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Summary 
 

• Islanders with complex needs experiencing homelessness require a specific approach that 
has been detailed in Senior Advisor reports. The impact of an approach would reduce 
costs to systems, decrease community concerns and improve quality of life for those 
impacted by poverty and trauma. 

• Two models are proposed 1) single site entity and 2) distributed model. 

• The operational roadmap for a distributed model provides a snapshot of the elements, where 
they already exist in PEI and what steps to take to fill gaps. Appendix A provides details of the 
operational elements regardless of the model chosen. 

• Preliminary recommendation is to choose Option 2 - Distributed Model because it leverages 
and builds on what currently exists and lessens risk. 

 

Background 
 

Islanders with complex needs experiencing homelessness often have two or more physical issues, 
one or more mental health issue(s), are homeless or at risk of becoming homeless and have other 
social complexities. This cohort of individuals are not well-served by mainstream services and 
require a custom approach to appropriately meet their needs and reduce any risk to public safety. 

 
This briefing note intends to expand on how to proceed with the Senior Advisor’s recommendation 
to Build a model of care for people with complex needs on PEI (Donnely & Storteboom, 2024). 
Several reports have been written that outlined specific recommendations in developing a support 
system for Islanders with complex needs experiencing homelessness, that would have tighter 
alignment across the system of care. Each report submitted was written to build on the previous 
report. Reviewing all previous recommendations and the original Park Street Design report written 
in 2021 for the PEI Alliance for Mental Well-being would provide additional background to this 
document. 

 

The Vision & Intended Impact 
 

The vision for a complex care model is to have a place where complex islanders experiencing 
homelessness can be stabilized and housed so that their other needs addressed in a holistic way. 
A model for complex care delivers primary health care services and other specialized health 
services in a clinical care model which provides low-barrier services that are focused on meeting 
the needs of complex individuals who are not adequately and consistently being served other 
places. 
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A complex care model for Islanders experiencing homelessness creates an opportunity to develop 
a unique integrated approach specifically tailored to the complexities of this population who, in 
addition to health, mental health, poverty and other social challenges, typically have a distrust of 
the system. These individuals are most productive when positively engaged with someone (or an 
organization) they trust. In addition to the clinical services, a complex care model provides housing 
(ideally Housing First which provides free choice, guides participants towards recovery and 
enables community integration) and economic supports, addictions support, and skill-building.  
 
The model recognizes that complex individuals are sick because of circumstances and not a 
personal failing. Services are available to people impacted by poverty, trauma, homelessness and 
systemic marginalization, who need a non- judgmental and trauma-informed approach to support 
well-being. 

 
By taking this approach, these vulnerable individuals get off the streets, and it prevents their 
conditions from worsening. This in turn reduces concerns for public safety and makes more 
efficient use of resources, ultimately reducing systems cost to taxpayers and providing a more 
compassionate approach for the person struggling. 

 

Options and Descriptions 
 

To facilitate the development of a complex care model for Islanders experiencing homelessness in 
PEI, there are 2 options proposed: One is a single site model, the other is a distributed model. Both 
options have advantages and disadvantages and will require intensive focus to ensure 
integration. However, if done well the benefit will be to create a long-term solution to address 
the situations of complex islanders. 

 

The governance and running of either a Complex Care Centre or oversight for a distributed model 
should be independent of government. The specific model should be up to service delivery 
organizations that work with this population to design and propose. There should be a minimum of 
three years funding term attached to these initiatives and tied to outcomes. There should be a fair 
and transparent process to award any contracts. 

 

Option 1 – Complex Care Centre: This model would have all essential programs and services under 
one roof much like the CUPS Calgary model. 

 

Pros Cons 

Potentially the most user friendly for the client as 
all services are co-located 

Difficult to reach the rural population as 
services are site dependent 

Data collection may be more integrated and 
seamless 

New site will be required; more resources to 
secure 

Government and funders have one spot to 
collaborate and coordinate with 

Not effectively building on the current 
service delivery leaders and successful 
programs that already exist 

 

 

https://www.cupscalgary.com/
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Option 2 - Distributed Programming under a main Umbrella Entity: This model continues to tie 
together the natural collaboration between entities already doing this work and intentionally 
drawing system links to these resources to engage and stabilize the target population. 

 

This model would still require an overarching entity that intentionally ties the pieces together 
through collective data gathering and partner agreements, while proactively addressing gaps. The 
leader of this entity would have to be able to navigate and consult and coordinate with cross 
ministries such as Health PEI, Housing and Justice and others. 

 

Pros Cons 

Amplifies existing community leaders in service delivery; 
particularly those who have already been adjusting services 
in alignment with Senior Advisor recommendations 

More effort required to build 
pathways to services when they 
are not co-located 

Disperses the risk of having a single site responsible for all 
services related to complex 

Managing scattered sites adds 
complexity 

Reduced capital expense by building on what already exists  

Localize the approach across the Island instead of a 
provincial model; Maximize community influence and 
perspective 

 

More feasible to scale to rural PEI  

 
 

Roadmap to Build a Model of Care to Address Needs of Complex 
Islanders Experiencing Homelessness 
 
Appendix A includes further description of the operational elements of a complex care model 
regardless of whether Option 1 - Single Site or Option 2 - Distributed Model are chosen. Below is a 
chart that provides a road map for a distributed model. 

 

Operational 
Elements 

Assets that already exist in PEI to 
build on 

Next Steps Intended Impact 

1. Primary Care 
Services: 
Coordination of 
medical or 
primary care 
services to 
address the 
needs of 
complex 
islanders and 
review in 
consideration of 

• Primary care stabilizing complex 
patients at Community Outreach 
Center(COC) 

• Queen Street Clinic could expand 
services by building on Opioid 
Agonist Therapy 

• Coordinate program design and 
services Health PEI 

□ Data collection 

system needed for COC/ 
others that are part of 
the model; health 
services are on EMR; 
cross- ministry 
collaboration and data 
sharing needed including 
HPEI, Land & 
Communities (HLC), 
Corrections and Social 
Development (SDS) 

Individuals with 
complex issues 
experiencing 
homelessness 
stabilized (Psychosis 
related to Mental 
Health and Addictions 
is addressed) 
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patient medical 
homes 

□ Review services offered 
at Queen Street Clinic 
& Health PEI for 
greatest alignment + 
consistency 

2. Addressing 
Mental Health 
and Addictions 
Concurrently 

• Primary Care at COC (with 
psychiatry/addictions consult) 

• Queen St. Clinic outpatient detox 

• Community Health Centres* (CHC) 
rolling out across the province 
that include mental health & 
addictions support, HPEI open 
access clinics, transitional housing 
options, existing outpatient 
withdrawal programs across PEI 

□ Specific strategies by 
HPEI Mental Health & 
Addictions (MHA) 

□ Consider mandate of 
Canadian Mental 
Health Association 
(CMHA) mandate for 
Housing First 
program (currently 
requires compliance) 

Stabilize the client to 
have engagement and 
develop care plan to 
address underlying 
needs 

3. Access to a 
Continuum of 
Services with 
Multiple 
Pathways 

• Peer support from MHA 
and CMHA may provide 
some bridging support. 

• Outreach from MHA 

• Primary care 
physicians providing 
addiction care 

• Continue community 
programs such as Reach 

□ Identify who is the 
primary owner of the 
care plan for 
clients/patients across 
a continuum of services 

□ Implement data system 
to facilitate sharing 
client/patient care 
plan; to have highest 
impact, cross data 
sharing required; note 
that health services use 
EMR 

Complex individuals 
are not forced to 
remain on the street 
because they are not 
stable enough to 
pursue recovery 
options 

 

Increased public 
safety 

 

Clients make 
sustained progress 
towards recovery 

4. Mobile Outreach 
Services tied to 
Primary Care 
and Mental 
Health Service 
and Ideally 
Housing Options 

• Primary care (in 
Charlottetown) offers 
outreach/ case management; 
mobile mental health units, 
HPEI FACT teams, mobile 
outreach beyond Ch'town. 

• Navigation between street 
level engagement and 
primary clinic at COC 

□ A consistent and 
standardized approach 
to information 
collection and sharing 
ensure identified goals 
for this integrated work 
are advancing or not 
(Vital to put corrective 
measures in place to 
ensure a higher degree 
to success) 

Reduced use of 
emergency services 
and emergency 
departments 

 

Reduced stigma 
Increased public 
safety Improved 
quality of life 
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5. Housing Options 
and Supports 

• HLC currently offers transitional 
and supportive housing, rent 
supplements and vouchers 

• CMHA offers a version of Housing 
First (not currently reaching the 
most complex) 

• Senior Advisor shared models of 
in-home supports and housing 
options for the most complex 

□ Adopt a provincial 
Housing First 
model; Fidelity to 
the model required 

□ Research and review 
the needs for in-home 
supports based on the 
characteristics of the 
target population; For 
the most complex, in- 
home support is critical 

□ Consider fast-track to 
housing for the most 
complex linked to 
mobile team 

Complex 
individuals have 
housing options 
available to them 
and they are not 
forced to remain 
on the street 
because they do 
not fit a mandate 

 

Increased 
community safety 

6. All Interventions 
Tied to a Care 
Plan that 
Integrates the 
Interventions 

• An Integrated Care Tool (ICT) has 
been offered to PEI by the Senior 
Advisor. 

• Several members of health, 
housing and task force have had 
an opportunity to preview the 
tool 

• Revamped COC with enhanced 
intake and focus on clients 
visiting for a purpose 
(comprehensive care planning 
tool still required) 

□ Pilot ICT with non- 
government 
organizations. Build 
requirements for its 
use into contracts with 
community 
organizations. 

□ Use government 
services as appropriate 
(where they connect to 
the distributed model 
of care for complex) 

Clarity over how 
interventions work 
together to achieve 
client goals 

 

Progress toward 
client goals is 
monitored 

 

Aggregated data 
can provide insight 
on success of 
interventions 

7. Evidence-based 
and Prevention 
Focused 

• There are models all across 
Canada that are tied to 
research and evidence of 
success 

□ Following the evidence 
of what works and for 
whom will be cost 
efficient and have 
more success. 

□ Understand new 
potential legislation 
coming out such as the 
Intoxications person 
legislation, 
encampment 
legislation, mandatory 
recovery, etc. and cross 
reference to models 
that have worked and 
for whom as one 
model does not work 
for all; Doing this work 
upfront will save time 

Interventions are 
effective and cost 
efficient 

 

Develop PEI 
specific 
interventions with 
data collected 



7 

 

 

COMPLEX CARE MODEL FOR ISLANDERS EXPERIENCING HOMELESSNESS Donnelly & Storteboom 

and be more successful 
□ Use a tool such as ICT 

to collect aggregated 
data  

 
 
 
 
 
 
 

8. Explore /define 
professionalism, 
training and 
appropriate 
compensation 
of staff 

• Identify core training required 
by all staff in community 
organizations 

• Have a “backbone” community 
organization coordinate and 
deliver the training (ie; Brain 
Story, Trauma Informed Care, 
Non-Violent Crisis Intervention, 
Mental Health First Aid) 

□ Contract with 
community 
organization to deliver 
training. (ie. United 
Way, PEI Alliance for 
Mental Well Being.) 

□ Work through the 
Community 
Action Committee 
to coordinate. 

More effective 
case management 

9. Cross-ministry 
forums with 
decision-making 
capabilities 

• There is a Cabinet Committee 
on Housing; Deputies 
committee on Housing; Social 
Policy Deputies Committees. 

• Task Force is a decision-making 
body that connects government 
with the municipalities (police, 
downtown assoc.) 

□ Decide on a 
governance structure 
within Government 
with appropriate social 
departments identified 

□ Identify lead and 
implementation 
team. 

Integration across 
government 

10. Umbrella entity 
responsible 
intentionally 
tying the pieces 
together 

• Community Action Committee 
(CAC) has already been 
established and reports into the 
Task Force 

• Task Force holds the 
responsibility for consideration 
and approval of the work this 
coalition does 

• Task Force and other ministry 
partners are responsible for 
finding additional resources as 
needed 

□ Develop the planning 
body for a distributed 
model of care out of 
the CAC; who will be 
the care partners; and 
who will become the 
umbrella entity 

□ Confirmation of 
funding tied to clear 
objectives from 
government will 
demonstrate 
commitment to the 
coalition work 

 



8 

 

 

COMPLEX CARE MODEL FOR ISLANDERS EXPERIENCING HOMELESSNESS Donnelly & Storteboom 

 

 

Recommendation: 
 

The preliminary recommendation is to choose Option 2 - Distributed Model because it leverages 
and builds on what currently exists while lessening risk. 
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Appendix A: Essential Elements to Build a Model of Care for People 

with Complex Needs Experiencing Homelessnes on PEI 

1. Primary Care Services: Coordination of medical or primary 

care services to address the needs of complex islanders 

experiencing homelessness 
 

• Primary health care services that complement and support integrated specialized 

health services in a low-barrier, interdisciplinary, and collaborative way, focused on 

meeting the needs of complex individuals. Primary Care services should provide 

trauma informed services and include preventative screening, wound care, basic foot 

care, medication and vaccination administration, diabetes education and support 

group facilitation, as well as integrated resource navigation, advocacy support and 

case management related to social determinants of health, to the degree that is 

available in PEI given the small population. 

 

• Mental Health Assessments: Diagnosis and treatment plan that can be administered 

by primary care are critical to stabilizing complex Islanders with psychiatric concerns. 

It is impossible to proceed with other services and when an individual is in active 

psychosis. 

 

• Addictions Treatment: Withdrawal management, transition and recovery. 

 

• Specialist Care (To the degree that is available in PEI given the small 

population): Access to a variety of specialized medical professionals, care, and 

programs, including internal medicine, neurology, gastroenterology, dermatology, 

chronic pain, cardiology, rheumatology, and nephrology, are critical to stabilizing 

individuals with complex needs. These individuals typically don’t have capacity to 

proceed with a referral-based model that the rest of the public accesses, therefore 

consideration should be given to how to smooth the referral process, and possibly 

provide transportation or other supports to help individuals access specialist care. 

 

• Diabetes Group: A Diabetes Group should provide monthly education, information 

sharing, and group support sessions for individuals who are pre-diabetic or diabetic. 

This group meets in the community and is supported by a nurse practitioner and 

Health Equity nurse. 

 

• Partner with Palliative Care 
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2. Addressing Mental Health and Addictions Concurrently 
 

• Many of the current existing programs in PEI, including those offered by community 
organizations will treat either a mental illness or an addictions concern but will not 
address both simultaneously, which means many complex individuals experiencing 
homelessness are not eligible for services. It is more widely understood now that 
untreated addictions can lead to active psychosis and untreated mental illness can 
lead to self-medicating with substances.  
 

• Addictions and mental health are intricately linked and options for support need to 
recognize and address these concerns concurrently. This requires an increase in skill 
and resources to address effectively but is a critical element in building a model of care 
that effectively addresses the most complex needs of Islanders experiencing 
homelessness. 

 

3. Access to a Continuum of Services with Multiple Pathways 
 

• Recovery for both mental health and addictions is a continuum. It involves 
detoxification, withdrawal, transition to a recovery program – either in-patient or out-
patient, transition back to community and lifelong maintenance, which may involve 
routine medication administration and/or other supports such as support groups. Note 
that discharge from any point on this recovery continuum to homelessness 
compromises any progress and should be avoided (More under 5. Housing Options) 
 

• When folks are not ready yet for the recovery continuum, consideration needs to be 
given to where they can go when intoxicated (and nonviolent) to safely recover from 
the effects of alcohol or drugs to minimize risks to themselves and the broader 
community. This space should serve as an access point to the recovery continuum and 
reduce the strain on emergency service and provide enhanced community safety. 

 

• To provide every opportunity possible for folks to access recovery options, regardless 
of where they are at, there must be multiple entry points (through self-referral, 
community clinics, acute care and other) available to complex individuals. A model of 
care for individuals with complex issues should have multiple access points to each 
service on the continuum. 

 

4. Mobile Outreach Services tied to Primary Care and Mental 

Health Service and Ideally Housing Options 
• A team designated and trained to engage with such a high-risk complex population 

with ties to primary care and mental health services is essential. Enforcement with this 
population does not typically work as there is such distrust and they are often quite 
simply too sick or mentally not well to be forced to do something. Additionally, this 
population is typically the highest users of emergency services and cost taxpayers an 
exorbitant amount to be addressed constantly on a crisis basis. CUPS Connect2Care or 
Alpha House HELP teams were models previously suggested to consider, however, a 
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mobile team with ties back to the clinic could serve the need for mobile outreach 
services. 
 

• A mobile team could be the first point of contact for community interacting with 
unhoused and complex individuals in downtown Charlottetown, to decrease the strain 
on emergency services. In addition to being a first point of contact, the mobile team 
would bring healthcare services directly to complex individuals and have a link to 
housing. Outreach is a preventative measure to prevent emergency response. 

 

• It is easier to take services to complex populations than send individuals to various 
locations to get assessed, diagnosed and stabilized. The reality is that many patients 
who access the health clinic at COC have acute psychosis. Unaddressed is a massive 
concern to both the patient and the community, making psychiatry a necessity for this 
population. These health care services do not exist for the most complex Islanders and 
are critical to the success of helping this population and lowering community safety 
concerns. 

 

5. Housing Options and Supports 
 

• Housing is and will continue to be a core issue. Fast-track housing in conjunction with 
psychiatric and primary care stabilization are critical to maintain stabilization for a 
complex, difficult-to-house population. The current development of the “vulnerable” 
pillar of the Housing Strategy is crucial. It should include scattered sites with intensive, 
in-home, case management supports and seek further opportunities with private 
landlords in addition to the 24/7 supported housing model currently being pursued. The 
latter typically have a high capital cost and a long runway to build. The former can be 
more flexible, have a more immediate impact and engage the private sector in an issue 
that impacts the entire community. A mix of options should be cultivated to best serve 
the complex populations. 

 

• The Housing First approach is based on three central considerations: 
 

1. providing free choice 
2. guiding participants toward recovery 
3. enabling community integration. 

 
• In the Housing First approach, the individual works with the program staff to not only 

locate the apartment, but also to support the individual in signing the lease, providing 
furniture, and moving into the selected unit. The tenant also decides whether they want 
to live alone or have roommates. In the Housing First approach the apartment units are 
owned by landlords and leased to the clients using a traditional lease arrangement. 
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• Programs that could be adopted from other jurisdictions as per the recommendations in 
2024: 

 
o Connect2Care: Mobile interdisciplinary medical and case management support. 

Intended for the hardest to house and to defer the highest users of emergency 
departments and hospitals. Fast-track to housing. Housing options cultivated 
through the C2C with a list of private landlords. Includes a budget for repairs and 
quick turnover; a reality of working with this population. 
 

o Key Case Management: Intensive case management support and rent subsidies 
to stabilize chronically or episodically homeless individuals in housing and 
provide access to support to help with presenting issues that can result in a 
return to homelessness. Case managers work alongside participants to meet 
immediate needs, connect them to internal and external resources and build 
capacity to maintain housing and live more independently. The housing locator 
assists clients in securing appropriate housing and re-houses clients as needed. 
The housing locator acts as a liaison between client and landlord to support 
positive tenant / landlord relationships. 

 
o Legacy Seniors Project: a partnership with an affordable housing provider and 

provides housing and rental subsidies to individuals aged 55 and older who are 
at risk of homelessness and require additional supports to live independently. 
The program stream provides individualized case management as well as 
community-oriented programs, resources, and referrals. 

 

6. All Interventions Tied to a Care Plan that Integrates the Interventions 
 

• All services should be tied to a client care plan for the most complex. These 
individuals access multiples services across systems. There needs to be complex 
case coordination and data to support care coordination. CUPS Integrated Care 
Tool is one option, but there are others. 

 

7. Evidence-Based and Prevention Focused 
 

• Trauma is a prominent underlying factor for individuals with complex needs. In 1998, 
the Adverse Childhood Experiences study (ACES) 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. 
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8. Professionalism, Training and Appropriate Compensation of Staff 
 

• Professional competencies of service provider organizations to address the level 
of increasing complexity of client needs is critical to a model of care for complex 
individuals. Working with complex clients requires skill and a higher ratio of 
service providers to client. Some of the ways this can be addressed on PEI: 
 

o Invest more deeply, through enhanced training. (Trama informed care, 
Non-violent crisis intervention, Brain story certification) 
 

o Adequately resource the number of staff needed to deliver interventions 
for complex individuals. 

 
o Require community organizations to report on outcomes (not output) and 

build this into all new and renewable contracts. 
 

o Review contracts for outcome delivery and cost of living formula to ensure 
appropriateness. 

 
o Consider unrestricted, multi-year core funding for organizations who 

deliver on outcomes. 
 

9. Cross-ministry forums with decision-making 

governance & capabilities 
 

• For folks with complex needs experiencing homelessness, it cannot be only one 
ministry’s responsibility to create a model of care to support them. Having cross-
ministry forums that can make decisions and ideally link government to community is 
critical to developing an effective model of care that reduces systems cost, reduces 
concerns for community safety and increases quality of life for complex individuals. 
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