











This report contains recommendations that are intended to move towards a solution specifically
for clients with complex needs, while also connecting system gaps and stemming the flow of

Islanders whose issues may become complex without interventions. While there is a focus in the
report on improvements for all Islanders in need, addressing the most complex needs first and
preventing more from becoming increasingly complex is a priority. The report focuses on five
key areas and contains recommendations to support a new model of care and develop pathways

of system supports.

1. Build a model of care for people with
complex needs on PEI

There are great developments happening
within PEI mental health and primary care,
but these developments are not exclusively
designed to serve the Islanders with the
most complex needs. Using the Community
Outreach Centre in Charlottetown (COC) to
build a model of care for those experiencing
the most complex issues will allow emerging
services to align to the population they

are intended for. Once a model has been
developed that demonstrably works, it can
be replicated in other parts of the Island
depending on the needs.

2. Improve coordination of services
Although there are pockets of great service
provision happening in PEI, the referral
pathways could be enhanced into and out of
services for those needing to access them.
Particularly the discharge into the community
post-treatment. The focus should be on
connecting pathways to what is already
happening in PEI and expand the capacity
of those who can do more to close gaps and
sustain wellbeing.

3. Adopt a prevention philosophy
Trauma is a big underlying factor for Islanders
with complex needs. Presenting issues, if left

untreated, lead to more complex situations.
The science of resilience gives both a
rationale and tangible framework to move
more upstream in the programs, policies and
approaches PEI implements to mitigate the
increasing number of complex cases.

4. Appropriate primary care, mental
health and addictions access

There is a different set of referral pathways
and care plans needed for the unhoused and
complex population than mainstream who
struggle with mental health and addictions.
Health data needs to be combined with other
social determinants in order to address the
complexity.

5. Options for housing need to continue
to be developed

It's clear the available shelters, warming and
resource centres, such as the Community
Outreach Center (COC), won't be able to
support everyone with the current state of
housing. We need to look at alternative options
that can supplement housing placements

to ensure people become more stable in
community. We recognize there is a housing
strategy that has been developed that will
support addressing these challenges.
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Issue Overview

Very early in our look at the situation in PEI
it became clear that it is critical to design a
better model of care for people with complex
needs on PEI. An important resource for this
population was the Community Outreach
Centre (COC) in Charlottetown.

A great deal of work has been done in
collaboration with the COC to understand the

needs and flow of those coming in for services.

From this work it was determined that there
was a need to have a more consistent and
thorough intake process when they relocate
to Park Street. This was one of the key areas
that would be different between its previous
location on Euston and the new location at
Park Street. Intake data continues to provide
the COC with information to further guide
their work.

The COC has a new intake process which
will give them better data as to what the root

issues are of each person. Using this data, we
can address these issues with programs and
services throughout the city. The approach
will be trauma-informed, strength-based and
low-barrier for all to be able to access. Having
all who come into the centre go through the
same process regardless of what they come
there for opens opportunities to empower
those who want to move forward.

As the COC becomes more evolved, they will
have a deeper set of data that can guide what
the centre is doing well, and help identify what
new or enhanced services are needed at the
centre or through other partnerships.

The COC recruited members to begin a small
clinic of care for those who do not access or fit
well into the mainstream health care system.
The clinicians involved are experienced

with this population. However, care must

be given to make sure that programs and
services within the COC, including health and
psychiatry, are captured as a whole into the




person’s file. Islanders with complex issues
require support in many areas. It's important
to support this planning with the team to
ensure that information is shared with proper
procedures and policies in place and adhered
to (health act, privacy regulation and so on).
The intent is that the care plans include health
and mental health information but go beyond
that to address other pertinent social issues
and housing needs.

This operational focus would leverage
opportunities for the COC with health and
psychiatry to be players in a system of care
focused on clients with complex needs. There
are critical elements needed that would allow
the COC to successfully evolve: data system
to support capturing client intake, care

coordination and exit; a structured approach

to gathering client data and coordinating
care; formalized relationships with other
community entities and government.

Moving away from a warming center model to
a structured complex care coordination entity
may leave the need for warming centres to
emerge ad-hoc and weather dependent.

As such, a contingency plan should be
developed for these situations with the caveat
that warming centres are not a solution to
address homelessness.

Housing, a critical part of stabilizing Islanders
with complex needs, will be a focus over the
coming months to determine what types of
housing and in-home supports will be needed
to get people out of shelter and the COC and
living in community.




Recommendations for the next
six months

1. Build and pilot the concept of a Complex
Care Centre as a model. The pilot will offer
physical and mental health supports to
unhoused or precariously housed clients

with additional care coordination aimed at
helping them to find and maintain appropriate
housing. The purpose of the pilot is to develop
the concept of care for clients with complex
needs that maximizes existing resources in
PEI, while exploring any critical additions that
will stabilize the client. And provide consistent
referrals back and forth and to create a link to
appropriate housing.

2. Address the needs of those who may not be
best served at the COC with other community
resources and establish a plan for revolving
warming centres as needed and weather
dependent.

3. Dive deeper into what will become available
through the Housing Strategy and recommend
in-home supports needed to transition
Islanders with complex needs into stable
homes.

4. Ensure that the science of resilience is
embedded into existing and new programs
and services and that the PEI Alliance for
Mental Well-Being (AMWB) continues to offer
training, including how to apply the training,
particularly for clients with complex needs.

5. Explore current and additional professional
development opportunities that the United
Way of PEI (UW) can provide to strengthen the
professional capabilities of organizations.

6. Launch and continue to develop the Task
Force on a System of Care for Complex
Populations to make system level decisions.
Senior Advisor will play an advisory role.

7. All services (including primary care and
psychiatry) should be tied to a client's care
plan and routine data analysis should be used
for continuous service improvement.

8. Engage further with Justice to understand
the intersections with the complex care centre
model and the programs and services within
justice.

9. Conduct long-term visioning and explore
physical options as to a possible permanent
location for a Complex Care Centre (CCC)
for 2025.

10. Explore and consider the structure to
operationally lead a CCC.




2.. IMPROVE COORDINATION OF SERVICES '”“qk. -

Issue Overview

Several community and government providers
of services have been met with over the past
six months. It is clear that both government
and community entities are invested in
alleviating the ongoing stress for vulnerable
and Islanders with complex needs. There are
pockets of well-run existing programming
and emerging programming both at the
community and government level that

have potential to serve specific populations.
However, there are gaps in the pathways

between community services providers, and
between government services and longer-
term care provision in the community.

The referral pathways are not clear into

and out of services for those needing to

access them. There is no broader mapping

of the client criteria for each program or
identifying who is altogether missed. There is
a disconnect between government programs
and community services. Strengthening the
potential of what community resources can do
post assessments, treatments or care, is key.
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It's important to lift those entities already doing

the work to do more to close gaps and sustain
well-being before adding new components.

The focus should be on connecting pathways
to all the great work already happening in PEI.

There are clients who are accessing the
COC because the pathways to services that
might better serve their situation are not
clearly defined.

Recommendations for the next
six months

1. Launch and develop a Community Action
Committee (CAC) focused on mapping who

is doing what and for which populations.
Identify where complex or at risk of becoming
complex populations are falling into gaps
where there are not services available to help
them, or the referral pathways are broken.

2. Use CAC to link the pathways between
service providers and particularly intake
and discharge back to the community for
government services.

3. The CAC will also focus on pathway
improvements for all Islanders in need.
Addressing the most complex first and
preventing more from becoming increasingly
complex is a priority.

It takes a very specific skill set to work with
populations that are facing many health,
housing and social challenges all at the same
time. The UW and the provincial government
can work together to motivate and compensate
non-profits to continue to enhance
professional training.

4. Data collection is critical to effective intake,
care planning and discharge. CAC could play
a lead role in upgrading data collection from
many organizations to develop aggregated
community data.

5. Due to the increasing level of complexity

of client needs, non-profit service providers
should continue to enhance their professional
competencies. This could be facilitated
through existing organizations such as the
UW or the AMWB.

11




3. ADOPT A PREVENTION PHILOSOPHY

Issue Overview

Trauma is a prominent underlying factor in all
folks accessing the COC and other vulnerable-
serving organizations in the community. In
1998, the Adverse Childhood Experiences
study linked events that happened before the
age of 18 to poor health outcomes over the
lifespan. The science of resilience explains
how traumatic experiences that happen such
as neglect, abuse and family dysfunction

(also known as toxic stress ) particularly in
early years, shape brain development leading
to poor health outcomes. These include
diabetes, obesity, addictions, heart disease,
and poor mental health. We also know that
trauma compounds; when left unaddressed
the situation just gets worse and may lead

to increased instances of community
disturbance. To mitigate, as soon as someone
is ready to seek deeper support to address their
crisis, it should be made available to them.

The science of resilience provides a tangible
framework for how to apply a prevention
philosophy approach. In 2017, Jack Shonkoff

identified three principles to take action on
implementing a resilience science approach

Principle 3: Reducing sources of
stress protects from the harmful
buildup of toxic stress, which depletes
the energy the brain needs for healthy
development throughout one's life.

MORE RESILIENT

to program and policy development. The

three principles are (1) Develop supportive,
responsive relationships with a stable
caregiver (2) Strengthen adult capabilities

and core life skills (3) Reduce sources

of toxic stress. The science of resilience

links the downstream social challenges

our communities grapple with such as
homelessness, mental health crisis and
addictions to events that happen early in

life. Not only does this science provide a
framework to understand the interconnections
in the issues that social policy seeks to address,
but it gives a rationale to move more upstream
in the programs, policies and approaches we
implement.

In order to effectively address the growing
number of those facing homelessness, mental
health, and addictions, PEI needs to take a
prevention philosophy approach. PEI has
already invested greatly in ensuring service
providers are trained on the Brain Story, an
internationally recognized program that
helps caregivers and policy makers better
understand the root causes of these issues in
order to better address them. This common
language is a critical first step in applying

a science of resilience

and taking a prevention-

Principle 1: Supporting
responsive relationships is
a critical factor in building
resilience across the
lifespan.

focused approach. PEI
should continue to build

Principle 2: Strengthening
core life skills shifts the
balance point, or fulcrum, of
the scale.
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on this momentum.

1Toxic stress: Prolonged
activation of the stress response
system, with a failure of the body
to recover fully and an absence
of a responsive caregiver.
(National Scientific Council on
the Developing Child) Toxic
stress are the red blocks on the
resiliency scale.




Recommendations for the next
six months

1. Minimize the exposure to ongoing toxic
stress by getting people to the service best
suited to meet their presenting needs, as
quickly as possible. This means addressing
homelessness rapidly or preventing it if
possible. If someone has a mental health
concern, address it before it becomes an acute
crisis and/or increases in complexity.

2. Homelessness, unwell mental health,
addictions, poverty, domestic violence

and other challenges vulnerable folks face
are interrelated. Use an intake process for
programs that proactively asks the client
questions about health, mental health,
addictions, social connection and supports,
basic needs and housing to get a holistic
picture of their situation and any risk factors.
Address presenting issues in addition to risk
factors to prevent future crises.

3. Use evidence-based interventions that are
targeted to the needs of the specific population
being helped.

a. In order to do this effectively, you need
to know who is coming in the door - data
collection needs to be included in any
intake process.

b. A method for using the data to design
interventions needs to be embedded.

4. Continue conversation with Justice to
integrate more prevention opportunities that
affect complex populations. For example,
consider options to offer intense care
coordination vs incarceration.

5. Other departments participate in the
conversation via the Task Force to understand
how their services support and play a
prevention role for Islanders with complex
needs.

6. Continue to build a common language by
requiring that service providers have Brain

Story certified staff as part of their provincial
contract agreement.

7. Build a broader understanding across
government, community and the

general public of why folks experiencing
homelessness, addictions and mental health
are struggling by:

a. Use existing knowledge base building
tools (such as those provided by the AMWB
and Alberta Family Wellness Initiative) to
catalyze momentum around applying the
Brain Story among service providers.

b. Continue to host learning and
knowledge sharing events to further engage
government departments and community
organizations in resilience building.

c. Execute a public campaign to begin
to address the stigma of Islanders with
complex needs or the general population.

8. Collaborate with researchers to fund
evidence-based, resilience building
interventions for the PEI population. There

is already a research team established by the
AMWB that can continue to look at the impact
of trauma on vulnerable people with complex
needs and conduct PEI-specific research on
the best interventions to help this population.
The government of PEI can encourage
adoption of PEI-specific interventions through
the contracts that they fund.
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4. APPROPRIATE PRIMARY CARE, MENTAL HEALTH
AND ADDICTIONS ACCESS

Issue Overview

Although there is considerable work
happening in PEI, access to appropriate care
has inconsistent pathways for those with
mental health and addiction issues. This
population needs a coordinated plan and likely
longer term supports that address the whole
person (determinants of health). There are

few services that treat both mental health and
addictions simultaneously. It is chronically
difficult to get into recovery treatment.

Recommendations for the next
six months

1. Continue conversations with Health PEI

and mental health leaders to understand how
services can be integrated to meet the needs of
complex and vulnerable populations.

2. Revisit addiction support access. Consider
what existing and new harm reduction
approaches could complement abstinence
based, in-center models.

3. Mental health access needs to be increased
at all levels. On-going care plans need to be
built in longer term for clients with

complex needs.

There are long waits and between the time a
client has expressed readiness for detox and
when they are actually able to access it. As a
result, the window of readiness oftentimes
is passed. The discharge from intensive
detox and mental health support back to
community could be improved and may lead
to clients ending up in the same triggering
situation they were in before they went into
the residential program, which chronically
threatens any progress made in treatment.

4. Addiction and mental health supports don't
need to be only treatment based; they can

be community based. Consider what can be
offered in home and what suite of services

is most effective at helping a client to stay
stabilized.

5. Interventions have to be a broad
spectrum and could include emerging

and non-traditional methods. However, all
interventions need to be tied to a care plan.
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'5. OPTIONS FOR HOUSING NEm TO GONTINUE
. TO BE DEVELOPED

Issue Overview

The Housing First and adoption of 10-year
plans to end homelessness across jurisdictions
in the early part of the 2000s has led to years
of research on homelessness and housing
social policy. Homelessness has different
faces and is not experienced in the same way
by everyone. With varying levels of need and
complexity there must be consideration of
the different types of homelessness that folks
are experiencing and the types of housing
that will stabilize their situation. Not enough
transitional or supportive housing options
exist that will allow clients to stop relying on
emergency shelters.

Although the housing-first model is widely
supported by community service providers,
there is a gap in housing options that meet the
needs of Islanders with complex issues. Some
of the housing options currently available
require clients to have gone through a
recovery program or to be stabilized from their
mental health crisis to be eligible.

The process for referrals into and out of
housing could be improved. The Homeless
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Individuals and Families Information System
(HIFIS) is the federal housing registry.
Individuals registered in HIFIS, depending
on their score, are offered housing through
the coordinated access table. Not all housing
units are offered through this table though,
as some organizations are able to populate
their housing outside of the housing table.
Federal funds for housing flow through

the Community Advisory Board and Rural
Advisory Board but the funding and rules
governing the funding doesn't always align
with the need.

It's recognized that there is a housing
strategy and the future of housing programs
is undergoing a reconfiguration. It's yet

to be understood what the intersection

is between what is available through the
new housing strategy and the needs of
Islanders experiencing complex situations
as discussed through this document. The
recommendations are based on what we
currently see and may need to be adjusted
as the implications of the housing
strategy emerge.
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Recommendations for the next
six months

1. Increase housing supply to provide more
options that meet different client needs.

To make shelter a temporary situation,

there needs to be an exit plan that involves
graduating to different housing options.
Currently there are not many options available
to exit clients to.

2. Explore different types of housing that can
meet the specific needs of the most complex
populations. For example, supportive housing
that can handle both mental health and active
addictions. This might involve establishing
creative options like mobile supports that

can service scattered site housing options as
opposed to co-location in one building.

a. Another option might be the tiny homes
complex. Sometimes clients with complex
needs have difficulty being in the same
building as other folks because of their
trauma experience and it can help alleviate
both their own triggers and the impact to
others if they have space to themselves.

3. Review the referral process in and exit out of
different types of housing in PEL

a. Create a quicker referral and intake
process to get those accessing COC and
Park Street shelter housed as quickly as
possible in appropriate housing and with in-
home support.

b. Review the criteria of the Reaching
Home Strategy and other federal pockets
of funding and decide how these funding
streams can augment PEI's housing needs.
Seek to fill gaps locally instead of letting
federal funding dictate what's available

in PEL

4. Housing placements should involve a

care plan to understand the scope of clients'
situations. Social issues cannot be addressed
in isolation but rather in concurrence

with each other. Targeted approaches that
encompass an integrated care approach are
required to effectively address homelessness.

5. The province should adjust the housing
criteria to recognize the risks for homelessness
and support the work towards a homelessness
prevention model.
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