within these supportive housing programs, harm-
reduction extends beyond substance use and takes
The

women participating in the supportive housing

into consideration all areas of a woman’s life.

programs are often confronted with the challenges
of living in poverty, violence and trauma, pregnancy,
discrimination,

mothering, single-parenting,

oppression, stigma, involvement in sex trade work,
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involvement with the criminal justice system, and
involvement with child protection authorities. The
BC Centre of Excellence’s 2009 discussion guide
titled Women Centred Harm Reduction describes the
inter-sectionality of this approach:

In the context of women’s substance use,
harm reduction cannot simply be about
the intersection of one health determinant
with the use of substances; it is instead
about how many health determinants
interact, and in turn amplify or influence
the experience of women’s substance use
(BC Centre of Excellence, 2009).

Harm reduction approaches are therefore also used to
address mental health concerns, including medication
management and referrals for on-going psychiatric care.
Furthermore, the use of harm reduction approaches
help women maintain their housing by addressing
issues such as hoarding and interpersonal conflict with
neighbours. In each of these instances, the counsellors
seek to support women to identify their own goals in
relation to their well-being, and facilitate mechanisms
to increase safety and support. In many instances,
referrals to other community services are made, with
the intention of creating wrap-around support systems

for women and their families.
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PROGRAM MODELS

The JTC has partnered with two agencies to create two different supportive housing
models, the Addictions Supportive Housing (ASH) model and the Elm model.
Both of these housing programs offer low-threshold access to housing, in that entry
into housing does not require women to provide housing references from previous
tenancies, or to abstain from substance use. This is in keeping with housing-first
philosophies which identify housing as a fundamental human right, and a corner-
stone of overall health and well-being. As support from case managers/counsellors
is integral to these models, a willingness to work with staff to address mental health,

substance use, and other health concerns is required.

Common Components to
Jean Tweed Centre
Supportive Housing Models

In addition to working from women-centred, trauma-
informed, and harm reduction frameworks, another
key component of both housing models is the
provision of housing support for women who have
historically experienced difficulties maintaining their
housing. The JTC’s housing partners (Mainstay
Housing and the YWCA Toronto) employ housing
support staff dedicated to helping women to identify
and solve tenancy issues, which if left unattended,
may lead to eviction. Examples of this work include
discussions about tenant rights and responsibilities,
payment plans for tenants who are in rental arrears,
and mediated agreements between tenants and the
landlord to address disruptive behaviours. The housing
support is provided in tandem with counselling and
case management support, however these roles are
separated by workers and agencies to allow women safe
spaces to discuss their personal concerns independent
of issues related to their tenancy. If a woman loses
her tenancy, the JTC counsellor remains connected to
her and provides support to obtain other housing and

access to OthCI‘ appropriate resources.

Finally, another important aspect of these housing
models is the integration with larger social and health
care systems. Women entering the housing programs
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This is in keeping
with housing-first
philosophies which
identify housing as a
fundamental human
right, and a corner-

and well-being.

often present with a range of challenges that include
mental health and substance use, physical health needs,
criminal justice concerns, lack of food security, lack of
transportationand income instability. Clientsare able to
connect with a Nurse Practitioner who provides weekly
on-site support to clients in the housing programs, and
is also available via the Ontario Telemedicine Network.
Women are also often connected with other health care
providers, therapeutic groups, food banks, residential

programming, and government assistance.

Addiction Supportive Housing for Women
The Jean Tweed Centre’s Addiction Supportive
Housing (ASH) model is delivered in partnership
with Mainstay Housing - a non-profit agency which
provides housing for mental health consumer-survivors
through government funded rent-geared-to-income
subsidies. This model, which first began operating in
the spring of 2011, hosts 32 self-contained apartment
units, mostly located in the west-end of Toronto. This
model originally had all 32 units in one residential
building, with the staff located on-site. In recent years
this model has been modified to 16 units being located
in the same building (clustered housing model), and
the remaining 16 units distributed throughout the city
(scattered housing model).
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This model is considered to be an “intensive-support”

model with one support staff per eight tenants. The
JTC employs three counsellor/case managers to
assist clients with accessing appropriate health care,
navigating the service system, and additional supportin
the areas of criminal justice, family law, etc. Mainstay
Housing employs one housing support worker to assist
clients with maintaining their tenancy. Staff hours are
extended to provide support to tenants between 9am
and 8pm. The counsellors also offer group sessions in
the areas of relapse prevention, health and well-being,
and mindfulness practice. A breakfast group is offered
once a week to offer nourishment and opportunity for
social interaction, and seasonal lunch celebrations are
offered on a quartetly basis.
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program identify being homeless at the point of intake,
and also identify “severe and active” substance use
concerns. In the four years of operation, this program
has served 56 women. Ages of women in the program
average 35 years old, with the youngest being 18 years
old and the oldest 59 years old. Primary substances of
concern are, in descending order of prevalence: crack,
alcohol, cannabis, cocaine, heroin, and opioids. A
high number of the women identify poly-substance
use and/or high-risk behaviour associated with their
use, with over 30% of women identifying a history of
injection drug use. Over 30% of women also identify
co-occurring mental health concerns, including
anxiety, depression, and suicidality. Of the participants,
18% identify other physical health concerns, 14% identify

criminal justice involvement, and 32% identify Children’s
Aid Society (CAS) involvement with their children at the
point of intake. The primary income sources for women

This housing program is intended to serve women
with complex health care needs, including high
use of emergency department and/or withdrawal j, this program are Ontario Works (43%) and the

management setvices.  All tenants entering the

Ontario Disability Support Program (39%).

Elm Housing

The YWCA Toronto Elm residential complex is a congregate housing model, with
300 units for women and their families, and is located in the downtown Toronto
core. Of these 300 units, 150 are affordable units for women with low incomes,
100 are dedicated to women experiencing homelessness who also identify “severe
and persistent” mental health concerns, and 50 units are dedicated to women of

Aboriginal descent.

The JTC employs five counsellors/case managers to provide on-site support services to
the 100 women living with mental health and concurrent substance use concerns, and
two Aboriginal counsellors offering services to the 50 women of Aboriginal descent.

The YWCA employs three community engagement staff for the Elm community, as
While all of these

women identify mental
health concerns, 45%
of women also identify
co-occurring substance
use, with the primary
substances of choice
being alcohol, crack,
cannabis, and heroin.

well as a mental health specialist and an occupational therapist. Two housing support
workers are also employed to help women maintain stable housing, and break the
cycle of homelessness.

The 100 units that make up the supportive portion of this housing program are dedicated
for women with significant mental health concerns, who also identify being homeless
at the point of intake. The average age for JTC clients in this program is 43, with the
youngest being 20 years old and the oldest 69 years old. While all of these women
identify mental health concerns, 45% of women also identify co-occurring substance
use, with the primary substances of choice being alcohol, crack, cannabis, and heroin.
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EVALUATION METHODOLOGY

The evaluation of these programs described in this section have been drawn from two
main sources described below: 1) The Supportive Housing Performance Indicator
Reporting, and 2) The Jean Tweed Centre Supportive Housing Evaluation. As these
two sources are used for evaluative purposes and to monitor program quality and
improvement, Research Ethics Board approval was not sought prior to data collection.
This is in line with the 77i-Council Policy Statement: Ethical Conduct for Research
Involving Humans that states in Chapter 1, Section 2.5 that program evaluation does
not fall within the scope of Research Ethics Board review, even with the presentation
of the results in this Chapter, the anonymity of the information presented ensures the
confidentiality of all participants (Government of Canada, 2015).

1. JTC Supportive Housing
Performance Indicator Reporting

Performance Indicator Reporting is program-based data collection (used for both
ASH and Elm Supportive Housing programs) with the purpose of demonstrating
program successes and challenges by monitoring targeted goals. Program counsellors
are responsible for collecting the data through discussion with clients (self-report) and
observation, and report monthly on such indicators as Emergency Department (ED)
visits, Withdrawal Management System (WMS) use, length of time housed, and a
range of determinants of health such as income, housing, connection to primary care

and community resources.

2. The Jean Tweed Centre Addiction
Supportive Housing Evaluation

Recruitment

In 2012, all women in the ASH Program were invited to participate in either a focus
group or an individual interview to explore the benefits and challenges they have
expetienced through their participation in the Supportive Housing Program. Recruitment
was facilitated by face-to-face invitation and through the distribution of invitation/

information flyers in residents’ mailboxes.

Follow-up phone calls were made by the Evaluator and Counselors to ensure that
each woman had the opportunity to participate in an interview or focus group if
she was interested. In each recruitment method, it was stressed to participants that
participation was voluntary and that their choice not to participate would not have an
effect on their support services or housing.
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Data Collection

All participants were interviewed on a one-on-one
basis. With the aid of an interview guide, in-depth,
semi-structured interviews were conducted by an
internal evaluator, who was not a program counsellor.
The interviewer maintained some structure within the
interview while allowing for fluidity and reactivity
within the interview process so that the interviewee
could freely express her thoughts and feelings. In total,
12 interviews were conducted that ranged from 15 to
45 minutes in length.

Confidentiality Concerns

The evaluation team considered internal confidentiality
(when individuals are identifiable to others in research
reports) as a primary concern as the evaluation was
conducted with a small network of women who know

one another or know of one another.

To maintain confidentiality, the following strategies
were used throughout the data collection process:
individual interviews were offered, the names of
participants were not recorded on audio-files or
written recordings, consent forms were kept in a
locked cabinet which was kept separate from all forms
of data collection, all audio-recordings were deleted
immediately following transcription, and all written
documentation was kept on a password protected
computer. Also, the informed consent process outlined
to participants how their identity would be protected,
how direct quotations and data might be used and the
intent to share the findings publically. This process
allowed respondents to make informed decisions about
what they wished to disclose and who would eventually
have access to the findings. Finally, no identifying
information was included in the following report.
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Analysis

Thematic analysis was used as a method of “identifying,
analyzing and reporting” themes co-constructed from
the qualitative data (Braun & Clarke, 2006). This
involved becoming familiar with the data through
transcribing the audio-recordings. Next, inductive
analysis was used to code the transcripts whereby
particular segments of data were considered meaningful
and were given codes that represented their meaning,
Relationships between codes were then examined
and themes were developed that conceptualized their
relationships. Themes were then refined until they were
coherent and reflective of the patterns within the data.

This process allowed
respondents to make
informed decisions
about what they wished
to disclose and who
would eventually have
access to the findings.
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EVALUATION OUTCOMES

Impact on health system

The ASH model has shown considerable savings to the health care system through
significant reduction in hospital Emergency Department (ED) visits and use of
Withdrawal Management Services (WMS). Use of emergency services is extremely
costly to the system with an average emergency room visit in the central Toronto area
being $219 (Dawson & Zinck, 2009). Data collected from participants in the ASH
program through performance indicator reporting between July 2011 and March
2015 shows consistently an average quarterly decrease in Emergency Department use
by 86% compared to ED use in the three months prior to entry into the program (see
Table 1), and decrease in Withdrawal Management Services use by 98% compared
to the three months prior to women entering the program. Furthermore, the focus
on appropriate health care has led to the vast majority of women (100% in the ASH
program, and 99% in the Elm program) now identifying a consistent primary health
care provider, which is also cost effective (e.g. can decrease unnecessary visits and
duplication of services if also using a walk-in clinic or ED) and improves continuity

and coordination of care.

the focus on
appropriate health

care has led to the vast
majority of women now
identifying a consistent
primary health care
provider, which is also
cost effective (e.g. can
decrease unnecessary
visits and duplication of
services if also using a
walk-in clinic or ED) and
improves continuity and
coordination of care.

TABLE 1 Average Baseline Emergency Department Visits in 3 Months Prior to Entry into
Service for Active Clients Compared to ED visits per Quarter for Active Clients
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Impact on women'’s health
and well-being

Increased housing stability

Housing has been deemed to be a “fundamental
condition and resource for health” by the World Health
Organization’s Ottawa Charter for Health Promotion
(WHO, 1986). Housing support has proven beneficial
in helping women maintain their tenancy. Women have
reported that the ability to enter into mediated agreements
with the landlord to address behavioural concerns, and/or
have payment plans to address rental arrears has meant
they are able to maintain their tenancy for longer periods
of time than ever before. The Performance Indicator
Report, which tracks how long women remain housed,
shows that the average time for women who are currently
housed in the ASH program to have maintained their
permanent housing is 3 years and 1 month. These
findings are significant in that many women identify this
being the longest amount of time they have maintained
their housing in one place. In an interview conducted as
part of the ASH Supportive Housing Program Evaluation
in 2012, one woman shared the following:

“| love my house, it's nice. | am definitely
proud of it. Even my daughter called me
and said “You're still in the same place?”
Like, there is pride. It has given me a lot of
self-pride, knowing that | can do it on my
own and that | chose to. | could have been
one of those girls who got the boot for not
paying their rent or whatever circumstance
it was, | could have been one of them. And
| have, at certain points for sure. So it also
shows me that this is what | want, | do want
a structured life, | want to be a normal
person. | don’t want to have a place where
it is used and abused and it had just given
me that safe place where it's a choice, it's
how do | want to live with it. | have had
numerous housing where it has just been
a party house, where it has been used and
abused and then it’s gone. But this I've had
for over a year because that’s what | chose.

It's wicked, it feels good”
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Improved family life

With 32% of women in the ASH program and 6% of
women in the Elm program involved with CAS and
many women having become pregnant during their
tenancy, reunification with children and apprehension
prevention are important goals for many women.
Addictions and Mental Health Ontario commissioned
a report to help identify client outcomes for Addiction
Supportive Housing across the province (Johnston,
2014). The study did not break down results for each
program, but found that participants (both men and
women) in this type of housing had a slightly increased
chance of regaining custody of their child(ren) when
participating in this program with 7% having custody
of under-age children at admission while twelve
percent (12%) had custody at the conclusion of the
study (Johnston, 2014).

Women also report increased connection to family and
some women who have previously had their children
removed by the child protection system are now parenting
from home. In data collected as part of the ASH
Supportive Housing Program Evaluation, women shared
how supportive housing was an important factor in re-
establishing contact and care for their children. For one
participant, having housing was essential in re-establishing
contact with her children. Having the stability of safe and
permanent housing was imperative for this to occur and
she described her feelings now that she has care of her son,

“And it really is his time, and that’s what
| am trying to remember as much as
possible, it's his time to be here with me
and it is his time to really get to know
me like | want him to know me. | want an
everyday home life with my kids. | have
that with my daughter and even though
she is big now, she is...[omitted for
confidentiality purposes], she is going to
be coming this summer too so | am going
to spend time with both my kids.”
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Increased sense of safety and well-being

Women have reported increased ability to stabilize
their health care needs, particularly with respect to
their experiences of mental health concerns. One

participant identified:

“What | have steadily noticed is that the
number of my dissociative episodes |'ve
had has severely decreased. And | do
have panicked moments and | will come
running down and will talk to whoever will
listen and that’s everybody here who's

pretty supportive of me”.

Other women have also expressed that their use of
substances to cope has also decreased due to the stability
offered by permanent housing. One participant described:

“| want to be more sober than | used
to. Seeing other women in this building
accomplishing things, so for some of the
women actually getting their kids back,
that has helped. And back in the day, |
heard what was said but | wasn’t listening

and now | am listening and taking
everything to heart. And | am taking the
advice that | am receiving. Before it was
like “Yeah, okay, whatever, | just want to
get out of here” but at the same time |
wanted to learn but my addiction wasn't
allowing me to. | believe that | have
changed more than | expected, | didn’t
expect myself to realize the addiction
and the fight and all the ups and downs
that comes with it. And | have a desire to
stay clean now and | didn't before and |
believe that if it wasn't for here | wouldn’t

be feeling this way”.
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Women have also described their own increased sense
of overall confidence and wellbeing:

“| feel a lot more confident than | used to
be. And | understand my feelings a lot
more and where they’re coming from

and | can pinpoint where they’re coming
from and what made me feel the way |
felt. And it's amazing very, very
amazing what one place, one little

building would do for somebody”.

“My self esteem is better now that | am
not on the streets, prostitution can kill
your heart and your mind and your spirit
within. The street killed me, | was on the
streets for a long time, and it hurt my
body and my feet, so now my body is
recuperating from that. The housing is
helping me to get my body and my mind
and my health back together”.
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OPPORTUNITIES FOR
FURTHER DISCUSSION

Dedicated buildings versus
scattered housing models

There remains on-going discussion about the benefits
and disadvantages to providing supportive housing in
dedicated housing versus scattered models. Women in
these programs have identified the dedicated model to
have increased their sense of community and safety; on
the other hand, women have also identified increased
stigma with respect to living in a dedicated supportive
housing unit, and have also identified feeling triggered by
the substance use of some of their neighbours. One model
does not fit all and a women-centred approach would
offer choice and provide different options depending on
the needs and preferences of women entering the program.
As a result of the attrition of units from the landlord, the
ASH program shifted from clustered-model housing to a
scattered model and when possible has offered scattered
units for women who felt they would be better suited to

be in a separate market-rent unit.

Staff support models

Another matter for further exploration is the offering
of support on-site at the place of residence, versus an
off-site support office.  Whereas on-site staff support
increases accessibility for tenants and provides a high
level of responsiveness in times of crisis, questions remain
about how best to structure staff responses in order to
ensure support needs are being met, while simultaneously
empowering women to develop their own coping
mechanisms. While some tenants have identified they
prefer the accessibility of having staff on-site, others have
stated a preference to meet staff away from their place of
residence in order to minimize the stigma associated with
seeking support, and to maintain some distance between
their own home and their counselling spaces.

Additionally, there remain questions about how best to
structure support so that it is flexible and responsive to
changing client needs. Typically, it has been found that
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much support is required in the initial move-in phase;
however, the longer people remain housed, the more
stable they may become, and thus may not identify
requiring the same level of support over time. For some,
the cyclical nature of mental health and/or substance
use leads to variable and changing support needs, and
therefore some flexibility to increase and decrease
support in response to presenting needs is required.

Intake and Assessment

Given the significant trauma histories, mental health

concerns, substance use issues and other health
care needs, women referred to the program are not
always in a position to care for themselves without
a high level of support beyond that of which these
While both these

programs offer low-threshold access for women who

programs are able to provide.

are experiencing homelessness, mental health and
substance use concerns, an ability to live safely and
independently is still required.  In instances where
there are concerns about a woman’s ability to perform
daily living tasks, it is the role of the counselors to
connect women with additional resources. As part of
the assessment process, it is often found that women
being referred to the program are not connected to a
primary health care provider, and so this is also a key
part of the initial support provided to women looking
for supportive housing. When women present with
complex health care needs and counsellors are trying
to assess her ability to live independently, inviting the
Nurse Practitioner to be part of the assessment process
has been beneficial. While counsellors currently make
use of available screening tools to assess each woman’s
presenting needs upon intake, a mechanism to identify
which women may be better served in more structured
housing models (e.g. transitional housing and group
home models with 24-hr staffing) would be beneficial.
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CONCLUSION

Although there are areas that the two supportive housing models discussed above
can be improved to better serve participants, it is clear that taking a gendered
approach to housing has had a positive impact on women who have accessed these
programs. It has offered choice where there is often very little, it has taken into
consideration the intersectionality of substance use, mental health, and trauma and
adjusted its model to address these issues simultaneously and with great care, and it
has taken into consideration the context of women’s lives (including experiences of
violence, experiences of mothering and pregnancy, etc.). For many women, having
a space that is safe and respectful has improved their engagement with services and
their sense of security and independence in their own home.

Ideally, more supportive housing specific to women would be beneficial to those
women and families who are struggling with the many issues discussed in this
chapter, but at a minimum, all supportive housing should be designed with a
gender lens and incorporate the trauma-informed and harm-reduction approaches
that women have found helpful.
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SERVICE COORDINATION FOR HOMELESS
PREGNANT WOMEN IN TORONTO

Danielle LeMOINE

INTRODUCTION

When pregnancy accompanies the precarious state
of homelessness, a normal health condition presents
unique challenges to the health and social service
systems. Homeless women become pregnant for a
number of different reasons including victimization,
trading sex for safety or economic survival, lack of
access to contraception, uncertain fertility, the need
for closeness and intimacy, desire for a family and
hope for the future (Killion, 1995; Killion, 1998;
Little et al, 2007; Ovrebo et al, 1994; Tuten et al,
2003; Weinreb et al, 1995).

The health and social service needs of homeless
pregnant women are unique and complex. The most
pressing survival priorities for homeless women such
as nutrition, safety, income, shelter and housing are
often already competing with health needs such as
primary and preventative health care, mental health
care and substance use support services (Basrur, 1998;
Beal & Redlener, 1995; Mayet et al, 2008). Adding
pregnancy to the experience requires prenatal services
such as medical care and parenting support. It requires
particular attention to rest and good nutrition, and

since homelessness and factors such as mental health

and substance use can put a mother art risk of losing
her baby to child protection agencies, bereavement
support may also be required (Beal & Redlener, 1995;
Little et al, 2007).

The barriers to accessing health and social services
that homeless individuals face are numerous and
documented elsewhere (Frankish et al, 2005; Greysen
et al, 2012; Holton et al, 2010). There are also several
specific barriers that homeless pregnant women face
to accessing essential prenatal services. These include:
denial of or ambivalence about pregnancy; unknown
pregnancy due to irregular menses; developmental
delay; history of trauma, social, sexual and physical
abuse; mental illness (especially depression); substance
use; lack of insight and awareness; past negative,
stigmatizing or traumatic experiences with health care
providers; lack of identification; precarious status;
competing priorities for basic needs such as nutrition
and shelter; transportation costs; lack of social support
and accompaniment for appointments; previous
history of having children apprehended or knowing
someone who has; and the transient nature of their

lives (Beal & Redlener, 1995; Bloom et al, 2004;



Little et al, 2007; Ovrebo et al, 1994; Paradis, 2012). As a
result, babies born to homeless women suffer poor health
outcomes including preterm birth and low birth-weight

(Beal and Redlener, 1995; Killion, 1995; Little et al, 2005).

With appropriate access to care, these poor health
outcomes can be prevented. In fact, pregnancy is
frequently referred to as a window of opportunity for
empowerment and change by engaging with homeless
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women who tend to be ‘service-shy’ (Killion, 1995;
Killion, 1998; Mayet et al; 2008; Ovrebo et al, 1994).
One important way to facilitate this is through service
coordination efforts. A Canadian example of a service
coordination program for homeless pregnant women
is the Homeless At-Risk Prenatal (HARP) team
in Toronto. This chapter presents the findings of a
research study that explored service coordination for
homeless pregnant women using HARP as a case study.

SERVICE COORDINATION

There is an extensive body of literature that explores the need for service coordination for

homeless individuals and other populations whose complex needs span physical health,
mental health, housing, disability benefits and other sectors (Fisher & Elnitsky, 2012).
Sometimes called ‘service integration,’ this literature refers to a number of processes

that range from coordinating services to restructuring services to consolidating systems
(Austin, 1997; Fisher & Elnitskly, 2012; Gregory, 1996; Hassett & Austin, 1997).

Terms like ‘communication,” ‘collaboration’ or ‘coordination’ are often used to describe

various activites related to service coordination (Fisher & Elnitsky, 2012).

For the purpose of this chapter, the term ‘service coordination’ is used to reflect the concept

of engaging in different activites with the intention of ensuring that clients have access to

the various health and social services that they need in an streamlined manner. Examples

of such activities include case management linkages, outreach, providing parallel services,

providing multiple services in one location, joint funding and interagency agreements
(Austin & Prince, 2003; Hilton et al, 2003; Morrissey et al, 1997; Randolf et al, 1997).

FIGURE 1 Service Coordination Continuum

INDIVIDUAL CLIENT LEVEL

ADMINISTRATIVE LEVEL

A

BOTTOM-UP

\/

TOP-DOWN

(Austin & Prince, 2003; Fisher & Elitskly, 2012; Hilton et al; 2003).
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It is helpful to conceptualize the activities of service coordination along a continuum.
This continuum combines concepts described by a number of different authors (Austin
& Prince, 2003; Fisher & Elitskly, 2012; Hilton et al, 2003). Some activities fall closer
to the individual client level on the left (e.g. case management linkages) and others are
closer the administrative level on the right (e.g. interagency agreements) (Figure 1).

It is difficult to discern from the literature which aspects of service coordination are
most effective under which circumstances. It can be assumed that this is particularly
true for homeless pregnant women who have such unique needs, though this has not
been well explored in the literature on homelessness and pregnancy. One exception is
Little et al (2007), who outlined some aspects of service coordination and integration
that were found to be successful for homeless pregnant youth. These included: networks,
community advisory panels, case conferences, consistency of workers and strong cohesion

between hospital and community agencies. The current study built upon these findings.

TORONTO PUBLIC HEALTH'S
HOMELESS AT-RISK PRENATAL

PROGRAM (HARP)

Approximately 300 babies are born to homeless
mothers in Toronto each year, a number that has
not decreased since 1998 and is likely to be greatly
underestimated (Basrur, 1998; City of Toronto, 2012).
Since 2007, Toronto Public Health (TPH) has been
delivering HARP as part of the Healthy Babies Healthy
Children Program to help address this complex public
health issue. HARP is a team of specialized public
health registered nurses and registered dietitians who
work with high-risk homeless pregnant clients during
their pregnancy and for a short time after. HARP
clients are selected based on an acuity assessment that
considers their health and social needs and stability,
transiency and complexity (not all homeless pregnant

women require such intensive case management; some

low-risk homeless pregnant women fall into the ‘usual
car¢ Healthy Babies Healthy Children program at
TPH). HARP providers meet with their clients on
average once per week. HARP’s primary goals are: one,
improved access to prenatal care; two, connection to
community services for health and social needs; and
three, better health outcomes for baby and mom.
Service coordination is a primary component of the
work HARP does to achieve these goals, with HARP
service providers acting as case managers to coordinate
care for clients. HARP providers make referrals to other
agencies to provide services for their clients and HARP
providers also rely on other agencies referring homeless
pregnant women to them as a way of case finding.
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RESEARCH APPROACH

The primary research goal was to explore service coordination as conducted by
HARP. Through a collaborative process between the investigator and the HARP
team, the following research question was established: What aspects of service
coordination serve the unique and complex needs of homeless pregnant women

most effectively from the perspective of service providers?

METHODS

Semi-structured interviews were conducted with 27 individuals who were part of
the service community for homeless pregnant women. The service community was
defined as professionals who work with homeless pregnant women in the City of

Toronto either in direct service provision or in agency leadership roles.

Participants were divided into internal and external groups. Seven internal participants
represented public health nurses, registered dietitians and supervisors from HARP. Twenty
external participants represented registered nurses, social workers, counsellors, outreach
workers, parenting specialists, case managers, supervisors and coordinators working
outside of HARP. The service sectors represented in the external participant sample
included: shelter and housing, pre- and post-natal health, addictions, parenting, child
protection, physical health and networking.

External participants were recruited initially through convenience sampling and
recruitment continued in a snowball manner. Data were analyzed using an inductive
analysis approach, as outlined by Thomas (2006), which facilitated establishing links
between the research goals and findings and the development of a conceptual model.

FINDINGS

Two overarching themes emerged from this research that are described below:
pregnancy creates a window of opportunity for change, but also a time pressure;
and relationships are the key to successful service coordination. Ten activities that
facilitate effective service coordination are then presented, followed by a discussion
of how the findings demonstrate the value of a service coordination program for
homeless pregnant women and the implications for research, policy and practice.

135



SYSTEMS PLANNING FOR TARGETED GROUPS

A WINDOW OF OPPORTUNITY
FOR CHANGE, BUT ALSO
A TIME PRESSURE

Several participants described pregnancy as a window that opens up an opportunity
to engage homeless women and ‘intervene about something.” It was generally felt that
this window, as open or closed as it may be, creates some space to allow for progress
toward stabilization and improvement in health for mom and baby.

In part, this window of opportunity is related to a sudden determination on behalf of
the mother to achieve particular goals in order to provide for her child and herself; often
described as hope for the future. Mayet et al (2008) and Ovrebo et al (2008) described
this as well and TPH’s prenatal care practice guidelines (2010) also reflect this concept.

After the baby is born

the momentum created
during the pregnancy was
described as sometimes

‘running dry’ and the

relationships between
the client and her care
providers change.

Another aspect of this window of opportunity is that
there is an opening in the system of resource-intensive
supports and services available to homeless pregnant
women that are not necessarily available to other
homeless women because a baby is involved (and
many of these resources will again be unavailable to her
shortly after the baby is born). Such services include
but are not limited to service coordination through
HARP, some shelter spaces and associated supports
and some mental health and addiction services. This
reflects a gap within the system of services for this
population, one that several participants described as
being problematic. It suggests that perhaps the system
of care for homeless women places a higher value on care
provision when there is a baby involved, and that pregnant
women are more worthy of resource-intensive supports;
or, alternatively, that this level of intensity of supports is
provided because the system views the perinatal period as
one of exceptionally high need, and this level of support
is only possible because it is time limited.

Along with the window of opportunity that pregnancy
creates, there is the ‘pressure of the clock’ that is
guiding the relationship between the client and their

service community. The baby is coming and the service
community must do everything possible in a hurry to
try to get mom stabilized, whatever this looks like for
her. The time frame varies from case to case, as some
clients are linked with HARP early in their pregnancy,
while others are connected very late. Both internal and
external participants described this urgency.

After the baby is born the momentum created during
the pregnancy was described as sometimes ‘running dry’
and the relationships between the client and her care
providers change. This was especially true if the mother
was not able to parent and the baby was taken into
child protective services. Because of this, participants
expressed how important it was to use this window
of opportunity to get clients connected with as many
resources as they may need. Ideally these connections
would be with service providers who could continue to
be involved after the baby was born wherever possible,
because of mandate limitations on how long HARP
can work with the mother after the baby is born.
However, this was described as challenging given the
structure of the system of services for this population.
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Other authors have not described this concept of time
urgency. It is very relevant to this discussion because
it provides more context for why coordinating
services for homeless pregnant women is unique
compared to coordinating services for other homeless
subpopulations.  Relationships between service
providers and service coordination activities are both

highly impacted by this time pressure.

These themes demonstrate that within the context of the
current system of services for homeless women, homeless
pregnant women are in a unique position. While
health and social systems are strained, HARP’s model
of service coordination works within these constraints
and opportunities to improve access to services for
homeless pregnant women not by addressing the
number of services that exist within the system, but by
acknowledging that these high-risk homeless pregnant

women need some assistance to use them.

The system assumes that clients have
the ability to go to appointments, HARP
makes sure they get there... it's like a
netting to capture people and ensure
they get to existing services... It's not like
we've created a new response, there was
already prenatal care, but this population
wasn’t accessing it, now they are.
(Internal participant)

In a resource-constrained political and social
context, high intensity case management and service
coordination through programs like HARP may be the
best option for ensuring homeless pregnant women
have access to the health and social services they require.
On the other hand, the time pressure could be relieved
if such intensity of services were available for all high-
acuity homeless individuals, creating the potential
for the necessary services to already be in place when
homeless women do become pregnant and allowing for

more consistent care once they are no longer pregnant.
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RELATIONSHIPS ARE
KEY

Relationships Between
Provider and Client

Strong therapeutic relationships between clients and
providers were seen as the most important aspect of
providing care to homeless pregnant women. In fact,
it was seen as an intervention in itself. Building this
trust was challenging: it involved a lot of effort in
being flexible, persistent, answering phone calls and
texts, listening, ‘just being there,” taking baby steps and
sometimes being ‘fired and rehired,” which is consistent
with findings in the literature (Little et al, 2007).

The ways in which HARP providers built trust with
clients was guided by a number of standards of practice.
Some examples include the TPH Prenatal Nursing
Standards of Practice (TPH, 2010), Community
Health Nurses Association of Canada (CHNC)
Standards of Practice (CHNC, 2011) and Harm
Reduction Principles (International Harm Reduction
Association (IHRA), 2015).

The values from these frameworks that were particularly
important for HARP providers to embody when
developing trust with clients included a foundation
of inclusive, equitable and client-centred care (TPH,
2010). The values and beliefs that all clients have
strengths, clients are active partners in service delivery,
the therapeutic nurse-client relationship is the centre
of practice, harm reduction mitigates the consequences
of high-risk behaviours and promotes better health,
and that pregnancy provides a unique opportunity for
empowerment and change were integral to how HARP
providers conducted their work (TPH, 2010). Other
important professional values included access and
equity; professional responsibility and accountability
(CHNC, 2011); dignity and compassion; universality
and interdependence of rights; and transparency,
accountability and participation (IHRA, 2015).
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It doesn’t matter how much you teach her
about pregnancy, pharmacology, etc., if
| can’t build this relationship then none
of this matters... if she won't see me, it

doesn’t matter what | know.
(Internal participant)

A key facet of these relationships that is important to
this discussion is that they are very fragile. Sometimes
navigating therapeutic relationships was described as a
‘dance,” where providers had to tread carefully because
trust could be broken in an instant, and the window of
opportunity to engage the client could close. This had
to be finely balanced with helping the client get access
to as many services as possible to become more healthy
and stable in the pregnancy.

Knowing when to introduce topics or
interventions depends on where you are
on the continuum of the relationship with

the client... asking them to do things

or discuss certain topics when they are

not willing or ready can put you at risk

of losing the therapeutic relationship.
(Internal participant)

Another commonly described part of this ‘relationship
dance’ was the importance of deciding how to use the
provider-client relationship effectively.

You have to use that bond effectively... If
| have one shot at it, who do they really
need to see? Do they need to see an
obstetrician, or a psychiatrist?
Sometimes you have to choose.
(Internal participant)

This was described repeatedly by participants. It
reflected a careful selection of providers that they were
willing to introduce their clients to.
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Relationships Between
Service Providers

The relationships between providers were described as
mostly being informal because they were not based
on a partnership agreement between service agencies.
In reality, while providers viewed these relationships
as informal, they existed within an unwritten
structure guided by both professional expectations
of one another and agency-specific value systems.
Internal participants sought relationships with service
providers in the external service community who
were like-minded, flexible and open to working with
the complexities of homelessness and pregnancy
compassionately. The external providers that internal
providers preferred to work with practiced in a way
that embodied the same value systems that guided
their own practice (described in the previous section).

The careful selection of relationships with other providers
in the service community was essential to the work that
HARP providers did, as introducing clients to new
service providers could be risky. Internal participants
described many occasions when introducing their clients
to practitioners who did not share the same value system
led to a breakdown of their own therapeutic relationship
with the client. In some cases HARP providers were
able to slowly rebuild this trust and continue working
together on goals; in others, clients went ‘underground’
and did not resurface in the health and social system

until the birth of the baby.

| know [the other practitioner’s] views,
philosophy, how she works. | know she’ll
be really good for this client. | know she
and | can communicate with this client. I’ll
tell the client: ‘we’re going to refer you
to [X], I'll get you this [provider] that |
really like, you'll like her too.” I'm going
to feel good, client’s going to feel good,
and... all the trust I've built with the client
won’t be washed away with that one
introduction. (Internal participant)

138



the

providers were described by a number of participants

Interestingly, relationships ~ between  service
as being very similar to their relationship with a client:
they take time and energy to build; they require

persistence, flexibility and trust; and they can be fragile.

If you give up too easily, or if you get
defensive when they don't give as much
as you do, the relationship won’t happen.

And it's a constant negotiation that
requires a lot of work.
(Internal participant)

Once built, the relationships between service providers
were guarded very closely. Internal participants
described wanting to ‘stick with’ these service providers
when they found them, preferring to spend their energy
strengthening these relationships rather than finding
new ones. This was because it was generally felt that
some service providers did not share the same values
and “you just can’t budge them” (internal participant).

When HARP providers selected external service
providers in this way, the most important values they
looked for in individual providers were underpinned
by many of the same principles that guide HARP
providers’ practice that have already been mentioned.
Harm  reduction  principles

were  particularly

important, including: dignity and compassion,
demonstrated by accepting people where they are at
without judgment; incremental change, demonstrated
by acknowledging the significance of any positive
change that individuals make; universality and
interdependence of rights, by demonstrating that all
individuals have the right to health and social services;
and transparency, accountability, and participation, by
valuing open dialogues and the input of a wide range
of stakeholders (most importantly including clients)
in decision making (IHRA, 2015). Trust, flexibility,
mutual respect, understanding each other’s roles
and mandates, and supporting each other were also

described as essential to these relationships.
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In addition to the time commitment required
to maintain provider-provider relationships and
differences in personal clinical practice values, other
challenges to building strong relationships included
conflicting value systems at the agency level, or
agency mandates.

The value systems that HARP providers embodied and
hoped to see from the service providers and agencies
they chose to work with reflected an ideology that
assumes that what is right for the mother is right for
the baby. This emphasis on placing the mother’s needs
at the centre of care decisions was a primary feature
of service coordination within this service community
for high-risk homeless pregnant women. When this
clashed with the ideologies of service providers or
agencies that HARP clients needed to work with
challenges arose and the relationship between service
providers was described as less effective for the
client. The inefficiencies included more time being
spent trying to coordinate services for HARP clients,
longer wait times for clients to access services, and
less communication between service providers. This
resulted in an overall less streamlined approach to care

and more barriers for the client meeting their goals.

Strategies used within the service community to
deal with these challenges included taking the
time to learn about each other’s agency, being
respectful, pointing out the strengths of each
partners’ contribution to the service community,
acknowledging the limitations of what each agency
can offer and reaching a common ground.
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Informal Relationships

Throughout the interviews it became very apparent
that almost all participants valued the informality
of their relationships with other service providers.
Formal partnership agreements between HARP and
the agencies that external providers work for did not
exist, with the exception of one agency. The only
formal process that was discussed was obtaining
consent from clients to allow providers to discuss

case details with one another.

Informal relationships between practitioners allowed
them to facilitate access to services in a more seamless
and timely manner. These processes were described
as being important because they allowed agencies to
just ‘pick up and run’ without paperwork or time-
consuming referral processes getting in the way. When
a client is willing to meet with a particular service

provider, the sooner it happens the better.

Overall the majority of both internal and external
participants considered the current informal methods
to be effective. Myrtle et al (1997) support this; they
describe the value of informal partnerships in service
coordination for marginalized groups in general, stating
that tightly integrated systems may not be as desirable as
some argue, and that alternatives to formal arrangements
or ‘loosely coupled’ integration strategies might allow for

adaptation to meet clients’ needs more effectively.

It is worth noting, however, that although practitioners
viewed these relationships at informal, they were guided
by a set of values and professional expectations that
are described in the previous section. This created an
unwritten set of guidelines within the service community.

One challenge to the value placed on informal
relationships in the service community that was often
described by both internal and external participants is
the fact that even once relationships between providers
were well established, staff turnover presented an
enormous risk to the system of service coordination
for clients. When providers in the service community
left their position (e.g. they moved on to other jobs,
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took holidays or got sick), the relationship between
care providers was over, and the other party in the
relationship was left with a ‘gap to fill.” For example,
if a HARP provider had one or two contacts in the
mental health sector that she knew to be an excellent
fic for HARP clients, and one of these providers
moved on to a different role, the HARP provider
then needed to establish a new relationship within the
mental health sector. This was also the case for external
providers when a HARP nurse with whom they had a
relationship left their position, as sometimes external
participants were left not knowing who to refer their
homeless pregnant clients to for service coordination.
Even if this gap was just temporary, this greatly
impacted the client’s access to services because of
the ‘window of opportunity’ and ‘time pressure’
concepts previously described.

It is important to mention that participants were well
aware of the risks of building these types of informal
working relationships. “We don't do it this way because
we're stupid and we don’t want things to be sustainable.
I’s because we are so cautious of who we introduce our
patient to” (internal participant), and this was seen as
more valuable because the client’s needs were always
first. This was so important because in the experience
of HARP staff, without the trust between them and
the client many of these women disappeared altogether

and did not access any services.

Strategies to ease the transition into the service
community for new service providers were noted by
some participants, but it was clear that there was no
casy answer. Some expressed that it was helpful to
have new HARP providers introduce themselves to
external service providers. Doing this introduction
face-to-face worked far better than over the phone.
While introducing new staff to partners did not mean
the new relationship picked up where the old one left
off, it created space for the development of mutual
trust without having to start from a clean slate. Others
fele that building the new relationship just happened
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organically over time as clients were shared through

talking on the phone and eventually meeting in person.

Some of the challenges to service coordination related
to relationships described above are consistent with
some of the general barriers to service coordination
described in the literature (Christian & Gilvarry, 1999;
Eisen et al, 1999; Fischer & Elnitsky, 2012).
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Significant additions from this study include the
exploration of how value systems in this service
community at the individual and agency level impact
service coordination and the risk that staff turnover
presents in the context of a system that values such
informal relationships.

ACTIVITIES THAT FACILITATE
EFFECTIVE SERVICE COORDINATION

Ten activities were identified during the interviews that made coordinating services for

homeless pregnant women effective in the context of this service community. They are

listed according to their position on the partnership continuum (Figure 1), starting from

individual case level activities on the left, towards more administrative level activities

on the right. This is demonstrated more clearly in the Framework for Effective Service

Coordination (Figure 2), which is described in more detail in the following section.

Activity 1:
Seamless Pathways for Referrals

Referring a client from one agency to another was
usually the first entry to service coordination. Much
like informal relationships, informal referral pathways
were highly valued. This was mainly described as being
able to call a particular service provider directly and get
the referral process started right away without having to
struggle with navigating formal referral channels such
as application forms or general intake telephone lines.

As mentioned previously, pregnancy creates a window
of opportunity and the need for connection to services
is almost always time sensitive. Such streamlined
processes for referral allowed for more timely access
to services for clients, and were described as resulting
in faster, more efficient care. When service providers
did not have strong relationships with a provider in a
service sector they needed to refer a client to, they had
to use the formal referral processes and this was often

viewed as a barrier to accessing services for their clients.

Referring a client

from one agency to
another was usually the
first entry to service
coordination. Much like
informal relationships,
informal referral
pathways were highly
valued.

141



Activity 2:
Working Together Regularly

When two service providers who shared clients
worked together frequently the working relationship
was stronger. Sharing clients regularly created more
opportunities for providers to interact with each other
and work on important aspects of building relationships.

Working together frequently was something that was
facilitated more easily for providers who work in the
service sectors that homeless pregnant clients use most
often (e.g. HARP, prenatal medical care services and
child and family social services). On the other hand,
when providers referred clients to services that clients
use less often, more time would go by without having
a mutual client and the relationship between providers
was less likely to be maintained (e.g. housing services).

Activity 3:
Regular Communication
Related to Clients

When service providers shared a common client,
communicating with each other regularly was generally
considered to be critical to service coordination because
the lives and needs of these clients can change so
quickly. When clients gave service providers consent to
communicate with each other about the details of their
care, providers could give each other updates on progress,
discuss goals and challenges, and strategize about how
to address barriers as the client’s circumstances changed.
This communication took place mainly over the phone
and in person. This was viewed by participants as
a way of creating a more transparent and effective

environment of care for clients.

The frequency of communication required for effective
service coordination was identified as being individual to
the specific needs of the client. Participants described that
these discussions mostly happened on an as-needed basis
and when relationships between providers were strong,
facilitating these conversations was relatively easy.
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Activity 4:
Case Meetings

Case meetings are meetings where two or more service
providers and the client are present. These meetings
had all the benefits described above with the added
benefic of the client being present. During such
meetings service providers worked together with the
client to establish goals, brainstorm, problem solve,
make a plan of action, divide the work and make
sure services provided by each agency did not overlap.
These meetings were seen as particularly important for
agencies that were regularly involved in the client’s care
provision including HARP, child protection services,
prenatal medical services and in some cases shelter and

housing services.

As the primary service coordinator, HARP was viewed
as being in the unique and important position of
having more intimate knowledge of the client, and
therefore having more ability than other care providers
to advocate for her and identify areas of strength
and limitations. External agencies really valued this
because it helped them make more informed decisions

about care provision.

Another positive outcome of these meetings was
that they ensured that the client and all providers
involved were on the same page and hearing the
same messages. lhis provided clarity for realistic
goal setting. Once goals were established, HARP
could continue to reinforce these messages for the
client throughout her pregnancy. Some participants
described that some homeless pregnant clients
fragment their services by using multiple services and
sharing different information with each. Participants
described that while this is a coping mechanism,
fragmentation creates barriers to coordination and it
can result in either service duplication or gaps. Case
meetings created a safe place where clients could start
to build trust with all of their providers and reduce
fragmenting behaviours.
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The frequency of case meetings to make service
coordination most effective depended on the needs of
the client and the type of service being provided. In
some cases it could be once during the pregnancy (for
example, a meeting to establish an appropriate shelter
option). In other instances, case meetings might be
necessary once every three weeks (for example, case
meetings related to parenting where the HARP worker,
Children’s Aid worker and the client meet regularly
to assess achievement of goals that impact the client’s
ability to parent such as mental health and addiction
stability). As was the case with communication
between service providers, both internal and external
participants indicated if they had a good relationship
with the service providers involved, arranging case

meetings was fairly easy.

Notably, not all service providers felt that case meetings
worked well for them. As with all service coordination
activities, the use of case conferences needed to be
tailored to the needs of the particular client and the

goals the service providers were working towards.

When providers in the
service community
did not know about
each other and the
services provided at
their various agencies,
they could not work
together.
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Activity 5:
Outreach Activities

When providers in the service community did not
know about each other and the services provided at
their various agencies, they could not work together.
Engaging in outreach activiies on an ongoing
basis enhanced service coordination by creating
opportunities for providers to introduce themselves,
engage with one another outside of client care and

discuss organizational mandates and values.

Outreach activities that were valued in the service
community included care providers in care coordination
roles (e.g. HARP) going to agencies and sharing
information about their services and how to access
them, establishing contacts with providers who work
at the client level and ensuring both parties are clear
about how to communicate with one another. In some
of the external agencies that often work with homeless
pregnant clients (e.g. a prenatal clinic), assigning
one HARP provider to act as a contact point and
representative was described as extremely helpful. Other
outreach activities included sending out staff contact
updates by email and providing flyers of program and
service details during networking events. Participants
also described that it is important for all agencies to
engage in such outreach activities, not just HARD.

The frequency of such activities required was not clear
from the responses. In general, however, participants
felc that these outreach activities were not being done
often enough. The most commonly discussed challenge
to outreach was time, as balancing outreach activities
with client activities and other work responsibilities
was challenging. Many internal participants expressed
having to prioritize their client-related work over
outreach activities, and this had an impact on how
well care was coordinated for clients.
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Activity 6:
Establishing Mutual Goals
and Values

It was clear from the interviews that the service
providers that had the best relationships and the most
effective service coordination were those who shared
mutual values because it made working together with
clients to establish goals and a plan of care easier.

As previously identified, differences in values occurred
on two levels: at the individual level and at the agency
level. When differences in values occurred at both
levels, relationships and service coordination were
particularly difficult. The important value systems
for working with high-risk pregnant clients in this
service community have been previously discussed.
Other factors that influenced these value systems in
the context of services for homeless pregnant women
include power dynamics, political will, agency
priorities and funding structures.

“It makes it hard for HARP... because our
[mandate] can be challenging for them at
times... We make exceptions sometimes,
but our mandate is limiting. We've [had
to] work through many frustrations.”
(External participant)

The most effective service coordination occurred
when, despite differences in values and mandaces,
providers were able meet on a common ground and
acknowledge that although they may not offer the
same service in the same way, they all have the clients’
needs at the core of their work.

“Even though we don’t all offer the same
service and can’t do it in the exact same
way, there is a meeting on a common
ground.” (External participant)
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Activity 7:
Communication Outside of Clients

In addition to regular communication about clients,
the participants that had the most collaborative
relationships had some element of communication
outside of client care. This refers to interactions that
were not directly discussing a case. An example is
discussing aspects of the work at a systems level rather
than client-based level. Much of this communication
took place during other service coordination activities
including outreach, participating in networks and

sharing resources.

In addition, a handful of participants discussed how
their relationships with a particular contact were so
strong that they communicated even outside of these
activities. An example is using personal email or text to
provide an update on something that was ‘heard through
the grapevine’ that impacted how the service community
might provide care to homeless pregnant women
such as a bed opening in a supportive housing unit, or
impromptu discussions that occurred after case meetings
or networking events that help service providers get to
know one another on a more personal level.

These interactions, for those who experienced them,
were said to improve the relationship and therefore
service coordination. Rationale provided was similar
to many of the other activities: it helped service
providers learn more about each others’ values,
expertise, styles of work, perspectives and created
a working relationship with more mutual respect.
While not all participants experienced this type
of communication, those who did stated that they
thought these working relationships should serve as a
model for the ‘ideal relationship.’
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Activity 8:

Sharing Resources
9 External providers that

experienced this sharing
of resources said that the
HARP providers knew the
staff at their agencies,
used shared office and
clinical spaces, and were
familiar and comfortable
with the culture of
practice in that setting.

A handful of the external participants described HARP providers as being ‘a part of
our team,” meaning that when they came to another agency to see mutual clients they
were treated as if they worked there. External providers that experienced this sharing
of resources said that the HARP providers knew the stafl at their agencies, used shared
office and clinical spaces, and were familiar and comfortable with the culture of
practice in that setting. Both internal and external participants who experienced this
viewed it as positively impacting service coordination, as it helped build mutual trust

and goals and facilitated collaboration.

Activity 9:

Participation in Networks,
Communities of Practice
and Educational Events

One specific way that participants were able to
communicate outside of client interactions was
through participating in networks, communities of

practice and educational events.

The two primary examples of these available within this
services community were the Young Parents No Fixed
Address network which met monthly and the Community
Advisory Panel at St. Michael's Hospital, which met
quartetly. These networks have been integral to the
service community in many ways. Such events provided
an opportunity for members of the service community
from different sectors and professional backgrounds to
come together and discuss issues related to providing care
for homeless pregnant women. Participants described
them as an opportunity to: interact with colleagues
outside of clients, meet service providers they had only
interacted with over the phone, learn more about the
services offered at other agencies, meet and introduce
new staff, work through conflicts, establish shared goals
and common ground, share resources and updates on
what is happening ‘on the ground, brainstorm and
problem solve about challenging client situations and
generally strengthen relationships.

Some participants also described a supportive aspect
to these events. This was seen as important because
of how difficult this type of work can be, particularly
because many service providers work in isolation.

Another critical aspect of networking opportunities
is that events that were supported by management
but led by front line staff were felt to be the most
successful. This was because the front line staff lived
the experience of working with clients, and therefore
they knew the issues best.

The frequency of such networking meetings that was
ideal for service coordination could not be determined
based on the interviews. However, most participants
expressed satisfaction with the frequency of the
meetings they attended.

Barriers to service providers attending such meetings
were also identified, and these included workload and
lack of management support. Having the meeting
minutes circulated by email was something that was

valued when participants could not attend.
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Activity 10:
Management Support

Feeling supported by management is something
that was critical to frontline providers working with
homeless pregnant women. In particular, feeling
supported to engage in the activities of services
coordination that did not involve clients such as
relationship building activities with other providers
and attending networking events and communities of
practice. Lastly, it was also considered highly valuable
to have the management of different agencies working
together on systemic process-related activities such as

advocacy or policy work.

THE VALUE OF SERVICE
COORDINATION FOR HOMELESS
PREGNANT WOMEN

A final important theme that emerged from the interviews is that a specific service that
provides flexible service coordination (such as HARP) is extremely valuable. Internal
and external participants alike indicated that HARP made unique and essential
contributions to the service community for these clients.

“As a result [of HARP], | think these young women have more
support, more opportunities to parent, fewer apprehensions, more
opportunities for young parents to get some stability in their lives.”

(External participant)

HARRP providers were seen as essential to the service community for homeless pregnant
women in Toronto because: they were specialized in providing care exclusively to
high-risk homeless pregnant women; they followed their clients anywhere in the
city regardless of catchment area; they had frequent contact and therefore intimate
knowledge of their client; and they had a unique ability to engage with this complex
population. HARP providers were specifically valued for their expertise in the following
areas: building and maintaining therapeutic relationships with clients who are typically
difficult to engage; medical prenatal needs, because this allowed other care providers to
focus on their own specialties; health literacy and education, because they were able to
translate and continuously reinforce messages from other service providers for clients;
and mental health care, specifically referring to their skills in crisis intervention which
was something that many service providers expressed feeling uncomfortable with.

HARP providers were seen
as essential to the service
community for homeless
pregnant women in
Toronto because: they
were specialized in
providing care exclusively
to high-risk homeless
pregnant women;
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SUMMARY OF FINDINGS

This section has clearly demonstrated that relationships were the most important
aspect of service coordination, and that while informal processes for communication
were highly valued, this can sometimes be risky and needed to be integrated with
activities that facilitate effective service coordination. These concepts are summarized
in Table 1, and are further explored in the following section using the Framework for
Effective Service Coordination in Figure 2.

TABLE 1 Effective Relationships Between Providers: Challenges and Strategies

CHALLENGES STRATEGIES

Conflicting mandates, goals and values : Taking the time to learn about each other's agency and

) ) . value systems
Inconsistent understanding of roles :

: Being respectful
Infrequent mutual clients : <)

Acknowledging the strengths and limitations of each
: partner and agency

Time consuming : Reaching a common ground

Workload and clinical priorities i Management support

Staff turnover ' Qutreach activities

: Participating in networking, communities of practice,
. and education events

FRAMEWORK FOR EFFECTIVE
SERVICE COORDINATION

The Framework for Effective Service Coordination in Figure 2 brings together the
findings of the research. The Framework is applicable to all service providers working in
the service community for homeless pregnant women, their leadership teams and other
health service delivery decision makers.

At the top of the Framework, the Client Needs Arch presents the unique and complex
service needs of homeless pregnant women as described by participants. These are integral
to the conceptualization of service coordination for homeless pregnant women because
their needs are different than those of other homeless and marginalized populations
(Basrur, 1998; Beal & Redlener, 1995; Mayet et al, 2008).
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FIGURE 2 Framework for Effective Service Coordination

CLIENT SERVICE NEEDS:
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10 ACTIVITIES OF SERVICE COORDINATION
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Bottom-up SERVICE COORDINATION CONTINUUM Top-down
Individual case level

Administrative level

CLIENT-CENTRED HARM REDUCTION

Relationships between
Service Providers

ACCESSIBILITY l TRANSPARENCY l ACCOUNTABILITY

BUILDING BLOCKS FOR EFFECTIVE SERVICE COORDINATION

Service coordination is at the centre, and the 10 relationships between service providers. The Activities of

Service Coordination help strengthen the relationships
between providers in the service community, which in
turn holds the whole system together.

Activities of Service Coordination are presented as
arrows to indicate their position along the Service
Coordination Continuum (presented in Figure 1).
In general, the more activities partners engage in the

better the relationships are and service coordination is

There are also External Pressures on service coordination,
more effective for clients.

depicted as flashes over the Client Needs Arch. These
pressures include the time crunch due to the pregnancy
window of opportunity being open for only a short
period of time, limited resources that are sensitive to
this population’s unique needs, the transiency of this
population, staff turnover, and the fragility of relationships
between clients and providers and between providers.

Below the Service Coordination Continuum are the
Building Blocks of Service Coordination, which reflect
the values that service providers need to embody to
effectively work with this population. Most important
is the glue that holds the Building Blocks together: the
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IMPLICATIONS
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The Framework for Service Coordination for Homeless Pregnant Women ties the

themes of this research together, and can be applied in at least three important

ways. First, individual service providers can use it to guide their practice. Second,

it can be used at the organizational level as a guide when designing service models

or reallocating resources in order to better serve the clients. Staffing models should

allow client caseloads to be light enough so providers have enough time to engage

in service coordination activities. Third, it can be used to validate the efforts already

being made within organizations to engage in service coordination by demonstrating

that each effort providers make for building relationships and coordinating services

has an impact on the client (e.g. in program evaluation or quality control endeavors).

Thinking more broadly, this research highlighted some
opportunities for system responses to the way care is
currently provided to homeless pregnant women. The
primary themes that informal, carefully selected, one-
on-one relationships are ‘the key’ to
service coordination efforts is really
challenged by the fact that these
relationships can fall apart if a service
provider leaves an organization or gets
sick. This presents an imperative
for agencies to engage in more
the

service community and create some

outreach  activities  across
contingency plans for when this
occurs in the hopes of creating a
more streamlined process for service

coordination in the sector as a whole.

The higher availability of resources available to homeless
women during pregnancy compared to other times
has an important implication for services to homeless
pregnant women. The discussion highlights an
opportunity to consider the questions: Would making
intensive service coordination services available to all

homeless women improve overall outcomes and reduce
the time pressure that exists when pregnancy is involved?
What would it take for the system to demonstrate that
all homeless women deserve the level of high-intensity
that homeless

resources pregnant

women have access to?

The primary themes
that informal, carefully
selected, one-on-one

relationships are ‘the key’
to service coordination
efforts is really
challenged by the fact
that these relationships
can fall apart if a service
provider leaves an
organization or gets sick.

This study contributes to the body of
evidence that exists to support HARP’s
service  coordination  intervention
as a promising practice for high-
risk homeless pregnant women by
providing an understanding of the
contextual factors that influence the
intervention in the Toronto service
community (Canadian Homelessness
Research Network, 2013). It also
initiates the work for creating a
promising practice in service coordination in general
that could potentially be implemented more broadly
across the system of homelessness services. Further
research such as a realist evaluation would strengthen
the case for the activities of service coordination as a

promising practice.
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CONCLUSIONS

This research has explored the specific aspects of service coordination that are most
effective for homeless pregnant women. The experience of being homeless complicates
a normal health condition into a precarious event in a woman’s life. Without
the appropriate support, a woman who is homeless and pregnant, who is already
experiencing an incredible amount of barriers to accessing appropriate health and
social services, faces the possibility of having a baby with poor health outcomes and
the potential for being unable to parent her child. HARP provides a unique service
that uses a number of strategies to effectively coordinate services for this population
in Toronto, creating an example of an effective response to a complex health issue
that could serve as a model for other Canadian cities.

The key features of effective service coordination for homeless pregnant women are:
relationships between clients and providers, the relationships between providers,
informal relationships, seamless pathways for referrals, working together regularly, case
meetings, mutual goals and trust, communication outside of clients, sharing resources,
participating in networks and communities of practice and management support.
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INTRODUCTION

Attention to the gender-specific needs of homeless
women in Canadas North is crucial. The complexity
of the issues involved warrants a whole system shift in

social policy and service delivery, as well as in the way

that many individual programs and professionals work.

This chapter describes a participatory action research
project involving service providers, policy advocates
and researchers in the three northern territories who
had the goal of catalyzing health system improvement
to respond to the needs of northern women with
mental health concerns and who are homeless or at

risk of being homeless. The first section of the chapter

presents the context of women’s homelessness in
the North. Then the community of practice (CoP)
approach employed in the Repairing the Holes in the
Net project is described. The CoPs held in the three
northern territories supported shared reflective practice
space, where literature, women’s identified needs and
ideas for repairing the net of women-serving agencies
and policies could be collectively considered. The
chapter concludes with an assessment of successes and
challenges associated with system change in the context
of the North and the potential of CoPs in supporting
relational and programmatic system change.
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THE CONTEXT OF WOMEN'S
HOMELESSNESS IN THE NORTH

The vast majority of northern homeless women do not fit the profile of women
‘living rough’ on the streets of Canada’s southern cities. Rather, homelessness in this

population is more likely to be ‘hidden’® or ‘relative’ in that they are ‘couch surfing’

or living in unstable or unacceptable housing (Bopp et al., November 2007). You fust
Blink and It Can Happen concluded that:

In the North, all women can be considered at risk of
homelessness because a small change in their circumstances
can jeopardize the fragile structure of their lives that allows

them to meet their basic needs. (Bopp et al., 2007: 1)

All across Canada’s North there is an absolute shortage of available housing, particularly
affordable and adequate housing, which isacritical factor in the incidence of homelessness
(Bopp et al., 2007). In 2012 the vacancy rate for rental accommodation was only
1.5% in Whitehorse, 3.6% in Yellowknife and 2.7% in Iqaluit (Canada Mortage and
Housing Corporation, 2013). The physical environment of low-cost housing is largely
sub-standard and mould, leaky windows, dirt, mice, thin walls, inadequate heating and
poor maintenance are common (Bopp et al., 2007). Overcrowding is also a significant
issue that can increase social distress and family dysfunction, including domestic

violence (Abele, Falvo & Hache, 2010; Tester, 2009).

There are high labour and material costs associated with
increasing northern housing stock and construction
does not meet population growth rates (Webster,
2006). Specific northern considerations such as a short
building season, permafrost, communities that are not
connected by roads, the absence of trees in Nunavut
for lumber and the need to ship or fly in most or all
materials increase building costs (Bopp et al., 2007;
Webster, 2006). Because of the unique circumstances
in the North, creating new housing is almost entirely
dependent on government initiatives.

Historical and political contexts have also shaped the
long-standing housing crisis in the North. Shortly
after World War II, during a period of welfare state
reform, there was a “deliberate effort to centralize

previously nomadic populations across Northern

Canada” (Christensen, 2012: 421). However, these
policies increased demand for social housing as it
increased reliance for shelter by Aboriginal people
on the federal and territorial governments. In 1993
the federal government withdrew funding for public
housing, stopped its off-reserve Aboriginal-specific
housing assistance and assigned the construction and
acquisition of social housing to territorial governments
(Bopp etal., 2007; Tester, 2009; Webster, 2006). When
federal funds have been made available to the territories,
such as a $300 million public housing allotment in
2006, these funds did not result in an increase in the
number of public housing units and were instead used
to replace aging public housing stock (Falvo, 2011).

Currently, Territorial Crown corporations own most of

the existing housing stock and these units are managed

1. Which includes women who are temporarily staying with friends or family or are staying with a man only in order to obtain shelter,
and those living in households where they are subject to family conflict or violence (Kappel Ramji Consulting Group, 2002)

2. Which applies to those living in spaces that do not meet basic health and safety standards, including protection from the elements,
security of tenure, personal safety and affordability (Petit, Tester & Kellypalik, 2005)

154



by local housing authorities (Abele et al., 2010; Stern,
2005). The policies of housing authorities can mean
that many women do not qualify for subsidized
housing because they have rental arrears or debts for
damages to their former housing, often as a result of a
partner’s behaviour (Bopp et al., 2007).

There are a complex constellation of factors that
go well beyond the shortage of housing stock that
conspire to keep thousands of women and their
children in a condition of absolute or hidden
homelessness. Rates of violence, trauma, sexual
assault and abuse that are significantly higher than
Canadian averages contribute to homelessness among
northern women. Most women
who are homeless or at risk have
experienced violence, have mental
health concerns and substance use
problems or addictions (Bopp et al,,
2007).

It has been reported that up to

90-95% of the homeless women in the North are
Aboriginal (Bopp et al., 2007; Christensen, 2011).
The historical and current social policy in Canada has
had the effect of disrupting Indigenous families in
Canada, and the legacy of colonialism and subsequent
intergenerational trauma is central to discussing
Aboriginal homelessness (Patrick, 2014; Yellow Horse
Brave Heart, 2003). With the passing of the Indian
Act in 1867, much of Canada’s Aboriginal population
was relocated onto reserves, while Aboriginal children
were placed in residential schools run by churches
and funded by the Federal Department of Indian
Affairs (Bopp et al., 2007; Patrick, 2014). These
forced resettlement policies limited movement and
participation in trading, while the residential school
system “not only resulted in the loss of language,
culture and community for Aboriginal children, but
also established spaces in which rampant physical,
sexual and psychological abuse took place at the
hands of school and church officials” (Patrick, 2014:
59). Residential schools had a devastating effect on
First Nation cultures and people and the resulting

It has been reported
that up to 90-95%
of the homeless women
in the North are Aboriginal
(Bopp et al., 2007;
Christensen, 2011).
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intergenerational trauma has an enormous impact on
the pathways of homelessness in the North (Bopp et
al., 2007; Christensen, 2013; Patrick, 2014).

In a thought-provoking argument for why
homelessness among Canada’s northern Aboriginal
people can best be understood as rooted in a “spiritual
homelessness” rather than fundamentally as a lack
of housing, Christensen elaborates on the “multiple
scales of homelessness: social and material exclusion,
breakdowns in family and community, detachment
from cultural identity, intergenerational trauma and

institutionalisation” (2013: 804).

Many of the homeless women in the three
capital cities have migrated from rural
communities to seek social, economic
and employment opportunities or
institutional resources (such as mental
health or addiction services) or to leave
difficult relationships  (such
as domestic violence) (Bruce, 2006;

Christensen, 2012). However, once in the city, many

family

women are faced with a lack of economic, social and
cultural resources (Christensen, 2012). Women also
migrate to the capital cities believing that there will be
better housing options (Christensen, 2011); however,
even in urban centres, housing unaffordability, limited
public housing units for single individuals and the
low-vacancy private rental housing market present
significant barriers to people at risk of homelessness
2011).
community can also leave women in a jurisdictional

(Christensen, Relocating to a different
“no man’s [sic] land” where they lose the support of
their own Bands but do not qualify for support from
the Band government in their new community (Bopp
et al., 2007). The high cost of travel within the North
makes it very difficult for women who leave their
communities to return home.

The few emergency shelters that exist in the North
are overcrowded, understaffed and not always gender
specific. Due to the limited transitional and second
stage housing in the North, many emergency shelters
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become permanent housing (Bopp et al, 2007;
Falvo, 2011). For example, the Salvation Army in
Whitehorse only has 10 emergency shelter beds which
are offered on a first come, first serve basis and none
are specifically available for women or children (Yukon
Anti-Poverty Coalition, 2011).

In addition to limited emergency shelter services, there
is a drastic shortage of mental health and addiction
treatment services for women in the North, even in
the larger city centres (Bopp, et al., 2007; Christensen,
2012). If women leave their territory to attend
residential addiction treatment they are ineligible for
income support. This policy makes it impossible to
maintain a household to which they can return on
completion of treatment (Bopp et al., 2007). Most
of the homeless women in Canada’s three northern
territories who access housing or other types of services
report experiencing mental health challenges of some
kind, and homeless women and the service providers
who work with them identify that these mental health
issues are invariably both a cause and an impact of
homelessness (Bopp, 2009; Bopp et al., 2007).

In the territories, particularly in communities that were
not formed around a sustainable economic base, there
is also a crucial shortage of formal sector employment
opportunities (Stern, 2005; Tester, 2009). Women are
also impacted by the very low minimum wage in the
North and most cannot afford even a small apartment at
market rental rates without holding several jobs (Bopp
et al., 2007). These problems are exacerbated by the
seasonal part-time nature of available service and tourism
jobs that are without benefits, pensions and security, and
the “dependence on self-generated, insecure sources of
income related to arts, crafts, expediting, guiding and
other activities” (Tester, 2009: 141). Many northern
women must depend on income support (Christensen,
2013), but the low levels of support make it impossible

for women to break the cycle of homelessness. Women
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described income support rules as “punitive, onerous
and opaque” with long waiting times and low levels of
benefits to sufliciently cover the high costs of basic living
expenses in the North (Bopp et al., 2007). There are
also policies in place whereby women living in shelters
cannot receive income support and may face a waiting
period after leaving; and women in social housing cannot
obtain wage-based employment without having their
rent subsidies dramatically decreased (Bopp et al., 2007)

The incidence of women’s homelessness in the North has
continued to grow despite the attention it has recently
received in territorial governmental and voluntary sector
planning processes, and despite the array of service options
that have been created to respond to this troubling social
problem. The slow progress toward solving women’s
homelessness in the North has not been the result of a
lack of good will on the part of service providers, program
managers and policy makers. The three territorial
governments lack the ability to raise significant revenues
and are highly dependent on federal transfers, and while
they have “provincial-like” powers and responsibilities,

“their weak economic positions mean a limited ability to

implement robust measures to address the homelessness

problems that they face” (Webster, 2006: 17).

Because of the complexity of the issues involved and
the need for innovations to reflect the specific context
of these Northern communities, it is clear that progress
will not result from the mandated implementation of
some type of ‘silver bullet’ solution. This is the type of
complex? problem that will require a shift in the whole
system of service delivery, as well as in the way that
many individual programs and professionals (whether
in the government or voluntary sector) work. Such a
shift will not occur because of a new policy or program
framework. Since there are no recipes for solving
complex problems, undertaking collaborative learning
journeys can be important steps. As Myles Horton and
Paulo Freire (1990) remind us, in situations like this

we have to make the path by walking it.

3. In their stimulating work entitled “Getting to Maybe: How the world is changed,” Westley, Zimmerman and Patton (2006) argue that we
can think about problems as being of three types: simple (such as baking a cake —a problem for which a recipe can be devised); complicated
(such as sending a rocket to the moon —a problem that requires a number of technical steps that may be complicated but are still a kind of
recipe); and complex (such as raising a child or ending AIDS in South Africa — problems for which no off-the-shelf answers exist).
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THE REPAIRING
THE HOLES IN THE
NET PROJECT

This was the challenge taken on by Repairing the Holes in the Net, a two-year
multi-level action research project aimed to inform the development of culturally
appropriate and gender-specific services for Northern women experiencing

homelessness as well as mental health and substance use concerns. This applied

health services study was funded by the Canadian Institutes of Health Research

(CIHR), in partnership with the Mental Health Commission of Canada (MHCC),
through the Partnerships for Health System Improvement (PHSI) Program. The

British Columbia Centre of Excellence for Women’s Health was asked by northern

women’s groups in the three territories to be the lead research agency for the project,
and the Four Worlds Centre for Development Learning provided pan-territorial

research coordination. Territorial partners were the Yukon Status of Women

Council and the Council of Yukon First Nations Health and Social Development

Department (Yukon), YWCA Yellowknife and the Centre for Northern Families

(Northwest Territories), and YWCA Agvvik and the Qulliit Nunavut Status of
Women Council (Nunavut).

Repairing the Holes

in the Net chose a

CoP approach as its

key methodology

for creating a shared
reflective practice space
that could stimulate a
shift in the system or
‘net’ of services aimed at
addressing the needs of
homeless women with
mental health and/or
addiction issues.

Repairing the Holes in the Net chose a CoP approach
as its key methodology for creating a shared reflective
practice space that could stimulate a shift in the system
or ‘net’ of services aimed at addressing the needs of
homeless women with mental health and/or addiction
issues. The project’s scope was largely confined to the
more limited concept of homeless shaped by the urgent
need of service clients for safe and consistent shelter and
for support for the many health, justice and income
issues with which they struggle to cope on a daily basis.
This approach in no way denies the larger context of
colonisation and institutionalization that must be
understood as the very root of the current situation.
Repairing the Holes in the Net chose, however, to take
on a smaller piece of this complex web for the sake
of demonstrating an approach to co-learning that can
stimulate change within a larger system. For this reason,
the project invited participation from government
departments and service agencies from such diverse
sectors as addictions, mental health, primary health
care, justice, housing, police, income support, child
protection, shelters and women’s advocacy.

With a focus on a common practice improvement goals,
over the course of meetings held approximately monthly
for two years, participants engaged in discussion and
action in five key areas:

* They considered the relevance of
conceptual models from the literature
as well as practical examples of
service delivery approaches that have
demonstrated promise elsewhere;

e They learned from each other as they
shared the challenges and successes of the
work being done by their own agencies
and programs;

* They reflected deeply on the implications
for their own individual and collective
practice of the data collected from the
interviews and focus groups with service
users and service providers carried out as
part of the Repairing the Holes in the Net
project;

157



SYSTEMS PLANNING FOR TARGETED GROUPS

* 'They designed and implemented a service This chapter describes the CoP model and how it
innovation initiative that they could supported this range of collective activities underlying
take on to test what they learned about system change: learning from best practice literature;
pathways for achieving better outcomes mapping/appreciating services and policy strategies
for homeless women with mental health/ already in place; reviewing and synthesizing the
addiction issues; and perspectives of homeless women and service providers

) . (derived from interviews) about trajectories of service
* They continuously set new learning and . S

. access and ideas for service improvement; and
practice goals.

identifying and piloting some initial actions designed
These steps were incorporated into this simple graphic o address the need for improvement in the response
that served as a model for structuring the community of o northern homeless women.

practice process in each of the three Northern territories.

FIGURE 1 7he CoP Process
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next learning 2 knowledge &

goals experience

ENHANCING SERVICE
OUTCOMES FOR
HOMELESS WOMEN

Consult about the
Learn from the
small steps we

(collectively or 5 3 know%edge &;
individually) 4 experience o

could take others

Reflect
together about

what this means
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COMMUNITIES OF PRACTICE AS
LOCATIONS FOR STIMULATING
SYSTEMS CHANGE

In choosing a CoP approach, the Repairing the Holes in the Net project drew on
the rich experience from the field. Perhaps the most commonly cited definition of
a community practice reads as follows:

Communities of practice are groups of people who share a
concern, a set of problems, or a passion about a topic, and who
deepen their knowledge and expertise in this area by interacting

on an ongoing basis (Wenger, McDermott, & Snyder, 2002).

The primary purpose of a CoP is to “deepen knowledge and expertise” or, in other
words, to improve practice. Individuals participate in a CoP to share skills and
information with others and, in turn, to learn from the experience and knowledge
of their colleagues. Because the Repairing the Holes in the Net CoPs deliberately
brought together researchers, key decision and policy makers as well as frontline
service providers from the entire service system that has a mandate to address the
issues of northern homeless women with mental health and addiction challenges,

they became a strategic tool for stimulating system change.

An important first step for the CoPs was for the
participants to learn more about and to gain confidence
in the CoP process as a tool for shifting their own
practice as well as the collective impact of the net or
system of services that they represent. Most of those
participating in the CoPs had experience with cross-
departmental committees or working groups as strategies
for attempting to address challenges that overlap typical
government jurisdictions. These types of bodies tend to
be somewhat formal groups with a delegated authority
and clear mandates related to developing policies
or plans. CoPs differ from these structures in several
important ways. Denscombe (2008) clearly describes
this difference. Compared with formal groups created
within organizations whose structure, tasks, and identity
are established through functional lines and status
hierarchies, CoPs hinge on the fact that they can and
do transcend boundaries of departments, organizations,
locations and seniority. It is crucial to the whole idea of
CoPs that they come into existence through the need
to collaborate with those who face similar problems or
issues for which new knowledge is required.

Taking these important distinctions into account, the
CoDPs facilitated in the three territories enacted the
following features:

1. The CoPs were voluntary and encouraged
individuals to participate from a
commitment to learning from and with
their colleagues about how to improve their
own practice and how to create synergies
within the whole system of services.

2. Members participated as individuals not as
representatives of their agencies, allowing
them to speak freely and work together as
peers.

3. The CoPs were facilitated, out of a
recognition that the busyness of the daily
work life for most people in non-mandated
activities will not be sustained, unless
someone is paying attention to calling the
group together regularly and catalyzing
the rich and purposeful dialogue that
characterizes successful CoPs.
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4. The CoPs paid attention to relationships.
They were designed to foster relationships
characterized by openness, trust, respect
and authenticity, to be deliberately non-
hierarchical and to become safe spaces
for all members to share their experiences,
concerns and ideas in an atmosphere
of mutual support. In this way it was
recognized that change comes from paying
attention to how we relate to each other
in a system of services, as much as it does
from what we do.

5. A key dynamic of the CoPs was learning
based both in reflection on practice (i.e.
things that the members have tried or are
trying to do to achieve their goals) and
effective practice and concepts from the
literature or from resource people. The
CoPs were geared to stimulate change
using a highly dynamic iterative process
that creates a collaborative platform
for reflecting on past actions, learning,
considering options for change and
trying out innovations. The collaborative
relationships and deepened understanding
that CoP participants gain were brought
back into their own organizations, and
in some cases sparked innovations within
these agencies.

Collective learning processes with these features
are novel approaches for those who have studied
and worked in largely hierarchical relationships. In
creating a voluntary relational learning community, it
was possible to honour experiential wisdom, practice
wisdom, policy wisdom, research evidence and
traditional Indigenous ways of knowing. In this way
the CoP model had the potential to redress exploitative
research processes and bridge north/south isolation.

In enacting the research process, the CoPs undertook

a number of collective activities that involved
engagement in learning from each other, and from

existing literature and policy and practice contexts:
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A. Examining promising practices
from the literature:
Applying gendered, cultural
and trauma lenses for
deepening understanding

The Repairing the Holes in the Net territorial CoPs
began their work by immersing themselves in effective
practice literature. Three critical themes emerged from
this early collaborative study, and they became lenses
through which later work on systems change was viewed.

1. The gendered nature of the experience of
northern homeless women with mental
health and addiction issues. Service
systems are often blind to the gendered
nature of the experience of mental illness
and substance use problems, and do not
incorporate gender-informed responses
(Greaves & Poole, 2007). The communities
discussed how trauma arising from
interpersonal violence such as childhood
abuse, intimate partner violence and
sexual abuse is generally greater for women
than for men, and how women exposed
to violence develop post-traumatic stress
disorder approximately twice as frequently
as men (Ad Hoc Working Group on
Women Mental Health Mental Illness and
Addictions, 2006). Women are also more
likely to be disadvantaged relative to many
of the social determinants that contribute
to mental ill health (e.g. poverty, social
marginalization, lack of agency) (Benoit
& Shumbka, 2009; Spitzer, 2005). Gender
affects the response to women with mental
health concerns. There are discernible
differences in the diagnoses and treatments
offered to women as compared with
men; for example, women are more often
prescribed psychotropic medications such
as benzodiazepines (Currie, 2003; Salmon,
2006). The CoPs also found and examined
program examples where homeless women
were being offered holistic gender- and
trauma-informed support (Paradis et al,
2012).
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2. The importance of incorporating First

Nations and Inuit cultural perspectives
and approaches to understanding mental
health concerns and supporting women
who struggle to remain housed and living
well. The community participants shared
and discussed key features of Aboriginal
perspectives on colonization, reconciliation,
wellness and approaches to healing. A key
theme in these discussions was that mental
health or wellness cannot be separated from
a holistic understanding of
the interrelationship between
all the dimensions (mental,
emotional, physical and
spiritual) of an individual’s
life (Vicary & Bishop, 2005).
The health of individuals, of
families and communities
are interconnected, and it
is impossible to conceive
of healthy individuals apart
from healthy communities
(Royal
Commission on Aboriginal
Peoples,  1996).  Mental
health issues in Aboriginal
communities cannot be

and vice versa

separated from the colonial

history of those communities (Maar et
al., 2009). The many faces of mental ill
health, such as substance abuse, violence,
psychiatric disorders and suicide, are not
separate problems, but rather manifestations
of the same underlying social context
(Lavallee & Poole, 2010). Cultural safety and
responsiveness to the identity and wellness
of Aboriginal women need to characterize
the response to women’s homelessness,
mental illness and substance use problems
(Acoose et al, 2009; Ball, 2009; Brascoupé
& Waters, 2009).

Northern women face
overwhelming life
circumstances such as
interpersonal violence,
poverty, hunger and cold,
the legacy of adverse early
childhood experiences,
unresolved grief, persistent
exposure to discrimination
and racism from many
segments of the dominant
society and lack of access
to real education and
employment opportunities
(Bopp et al., 2007).
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. 'The role of trauma as an underlying factor in

the mental health and addictions concerns
of northern women. The participants spent
considerable time learning about the effects
of trauma, trauma-informed approaches
and healing. Northern women face
overwhelming life circumstances such as
interpersonal violence, poverty, hunger and
cold, the legacy of adverse early childhood
experiences, unresolved grief, persistent
exposure to discrimination and racism
from many segments of the
dominant society and lack of
access to real education and
employment  opportunities
(Bopp et al, 2007). Most
women are also impacted by
the legacy of intergenerational
trauma that derives from
the  historical  experience
of Aboriginal peoples of
missionization, residential
schooling, the discriminatory
and punitive policies and
practices of federal and
territorial governments and
economic exploitation (Aguiar
& Halseth, 2015; Royal
Commission on Aboriginal
Peoples, 1996). Trauma-informed
approaches to service delivery that do not
require disclosure of trauma or pathologize
people’s experiences are increasingly being
applied (Jean Tweed Centre, 2013; Poole
et al, 2013). Trauma-informed approaches
focus on creating safe, welcoming services
that do not retraumatize (Greaves & Poole,
2012; Prescott et al, 2008).
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B. Creating service maps as tools to
begin creating a common understanding

A concurrent task taken on by the participants of the territorial CoPs was to map

the existing service system for homeless and at-risk women. The map produced in
Yellowknife is presented here as an example.

FIGURE 2 Map of services for homeless women identified in Yellowknife

Emergency
Shelter

A key observation that emerged from this work was: the
pieces all seem to be there so why is this service system
not producing better outcomes? This question was
especially striking for government and non-government
representatives in Whitehorse, where the service map that
emerged contained the names of several dozen service
options. The situation in Nunavut is strikingly different
from that in the other two territories in that far fewer

services exist, but yet the same observation was made —

Income Assistance

we should be able to do better with what we have.

To understand the opportunities and barriers that could
become keys to answering the question about why
service outcomes fall so far short of the needs it was
clearly necessary to look more deeply at the experiences
of northern homeless and at-risk women as they try to
navigate the service system whose aim it is to assist them

to meet their basic needs with dignity and purpose.
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C. Learning from the
experience of northern
homeless and at-risk women

In reviewing the rich narratives of the women who
shared their experiences with the territorial researchers,
what emerged was a description of a number of vicious
cycles that reinforce each other and are challenging
indeed to transform into patterns of life that
include stable housing, adequate income, satisfying
interpersonal relations, the ability to cope constructively
with everyday challenges and an enduring capacity for
balance. These vicious cycles describe the trajectory
of the struggle of northern women to overcome such
barriers as: one, unresolved trauma; two, poverty
and social exclusion; three, an inability to find and
maintain housing; and four, ineffective services. Each
of these themes can be depicted as a type of vicious
cycle in which each element reinforces the others
and makes the achievement of a different life pattern
difficule. All four of these cycles also support each
other. Below these four cycles are described and a
visual representation of them is captured in Figure 3.

Thought of in this way, it is easy to see why the stories
shared by the northern women who participated in
this research project are so common and why it is so
difficult to break the cycle. And yet, as the members
of the territorial CoPs reflected on this material, they
found it a rich source of valuable insights into a way
forward. In discussions of the CoPs it could be seen that
each element of the vicious cycles represents a barrier

buct also offers an entry point for transformative change.

1. Unresolved trauma

The women who participated in this research project
by offering to share their struggles, their resilience
and their hopes and dreams spoke graphically about
the traumatic events in their lives that contributed
to a vicious cycle of homelessness and mental health
challenges. In doing so, they were recognizing the
importance of understanding the dynamics and
impacts of trauma in a way that will enable them to
move into a pattern of life that allows them to more

fully realize their personal aspirations.
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a.

Underlying causes - Although the
specifics of their life stories varied, there are
a number of experiences that were widely
shared among these women and that they
described as contributing to a kind of deep
well of pain that continues to shape their
lives in profound ways. After losing parents,
siblings, children and other members
of their extended families without the
means to come to terms with their grief;
women spoke about submerging their pain
through the use of addictive substances
and other strategies to distance themselves
from circumstances over which they feel
they have no control. More than three-
quarters of the women spoke about abusive
relationships with intimate partners. For
some women, this abuse has occurred many
times throughout their lives and often with
multiple partners. Women spoke about
the agony of undiagnosed and untreated
mental health issues during childhood or
adolescence that left them feeling alone,
frightened and worthless. The effects of the
systemic physical, sexual and emotional
abuse experienced in residental schools
affects virtually every family in the North
and cannot be underestimated.

Living with unresolved trauma -Northern
women attribute many of the mental
health issues with which they struggle to
their attempts to cope with core traumatic
issues such as those described above. In
describing their daily life, the women
commonly mentioned mental health states
such as depression (including longstanding
postpartum depression), anxiety
(including overwhelming panic attacks).
insomnia,

anger, debilitating  sadness,
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grief, despair, loneliness, agoraphobia and
claustrophobia. Two thirds of the women
interviewed ~ described their ongoing
struggles with addictions. While they
acknowledged that their use of alcohol and
other drugs contributed to many of their
daily life challenges, they also recognized
their substance use as a way to deal with
pain and trauma. Women spoke about
the shame they felt about some of their
behaviour that contributed to the loss of
their children to Child Protection Services
or to criminal charges and eviction from
public and private market housing. They
also spoke about how difficult it is to follow
through on the treatment or court-ordered
conditions that are part of what is expected
of them in order to regain custody of their
children or avoid other legal consequences
when they struggle daily with significant
mental health challenges.

Lack of trauma-informed services -
Several women commented that they would
like to have had access to trauma-informed
counseling services that recognized the
role of experiences such as those described
above, as well as the impact of dislocation
from their families and communities in
creating their mental health challenges.
They felt that this option would have been
a very helpful addition to their treatment
programs, and might well have been more
effective than the medication that they had
been prescribed, which they felt sometimes
just masked their suffering.
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2. Poverty and social exclusion

The second theme, or vicious cycle, about which the
women interviewed spoke in considerable detail is their
experience of poverty and social exclusion. As shown in
Figure 3, there are a number of factors that often conspired
to keep them locked into their current circumstances.

a. Inadequate income - Poverty can be the
outcome of some type of catastrophic life
changing event, such as illness, an accident,
the death of a loved one, a divorce or
separation, fleeing an abusive partner or
the loss of a job. Such circumstances often
precipitate a downward spiral and domino
effect that erodes any resources you may
have had — a home, a car, furniture or
pets. Once these resources are lost, they are
very difficult to regain when you are just
scraping by from hand to mouth.

b. Physical health issues and FASD - Chronic
diseases and pain and lack of access to timely
and effective health care have a big impact
on the capacity of homeless women to be
integrated into the society around them; that
is, to be employed, to participate in social
and recreational activities and to maintain
a network of friends. Some women also
report suffering from fetal alcohol spectrum
disorder (FASD), which further exacerbates
the challenge of participating in society.

c. Racism, discrimination, stigmatization
and marginalization - Many of the women
interviewed spoke about their feelings
of being viewed as second-class citizens.
First Nations and immigrant women
expetienced the double forces of sexism
and racism. Being homeless and having
a mental health challenge worsen these
feelings of marginalizadon. Low levels of
literacy and education are another reason

why women feel marginalized.
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3. An inability to find and
maintain housing

A safe and stable home is a precondition for breaking
the cycle of poverty and despair. It is very challenging
to find and maintain employment without both an
address and a home base at which to rest and keep
yourself and your clothing clean. Being homeless is
such a cause of stress that if you didn’t have mental
health challenges before losing your home, you
certainly have them as a result of not knowing where
you can be safe and get out of the cold, where you
can have some privacy and your things will be not be
stolen. Yet, finding and maintaining housing remains
beyond the reach of many. Some of the reasons for this
are shown in Figure 3 and the description below.

Almost all communities in the North have an
absolute shortage of housing, especially housing that
is affordable, safe, in reasonable repair and free of
mould. Unless a woman is currently fleeing an abusive
relationship and is therefore eligible for shelter services,
there is really no place for her to go that will provide the
type of intensive support she requires to stabilize her
life and deal with her mental health issues. Although
couch surfing is a common practice, it often places
women at significant risk of sexual exploitation and
physical abuse. Many of the women interviewed lost
their housing because of rental arrears or were unable
to secure housing because of their lack of capacity to
pay a damage deposit. Once a woman has been evicted
and lost her damage deposit, she is not only responsible
for repaying arrears but may also not be eligible for a
second damage deposit from Income Support.

Unless a woman is currently

fleeing an abusive relationship

and is therefore eligible for shelter
services, there is really no place for
her to go that will provide the type
of intensive support she requires to
stabilize her life and deal with her
mental health issues.
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4. Ineffective services

The barriers depicted in Figure 3 related to access to
relevant and timely services as reported by northern
homeless women were also echoed by services
providers in interviews about their own observations:
long waiting lists and restrictions on which services
can be accessed; lack of outreach, after-hours and
follow-up services; lack of culturally safe services and
those that are offered in the first language of the user;
services that address symptoms rather than underlying
causes; lack of services that operate in a trauma-
informed manner (i.e. recognizing and operating from
an awareness of the adaptations people with trauma
histories make to cope; being strengths based rather
than deficit oriented; creating a safe, welcoming, non-
judgmental environments with low-access thresholds;
and offering choice rather than asking women to
comply with numerous bureaucratic procedures);
fragmented services that force women to juggle many
service points in order to meet their needs; service
provider attitudes that stigmatize and punish rather
than support and empower; and the lack of capacity
to respond to needs rather than to follow standardized,

unresponsive policies and procedures.
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FIGURE 3 7)e vicious cycles underlying women’s homelessness in the North
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The four “vicious cycles” that conspire to trap women in
homelessness and poor mental health can be visualized as a
complex, interacting dynamic as pictured in Figure 3 (above).
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D. Scanning contextual policies and strategies
which have previously been enacted

Another focus for stimulating dialogue and system shift through the CoP process was

One key common
issue was the need
for integration and
collaboration among
various health and
social care services

the compilation of a program and policy scan for each territory. The purpose of this step
was to situate service and system shift in a shared understanding of existing instruments
that have been created, largely by government, to address the many issues that are part of
the tangled web of women’s homelessness, mental health and addictions. A collaborative
review of existing policies and service options provides insights related to opportunities

for leveraging existing political will and policy directives for more effective service .
to offer a continuum

of culturally relevant
services and supports.

outcomes. This work was also seen as an important step for creating synergy rather

than having service providers feel that they are going over the information and creating

similar frameworks and work plans again and again without seeing any real change.

Members of the CoP discussed key strategies, plans
and reports linked to the study’s topics such as overall
health and social care status reports and strategies
(e.g. Tamapta: Building Our Future Together — The
Government of Nunavuts Action Plan 2009 — 2013
(The Government of Nunavut, 2009)); mental health
and addictions plans (e.g. Alianait Inuit Mental
Wellness: Action Plan (Alianait Inuit-specific Mental
Wellness Task Group, 2007)); anti poverty strategies
(e.g. Building on the Strengths of Northerners: A Strategic
Framework toward the Elimination of Poverty in the
NWT (Green et al, 2013); The Makimaniq Plan: A
Shared Approach to Poverty Reduction (Poverty Summit,
2011)); reports on frameworks and strategies to
address homelessness and housing (e.g. A Home For
Everyone: A Housing Action Plan For Whitehorse (Yukon
Anti-Poverty Coalition, 2011); Iglulinqatigiilanqta:
“Lets Build a Home Together” (Nunavut Housing
2012));
programs, assets, and needs (e.g. Whar We Have: Our
Community Assets (Sustainable Igaluit, 2012)). These
reports and strategies identified social determinants of

Corporation, reports on community

health, emphasized the importance of collaboration,
acknowledged cultural values and identified guiding
principles and priorities. The findings, principles and
priorities identified in these policy documents aligned
with many of the perspectives and recommendations
of the service providers, service users and CoP

members involved in this project. One key common

issue was the need for integration and collaboration
among various health and social care services to offer a
continuum of culturally relevant services and supports.
Such a continuum of supports would include
prevention, intervention, treatment and after care
programs and services for women experiencing mental
illness, addiction and housing insecurity; link mental
health and housing services with Aboriginal and
Inuit specific economic empowerment programs; and
involve culturally competent providers in delivering
Inuit-specific approaches. A second common theme
was the lack of safe and affordable housing for women
and children and the need to link housing supports
with supports related to violence and trauma and
community wellness programs. A third common
theme was the need for a variety of approaches
for homeless and at-risk women, including: crisis/
emergency shelters that can also accommodate
children, various levels of subsidized/low income
housing options, housing services for individuals with
mental illness, transition housing and support services
for shelter clients and housing and poverty reduction
strategies that are inclusive of women. Finally the
need to address the impact of trauma from residential
schooling and cultural dislocation and historical and
ongoing colonialism was a common theme. These
common themes with previous work affirmed the
thinking of the CoP members and allowed the
community to see how their discussions connected
and extended the earlier work.
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E. Identifying and piloting
a collaborative project

The Repairing the Holes in the Net research project
offered each of the territorial CoPs a small grant to
stimulate the implementation of a collaborative project
that participants felt could prompt a significant system
shift. This step was built into the research process on
the premise that a visible ‘quick win’ would consolidate
commitment to system shift and would provide a hands-
on experience in collaborative work for government and

voluntary sector agencies.

The CoPs in both Nunavut and the Northwest Territories
chose to sponsor the facilitation of a learning experience
and the production of supportive tools related to a more
comprehensive adoption of trauma-informed practice
approaches within the entire service system for homeless
women. As noted in the section below about the impact
of the CoP, this small project had a notable impact.
Because the individuals who participated in the CoP
already had a strong commitment to this system change,
they were able to influence their departments/agencies to
participate actively and they were able to play prominent
roles in the learning event itself. And, since the members
of the CoP represented virtually the entire net of services
for homeless women, learning could influence not only
individual agencies but also the entire system.

The Yukon chose to introduce a new service for homeless
women that met a clearly defined need — an after-hours,
child-friendly, gender-specific, low threshold and open-
ended meeting point for vulnerable women where they
could share nutritious food, access daily living supports
such as shower and laundry facilities, use computers for
their personal or job search needs, speak with a counsellor
one-on-one if desired and find refuge from the chaos of
their living situations. Since the small grant provided by
Repairing the Holes in the Net would not cover the cost of
personnel, food and other materials and a meeting space,
the project was designed to operate by having existing
services share a common access point for some of their own
outreach activities. Although this project has struggled to
be sustainable, it is still operational more than a year later.
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Assessing the Impact of the CoPs

As the Repairing the Holes in the Net project was nearing
completion, the CoP participants in each territory were
asked to share their observations about their experiences

with the process and what they felt was achieved.

Relational system change

The term relational systems change was coined by the
Institute for Health and Recovery in Massachusetts as
they facilitated systems change to support the delivery of
integrated and trauma-informed services for women with
substance use, mental health problems and histories of
trauma and violence (Markoffet al, 2005). They found
that a collaborative, inclusive and facilitated change process
can effect services integration within agencies as well as
strengthen integration within a regional network of agencies.

Likewise in the Repairing the Holes in the Net project,
participants appreciated the involvement of colleagues
from sectors such as addictions, mental health, housing,
social services, shelters, justice, primary health and law
enforcement, and especially the input from service
providers and managers who do not usually come to
inter-agency meetings. As those who attended CoP
sessions learned more about each other — what they
are trying to accomplish and the strategies and work
plans they are using, the challenges they face and
their accomplishments — it became much easier to
understand why certain service gaps exist, as well as
to see possible connections for supporting each other
more. So much of what happens in the day-to-day
work of ensuring that services better meet the needs of
vulnerable women depends on informal collaboration
between agencies and this is much more likely to
occur if a service provider in one agency has a collegial

relationship with a provider in another.

The CoP reinforced the aspiration that many service
providers already had to shift the tendency to function
in silos to a more relational and collaborative approach.
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The CoP helped participants feel that they were part of
a larger, supportive net of service providers and to reflect
on ways that this culture of openness could penetrate
their own agencies more deeply. Part of this evolving
culture was the development among CoP participants
of a common, respectful and inclusive language to share
experiences, insights and suggestions for moving forward.

Pragmatic learning

The voluntary sector appreciated learning
techniques for creating collaborative
processes that would allow it to contribute
its experiences and perspectives in their
CoP
participants also commented on the value

interactions  with ~ government.
they gained from the literature review and
best practice insights. They appreciated
the emphasis on reflective practice and felt
more personally engaged and fresh in cheir
jobs as well as more effective in their policy
development and service provision work. Participants fele
that the cross-fertilization between the three northern
territories was especially useful and encouraging.

The academic literature and best practice review as
well as the data generated from interviews with service
users and providers was cited as being very helpful for
feeding into agency planning and resource allocation
processes. Participants saw it as helpful as information

to bring to future policy and planning processes.

Action

Participation in the CoP itself was a form of action, as it
became a space to share struggles and also to feel some
hope that collaboration could bring some positive
changes. It is easy for non-government and government
service providers to get discouraged in the face of so
lictle progress on the determinants of homelessness
such as poverty, access to trauma-informed mental
health and addiction services, societal indifference or
animosity and punitive social policy. The multi-agency,
multi-sectoral discussions, building of relationships
and small collaborations were identified forms of action.

SYSTEMS PLANNING FOR TARGETED GROUPS

Shelter and other voluntary sector services need strong
partnerships with governmental child protection and
income support services for the net result to be better
outcomes for homeless/at-risk women with mental
health challenges. The CoP discussions on topics such
as barriers related to paying prior damage deposits
and employment while in shelters became important
as small policy changes identified that could make a
difference in women’s and children’s lives, and as places

to start in policy advocacy.

The CoP reinforced
the aspiration that
many service providers
already had to shift
the tendency to
function in silos to
a more relational
and collaborative
approach.

The CoP participants were especially
enthusiastic about the small service
improvement  project  that  they
undertook because research and other
kinds of inter-agency work too often
result only in production of reports.
In ecach location, adopting trauma-
informed practice was cited as having
significant potential for shifting service
provision, and also created an avenue for collaborative
work outside the CoP meetings. In Yellowknife, CoP
participants from the Salvation Army and the YWCA
went on to make tangible service provision changes
based on learning about trauma-informed practice.
These organizations went on to present their work
to a large forum on trauma-informed approaches
sponsored by the NWT government to inform change

in practice by the health system in that territory.

Interestingly, in keeping with a relational system change
model, the CoP participants saw the work to inform
cach other as central to understanding the benefit of
the research project and the CoPs approach. The core
principles of safety, trustworthiness and collaboration
that form the foundation of trauma-informed practice
were seen to have application to CoP members’ practice
with each other, not only to the women they serve. CoP
members claimed that they have now become much
more aware about the impact of the way that they
interact not only with clients, but also with their co-
workers and colleagues in other agencies.

169



CONCLUSION
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The Repairing the Holes in the Net project was designed to fill a glaring gap in

evidence that could support a shift in the policy and service environment impacting

the wellbeing of northern homeless women. The study built on a previous research

project undertaken related to the needs and realities of homeless and vulnerable
women in Canada’s North. You Just Blink and it Can Happen (Bopp et al., 2007)

focused on teasing out the determinants of women’s homelessness North of 60 and

the impact of homelessness on their physical, mental, emotional and spiritual well-

being. It also explored the service and policy environment that either mitigated or

contributed to this distressing social issue and provided recommendations for greatly

reducing the incidence and impacts of homelessness on women and their children.

The Repairing the Holes in the Net project built on the
previous research by focusing on the services accessed
by northern women who were homeless and had
mental health concerns, and the potential for service
enhancement and improvement. The study connected
local service providers and policy developers in three
northern cities with southern researchers to discuss,
envision and enact change to improve the lives of
homeless women with mental health concerns. The
project used a CoP methodology for stimulating
system change. In doing so, it brought together, over
a two-year period, key decision and policy makers and
service providers in a highly participatory process that
encouraged them to form deeper relationships built on
learning, critical reflection and action processes. The
dialogue within the CoP was informed by new research
data related to the experiences of homeless women in
accessing the net of services aimed at supporting them,
and of service providers in working within that net,
as well as academic and effective practice literature
from elsewhere. The joint research work of the CoP
in creating a service map and a policy and program
scan was another source of evidence. CoP participants
also learned through the collaborative implementation
of a small service improvement project. In this way,
research dissemination occurred throughout the
project in participatory, action-oriented ways.

Although a CoP may offer an approach unfamiliar to
many policy makers and direct service providers, the
Repairing the Holes in the Net project demonstrated
that this way of conducting research can be highly
effective in stimulating systems shift by deepening
relationships among the many individuals and
agencies that shape the service system such that they
are able to work together more effectively based on
a ground of mutual trust and understanding. CoPs
also have the potential to create a stronger knowledge
base within the system about the needs, aspirations
and experiences of homeless women and the efforts
of service providers to make a difference within the
parameters of their mandates, jurisdictions and
resources. Stronger shared conceptual frameworks and
vocabulary are created in CoPs for describing issues,
effective practice models and current efforts. CoPs
can also offer a shared experience of making a small
systems shift through collaborative work.

Although a CoP may offer an
approach unfamiliar to many
policy makers and direct service
providers, the Repairing the Holes
in the Net project demonstrated
that this way of conducting
research can be highly effective
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VIGNETTE:
NORTHERN HOUSING NETWORKS:
COLLABORATIVE EFFORTS TO DEVELOP

INNOVATIVE HOUSING PROGRAMS FOR
HIGH-NEEDS INDIGENOUS WOMEN IN
NORTHERN, REMOTE COMMUNITIES

Jeannette WAEGEMAKERS SCHIFF & Rebecca SCHIFF

Canada’s northern and remote regions experience unique challenges related to housing
and homelessness. There is a need to understand and develop strategies to address
housing-related concerns in the North. The diversity of communities across the North
demands the tailoring of specific local-level responses to meet diverse needs (Macgill,
2011; Schiff, 2013; Schiff and Brunger, 2015). Over the past decade, local networks
have emerged as a powerful method for governance and development of localized
responses to addressing homelessness across Canada and North America. Despite this,
there is a paucity of research examining challenges and effective approaches utilized
by these local networks or their potential applicability for building housing security
in rural, remote and northern communities. The experiences of a unique Northern
Canadian housing and homelessness network point to strategies that can lead to
successful collaborative approaches aimed at implementing programs to address

homelessness in northern and remote communities.

Most of the housing initiatives that have been
established throughout Canada have emerged as a
result of efforts of local community advisory boards
(CABs) which were established by the Homeless
Partnering Strategy (HPS) in 61 designated cities. This
case study examines the efforts of a rural and remote

community in Labrador which was not one of the
HPS-designated sites; however, this community used
the support of an HPS-designated CAB from the
provincial capital, as well as its local partnerships, to
foster and evolve a non-designated CAB and develop a

significant and innovative housing program.



COMMUNITY CONTEXT
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Happy Valley-Goose Bay (HVGB) is a remote town of 7550 residents located in

central Labrador. It serves as the administrative centre for the region. HVGB is

the only community linked to all communities in Labrador by sea, air or road and,

as such, is a hub for those travelling within Labrador and between Labrador and

Canada’s major urban centres. It is the primary location for offices of the provincial

government, Nunatsiavut government, NunatuKavut Community Council and

the Labrador-Grenfell Health Regional Authority. The remoteness of the town is

emphasized by its location: 500 km by road from any other town its size and 1200

air miles from the provincial capital.

Inuit and many Inuit-descendent communities along
Labrador’s Atlantic Coast, as well as the Innu First
Nation communities of Sheshatshiu and Natuashish,
rely on HVGB for essential services. Many residents
face significant economic challenges significant
economic challenges. In 2011, 38% of the HVGB
population reported incomes below the Canadian
average (Statistics Canada, 2011). These economic
issues are coupled with an acknowledged housing
shortage and attendant problems of homelessness in
the community (Lee, Budgell & Skinner, 2007; Schiff,
Connors, & O’Brien, 2012). Because of its isolation,
the town needs to rely on individuals in key service
positions to mobilize community responses to local

problems and perceived needs.

As with many rural and remote communities which
lack resources (Christensen, 2012; Waegemakers
Schiff & Turner, 2014), social housing and a rising
homeless population had become a critical problem in
HVGB by 2007 when it responded to an opportunity

for Homeless Partnering Strategy (HPS) funding.
That funding supported the creation of a task force to
examine problems of homelessness in the community.
This task force strategically included main service
providers and key municipal leaders, and led to
the creation of both a Community Advisory Board
on Housing and Homelessness (HVGB CAB) and
a Community Plan for Addressing Homelessness
and Transitional Housing (Community Plan) (Lee,
Budgell, & Skinner, 2007). One outcome of this
plan was the recognition that the town lacked a
shelter system and a treatment system that could be
accessed by those needing stabilization prior to long-
term/permanent housing. Included was a statement
recognizing housing first as a key philosophy in terms
of providing immediate housing without conditions of
sobriety or treatment compliance. The overwhelming
need for housing by by indigenous residents who
represent at least 53% of the population (Statistics
Canada, 2011) was also an important factor driving
the development of this plan.
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COLLABORATIVE COMMUNITY
SUPPORT: THE HVGB CAB AND
HOUSING FOR INDIGENOUS

WOMEN WITH COMPLEX NEEDS

The development of a successful housing program for high-needs Indigenous
(primarily Inuit) women in Happy Valley-Goose Bay owes its nascence to the fledgling
HVGB CAB and the development of the Community Plan (Lee et al., 2007). In
that formative document, one of the first priority actions was to use a housing first
approach to provide housing for high-needs and vulnerable people. In the community
plan, the top priority was identified as the need for “using a ‘housing-first’ approach
to develop accessible individual housing units for people with multiple and complex
needs. Adopting flexible, intensive community supports and service coordination for

consumers will be a necessary component of this approach” (Lee et al., 2007, p. 1).

With the impetus of the newly developed Community Plan, the HVGB CAB and a
newly appointed housing support worker were able to provide instrumental support
to the Mokami Status of Women Council to develop a proposal for an innovative
housing program. The focus of the housing program would be responding to the
priorities identified in the Community Plan with a particular focus on support for
high-needs women who were homeless and in need of long-term stable housing.

The Mokami Status of Women Council (MSWC) was uniquely and appropriately
positioned to enter into a working alliance with the CAB to develop critically needed
housing for high-needs homeless Indigenous women. The MSWC opened as a
support services and drop-in centre for women in the town of HVGB in 1979. The
CAB encouragement of MSWC as the lead agency to develop a housing program
grew from a long-standing presence that the organization had within the community
and its well-developed reputation for providing drop-in and support services to the
local community. However, MSWC lacked the organizational experience in housing
programming to develop the application on its own. Thus, the housing support
worker and the CAB became critical supporters in the planning and preparation of the
proposal to the Newfoundland and Labrador Housing Corporation and the Canada

Mortgage and Housing Corporation, which both became key funders of the project.

Thus the development of both the physical plant and its operational structure was
fueled by local support and input that emerged from the CAB and its leaders.

The project focused on the construction of a new facility which would house the
main offices and programming of the MSWC (the Women’s Centre), as well as eight
apartments. As with many initiatives in rural communities, the CAB and MSWC used
in-kind contributions from community businesses to help complete construction and
furnish the eight units in a cost-effective fashion without incurring significant extra
financial burdens. The partnerships that led to the formation of the MSWC housing
project allowed key members of the CAB, who were also local service providers, to

identify and refer the original group of women who would be housed in the apartments.
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IMPLEMENTATION CHALLENGES

At the dme of its inception, there were no program models for housing high-needs
Indigenous women that the program leaders could access to help develop housing
guidelines, tenant expectations and staff training. There are only a handful of housing
programs for Indigenous women (less for Inuit women) outside of domestic violence
shelters in major cities, and none consisted of purpose-built apartments that would
include round-the-clock support staffing. While it is widely acknowledged that housing
programs for Indigenous people need to have a cultural context and be informed by
the historical issues that continue to challenge them, (Schiff, 2010) program models
are not available. This includes a lack of staff training models on the roles and functions
of women in Indigenous and specifically Inuit society, culturally appropriate activities,
trauma-informed care and the issues of abstinence versus harm reduction approaches

to substance abuse.

Thus the organization had few resources to guide its formative stages. This lack of
resources was complicated by a strong vision within the Newfoundland and Labrador
Housing Corporation (NLHC) that the program should operate according to
“housing first” principles. However, these guidelines were not well defined by NLHC
and largely reflected the experiences of people who have co-occurring mental illnesses
and addictions in large urban settings (Schiff & Schiff, 2013). Thus, they were not
sensitive to the unique needs of Indigenous women in northern, remote communities.
This created confusion and tensions about specific program design components,
including questions as to whether alcohol and drug use should be permitted on site

and what circumstances could lead to loss of housing.

An additional major challenge was the lack of staff who were trained and experienced
in housing programs. This necessitated the development of a staff recruitment and
training initiative. The training and recruitment strategies focused on local resources
for recruitment and the use of experienced trainers from Newfoundland and other
areas to provide preparation for working with high-needs women in a housing context.
The staffing model included purposeful hiring of women with an Indigenous heritage
as well as those who had lived experiences with addictions and homelessness. This
staffing approach provided an added peer component that proved to be instrumental
in engaging the residents in the program.

1. This was a one time program, designed through a partnership between Memorial University of Newfoundland, the Labrador

Institute of Memorial University, and Nunatsiavut Government.
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Serendipitously, the School of Social Work at
Memorial University of Newfoundland had completed
an initiative to provide Bachelor of Social Work (BSW)
training to Inuit women in Labrador, the year prior
to the opening of the MSWC housing program.! The
lead support persons for the BSW students, two Inuit
women who had deep connections in the town and
coastal communities, were recruited as the program
manager and lead social worker. This team was able
to provide the instrumental support that staff needed
as they began to gain experience in working with
deeply troubled and marginalized women. These two
leaders were also able to draw on experiences in team
and community building to implement a vision of an
intentional community within the staffing component
as well as within the housing program. Integral to this
intentional community in the housing program is a
strong presence of traditional culture and values that
provided a new sense of identity and belonging for
residents. This has resulted in considerable stability in
retention of housing for residents who have historically
been viewed as the hardest to house.

The results of all of these program development
efforts was a unique residential program that serves
Inuit women who seek to escape a life of addictions,
homelessness, and family violence, learn new
independent living skills, and create social relationships
and a sense of community among themselves that
will act as resiliency factors as they move on to more
independent living. Its work has the potential to
contribute to new understandings about the delivery
of culturally relevant housing programs for indigenous
women in remote communities. As a new program,
it should be carefully evaluated for lessons learned
and for important issues that continue to emerge as

women move to more independent living.
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Lessons Learned

What lessons in systems-level responses to homelessness
can be learned from this local initiative that resulted in
the establishment of an innovative housing program
for high-needs Indigenous women? Two elements in
particular emerge: utilising social capital to mobilise
action around important issues and the importance of
network and program leadership.

Social Capital

One that facilitated the

development of this program was the degree to which

important  dynamic
social capital was used to develop an engaged network
in this community, as social capital is an essential
component of addressing issues of public concern in
rural communities (Wiesinger, 2007). The community
of HVGB has historically assembled its collective
interests to address issues of local concern, whether it
is the misfortune of a house fire that devastates a local
family or broader issues of access to needed services.
The very visible problem of homelessness and lack of
social housing galvanized the community to create an
active network that could address these issues. The
technical assistance of the NLHC was used to leverage
the local willpower to create a CAB in the community
and to develop timely and responsive plans to address

homelessness in the community.
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Skilled Leadership

Local leadership, which is an essential component of any successful rural initiative (Avant
& Copeland, 2013), by both committed members of the CAB and the dedication of
a housing support worker in a new position to serve this role, provided the impetus to
develop the program. There was an element of good fortune in the availability of qualified
leadership in the program. Small, remote communities often face challenges recruiting
and retaining qualified personnel, especially from within the community itself. The
program was fortunate to have been able to recruit women from the community who
were qualified and capable of providing sound leadership and management.

The rewards to the local community in mobilising to address homelessness issues and
develop a unique, culturally relevant program were multifold. The CAB was able to
provide tangible evidence that the community was willing to take action and the
newly developed program provided visible evidence of the town’s willingness and
ability to implement a much needed housing program.
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CREATING A COMMUNITY STRATEGY TO END
YOUTH HOMELESSNESS IN EDMONTON

Giri PULIGANDLA, Naomi GORDON
& Robin WAY

INTRODUCTION

Youth homelessness is a pressing problem that
impacts communities at great human and financial
cost. Without adequate and individualized supports,
vulnerable youth will continue to cycle through
systems, emergency services and the street, increasing
their likelihood of exposure to exploitation and further
marginalization (Gaetz, 2011). Research suggests that
effective youth strategies must respond to the specific
needs of youth and the underlying causes of youth
homelessness, which are distinctly unique from those
that define adult homelessness and, as such, require
youth-tailored responses (Gaetz, 2014; Gaetz, O’Grady,
Buccieri, Karabanow & Marsolais, 2013). Further,
system disconnects play a major role in contributing to
youth homelessness, including barriers to successfully
transitioning from youth to adult supports, challenges
within the child welfare system, inadequate discharge
planning from systems, challenges to accessing/
receiving continuous support around mental health
and addictions, the need to adopt harm reduction

principles in program/service planning and the need for
relationship-based and youth-guided approaches (Felix-
Mah, Adair, Abells & Hanson, 2014).

In 2014, Homeward Trust began the process of
developing the Community Strategy to End Youth
Homelessness in Edmonton (Youth Strategy). As a guiding
document, it aligns with and draws upon the work of
provincial, municipal and community plans, particularly
the Government of Albertas Supporting Healthy and
Successful Transitions to Adulthood: A Plan to Prevent and
Reduce Youth Homelessness, released in 2015. Edmonton’s
Youth Strategy aims to foster innovation and ways forward
for strategic cross-systems and integrated planning with
community stakeholders, especially the youth themselves.
Ultimately, the intent is to achieve the goal of ensuring
youth have access to safe, secure, stable housing; long-
term connections to supports; improved social, physical
and emotional well-being; and access to and successful

outcomes in education and employment.
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Edmonton’s Youth Strategy serves as a roadmap toward developing a clear Housing

First-based agenda for youth. Modeled upon Gaetzs (2014) strategic framework?,

it lays out recommendations within three broad strategic areas: enhance systems

integration, prioritize prevention and sustainability and identify clear strategies for

housing and support options.

FIGURE 1 Recommendations Under Each Strategy Area

STRATEGY ONE:

Integrated System of Care

1.1 Coordination of activities
of youth-serving
agencies and systems
partners

1.2 Establish collective
principles and values

1.3 Establish a coordinated
access and assessment
strategy

1.4 Coordinated research,
data collection,
information sharing and
evaluation

Prevention & Sustainability

2.1

2.2

2.3

2.4

STRATEGY TWO:

Education on pathways
into homelessness

and mental health and
addictions

Youth engagement and
resiliency strategies

Education and awareness
campaigns

Promotion of family
reunification and supports

2.5 Youth employment and

2.6

2.7

2.8

2.9

education programming

Effective supports for
youth aging out of
government care

Zero discharge into
homelessness

Aboriginal cultural safety
approaches

Cultural competence
& connections for
immigrants & newcomers

3.1

3.2

3.3

34
85

3.6

3.7

3.8

3.9

STRATEGY THREE:
Housing & Supports

Re-envisioning emergency
services

Increase the amount of
housing options available

Availability of affordable
housing

Housing First for youth

Continuous support service
and case management

Develop and maintain
relationship-based
approaches to supporting
youth

Maintain outreach services
to connect youth with
supports and housing

Appropriate/adequate
services and supports for
youth in high-risk situations

Enhance services/supports
for diverse subpopulations

Gaetz' (2014) proposed framework, which assists communities in their efforts to strategically address youth homelessness, is built
upon five core components: develop a plan, create an integrated systems response, facilitate strategic stakeholder engagement,

adopt a positive youth development approach and incorporate evidence-based practices.
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ABOUT HOMEWARD TRUST

Edmonton is a city with strong traditions in planning and collaboration around issues
of affordable housing and homelessness, of which Homeward Trust has been an active
participant in both its current form and through the work of its predecessor organizations
(the Edmonton Joint Planning Committee on Housing and the Edmonton Housing
Trust Fund) which merged in 2007. Moreover, the organization was created with a unique
structure that ingrains acknowledgement of the disproportionate impact of homelessness
on Aboriginal peoples in the city: four of nine board members are selected through an
Aboriginal nominating committee with representation from First Nations, Metis and
other Aboriginal government and community stakeholders. This proportion reflects the
fact that nearly 50% of the homeless population enumerated in Edmonton identifies as
Aboriginal (Homeward Trust, 2013; Homeward Trust, 2014). From governance through
to administration, Homeward Trust — in structure and in action — embodies a community-
based mechanism for attaining the goal of ending homelessness in Edmonton.

Homeward Trust fulfills the role of funder, coordinator and systems planner by leading
initiatives and programs that fulfill the mandates of provincial?, municipal® and
community plans®. In the role of funder, Homeward Trust administers funds on behalf
of the three orders of government to support programs, projects and capital investments
that are designed to help people find permanent housing and build better lives. As a
coordinating organization, Homeward Trust supports local adoption of evidence-
based practices, programs and services that help individuals/families find housing and
supports that enable them to maintain stability. Homeward Trust manages the Housing
First program, which has seen over 5,000 people housed through multiple community-
based agencies since the program’s inception in 2009 with funding that followed the
Government of Alberta’s release of A Plan for Alberta: Ending Homelessness in 10 Years.
In the role of system planner, Homeward Trust brings together stakeholders to change
how systems interact with each other and the people the community serves. Within this
sphere, Homeward Trust has worked with community partners on multi-stakeholder
system planning initiatives addressing homeless pregnant girls with sexually transmitted
illnesses, housing and supporting heavy users of police services, engaging homeless people
living in parkland areas, reconstructing addiction recovery pathways for homeless people,
coordinating a winter warming and emergency response program, moving homeless
families from emergency accommodation in hotels to homes and co-creating discharge
planning protocols for release from hospital, among numerous others. This expertise in
systems and community planning was a key reason why Homeward Trust has played a
leadership role in taking action on youth homelessness, including the development of the
Youth Strategy and formation of the Youth Systems Committee.

In the role of funder,
Homeward Trust
administers funds on
behalf of the three
orders of government
to support programs,
projects and capital
investments that are
designed to help people
find permanent housing
and build better lives.

2. The province of Alberta has developed effective responses to homelessness through legislation of the Social Policy Framework and
Children First, through the implementation of A Plan for Alberta: Ending Homelessness in 10 Years, and the provincial youth plan:
Supporting Healthy and Successful Transitions to Adulthood: A Plan to Prevent and Reduce Youth Homelessness.

At the municipal level, homelessness responses are guided by A Place to Call Home: Edmonton’s 10 Year Plan to End Homelessness.

4. At the community level, responses are guided by Edmonton’s Community Plan on Housing and Supports: 2011-2015.
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HOMELESSNESS IN
EDMONTON

Local contextual factors that influence the realities of homelessness include the
major role Edmonton plays in the provincial and national economy: according
to City of Edmonton Chief Economist John Rose, Alberta accounted for 80% of
new jobs in Canada between 2013 and 2014, with approximately half of them
created in the Edmonton region (“Edmonton Generated 40 Per Cent,” 2014). This
has resulted in high rates of in-migration given the upward trend of employment
growth linked to the oil and gas sector. Overall net migration to Alberta remains
higher than any other province, though Alberta has experienced a 21% decrease
from 2013 (Alberta Ministry of Innovation and Advanced Education, 2014).
In Edmonton, there has been a seven percent increase in population growth
(approximately 60,000 in-migrants) over the ast two years (City of Edmonton,
2014). Between 2013 and 2014, the vacancy rate in the province remained low,
around 1.8%, with Edmonton’s vacancy rate sitting at 1.4% and an increase of six
percent for average rental rates in the city over the same time period (Canadian
Mortgage and Housing Corporation, 2014). Although the time series is too short
to make definitive conclusions, there appears to be a strong link between the
change in rent and the number of homeless individuals counted in the city during
Homeward Trust’s biennial homeless counts (Homeward Trust, 2014).

Edmonton’s population has a median age of 36, four years below the national average,
making it the youngest of Canada’s major cities (Edmonton Community Foundation,
2014). Census data from 2011 show that 40% of the population is below the age of
30, with half of this group between the ages of 18 and 29 (Statistics Canada, 2013).
This proportion mirrors findings from the October 2014 homeless count, with 20%
of homeless people counted falling within the 18-30 age range (Homeward Trust,
2014). In the 2014 homeless count, 549 children and youth (under the age of 25)
were without permanent stable housing (Homeward Trust, 2014). Of this number,
240 were independent youth between the ages of 13 and 24. In terms of demographics,
similarly as in 2012, there remained an over representation of Aboriginal youth
(55%) and a larger percentage overall of homeless male youth (57%). The homeless
count survey did not include a question around LGBTQ2S identity and therefore
the percentage of LGBTQ2S youth experiencing homelessness in Edmonton remains
unknown despite growing anecdotal evidence of unmet needs for this subpopulation
expressed by community and system stakeholders alike.

Overall net migration
to Alberta remains
higher than any other
province, though
Alberta has experienced
a 21% decrease from
2013 (Alberta Ministry
of Innovation and
Advanced Education,
2014). In Edmonton,
there has been a seven
percent increase in
population growth
(approximately 60,000
in-migrants) over the
past two years (City of
Edmonton, 2014).
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Data is also collected twice per year in October and
April at the Homeless Connect events that provide
free services to people experiencing homelessness
or at risk of becoming homeless. Coordinated by
Homeward Trust and hosted by the Edmonton Shaw
Conference Centre, Homeless Connect has occurred
every year for the past seven years. Approximately
1,500 participants who were homeless or at risk of
homelessness attended each event in the past few
years, receiving generally inaccessible services such as
haircuts, eye check-ups and glasses,
dental work, family portraits, legal
assistance and others offered by
community-minded businesses and
organizations. Guests provide data
as part of the registration process,
which incorporates a survey with
questions that align with those used
in Edmonton’s homeless count. Of
the 101 youth who attended the
October 2014 Homeless Connect,
64% were Aboriginal, 93% were
born in Canada, 49.5% were female, 59.4% had
no permanent residence and 56.7% reported being
homeless more than once in their life. Among
Homeless Connect youth participants who indicated
that they did not have a permanent residence (n=56),
they had experienced on average almost two years of
homelessness and two episodes of homelessness in
the past three years. The average age at which these
youth became homeless was just over 17. Most of
these youth used shelters; however, one in four youth

couch surfed and another 14% slept rough. Over

Among Homeless Connect
youth participants who
indicated that they did
not have a permanent
residence (n=56), they

had experienced on
average almost two years
of homelessness and two
episodes of homelessness
in the past three years.
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half were renting prior to becoming homeless; 25%
lived with family or friends and 14% were in foster
care or a group home. Over 60% had completed
some secondary education but 55% could not find
employment and were actively seeking it.

In April 2014, Edmonton’s youth sector and agencies
implementing the Homeward Trust-funded Winter
Emergency Response Program began raising concerns
that homeless youth who are high risk and have complex
needs are encountering serious gaps at
the systems level and misconnections
at the community level and, in the
end, are accessing programs and
services not equipped to address their
specific needs and conditions. The
most immediate concerns were the
barriers to accessing mental health
and addictions supports, lack of
information sharing between systems
and homeless serving agencies,

insufficient safe spaces for youth to
access services to assist with basic needs and lack of
appropriate housing options for youth. It was clear that
while great work was being done across the youth serving
sector, there was still a need for enhanced coordination
and integration amongst providers. Given Homeward
Trust’s role as systems planner, the organization began
engaging Edmonton’s youth homelessness sector and
systems stakeholders to exchange information, identify
gaps and recommend areas to focus resources and
planning to address the immediate and long-term
needs of homeless youth.
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DEVELOPING THE STRATEGY:
LITERATURE REVIEW

Given the urgency to ensure that the most vulnerable youth can access services and be
guided along clear pathways to permanent housing and support options, Homeward
Trust began by exploring how other communities were approaching youth homelessness.
A literature review was conducted focusing on the UK, Australia, United States and
Canada. Initial explorations focused on understanding the causal factors and conditions
of youth homelessness. Drawing upon the extensive literature on youth homelessness,
Homeward Trust explored national, regional and international recommendations that best
reflected Edmonton’s local contexts. For the purpose of supporting strategy development,
thematic analysis of the literature centred on three priority areas: integrated systems of
care, prevention and sustainability, and housing and supports.

An integrated system of care is defined as a local system that addresses the needs
of individuals through the coordination and connection of programs, services and
resources from planning through to delivery (Calgary Homeless Foundation, 2014).
Importantly, an integrated system of care requires youth to be active participants in
the planning, delivery and evaluation of programs and services specific to their needs
(North Carolina Families Inc., 2006). Homelessness prevention approaches draw
from the public health model of prevention, which is generally understood within
three categories: primary, secondary and tertiary prevention (Culhane, Metraux &
Byrne, 2010). Gaetz (2014) defines each as follows:

1. Primary prevention includes community-wide interventions that focus
on working upstream by looking at the factors that increase the risk for
homelessness;

2. Secondary prevention identifies conditions at early stages for those art risk
of becoming or newly homeless; and

3. Tertiary prevention refers to ensuring homeless individuals are moved into
housing with wraparound supports.

Successful prevention approaches require an integrated and coordinated system
amongst youth serving agencies, government and organizations both internal and
external to the homeless-serving sector (Gaetz, 2014). The literature is clear on the need
for housing solutions to include a range of options across a continuum that matches
the diversity of youth needs with suitable and affordable options (Gaetz et al., 2013).
Regardless of the model, youth need the flexibility to move across the continuum of
housing options according to their needs and as they transition to adulthood (Gaetz,
2013). Successful housing also necessitates available and appropriate supports that
focus on the development of life skills, meaningful engagement, access to education
and employment, and strengthening social relations (Gaetz, 2013).

Successful prevention
approaches require
an integrated and
coordinated system
amongst youth serving
agencies, government
and organizations
both internal and
external to the
homeless-serving
sector (Gaetz, 2014).
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DEVELOPING THE
STRATEGY:
STAKEHOLDER
ENGAGEMENT

While Homeward Trust took the lead in drawing up
a rudimentary framework for the Youth Strategy that
brought together research on youth homelessness as a
conceptual starting point, it was ultimately community
discussions that framed the development and priorities
of the Youth Strategy. The process was an intentionally
inclusionary endeavour and facilitative of cross-systems
planning. Participants at each stage of consultation
were strategically selected to ensure a diversity of
perspectives and to foster relationship building and
networking, not only between Homeward Trust and
stakeholders but also amongst stakeholders themselves.
The first consultation stage, a scoping session, focused
on frondine engagement to help understand how
services are planned and delivered on the ground
and the challenges faced by frontline providers. The
second stage, the strategy planning session, focused
on a wider range of public, private, community and
systems stakeholders. Invited participants came from
both frondine and leadership positions to ensure
system planning knowledge could interact with
expertise from on-the-ground operations and direct
delivery. The third stage, the youth consultation, was
explicitly for youth to share their perspectives on
having experienced services and programs first hand
and living the daily realities of homelessness. Essential
to consulting youth was the establishment of safe
spaces for discussion, which was achieved by having
the youth define the parameters and boundaries. Also
necessary was the provision of incentives, which was
pursued as a matter of principle: it was less about an
incentive than it was about showing youth that their

time and perspectives were valuable.
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Initial Scoping Session

While a literature review provided an initial starting
point and strong theoretical basis for strategy
development, it was imperative to engage Edmonton’s
youth-serving sector and systems partners to define
local contexts, identify gaps and barriers, and prioritize
key areas to focus resources and cross-systems planning.
Invitations were sent to homeless-serving agencies,
youth-serving community agencies and stakeholders
from diverse systems including primary health and
mental health and addictions systems, corrections and
justice, public and catholic schools, police, libraries,
employment centres, income support programs and
Aboriginal organizations/agencies, among others. The
findings from the literature review — and emerging
framework for the Youth Strategy — were presented
to approximately 30 participants, including both
community and government stakeholders. The three-
hour meeting was held at the University of Alberta
in late August 2014 and aimed to share knowledge,
engage in discussions around community-level
resourcing and cross-systems planning, and idencify
clear priorities and approaches to further develop
the Youth Strategy. Following a brief presentation
by Homeward Trust staff on research and strategic
responses from other jurisdictions, the floor was

opened for plenary discussions on two questions:

*  What are the barriers/gaps at the systems
level that are limiting youths’ access to
appropriate resources and services?

*  What does integrated cross-systems
planning and coordination of community
level resources look like for Edmonton?
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These discussions were facilitated by Homeward Trust staff
with the purpose of maintaining continuous and inclusive
dialogue and facilitating information sharing amongst
participants. For a discussion that could have easily been
mired in problem orientation and pointing fingers, the
feedback was surprisingly focused, solution oriented, honest
and collaborative. Most importantly, it signaled a palpable
energy and early momentum for tackling the complex
issues around youth homelessness at both the systems and
community level. In essence, the community badly needed
to see change and was ready to make it happen.
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to prioritize resources and elicit recommendations on
housing options for youth. Informal meetings were
held separately with each agency to allow for candid
conversations on challenges and barriers around service
delivery and to solicit ideas for overcoming these
disconnects. These conversations were held with both
frontline staff and managers to fill in the knowledge
gaps from the scoping session. While not intended as
an exercise in validating the Youth Strategy framework,
information gathered supported adoption of its
core components. Aligning with the scoping session,

dialogue with agencies highlighted the importance

Following the scoping session, Homeward Trust-funded  of meeting immediate and long-term needs of youth,

youth agencies and Child and Family Services were centring on facilitating access to housing and supports.

engaged to tease out more detailed information on areas

Strategy Planning Session

To build upon the momentum and collaborative spirit around ending youth
homelessness, a second larger planning session was held at the end of September
2014 to discuss a proposed framework for Edmonton’s Youth Strategy focused on the
primary themes generated from the literature review: (1) enhancing coordination

and service integration, (2) improving appropriate connections to housing and

Drawing upon
community
recommendations from
the scoping session

supports and (3) prioritizing prevention efforts. Drawing upon community
recommendations from the scoping session and subsequent agency interviews,
Homeward Trust engaged a broader range of stakeholders within mainstream

services and outside of the housing and homelessness sector. Youth-serving
and subsequent agency

interviews, Homeward
Trust engaged a broader
range of stakeholders
within mainstream
services and outside

agencies were also encouraged to recommend and invite youth to the planning
session. Approximately 70 participants representing a wide swath of perspectives
attended the session held at Bent Arrow Traditional Healing Society. To facilitate
an interactive engagement process, a “Fishbowl Process” was used, consisting of
a panel of youth-serving agency leaders and key system stakeholders, guided by a
of the housing and

homelessness sector.

member of Homeward Trust’s leadership team in discussion around barriers/gaps
and priorities/recommendations. Following the panel session, audience members
were given the opportunity to respond and share observations on the dialogue,
bringing the broader expertise of the community into the discussion.

Information collected from the strategy planning session was again organized into the
three thematic groupings identified within the literature review (integrated system of
care, prevention and sustainability, and housing and supports). Across all categories,

5. 'The Fishbowl Process used in the Strategy Planning Session involves a small group of participants seated in a circle, with a larger
group of observers seated around them. The small group is led through a facilitated discussion for a time, while the larger group
observes. When the time runs out, the large group has a turn to speak, while the small group observes. In this manner, this
method facilitates dialogue when discussing topics within large groups.
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recommendations from the participants highlighted
the need for acknowledging and strengthening existing
collaborative relationships between community and
systems partners. With respect to integrated systems of
care, recommendations called for streamlining system
navigation and enhancing coordinated access for
youth. Recommendations highlighted that a system of
care necessitates inclusive approaches that are youth
centred and strengths/relationship based, including
and trauma-informed practice.

harm reduction

Regarding housing, recommendations indicated
the need to develop clear pathways and transitions
along the continuum of housing options for youth,
including access to long-term and appropriate services
and supports based upon the needs and risk level of
the youth. Feedback also highlighted key barriers,
including the lack of appropriate housing or interim
accommodation options, system breakdowns and
inadequate mental health and addictions supports.
Prevention and sustainability —recommendations
indicated the need to enhance understanding around
Aboriginal perspectives and historical contexts and the
adoption of cultural safety and competency practices
more generally. There was also a focus on increasing
awareness around the pathways and complexities of
youth homelessness and its linkage to identity and
social relationships, with special attention required

for challenges faced by LGBTQ, newcomer, gang-
involved and sexually exploited youth.
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Youth Consultation

In January 2015, a consultation was held with homeless
and at-risk youth to draw on their lived experiences
of homelessness and to identify barriers and gaps
within Edmontons housing and support services.
Youth serving agencies were once again engaged to
identify and recruit youth who were experiencing
homelessness or at risk of becoming homeless to attend
the consultation. In recognition of their expertise and
participation, $25 prepaid Visa cards were provided
as honoraria. Approximately 20 homeless or at-risk
youth attended the consultation, which was held at
Edmontons downtown public library for accessibility
and inclusion. Safe space boundaries were established by
the participating youth. To activate discussions, a short
presentation was provided outlining key concepts and
ideas on how to address the needs of homeless youth.
Following the presentation, the larger group was divided
into smaller tables to discuss the following questions:

* What has stopped you from getting housing,
healthcare, legal aid, school and jobs?

e What has helped you get housing,
healthcare, legal aid, school and jobs?

* In a perfect world, what do we need to
end youth homelessness?

Youth feedback mirrored many recommendations
by the

Considerable priority was given to the need for an

provided community  consultations.
integrated system response and streamlined process
and pathways to services, explicitly in relation to
health, justice and education. Youth felt that there
needed to be prioritization of collaboration within
the sector, expressly around information sharing and
service continuity. Other areas of importance centred
on enhancing education and awareness around the
pathways into youth homelessness, with a focus
on family breakdown, trauma, mental health and

addictions and, more broadly, on the daily challenges

190



that homeless youth encounter. In relation to housing,
recommendations called for increased housing options
for youth, particularly congregate supportive housing
and scattered site housing with supports for daily living
and skills development. Recommendations reinforced
the need for a more coordinated and accessible

continuum of housing and support options for youth.
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Central to all youth feedback was the need to involve
youth in program and service planning. In reference
to their vision of ‘a perfect world, recommendations
included a lower cost for housing, increased supports,
more transitional community

housing, stronger

engagement and enhanced partnerships across the sector.

The committee
operates under a
mandate of improving
Ccross-systems
integration and
coordination to ensure
homeless and at-risk
youth have access to
appropriate public
and community-based
supports and services
to prevent and end

homelessness.

ESTABLISHING THE
YOUTH SYSTEMS COMMITTEE

Participant feedback across all consultations, including youth, asserted the need for
structured relationships and networks to enable streamlined access and navigation
of services and coordination of cross-systems and community planning. Central to
this idea was the call for the formation of a committee that would work to share
and mobilize information, pool resources and maximize inter- and cross-agency
collaboration to implement the Youth Strategy. In January 2015, Homeward Trust
created the Youth Systems Committee with this purpose in mind. The committee
serves in an advisory capacity to Homeward Trust, helping to identify and address
systems challenges and opportunities for Edmonton’s youth sector, and overseeing
the refinement, implementation and monitoring of the Youth Strategy. The involved
stakeholders include representatives from both the municipal and provincial
governments; mainstream systems including Alberta Health Services, Child and Family
Services and financial support programs; the Edmonton Police Service; public and
separate school boards; funding bodies; the Edmonton Public Library; youth shelters;
youth-serving agencies who are actively involved in addressing youth homelessness;
and other community- and government-based providers. Many of these members had
been previously involved in the consultation process that helped to develop the Youth
Strategy and thus were eager to participate in a committee focused on realizing its goals.

The committee operates under a mandate of improving cross-systems integration and
coordination to ensure homeless and at-risk youth have access to appropriate public
and community-based supports and services to prevent and end homelessness. In order
to achieve this, a clear work plan has been created that aligns with the Youth Strategy,
incorporating feedback and input from all committee members and setting out priority
areas of focus and actions to be taken. The work plan includes success measures, a
delineated timeframe and lead agents for each activity. In creating the work plan, the
committee desired a focus on action-oriented outcomes, framed within the values
and principles from the Youth Strategy and grounded within the urgency of solving
youth homelessness. Within each strategy area, specific implementation activities are
identified that have been prioritized into a measured timeframe of six months, one year
and two year markers that will allow for continual and cumulative progress.
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FROM STRATEGY
TO IMPLEMENTATION

With the completion of the development of the
Youth Strategy and the creation of the Youth
Systems Committee to oversee implementation of its
recommendations, focus turned towards determining
next steps in operationalizing implementation efforts.
On June 10, 2015, Homeward Trust hosted the Youth
Services & Access Design Forum, a daylong eventaimed
at facilitating greater coordination, collaboration and
cooperation among multiple agencies and government
systems each providing youth-oriented services, in
order to ensure youth can access the supports and
services they need. Over 50 individuals attended the
forum, representing membership from 30 government
and agency partners, many of whom sit on the
Youth Systems Committee. Homeward Trust staff
worked closely with City of Edmonton stakeholders
to co-organize and plan the event. During the youth
consultation process for the development of the strategy,
youth expressed that being able to participate in the
planning and decision making process demonstrated
that their voices were being included and valued.
Given this perspective, there was considerable regret
on the part of Homeward Trust and its partners that,
despite beginning the process in the spirit of creating a
youth-centred system, the youth themselves were not
formally included until development of the strategy

Youth-guided Neighbourhood Tour
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was in its final stages. As such, it was decided that
moving the Youth Strategy from paper into action
must start with meaningful engagement of youth with

lived experience.

Planning for the forum centred on incorporating a youth-
led neighbourhood tour of Edmonton’s inner city and
Old Strathcona areas. These tours aimed to help ground
the subsequent design work within the experiences and
points of view of youth themselves. Afternoon sessions
delved into community asset mapping to identify what
resources are available in each neighbourhood, where they
are concentrated and where there are gaps. Following the
asset identification exercise, the participants engaged in
a detailed group design discussion, focusing on future
visioning of what an ideal youth system could look like
and what changes, including additional, reallocated or
integrated resources, would be needed to realize such
a youth system. Although all the youth guides who
participated in the neighbourhood tours were invited
to participate in the full day, only one was able to stay
and participate in the afternoon sessions. The forum
ended with a final debriefing and reflection completed
through a Socratic Circle method discussion that was
captured by a graphic artist in a visual diagram.

The intent of the youth-guided neighbourhood tour was based on approaches like
Jane’s Walk, in which interested people are directly exposed to places and people
to help them understand broader contexts and meaning. As youth homelessness
is most visible in two areas of the city (Old Strathcona, immediately south of the
North Saskatchewan River, and downtown, immediately north of the river), it was

important that forum participants witness the realities at street-level in those areas.

Homeward Trust committed to engaging homeless youth to shape the tours with
their perspectives and lived experience. Given Homeward Trust’s recent foray into
systems planning for youth homelessness, partnering agencies were solicited to advise
on youth engagement approaches and assist with recruitment of youth. Early steps
focused on meeting with youth-serving agencies to determine if such an approach
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was practically feasible and ethically sound. From
these meetings emerged a blueprint for meaningful
engagement and a tactical way forward for incubating
this youth-led activity. While there were some initial
reservations, there was also buy-in, as youth-led
tours were a novel experience; they were also viewed
as a catalyst for youth empowerment and a unique
opportunity for youth to be at the forefront of service
planning. To support participating youth, meetings
were held four consecutive Friday afternoons over the
course of one month to develop the walking routes,
personal narratives and ideas of how to address systemic
issues and barriers. These meetings also focused on
building trust and establishing relationships between
Homeward Trust and the youth, and amongst the
youth themselves. To reduce barriers to participation,
Homeward Trust provided dinner at each meeting
and gave each youth transit tickets to get to and from
the meetings. Additionally, their time commitment,
practical expertise and willingness to engage forum
participants were recognized by providing a $125
prepaid Visa card for those who participated in the tour.
While the initial meeting brought together 13 youth
from diverse backgrounds, many were uncomfortable
with the idea of speaking in front of large groups of
stakeholders. In the end, five youth participated: three
youth led the downtown inner city walk and two youth
led the Old Strathcona walk, sharing their stories and
lived realities of youth homelessness. The experience
was a powerful one for all who participated, elevating
the abstract understanding of system disconnects
to the gritty reality of life on Edmonton’s streets for
vulnerable and neglected youth.
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Photovoice

Early in the planning stages of the forum, it became
apparent that while the youth-guided tour was a space
to express and empower youth, not all youth would be
in a position to share their experiences in such a format.
To be inclusive of those youth who wanted to participate
and share their stories through another medium,
Homeward Trust offered the opportunity to share their
viewpoints through Photovoice. Photovoice combines
photography with community development and social
action. Participating youth were asked to represent their
perspectives by photographing scenes that highlight
barriers and issues that homeless youth face. The purpose
of this project was to use photography as a medium
of expression to understand youth perspectives and
experiences around issues of homelessness, capturing the
realities of street life in Edmonton. This project engaged
youth to think about their communities and raise issues
that are important to them. To help youth frame their
story, we asked youth four questions. For each question,
the youth took one photo and provided a written response.

1. What places or things have meaning to you
and that you think are important to youth
around issues of youth homelessness?

2. What are places you feel safe and don’t feel
safe?

3. What are places and things that you would
like to see changed?

4. What does a ‘home’ mean to you?

Recruiting youth for this project relied solely on
partnering agencies, who were contacted via email
and in person by Homeward Trust. Community
agencies supported participating youth by assisting
with transportation to any places youth wanted to
document as part of the project, as well as encouraging
and helping youth with their written responses. Each
youth who participated in the Photovoice project was
provided with two transit tickets and a $50 prepaid
Visa card for their time and openness in sharing their
perspectives and ideas. In total, six youth participated.
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FIGURE 2 Screenshot of Photovoice Contributions
posted on yegyouthstrategy.ca

Community Asset Mapping

In the Community Asset Mapping activity in the
afternoon of the forum, the two youth-guided tour
groups were divided into smaller groups and given a
large printout map of either the downtown/inner city or
OlId Strathcona/Southside, as well as some translucent
Mpylar paper upon which they were asked to draw out the
resources and assets available in each area. Participants
were asked to reflect upon the morning’s youth-guided
tour and to draw from the knowledge and experience of
those in each group to complete their maps. Participants
were given markers, coloured dots and a legend of
service types they were asked to identify on the map.
The aim of this activity was for each participant to gain a

better understanding of the current youth system, how
and where services are dispersed throughout the city
and the challenges and gaps in services that currently
exist for homeless youth.

At the end of the session, each small group was able to
review the maps of the other groups in their larger breakout,
allowing for participants to compare and contrast how
others had mapped resources in the same neighbourhood.
Through having a clearer understanding of how the current
system appears, the participants were then in the right
frame of mind to engage in future visioning to determine
how an ideal youth-serving system would look.
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FIGURE 3 Youth Design Forum Participants Engage
in Community Asset Mapping

Youth Services and
Access Design Discussion

The group design discussions offered stakeholders the
opportunity to share their feedback and perspectives
on how best to support high-risk and homeless youth
in the Old Strathcona/Southside and downtown/
inner city areas to access the supports and services they
need. The aim for these collaborative discussions was
to produce a framework for neighbourhood-specific
service and access models, utilizing existing linkages
and community supports. Based upon their existing
knowledge and the information and experience from
the day’s activities, participants were asked to envision
what the ideal youth system could look like and to
engage in ‘blue sky’ future visioning of how that ideal
state could be achieved. Participants were asked to give
ideas and suggestions for specific resources, actions
or assets that could/should be added, redistributed
or reconfigured in order to achieve the goal of a

coordinated, integrated and collaborative youth system.
Following ample discussion time, the two breakout
groups presented back to each other an overview of
their discussion and the ideas and suggestions put
forth for each neighbourhood. A joint summary
discussion, focusing on an overview of suggested
ideas, enabled the distillation of several common
themes within and between both the downtown/inner
city and Old Strathcona/Southside areas. The forum
ended with a Socratic Circle method discussion®, in
which participants reflected on the implications of the
day for themselves and their organizations and what
they felt were the key takeaways from the day. The
group’s reflections were illustrated by a graphic artist
as people spoke, capturing the highlights of the day in

a stunning visual representation.

6. The Socratic Circle method is a participant-centred approach to inquiry and discussion between individuals. The method was
adapted to incorporate a facilitated discussion in which participants divide into an inner and an outer circle. Each circle of
participants is given the opportunity to speak to the issue, then provide highlights of what they heard or ask clarifying questions

of each other’s conversations.
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FIGURE 4 Graphic lllustration of Sharing Circle Reflections
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FROM IMPLEMENTATION
TO INITIAL ACTIONS

Homeward Trust continues to work with the Youth
Systems Committee and related stakeholders to
mobilize funding and reposition resources to move
the community closer to a system design that can end
youth homelessness. Moreover, youth who participated
in consultation activities have been engaged to form a
Youth Advisory Committee to ensure the work remains
grounded in their lived experience.

A commitment to providing individualized youth-
centred supports requires integrated systems that
adopt strategies for information sharing to support

the

transition planning. As such, a key

continuity of services and
priority activity for the Youth Systems
Committee is to have clarification
on provincial legislation and policies
so that all stakeholders in the system
of care are engaged in reasonable
information sharing to better serve
youth. This activity will be crucial to
accomplishing all further activities
related to facilitating coordinated
access, intake, service delivery and
evaluation. Information sharing will also set the
stage for activities within the two year timeframe,
such as the use of common assessment protocols
and tools and the use of a common data system for
monitoring the entire system of care for continuous

and responsive quality improvement.

Both within the community consultation events that
went into the development of the youth strategy and
the discussions to come out of the Youth Forum, a
top priority is to develop strategies for high-risk and
homeless youth to have easy, coordinated access to
co-located and integrated mainstream services needed
to prevent and exit homelessness. The objective in
creating these ‘integrated hubs’ lies within the new

capacities and efficiencies created from drawing on

A commitment
to providing
individualized youth-
centred supports
requires integrated
systems that adopt
strategies for
information sharing to
support the continuity
of services and
transition planning.
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the untapped collective repository of strengths when
multdiple agencies are brought together. Integrated
hubs can help harmonize multiple mandates and
improve information exchange, eliminate competition
and ultimately bring agencies closer together (Belanger,
2014). They also can facilitate greater coordination,
collaboration and integration among multiple agencies
and government systems providing youth-oriented
services. Although this is one promising strategy,
recommendations that emerged from the Youth Forum
also call for ensuring a balance between centralized and
decentralized service access and delivery. Incorporating
greater integration of system services,
such as income support, health and
Child and Family Services programs
and supports, within community-
based service providers across the city
would help to ensure that youth can
access the services they need wherever

they choose to seek assistance.

Additional mobile outreach services
were also suggested, to ensure youth
are being engaged and reconnected to
mainstream services a soon as possible, as well as to
target those youth who have become entrenched in the
homeless ‘street culture.” Social media was suggested as
an initial access point for youth and a key engagement
tool. Above all else, there was consensus on developing
pathways for newly homeless or at-risk youth to be
diverted from the shelter system as quickly as possible
into alternative forms of interim accommodation
and to immediately begin the process of securing
appropriate supportive or supported housing options.

197



SYSTEMS PLANNING FOR TARGETED GROUPS

CONCLUSION

The Youth Strategy is not the final step, but rather the first giant leap (of faith)
towards achieving the goal of ending youth homelessness. The specifics of the
strategy will be continuously refined, evolving over time in order to meet the
changing needs of youth and adapt to shifting policy environments and service
contexts. Effectively, strategies to end homelessness require sustainable, long-term
approaches that are supported by integrated systems and community-level resourcing
that prioritizes prevention and housing and supports (Belanger, 2014; Bond, 2010;
Calgary Homeless Foundation, 2011; CHRA, 2012; CAEH, 2012; CHRN, 2012;
CCE, 2010; Culhane, Metraux & Byrne, 2010; Gaetz, 2014, 2011; Gaetz, O’Grady,
Bucciri, Karabanow, & Marsolais, 2013; Greenber & Rosenheck, 2010; Hambrick
& Rog, 2000; Junek & Thompson, 1999; NAEH, 2013; Quilgars, Fitzpatrick, &
Pleace, 2011; Raising the Roof, 2009). Edmonton’s homeless-serving sector has
historically capitalized on and strengthened the efforts of individual community
agents through collaborative partnerships in an ongoing drive to better address
the needs of the most vulnerable people in our community, as evidenced by the
successes in applying Housing First to house thousands of formerly homeless people
over the last six years. In developing the Youth Strategy, Homeward Trust, alongside
its community and systems partners, engaged in a series of activities that incited
intensive learning about the contexts, disconnects and opportunities for collaborative
and coordinated planning and delivery for homeless youth. Throughout the process,
the Youth Strategy morphed and evolved, reflecting the experience and expertise
within the community, including the youth themselves. While still in the early
stages of this work, it is clear that continuing progress will not be defined or limited
by constrained ways of thinking or siloed approaches to problem solving. It is no
overstatement to say that being able to achieve often repeated but seldom enacted
concepts like ‘meaningful engagement’ and ‘collaborative planning’ is a laudable
accomplishment. Through developing the Youth Strategy and setting the course
for its implementation, Homeward Trust and its partners have demonstrated the
potential and capacity of Edmonton to engage in collective action aimed at realizing
integrated service delivery within the youth homelessness system. Thus, Edmonton
has a solid foundation in place on which to build deeper and more complex strategic
efforts to make progress towards ending youth homelessness.

In developing the Youth
Strategy, Homeward
Trust, alongside its
community and systems
partners, engaged in

a series of activities
that incited intensive
learning about the
contexts, disconnects
and opportunities

for collaborative and
coordinated planning
and delivery for
homeless youth.
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COORDINATION AT THE SERVICE DELIVERY LEVEL:
THE DEVELOPMENT OF A CONTINUUM OF
SERVICES FOR STREET-INVOLVED YOUTH

Naomi NICHOLS

Like homelessness in Canadas adult population,
youth homelessness is not caused by a single incident,
behaviour or action. Homelessness is the result of
interrelated structural, personal and inter-personal
factors that undermine people’s access to stable and
appropriate housing (Gaetz, Donaldson, Richter &
Gulliver, 2013). Youth who experience homelessness
represent a diversity of characteristics and experiences
(Gaetz, 2014). Although homelessness cuts across
demographic categories and identities, sexual-, gender-,
racial- and cultural-minority youth are overrepresented
in Canada’s homeless population. Structural conditions
such as racism, heterosexism, homophobia, transphobia,
cissexism, poverty, a lack of safe, accessible and
affordable housing for youth and insufficient or
ineffective inter-sectoral and inter-agency coordination
contribute to exclusion and homelessness among youth
(Gaetz, 2004; 2014; Gaetz et al., 2013). For example,
experiences of oppression linked to colonization
shape an overrepresentation of youth with Aboriginal
heritage among homeless populations (Baskin, 2007).
Many youth who experience housing instability and
homelessness report histories of conflict and/or abuse
within the family home. For some youth, familial
conflictand instability has shaped interactions with child

protection services through childhood and sometimes
during adolescence. In Jasinski, Wesely, Wright and
Mustaine’s (2010) study of women and homelessness,
almost half of their study participants were unable to live
with their biological families during childhood because
of poverty and abuse. Other studies corroborate a link
between child welfare involvement and homelessness
(Dworsky & Courtney, 2009; Karabanow, 2004; Lemon
Osterling & Hines, 2006; Lindsey & Ahmed 1999;
Mallon, 1998, Mendes & Moslehuddin, 2006; Nichols,
2013; 2014; Ontario Youth Leaving Care Working
Group, 2013). Many homeless youth experience mental
health and addictions issues (Baer, Ginzler, & Peterson,
2003; Hughes, Jean R., Clark, Sharon, E., Wood,
William, Cakmak, Susan, Cox, Andy, Maclnnis, Margie,
Warren, Bonnie, Handrahan, Elaine & Broom, Barbara,
2010). Learning disabilities and educational challenges
are also common among young people experiencing
homelessness (Hyman, Aubry & Klodawsky, 2010;
Mawhinney-Rhoads & Stahler, 2006). Like adults
who experience homelessness, youth may use a range
of services, participating in interventions that “cut
across multiple agencies and multiple services systems”

(Hambrick & Rog, 2000: 354).



Youth homelessness is a complex problem. It warrants
a multi-dimensional response that addresses the
circumstances of individual youth as well as the social-
structural conditions shaping patterns of exclusion and
inequality more broadly. In this chapter, I argue that
inter-organizational and inter-professional — or ‘joined
up’ — learning, planning, policy making and working
will enable the type of systems-level response that a
complex problem like youth homelessness requires. As
I see it, an integrated response to youth homelessness
requires the following:

1. Conceptual integration (i.e. common terms
of reference, goals and frameworks for
action);

2. Administrative integration (i.e. via policies
and procedures for inter-organizational data
collection, accounting and communication
as well as methods for distributing
leadership and accountability within and
across sectors); and

3. The dissolution of traditional sectoral and
organizational territories.

This chapter describes the collaborative planning and
change process spear-headed by a group of service
providers in the city of Hamilton, Ontario:! the
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Street Youth Planning Collaborative (SYPC). The
SYPC represents a grassroots-led (or ‘bottom-up’)
effort to collectively identify and address the structural
factors and individual circumstances influencing the
experiences of street-involved youth in the City of
Hamilton. In telling the SYPC’s story, I shed a light on
the activities of people in Hamilton as they endeavor
to create and implement a coordinated system of
supports for street-involved youth. As I move through
the narrative, 1 highlight the general implications
of this case, teasing out the necessary organizational
and behavioural components of a change process that
supports a fundamental shift in how people work and
think. The case highlights the strategic use of research
by a service delivery network to generate a common
understanding of a problem and then to identify,
plan for and fund a multi-faceted solution. The case
also demonstrates the suspension of organizational
autonomy that is necessary to joint work. Hamilton’s
coordinated response to youth homelessness is
supported by shared staffing positions and shared
funds that support interdependency and shared
accountability. As a research case, the SYPC illustrates
some of the strengths and limitations of a community-
led or bottom-up organizational response to a complex
problem like youth homelessness.

1. The third largest municipality in Ontario, the City of Hamilton has a population of approximately 520,000 people. Hamilton
has a long history of industrial activity, particularly in steel manufacturing. The dominance of the steel industry in Hamilton
continues to exert considerable economic and cultural influence in the region, even as the municipality experiences a decrease in

manufacturing and increase in the arts and service industries.
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DATA COLLECTION

Data collection for this particular case study began
with a review and high-level coding of the SYPC’s
organizational documents: meeting minutes, terms of
reference, evaluation reports and procedural documents.
This preliminary review of materials guided the
development of case-specific interview prompts and
observational foci relative to the standard interview
template and observational guide used to construct all
of the cases for a larger project. Fieldwork occurred over
the span of a single month in 2014.

Observation

The process began with a period of observation and
discussion in a number of the organizations that
comprise the collaborative?. I also observed a meeting
of the SYPC Directors Committee, a meeting of
the Youth Housing Support Project Members and a
meeting of the Frontline Advisory Committee (FLAC).

Interviews and Focus
Group Discussions

In addition to the time spent doing site visits,
observing meetings and speaking casually with people
about their involvement in the SYPC, I conducted
three in-depth semi-structured interviews and seven
semi-structured focus group discussions. The focus
group sizes ranged from four to 15 participants per
group. Targeted interview and focus group discussion
prompts were developed for each conversation based
on early document analysis, site visits and observations
as well as the standard set of interview topics used to
inform the development of other case studies in this
volume (e.g. Doberstein, Chapter 4.4). Throughout
this chapter, pseudonyms are used to refer to individual

research participants.
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FINDINGS - PART ONE

Envisioning a Model for
Service Integration

I have organized the findings into two parts. The
first part conveys a generalized model for service
integration for street-involved youth that is informed
by the SYPC’s approach. In part one, I use a number of
subheadings to articulate distinctive components of the
model. In part two, I illuminate a number of persistent
challenges that the SYPC member organizations face.
Part two outlines key challenges that influence the
efficacy of an integrated service-delivery approach to
prevent and address youth homelessness.

Build Professional Relationships
and Assess Community Needs
and Strengths

Prior to the emergence of the SYPC as a formal
collaborative structure, people who worked with
street youth in Downtown Hamilton communicated
with one another on an ad hoc basis, but made no
attempt to formally coordinate service provision
or communication pathways. In 2000, two youth
homelessness organizations identified a significant
service gap: “a lack of weekend support for street-
involved homeless youth in Hamilton... Street-
involved youth couldn’t go home on the weekends, nor
could they go to any service” (Carrie, SYPC director).

These organizations led to the development of a Street
Involved Youth Network. The network emerged as a
space for service providers to share information, support
one another’s work and discuss systemic and service
user trends. The goal was to increase collaboration

among service providers as a way to eliminate service

2. Social Research and Planning Council, Notre Dame Youth Shelter, Notre Dame School, Brennan House, Wesley Youth Housing,
Living Rock, Angela’s Place (and the School for Young Mothers), the City of Hamilton and Art Forms, Youth Art Studio.
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duplication and repair service delivery gaps. In support
of this goal, the network partnered with Hamilton’s
Social Planning and Research Council (SPRC) to
produce a proposal for an assessment of the needs
of street-involved youth in Hamilton. The National
Crime Prevention Centre funded the proposal, and
an individual — Janine — was hired by the SPRC to
design and conduct the needs assessment research and
ultimately coordinate the activities of the SYPC.

In 2005, the SYPC and the SPRC released the
Addressing the Needs of Street-involved and Homeless
Youth in Hamilton report with 27 recommendations
that were developed to support community planning
and action processes. Frontline and management staff
from street-youth serving organizations were involved
in all aspects of the research process. From Janine’s
perspective, “by the time the recommendations were
developed and we tested them [for feasibility] with
leadership and frontline staff... people were bought in.”
Carrie, a member of the SYPC Directors Committee,
corroborates and extends Janine’s position: “Those
27 recommendations [from the needs assessment
research] have led the work [of the SYPC].” In fact,
the emergence of the SYPC as a structure to support
collaboration and coordination among street-youth-
serving organizations is, itself, a response to one of the
central “needs” the research identified: the need for an
easy-to-access, well-organized and integrated service
delivery model.
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Develop a Model:
A Continuum of Services
for Street-involved Youth

The SYPC represents almost 15 years of collaborative
work. Currently, the SYPC consists of seven member
organizations. Each of the following organizations
performs a distinctive function within the street-

youth-serving continuum:

¢ Alternatives for Youth, which offers
addictions and mental health services;

*  Good Shepherd Youth Services, which is
comprised of the following organizations:
Notre Dame Youth Shelter, Brennan
Transitional Housing and Brennan ACTs
2 Stage Transitional Housing, Angela’s
Place — transitional housing, childcare and
a school for young mothers and the Notre
Dame Alternative School (in partnership
with the school board). Good Shepherd
Youth Services collectively offer housing,
mental health, childcare, prenatal and
parenting resources, education, advocacy,
trusteeship and wellness services;

* Hamilton Regional Indian Centre, which
offers culturally relevant education,
outreach, addictions, wellness, employment,
prenatal and parenting resources, and legal
SUpports;

* Living Rock Ministries, which offers
employment, wellness, housing support,
advocacy and nutrition services;

¢ SPRC of Hamilton, which offers research,
planning, evaluation and community
development supports;

*  Wesley Urban Ministries, which operates
Wesley Youth Housing and oversees the
Youth Outreach Worker (YOW) program.
Wesley Urban Ministries collectively offer
housing, outreach and wellness services;
and more recently

* The City of Hamilton offers administrative,
governance, and funding support.
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Each of these seven member organizations offer a suite of programs and services
that contribute to Hamilton’s continuum of services and supports for street-involved
youth. In some cases, a program is linked to a particular organization, but shared
by the system. For example, the Mobile Mental Health Clinician team has an office
at Notre Dame Youth Shelter, but the clinicians service all of the Good Shepherd
organizations, Wesley Youth Housing and Living Rock Ministries. The Youth
Housing Support Project is also comprised of a number of shared housing support
worker positions, as is the mobile YOW program.

In addition, the SYPC collaborates with a number of other organizations
in Hamilton to ensure a comprehensive continuum of services for distinctive
populations of street-involved and homeless youth. For example, St. Martins
Manor (Catholic Family Services) and Grace Haven (Salvation Army), two
member organizations of the community’s Young Parent Network, also offer
housing and other supports for pregnant and parenting youth. The relationship
between the Young Parent Network and the SYPC is supported by the provision
of a full-time housing worker position (funded by Catholic Family Services) that
is shared between Grace Haven, St. Martins Manor and Angela’s Place. Further
supporting the links between the two networks, Angela’s Place (a Good Shepherd

organization) is a member organization of both networks.

No longer a loosely affiliated network of street-youth-serving organizations, the
SYPC is now formally organized to support learning and collaboration within and
across three different organizational levels with distinctive mandates:

1. Youth Leaders Committee that offers experiential insights;

2. Frontline Advisory Committee that is responsible for sharing ‘on the
ground’ knowledge and offering advice; and

3. 'The Directors’ Committee that is responsible for making decisions and
influencing policy/program directions.

People link the SYPC’s three-tiered structure to the collaboration’s ability to represent
community priorities and concerns: “[it] comes back to that three tier piece... I think
it’s about youth voice, frontline voice, director voice... other tables that I'm on that
don’t have all three of those tiers, it’s a very different dynamic... [the SYPC] reflects
the voice of this community” (Ruby, director). For a change process to “reflect the
voice of [the] community,” it must begin with — and remain accountable to — local

perspectives and concerns.
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Identify a Shared Focus and Reorganize the Service
Delivery System to Achieve a Shared Goal

Guided by the community-based needs assessment research process, the SYPC

identified a shared focus on early intervention and diversion. Their goal is to ensure

that young people with no prior street involvement are diverted from the street-

involved-youth sector as quickly as possible (within 48 hours) after coming into

contact with the system. In support of this outcome, the SYPC has developed a

continuum of housing supports that typically begins when a youth enters the system

through the Good Shepherd Notre Dame Shelter.

FIGURE 1 Hamiltons Continuum of Housing Supports
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While very few youth actually progress in a linear way
through each housing component, the continuum
is organized to provide youth with different levels
of supportive housing and other required services
wherever they enter the system. The Continuum of
Housing Supports is not a staircase model — that is, a
young person’s access to various housing components
is not dependent on demonstrations of ‘housing
readiness’ while participating in any single component;
rather, the aim is to provide access to an array of
housing options that address the diverse needs of
youth in the municipality.

The mostcommonaccessand comprehensiveassessment
point is the Good Shepherd emergency shelter, Notre
Dame.? In addition, the Youth Housing Support
Workers and youth outreach workers associated with
the various SYPC member organizations ensure
multiple other access points, relative to the continuum
of services. When youth access the continuum of

housing services in Hamilton, they also gain access
to the Good Shepherd Mobile Youth Mental Health
Clinician team, the City of Hamilton’s Mental Health
Outreach team, and Alternatives for Youth (AY)
Addictions and Mental Health Counselors as needed.
This type of structure is often described as a ‘no-wrong
door’ approach to service delivery. The idea is that
youth in Hamilton “don’t need to jump through A, B,
C, and D to get services. You get here; you get services”
(Jean, manager).

The other important aspect of the SYPC's early prevention
strategy is their effort to work cross-sectorally to prevent
institutional discharges from other sectors (e.g. justice,
child welfare, mental health) into the Notre Dame Youth
Shelter. Transitions between systems increase people’s
vulnerability to homelessness, particularly among youth
transitioning from state care. Given the SYPC’s goal to
prevent youth homelessness, cross-sector collaboration is
an important aspect of its work.

3. Staff at Notre Dame assess incoming youth using a simplified version of the CANS (Child and Adolescent Needs and Strengths)

tool. Other organizations across the SYPC are currently being trained to use this adapted assessment tool as well.
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Expand the Network:
Foster Collaboration Between Sectors

Many of the recommendations from the Addressing the Needs report highlight the
importance of cross-sector relationships to adequately meet the needs of street-
involved youth. To improve cross-sectoral collaboration, the SYPC produced a
follow-up report on building collaborative relations between the Child Welfare
and Street Youth Service sectors that identified “how well [the two sectors] were
or weren't [working] together — and at different levels” (Nicole, current SYPC
coordinator). Guided by the two reports, the SYPC has tried to foster cross-
sectoral partnerships and/or improve cross-sectoral communication between the

street-involved-youth, the mental health and the child welfare sectors.

Cultivate Shared Accountabilities: Joint Work
Between the Child Welfare and Youth Homelessness Sectors

In 2009 — in partnership with the Children’s Aid Societies (CAS) of Hamilton —
the SYPC applied for and received funding from HPS to develop and implement
a Youth Housing Support Project Team. This team of seven individuals is shared
by and supports the housing needs of youth involved in one or more of the
following partner organizations: Catholic-CAS, CAS, Good Shepherd Youth
Services (including Notre Dame Youth Shelter, Brennan House, Brennan
House ACTS and Angelas Place), Wesley Youth Housing, Living Rock
Ministries and St. Martin’s Manor. While a single organization is designated as
an organizational lead in order to receive and manage the funds, the positions

are shared by the partner organizations.

The shared positions are important in two regards. First, they improve the
capacity of individual organizations to meet the housing needs of youth. Second,
the shared positions provide a formal structure that connects the street-involved-
youth sector to the child welfare sector. The organizations meet regularly to
discuss the Youth Housing Support Project Team, but the relationship building
that has occurred over the course of this five-year partnership has also opened the

door to improved communication between sectors on an informal basis:

[This project has] solidified relationships and reduced barriers
for youth going through systems. Now if things happen, we
know we can call Adriano or Mike or Carrie — like we have the
relationships... Other than the amazing work of getting kids
housed, | think one of the great things that has come out of
this is exactly what we wanted, to build a relationship with
Child Welfare that wasn't scary for people
(Suzanne, member organization director).
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Historically, relations between child protection services
and the street-involved-youth sector have been strained
— largely because a lack of suitable housing for adolescent
youth in care (i.e. Society, Crown, or temporary wards
of state) has resulted in the placement of these youth
at emergency shelters while more suitable housing
arrangements can be established. The Youth Housing
Support Project has opened the door for ongoing
communication and joint problem solving about this and
other persistent issues influencing the housing experiences
of youth in care. Now, if a former Society or Crown Ward
requests a bed at the Notre Dame shelter, shelter staff are
asked to give the (C)CAS staff a call to determine whether
the youth might be eligible to enter into a voluntary care
agreement with the Society. By working collaboratively,
the two sectors endeavour to prevent street entrenchment
among transitionally homeless youth.

Inter-sectoral coordination is essential to prevent
homelessness. In Hamilton — as in many cities across
Ontario — the Children’s Aid Societies continue to
periodically use the Notre Dame emergency shelter as a
‘placement’ for hard to house youth in care. Many youth
who touch the shelter system in this city report prior
involvement with the Child Welfare system. In 2014, 52%
of youth seeking admission to the shelter were previously
involved with the Child Welfare System (Notre Dame,
administrative data). Clearly the implementation of a
Youth Housing Support Project does not — in and of itself
— redress a lack of suitable permanent placement options
for adolescent youth in care or for those transitioning out
of care. Bug, the director of the Notre Dame shelter and
the (C)CAS managers | interviewed suggest that their
collaborative work has improved inter-organizational and
inter-professional relations between the two sectors and
enabled a coordinated effort to prevent (C)CAS-involved

youth from entering the shelter system wherever possible.

The development and implementation of shared staff
positions is one way to leverage limited resources and
ensure that young people’s diverse housing needs are
met no matter where youth enter the continuum of
care. The shared staffing model is a key component of
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the SYPC’s collaborative approach and an important
driver of sustainable change across the service delivery
system. Other important structural and conceptual
facilitators of cross-sectoral work are described in the

next section on coordinating institutional transitions.

Coordinate Services Across Sectors:
Institutional Transitions

Jean, a housing support manager, describes an ideal
cross-sectoral response to address the inter-related
housing, mental health, youth justice and educational
needs of one young man discharging from inpatient
psychiatric care. The transition began with a phone
call from staff at the inpatient psychiatric ward of the
McMaster Children’s Hospital to Brennan House, the
supportive housing environment for youth. They had
a young man — 16 years old — who would soon be

discharged and had “nowhere else to go”™

He was living independently in student
housing, [but] really needed to have
the support that we offered. A place

where he could be monitored, a place

where his medication would be offered
to him on a regular basis, a place
where he would have some support in
improving some of the skills he had
learned and some harm reduction
(Jean, supportive housing manager).

An ideal cross-sectoral collaboration requires time for
transparent communication and planning regarding
the needs and expectations of all those involved,
including the needs and expectations of the youth:

So the ideal process was for... the
hospital to bring the youth to us and
introduce him to the program, talk
about what we offer, talk about the
expectations of the house — not only the
mental health piece, but also the daily
living piece that we would be providing
him with... we also need to identify that
the youth fits with the group that we have
(Jean, supportive housing manager).
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Transparent communication is also necessary to
determine and clearly articulate the roles and
responsibilities of participants relative to the identified
needs and expectations of the youth and collaborating
agencies. In this case:

The hospital is very forthcoming with
us with information... We're doing case
conferences. This is not taking one day.
It took two weeks or three weeks before

that could happen... There was no

pressure on us to immediately take the

youth. Nor was there pressure on the
youth to immediately make a decision
to come to Brennan House... Everybody
was involved and a decision was made
around who was going to follow up with
what piece... that is the best-case scenario

(Jean, supportive housing manager).

Sometimes described as a wrap-around or case
management model, from Jean’s perspective the
best-case scenario is characterized by cross-sectoral

and

collaborative decision making processes. The ideal

communication,  low-pressure  timelines
process involves friends and service providers — from
across a number of sectors, including education, mental
health, corrections and housing — collaborating to ensure
youth have access to all of the supports they require to

experience wellness and stability in community.

In this case, the original point of collaboration was
between the youth housing and mental health sectors,
reflecting the SYPC’s efforts to prevent homelessness
among youth transitioning out of inpatient mental
health services. The coordination of discharge planning
across sectors represents a single aspect of the SYPC’s
efforts to collectively address the mental health needs of
street-involved youth. The SYPC has also capitalized on
opportunities for inter-professional learning and sharing
to improve the sector’s capacity to identify and address
the mental health needs of street-involved youth.
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Integrate Key Services: Housing and Mental
Health Supports for Youth

In response to recommendations from the Addressing
the Needs report, the SYPC also created a three-person
Mobile Mental Health Clinician team to identify and
implement effective mental health treatment supports
for youth and increase the capacity among frondine staff
to effectively and sensitively address the complex mental
health needs of street-involved youth. In so doing, the
SYPC hoped to limit the number of ‘serious occurrences®
documented in Ministry of Children and Youth-funded
member organizations (e.g. Brennan House or Wesley
Youth Housing). By improving staff capacity to identify
and proactively respond to youth mental health issues
and improving collaboration between the mental health
and street-involved youth sectors, the SYPC has indeed
decreased member agency use of emergency services. For
example, in 2014, the Notre Dame shelter and Brennen
House collectively diverted 154 youth from the hospital by
implementing in-house crisis support through the Mobile
Mental Health team and the use of consulting psychiatry
at the McMaster Childrens Hospital. The Notre Dame
shelter also diverted 260 youth from accessing emergency
services by engaging them in the Youth Substance Abuse
program, provided in collaboration with the SYPC
member-organization Alternatives for Youth.

As Lynn (a mental health clinician) and Jean (a
supportive housing manager) explain, the Mobile
Mental Health Clinician team exists to improve the
sector’s capacity to recognise and support the complex
mental health needs of street-involved youth:

Lynn: So we know from research, right,
that there are many, many homeless
kids who have serious mental health

difficulties, but we weren’t working with
them... [a youth's] psychiatric support
would come from the hospital... there

wasn't the expertise within the program

to have those young people living with us.

4. ‘Serious occurrences’ are instances where an organization that is funded or licensed by the Ministry of Children and Youth
Services (MCYS) is required to notify the Ministry about ‘serious’ and ‘enhanced serious’ incidents. For example, an enhanced
serious occurrenc” must be reported whenever emergency services are used during a serious incident involving a youth.
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Jean: [Now] we are avoiding crises and
we are avoiding trips to the hospital,
and | think that’s what makes the big

difference, is that they’re not constantly

transitioning [into the hospital and then
back to the shelter] because we have
capacity to support them now.

Rather than simply providing mental health supports to
youth themselves, the Mobile Mental Health Clinician
team has supported frontline and management-level
staff across the SYPC member organizations to identify
and proactively respond to mental health issues
that have historically undermined a young person’s
ability to remain housed. They also support staff to
collaborate more effectively with mainstream mental
health service providers. The Mental Health Clinician
team uses a combination of training and professional
development, on-site mentorship and the development
and implementation of common procedures to enable
a proactive, coordinated and collaborative response to
the mental health needs of street-involved youth.

The clinicians orient much of their training and
capacity building efforts toward improving frontline
staff’s ability to recognize and proactively respond to
young people’s mental health needs in-house, while
also ensuring that the mental health model used in
the street-involved youth sector reflects the approach
used by mainstream mental health services: “We
started at Brennan House and we got two half-day
training sessions from a psychologist at McMaster
[Children’s Hospital], and that’s how it started. We
started using some of the basics [of the McMaster
approach: Dialectical Behaviour Therapy®]” (Lynn,
mental health clinician).

As staff across the frontlines of the street-involved youth
sector began aligning their approach with the one that
the hospital pursued and supporting the development
of universal skills among youth across the system of
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care, they began to see a reduced number of transfers
to the hospital. This more therapeutic approach was
paired with general harm reduction training, policy
and procedures such as regular bag searches by staff:

If there had been a razorblade in any
of our buildings five years ago, there
would have been one of two responses:
‘Ugh, it's a razorblade,” or the alternate
response would be, ‘'Oh my goodness,
this kid may self-harm, we need to send
him to the hospital right now...” Whereas
now our staff go, ‘Oh, that young person
tends to keep their razorblades here.
Let’s check that carefully’

(Lynn, mental health clinician).

The Mobile Mental Health team provides formal
training opportunities and ongoing coaching to SYPC
member organizations frontline and management
staff. These ongoing professional learning and coaching
opportunities are designed to change workplace
culture and practice across organizations. Professional
development and coaching promote changes at the
individual staff level. In order to support these changes
at an organizational and systems level, policies and
procedures were developed and implemented across
organizations. In this way, staff’s new modes of thinking
and acting became standard practices across the sector.

For example, in order to improve frontline capacity to
accurately identify the mental health needs of youth,
the Mental Health Clinicians — namely Lynn and
Esme — developed training and policies for the use of a
common assessment tool among all staff who work at
the Notre Dame shelter — the main system access point
— and a roll-out plan in place to ensure that people
are trained to use the tool in member organizations
across the SYPC in the immediate future. The shared
assessment tool improves conceptual integration and

communication across the collaborative:

5. Dialectical Behavioural Therapy (DPT) is an evidence-based cognitive-behavioral treatment approach used with adolescents by
staff at the MacMaster Children’s Hospital. It focuses on fostering the four skill sets: mindfulness, interpersonal effectiveness,

emotion regulation and distress tolerance.
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Esme: And so when youth transfer from program to program...
this little package goes with them that has their CANS and has
their [DBT] skills that they've used... [The common tools and
process for sharing information is] strengthening the partnership
— this intake tool being sort of a common language or a common
way of saying, ‘'What are the young person’s needs and what are
these young person’s strengths?’ (Esme, mental health clinician).

The development and implementation of a standardized inter-organizational
communication process ensures that stafl’ have a shared understanding of a young
person’s history of engagement with other SYPC member organizations as well as an
assessment of the youth’s needs and strengths.

The activities of the shared Mobile Mental Health Clinician team illuminate several
key components of the systems-oriented program of reform in Hamiltons youth
homelessness sector. In general, the implementation of a shared staffing model provides
a framework for ongoing communication and shared investment in one another’s
work. Specifically, the Mobile Mental Health team sought to align their intra-sectoral
work with the larger mental health system so as to improve continuity of care for youth
moving between systems as well as communication and coordination between the
two sectors. To ensure that programmatic changes acquired traction among frontline
staff, the team developed formal training opportunities, which they supported with
ongoing on-the-job coaching and mentorship. This new learning was then reinforced
by organizational policies and procedures, including shared assessment tools, to ensure

a system for intra- and inter-sectoral communication and coordination.

FINDINGS - PART 2

Battling the Headwinds: Barriers to
Communication, Collaboration and
Coordination

The implementation

of a shared staffing
model provides a
framework for ongoing
communication and
shared investment in
one another’s work

Despite the many gains documented in the sections
above, interview participants identify a number of
wider systemic influences that continue to make their
work difficult. Members of the SYPC agree that they
would be unable to do their collaborative work without
the organizational and facilitative capacity brought
by the SYPC coordinator position. As well as the
human resource capacity to support their joint work,

fostering collaboration and coordination also requires

a sustainable funding base. Partner organizations must
be able to share in the economic inputs and outputs
of their collaborative work. The loss of economic and
organizational autonomy associated with joint working
requires flexible and innovative fund distribution,
accounting and accountability (e.g. measuring and
reporting) mechanisms that support integration at an

administrative level.
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Funding, Accounting,
Administration and Accountability

From the perspective of research respondents in
positions of leadership or management, the current
funding landscape for non-profit organizations pays
lip service to collaboration, that is undermined by the
structures that have been developed for distributing
and accounting for funds:

Most funders are looking for
collaboration. But when they say
‘collaboration and partnerships,” a lot of
funders don’t really mean ‘collaboration
and partnerships.” They mean one
agency being the lead, and they just
want to have conversations with one
committee (Carrie, member organization
director).

There have been times, in the history of the SYPC,
where one organization has handed funds across the
table to another organization when the collaborative
determined that this other organization was better
positioned to deliver a particular service. Member
organizations share a commitment to positive
outcomes for youth that guide all decision-making
processes — even decisions about how funds will be
distributed between member agencies. In contrast, the
reporting and accounting mechanisms put in place
by funders anticipate a hierarchical structure between
collaborators, with all funds flowing through a single
lead agency. This hierarchical structure undermines
the distributed approach to leadership and oversight

that the SYPC has worked to develop.

The directors of the SYPC observe that government
funders might play a role in breaking down funding
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and other organizational silos, such that productive
collaborative relationships between organizations are
fostered. It is important that funders do not simply
require collaboration at the application stage, but that
they enable groups to include a budget line to support
the technical and relational work of coordination once
funds have been granted. Additionally, if the funding
model is going to shift, than the data collection and
reporting models will need to change as well:

Some of the really good examples where
communities have done really high
impact work are connected to data. And
not just in terms of reporting results...
but in terms of really having data that
allows you to follow people and follow
their progress in really meaningful ways...
Especially any group that has multiple
partners that touch on multiple systems
(Mike, member organization director).

In order to reap the full benefits of their joint work
and to up the ante for the success of cross-sectoral
partnerships, the community-led effort spearheaded
by the SYPC must be supported by a top-down
effort to integrate the administration and oversight
of funds and collective outcomes. This change would
ensure that the relationship between joint working
and shared outcomes is evident and possible to track.
In order to prevent youth homelessness, communities
need to create and implement systems that sustain
cross-sectoral investment in shared outcomes among
youth — particularly those youth transitioning
between systems of care.
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Transitionally Homeless Youth

Young people discharging or aging out of institutional
care (e.g. mental health inpatient services or child
protection services) and young people being
released from youth justice facilities are vulnerable
to transitional homelessness — that is, temporary
homelessness or shelter use that occurs when discharge
planning processes fail to identify and address youth
housing needs. Diverting these youth from emergency
shelter services is essential to preventing long-term
or episodic homelessness. But shelter diversion
requires coordinated cross-sectoral communication,
decision making and planning processes as well as
shared accountability for the outcomes of youth

transitioning between systems.

In an earlier section, Jean described an ideal discharge
planning process coordinated between mental health
and street-youth services. Unfortunately, this ‘ideal’
discharge process remains elusive. Youth continue to
be discharged from the hospital into SYPC housing
environments without their medication or with
insufficient effort to ensure their comfort and readiness:

“I was discharged [from psychiatric care into Brennan

House], and the next day I was back in the hospital...

[The problem] was being rushed into a new place I
didn’t even know” (Arianne, youth leaders committee).
Youth also continue to be discharged into the shelter
from inpatient psychiatric care facilities and criminal
justice facilities and placed there temporarily by the
Child Welfare system. Esme notes that it remains
common practice for youth to arrive at the Notre

Dame shelter with nothing but a sack of belongings:

When a young person or young adult
is discharged to the shelter, you're
discharging that kid to the streets... And
that happens a lot. And then we get to
know these kids because they arrive
with a sack — | think about that metaphor
with a stick and the bag - literally with a
sack, and there is [no communication]
to precede their arrival.
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Discharging a youth into the shelter system is
discharging them into homelessness. The shared goal
of diverting youth from the shelter system shapes a
continued effort by SYPC and CCAS staff to prevent
CCAS-involved youth from becoming involved in the
shelter system. By providing former CCAS-involved
youth with the option of establishing a voluntary
care agreement with the Society, these youth have
an opportunity to be quickly transitioned out of
emergency shelter services and receive additional
housing supports. Even still, Suzanne — a SYPC
director — notes that they are seeing more “15 year
olds in the shelter and because they're going to be
16 in two months, Child Welfare won’t touch them.”
She adds “[this] is a challenge for us because unless
they’re involved with Child Welfare, they can’t come
in [to the shelter] under 16.”

The continuous flow of youth into Hamilton’s
street-involved-youth services from other systems
means that no matter how effectively the SYPC
organize their service delivery system to identify
and respond to the needs of street-involved youth,
member organizations will continue to confront
youth homelessness and street involvement in their
community. Further insight into the effects of these
persistent organizational disjunctures in the lives and
experiences of street-involved youth are explored in
the next and final subsection.
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Understanding Cross-sectoral
Disjunctures: Youth Perspectives

Of the seven youth that I spoke with, five had used one or more of the SYPC’s housing
supports. The other two were regular participants (and advisory members) for a street-level
youth arts program that operates with sponsorship from Hamilton’s Social Planning and
Research Council. All five of the housing service users accessed the continuum of housing
services through the Notre Dame Youth Shelter. For three of these five youth, access to
the Notre Dame shelter was preceded by involvement with residential child protection
(Nola), inpatient mental health (Arianne) and a group home (Evan). An additional youth
(Camisha) came to the Notre Dame shelter after a conflict with her biological grandparents
and another (Sammy) did not describe the circumstances of her initial involvement. Six
out of the seven youth I spoke with described struggles with significant mental health
concerns — suicidal ideation and self harm, depression, anxiety and oppositional defiance
disorder. Their stories illuminate the SYPC’s continuum of services in operation and reveal
the wider systemic influences shaping the community’s efforts to prevent or respond to
youth homelessness.

Eight days before his 16™ birthday, Evan’s parents placed him in a group home for youth

who ‘weren't suitable for living at home.” While Evan’s first point of contact with the  “| didn’t even last like
SYPC’s continuum of services was the main triage and central access point — the Notwre ~ four days at the shelter
Dame Youth Shelter — this was not his first encounter with housing services for youth, there, because there

more generally. Prior to connecting to “the Dame,” he had had accessed street youth ~ was no way for me
to get to school... |

services in the same municipality where his group home was located.
was getting cabbed

One of the consequences for failing to abide by the rules in his group home was to kick ~ €V€ry single day [from
the group home in

Oakville] all the way to
school in Burlington.”

a youth out to a local homeless shelter. Evan describes the group home as “very, very
structured,” and explains that it didn’t take long for him to be sent to a youth shelter as a
consequencefor failing to follow the rules: “I didn’t even last for two months there... in
that period of my life I was really hostile and resistant. Like I'm diagnosed with ODD
[Oppositional Defiance Disorder]. And so I'm just really resistant to authoritative figures
like my parents, teachers, stuff like that.”

In Evan’s case, being sent to a youth shelter did not result in the behavioural compliance
that the group home staff anticipated. As Evan explains, “[When] I got kicked out [of the
group home] for the first time. I hadn't been able to have any experience like a normal
16-year-old kid in high school, so I kind of went crazy. I was out partying and I was just
doing all that stuff for about three weeks.” Instead of following the rules at the shelter so
as to earn readmittance to the group home, Evan spent three weeks staying with friends
and partying. After living out his welcome at his friend’s house, Evan eventually returned
to the youth shelter in Oakville where he had originally been placed by group home staff.
But, he explains, it was impossible for him to get to school in Burlington while he was
staying at the youth shelter in Oakville: “I didn't even last like four days at the shelter there,
because there was no way for me to get to school... I was getting cabbed every single day
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[from the group home in Oakville] all the way to school
in Burlington.”Evan eventually returned to the group
home after his father: “called me and he told me that
if I wanted to go to my little brother’s confirmation
— my little brother is the most important person in
the world to me — I would have to go back to the
group home.” Upon his return to the group home,
Evan quickly learned that his parents and the group
home staff would not be upholding their end of this
arrangement:

And so Friday night — [my brother’s]
confirmation was on Saturday — I’'m
inside my room, I’'m trying on my suit
and stuff like that, like getting ready for
tomorrow, and one of the workers comes
in and she goes, ‘| have bad news. You're
grounded because you’ve been AWOL
[absent without leave] for three weeks,
so I'm going to have to take away your
iPod.” So | gave her my iPod and she’s
like, "And also you’re not going to be able
to go to your little brother’s confirmation.’
And then | just stopped caring about
trying to make that program work.

At this point, Evan entered into a significant period
of housing instability that increased his involvement
in street life and undermined his ability to remain
connected to school:

Within two weeks of finding that out,
| got kicked out again [at the end
of February]. And so | started couch
surfing... | was sleeping on the street
and stuff like that... After a while couch
surfing, it just gets to point where like
you're going to have to leave, right? So
from there | went and lived at the Dame
[youth shelter in Hamilton]... [I] kept
on getting renewals and stuff like that...
[Eventually] my ex-girlfriend’s stepmom...
took me to the Living Rock where |
filled out an application for Wesley at
the beginning — or mid-April. It took ‘til
August until there was a spot available.

SYSTEMS PLANNING FOR TARGETED GROUPS

Aspects of Evan’s story are worth highlighting. The
first is that the group home used the local sheltering
system as a consequence or punishment for youth
who fail to abide by the rules. The second is that the
shelter that Evan was ‘kicked out to’ was located in a
different municipality than his school, which meant
that he was unable to get to school using public transit.
By using a youth shelter as a punishment, the group
home increased Evan’s contact with street culture and

decreased his involvement with school.

The other part of this story that is worth noting is
that Evan’s first encounter with street-youth services
in Hamilton did not — at that time — lead to increased
housing stability for him. After accessing shelter
services on his own through the Notre Dame Youth
Shelter in Hamilton, Evan was unable to secure housing
within the period of eligibility (42 days) for emergency
shelter use that is funded by Ontario Works (OW)
social assistance. As such, he was required to apply for
numerous renewals. Other youth — for example those
who fail to abide by the rules of the shelter — will be
less likely to have their eligibility renewed.

It is important to note that Evan did not access the
Wesley Youth Housing Application process until a
friend’s mother intervened. In other words, the