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British Columbia Assembly of First
Nations, First Nations Summit, Union of
British Columbia Indian Chiefs and The
Government of British Columbia. (no date)
The Transformative Change Accord, First Nations
Health Plan.
This report provides a series of
recommendations to address key issues for
First Nations social service provision and
delivery, which are identified as: closing the
gaps between First Nations and other British
Columbians in the areas of education, health,
housing and economic opportunities over
the next 10 years; reconciling Aboriginal
rights and title with those of the Crown,
and; establishing a new relationship based
on mutual respect and recognition. Each of
the main sections has a specific set of action
points and includes a series of measures
to evaluate the effectiveness by 2015. The
four action areas for change over the next
10 years are: the establishment of mental
health programs to address substance
abuse and youth suicide; the integration of
the ActNow BC strategy with First Nations
health programs to reduce incidences of
preventable diseases like diabetes; the
establishment of tripartite pilot programs
in the Northern Health Authority and
build the Lytton Health Centre to improve
acute care and community health services
utilizing an integrated approach to health
and community programs as directed by the
needs of First Nations; and to increase the
number of trained First Nations health care
professionals. Additional areas for future
action include: governance, relationships and
accountability; health promotion and disease
and injury prevention; health services;
performance tracking

The four umbrella areas are also written
into the:
First Nations Health Plan Memorandum of
Understanding Between The First Nations
Leadership Council Representing the BC
Assembly of First Nations, the First Nations
Summit, the Union of BC Indian Chiefs, the
Government of Canada, and the Government
of British Columbia.

approach that minimizes the burden of
harm with evidence-based intervention
and strengthening existing services and
infrastructure, focusing on prevention,
treatment, community supports, and
enforcement, mobilizing communities
to implement the strategy, monitoring
implementation and adjusting course if
needed, and communicating results.

BC Ministry of Health. (2005). Harm
Reduction: A British Columbia Community
Guide. Victoria: BC Ministry of Health.

Canadian Executive Council on Addictions.
(2005). Canadian Addiction Survey (CAS).
Ottawa: Health Canada.

This guide has been written to assist
municipalities in British Columbia in taking a
leadership and a facilitative role in reducing
the level of drug related harm in their
communities. Principles of harm reduction
include: pragmatism, human rights, focus
on harms, maximize intervention options,
priority of immediate goals, and drug
user involvement. The Harm Reduction
approach emphasizes education and
outreach to teach drug users how to reduce
risks associated with drug use; referrals to
health and social services; low threshold
service delivery; partnerships between law
enforcement and health agencies to ensure
complementary efforts that identify the
root causes of community problems and
the most effective actions for addressing
them; needle exchange programs and gold
standard methadone maintenance treatment;
supervised consumption facilities; street
drug testing and early warning systems; and
heroin-assisted treatment. Recommendations
for the development of a municipal harm
reduction response includes bringing key
stakeholders together, creating a leadership
and organizational structure, identifying
key community partners, conducting
needs assessment and inventory of local
services, developing a locally-driven harm
reduction strategy guided by SMART Goals
and Objectives, developing a strategic

The objectives of the CAS is to determine
the prevalence, incidence and patterns of
drug use in the Canadian population aged
15 years and older; to measure the extent of
harms associated with those individuals who
use drugs; to assess the context of use and
identify risk and protective factors related to
drug use; to measure public opinions, views
and knowledge about addiction policies; and
to provide baseline data for future evaluation
of the effectiveness of Canada’s Drug
Strategy. The results of the CAS suggest that
alcohol problems are not uncommon and are
differentially distributed among Canadians.
If social policy directed at the prevention
of alcohol-involved harm is to be evidencebased, it is important to identify target
groups (heavy drinkers and younger people)
that are vulnerable to these problems and
that could benefit from prevention and
intervention efforts. The increase in cannabis
use from 15–17 year olds to 18–19 year
olds is notable. The 15 to 17 year old
group is an obvious target for prevention
programming. Given some similarities in the
harm of cannabis and tobacco smoke (Hall
& MacPhee, 2002), cannabis interventions
could explore cessation programming
developed for cigarette use. Given that
most who have used an illicit drug (excluding
cannabis) in their lifetime no longer continue
1
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to use, the report suggests that more
emphasis should be placed on recent use and
current harms and consequences. There is a
need to better understand the determinants
of provincial and regional differences in
alcohol and other drug use. Continuing
efforts are warranted that focus on alcohol
and drug-using populations with harm
reduction and prevention measures, address
evolving treatment needs, and reduce the
social and economic costs of substance use.
Finally, the report highlights the importance
of developing a sustained and ongoing
monitoring and surveillance strategy.
Centre for Addiction and Mental Health.
(2002). Best Practices: Concurrent Mental
Health and Substance User Disorders.
Ottawa: Health Canada.
The report provides an updated synthesis
of the latest research information for
addiction and concurrent disorders and
offers specific recommendations for the
screening, assessment and treatment/
support of this underserved population. The
report advocates thinking of mental health
and substance use problems as a plurality,
rather than a duality, as it is more consistent
with the typical clinical presentation of the
abuse of multiple drugs. It recommends
a broader psychosocial rehabilitation
perspective, which focuses on the critical
role of acute treatment, medication
management and symptom reduction in
creating more long-term positive outcomes
and further advocates for an integrated
treatment program that supports housing,
employment, recreation and social networks.
It is recommended that all people seeking
help for substance abuse be screened for
co-occurring mental health disorders and cooccurring substance use disorders, and that
based on a positive screen, a comprehensive
diagnosis, assessment of psychosocial

functioning and treatment and support plan
be established. The report encourages a less
prescriptive approach at the system level
and promotes greater knowledge transfer,
community and patient participation, interagency cooperation, improved data systems
and access models, and more research,
training and education in the field of
addiction and co-occurring disorders.
Community Directions. (2002). An Alcohol
and Drug Plan for the Downtown Eastside
Community. Vancouver.
The Community Directions report was
written by members of the Downtown
Eastside community and is the result of
extensive collaboration and consultation with
community based groups and individuals.
The plan uses the four pillars approach as a
framework to provide a coordinated, holistic,
and comprehensive way to address drug and
alcohol issues. There are 27 separate actions
outlined within the plan that range from
general directives (ie increase the amount,
available, variety and level of coordination in
treatment) to more specific (ie establishment
of a 24-hour sobering centre for people
in immediate and acute alcohol and drug
crisis). There are definitions and background
for each action as well as a discussion of
key implementation issues. Services are
broken down into low threshold that targets
drug users who are not ready or interested
in treatment or rehabilitation, medium
threshold that targets users who have some
level of commitment to change, and high
threshold that targets those who want to
exit the drug scene. Eighteen principles
guided both the development of the actions
and the issues surrounding implementation.
These include ideas such as: treatment must
be normalized in that it should be made
accessible and less threatening to those who
want it, and that a continuum of services
based on varying levels of need must be
provided to alcohol and drug users.

Goldberg, M. et al. (September, 2005).
Homeless Count 2005. On our streets
and in our shelters: Results of the 2005
Greater Vancouver Homeless Count.
SPARC BC.
This document presents the findings of
the 2005 Greater Vancouver homeless
count which provides an estimate of
the number of homeless in the region,
accompanying demographic information,
and identifies trends in relation to the 2002
Homeless Count. Conducted on March
15th, interviewers approached people
using services, such as drop-in centres,
meal programs, certain social services,
and shelters, to determine if they were
homeless. For the purposes of the count,
someone was defined as homeless if they
did not have a place of their own where
they could expect to stay for more than
30 days and if they did not pay rent. This
includes both those individuals who have
no physical shelter and those who stayed at
a friend’s place. Due to the methods used
and limited time and space, the count is
an under-representation of the number of
homeless in Greater Vancouver. The results
of the count indicated that there has been
significant growth in the number of homeless
counted region-wide, almost doubling from
1,121 persons in 2002 to 2,174 persons
in 2005 and more homeless people were
found on the street than in shelters. More
than 800 people reported that they have an
addiction problem and approximately onethird of homeless people with an addiction
also reported having a mental illness.
While the report does not provide specific
recommendations, it does contribute to the
evidence-base that is necessary for making
informed policy decisions.
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Housing Centre, City of Vancouver.
(June, 2005). Homeless Action Plan.
Concern over the rise in the number of
homeless in Vancouver as shown in the
Homeless Count in 2005 prompted
Vancouver City Council to ask City staff
to prepare a Homeless Action Plan. The
objectives of the plan are to identify actions
that the City, other levels of government,
the community and business can take to
combat the issue. The plan identifies what
changes are needed so that approximately
1,000 street homeless have stable
housing and the number of people at risk
of homelessness is reduced. The plan is
modeled on the regional homelessness plan
– 3 Ways to Home – and focuses on three
main strategic areas identified as essential
to successfully deal with the complexities
underlying homelessness: income, housing,
and support services. Ultimately the action
plan outlines a number of key goals that
must be achieved within 10 years if it is to
be considered successful: people who are
capable of working have access to a job;
people who need welfare are getting it and
the amount of money received is sufficient;
supportive housing and other forms of lowincome housing has increased; the shelter
system provides a safe place for those
who require temporary accommodation;
people can obtain mental health, addictions
and other services which they need; and
all sectors of the community are playing
a role. Eighty-seven specific actions are
outlined in the achievement of these goals
and include steps required by the Federal,
Provincial and Municipal Governments.
Examples include having the Federal
Government expand eligibility criteria for
Employment Insurance (EI) benefits and
having the City of Vancouver expand the
network of organizations that might have the
capacity to address the need for emergency
accommodation in extreme weather.

Kirby, Michael J., Chair and Keon,
Wilbert J., Deputy Chair. (May, 2006).
Out of the Shadows at Last: Transforming
Mental Health, Mental Illness and Addiction
Services in Canada. Final Report of
The Standing Senate Committee on Social
Affairs, Science and Technology.
The Canadian Senate.
This report, commissioned by the Canadian
Senate as a follow up to the October, 2002
report on the state of the health care system
in Canada, provides a thorough overview of
the current situation of mental illness, mental
health and addiction in the country. The
report is divided into a number of parts that
focus on various sectors of the population
and on available resources and policies.
These sections include focus on such groups
as Aboriginal people, Seniors, Families and
Youth, and concepts such as the role of
Federal leadership, and strategic planning
and inter-governmental coordination.
Description and background information, as
well as case studies, are offered in support of
recommendations. Appendix A provides a list
of the 118 recommendations that were either
directly stated or implied in the body of
the report. Most of these recommendations
encourage inter-governmental and interorganizational collaboration to reduce
stigma and discrimination, and to improve
knowledge translation and the continuum of
care for those Canadians with mental illness.
They include measures such as increasing
supportive housing and expanding addiction
services – both in general and, in some
instances, more specific terms.

MacPherson, Donald. (April 24, 2001).
A Framework for Action: A Four-Pillar
Approach to Drug Problems in Vancouver.
City of Vancouver.
The four pillars approach provides a
framework for action that incorporates
municipal, provincial, and federal
commitment in tackling the issues related to
substance abuse in Vancouver. It is intended
to show which levels of government should
be responsible for which actions within the
framework, to clarify the issues surrounding
drug problems in the City of Vancouver, and
to establish appropriate and achievable goals
and actions to deal with those problems.
The report calls for the Province and the
Federal Government to take action and
responsibility in dealing with the issues,
to work towards restoring public order by
reducing open drugs and the impact of
illicit drugs on the community, to improve
public health, and to coordinate, monitor
and evaluate the implementation of these
actions. The four pillars are: prevention,
treatment, harm reduction, and enforcement.
Prevention is achieved through promoting
healthy communities, and it aims to improve
the health of the general population and
to reduce differences in health between
groups of people. Treatment goals are to
offer individuals access to services including
peer-based counseling, methadone, day and
residential treatment and housing support.
Harm reduction involves reducing the spread
of communicable diseases, preventing
overdose deaths, and reducing consumption
of drugs in the street. Enforcement targets
organized crime, drug dealing, drug houses,
etc in an effort to preserve public order and
safety.
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Patterson, M., Somers, J., McIntosh, K.,
Shiell, A., Frankish, C.J., and Van der Leer,
G. (2008). Housing and Support for Adults
with Severe Addictions and/or Mental
Illness in British Columbia. CARMHA.
The focus of this report is the
disproportionately high number of homeless
and inadequately housed adults who have
severe addictions and/or mental illness
(SAMI). There is tremendous overlap
between mental health, substance use, and
homelessness ant this report attempts to
provide up-to-date information with regard
to the scope of the problem, recommended
solutions, and associated costs. Published
literature, academic experts, decisionmakers and key informants were some of the
sources utilized for information. The writers
hoped that the report would provide the
basis for constructive action to deal with
the overlapping problems of homelessness
and severe addictions and/or mental illness.
It provides estimates of the number of BC
residents with SAMI and then further breaks
down those individuals by their housing
situations. It also reviews the current
models of housing and relateds upport for
this population and estimates the costs
associated with providing recommended
models of housing and support to SAMI
individuals in need of housing as well as
the costs associated with maintaining
the status quo. The report identifies the
major challenges to providing housing and
support as: a lack of integrated planning
and communication; barriers to access of
income assistance; shortage in the supply of
low-cost rental housing; a crisis orientation
to the issues; and insufficient community
programs and supports for people
with SAMI. Recommended key actions
included: supported housing; housing first;
multidisciplinary treatment teams; lowbarrier housing; regional and provincial

distribution of services; integrated mental
health and addiction services; and fast-track
to income assistance for homeless people.
Ultimately, the cost of providing permanent
supported housing for people with SAMI is
more than offset by savings incurred by the
health, corrections, and emergency shelter
systems.
SPARC BC. (November, 2003).
3 Ways to Home: Regional Homelessness
Plan for Greater Vancouver.
This plan was originally developed in March,
2001 by the Regional Steering Committee
on Homelessness and has been updated in
2003 to provide a review of changes over the
past few years. The objective is to provide
a framework for the planning, coordination
and development of housing, services,
and facilities across Great Vancouver. Six
principles were developed in the creation
of the plan and outlines how the plan
endeavours to be: comprehensive, accessible,
inclusive, preventative, collaborative, and
long term. Priorities, assets, gaps, policies
and strategies to support each element
of the plan, including housing, adequate
income, and support services are discussed.
Also acknowledged is the need for more
research and data collection and an initial
strategy for evaluating the work on the
Plan. The report discusses current barriers
to access of services and includes an
abridged report out of the 2003 Aboriginal
Homelessness Study. Overall, the action plan
focuses on three areas. 1) The need for
a continuum of housing that ranges from
Emergency shelter and safe houses, to
transitional housing and supportive housing,
to independent affordable housing; 2) The
need for adequate income through access to
employment and social assistance, and; 3)
The need for support services that include
those for mental health and addiction as well
as preventative services.

SPARC BC. (2007). In the Proper Hands:
SPARC BC Research on Homelessness
and Affordable Housing.
This publication summarizes the knowledge
accumulated in the course of SPARC BC’s
core and paid research on homelessness
and affordable housing between 2003 and
2007. It includes information on the trends
in and extent of homelessness as well as
issues related to adequate income, support
services, and the housing continuum. The
work begins with a summary of trends
affecting homelessness and housing that
is basically an overview of government
housing and social assistance policy and
funding for the last twenty years. It goes
on to describe the causes and effects of
homelessness as a broad combination of
systemic factors that include, among others,
poverty, mental health issues, addictions, and
unemployment. Finally, the report provides a
framework for addressing homelessness that
is based on the regional homelessness plan
– 3 Ways to Home – and focuses on three
major elements linked to the root causes of
homelessness: income, housing, and support
services. While the report does not outline
specific action points, it does outline the
current situation and provides a form of
gap analysis. According to the report, the
provision of sustainable and flexible funding
by government, and programs designed in
consultation with homeless people and the
community-based organizations who work
with them are crucial. In addition, SPARC
BC attempts to identify approaches that
facilitate reaching populations in need,
improve coordination of services, improve
access, and obtain successful outcomes. The
report also emphasizes the need for special
attention to youth and seniors, Aboriginal
people, single mothers, middle age women,
and to the immigrant community of BC, in
addressing homelessness and affordable
housing issues.
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Victoria Cool Aid Society. Housing First
– Plus Supports: Summarizing the results
of the Homeless Needs Survey conducted
from February 5 to 9, 2007 in the Capital
Regional District of British Columbia,
Canada. Homeless Needs Survey 2007 –
A Pathway to Home.
This publication reports the results of the
2007 Homeless Needs Survey conducted
in and around the Capital Region from
Sooke to Sidney and Salt Spring Island,
but excluding the northwest Juan de Fuca
area. It addresses the types of housing and
supports people require when they are
not housed or are in unstable housing. The
survey identified 1,242 persons throughout
the Capital Region who were homeless or
unstably housed. Given the limitations of the
survey methods, this is an undercount and a
disproportionate number of those surveyed
identified themselves as Aboriginal, First
Nations, Metis, Inuit or Native. Information
surrounding shelter use, income assistance
provision, etc. is provided. Overall, the report
expands upon six basic recommendations:
1) Create a range of affordable housing
options; 2) Provide intensive community
support for housing; 3) Provide a range of
harm reduction and treatment services;
4) Provide income supports for people who
are homeless or unstably Housed; 5) Provide
short-term solutions during the transition
to affordable Housing; and 6) Engage the
broader community in solutions.

Wilson-Bates, Fiona. (January, 2008). Lost
in Transition: How a Lack of Capacity in the
Mental Health System is Failing Vancouver’s
Mentally Ill and Draining Police Resources.
Vancouver: Special Investigation Section of
the Vancouver Police Department for the
Vancouver Police Board and Chief Constable
Jim Chu.
This report represents the official position
of the Vancouver Police Department (VPD)
and the Vancouver Police Board. It was
commissioned to provide a quantitative
analysis of the number of VPD calls that
involve mentally ill clients, to identify factors
that contribute to the frequency of these
incidents, the potential consequences for a
mentally ill person who comes into contact
with police, and to identify the gaps in the
mental health system’s response to the
mentally ill. The study found that during a
16-day period in September, 2007, 31 per
cent of all calls involved at least one mentally
ill person and that in certain areas of the
city, specifically the downtown eastside, that
figure rose to almost 50 per cent. The report
utilizes case studies to illustrate gaps in the
mental health system and the difficulties
faced by mentally ill individuals and their
families to obtain assistance and treatment.
Deinstitutionalization and the current
legislation is discussed as contributing factors
to the current situation. The report outlines
seven complementary recommendations
to address the gap in mental health service
and to decrease the percentage of VPD
calls that involve mentally ill people. The
recommendations include a continued
increase in supportive housing and the
creation of system that had readily accessible
details of individual’s mental health history.

Municipal, Provincial, and
Federal Government Publications
BC Alliance on Mental Health and
Addiction Services. (December, 2007).
A blueprint for results book 1 and book 2.*
BC Justice Review Task Force.
(September, 2005). Beyond the Revolving
Door: A New Response to Chronic Offenders
– Report of the Street Crime Working Group
to the Justice Review Task Force.
BC Ministry of Health Services. (2004).
Crystal Meth and Other Amphetamines:
An Integrated BC Strategy. Minister of State
for Mental Health and Addiction Services
BC Ministry of Health Services. (May, 2004).
Every Door is the Right Door: A British
Columbia Planning Framework to Address
Problematic Substance Use and Addiction.**
BC Ministry of Health. (2005). Priorities for
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Report.
Buxton, Jane. (June, 2007). Vancouver Drug
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Drug Use.
Canadian Institute for Health Information.
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Ottawa: CIHI.
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(CHASE Project: Final Report. Prepared for
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City of Vancouver. (2006).
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Monitoring Report, 10th edition. Vancouver.
City of Vancouver. (October, 2003).
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to Homelessness in the City of Vancouver.
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Cityspaces Consulting. (February, 2006).
Final Report: Downtown Eastside Frequent
Shelter User Review. Prepared for the
Vancouver Coastal Health Authority.
Dell, C.A., and Lyons, T. (2007).
Harm reduction policies and programs
for persons of Aboriginal descent.
Canadian Centre on Substance Abuse.
Goldberg, M. and Long, A. (December, 2001).
Falling Behind: A Comparison of Living Costs
and Income Assistance Rates (BC Benefits)
in British Columbia. SPARC BC.*
Goldberg, M. et al. (September, 2005).
Homeless Count 2005. On our streets and
in our shelters: Results of the 2005 Greater
Vancouver Homeless Count. SPARC BC.*
Housing Centre, Community Services Group.
(July, 2007). 2007 Survey of Low-Income
Housing in the Downtown Core. City of
Vancouver.
Housing Centre, Community Services Group.
(June, 2007). Supportive Housing Strategy for
Vancouver Coastal Health’s Mental Health &
Addictions Supportive Housing Framework.
City of Vancouver.*
InSite. Saving Lives: Vancouver’s Supervised
Injection Site. Vancouver Coastal Health.
Istvanff y, N., Atkey, J., and Pitman, B.
(January, 2007). Youth Services and Gap
Analysis: Report to Covenant House Vancouver.
Kraus, D., Serge, L., and Goldberg, M.
(July, 2005). Homelessness, Housing, and Harm
Reduction: Stable Housing for Homeless People
with Substance Use Issues. Canada Mortgage
and Housing Corporation.*

Sinclair, Hayley. Crystal Clear:
A practical guide for working with peers
and youth. Vancouver Coastal Health.
Somers, J., Drucker, E., Frankish, J., and Rush,
B. (January, 2007). Housing for People with
Substance Use and Concurrent Disorders:
Summary of Literature and Annotated
Bibliography. Researched and Prepared for
Vancouver Coastal Health by CARMHA.*
Somers, J.M., Cartar, L., and Russo, J.
(February, 2008). Corrections, Health,
and Human Services: Evidence-based Planning
and Evaluation. CARMHA.
SPARC BC et al. (May 30, 2006). Greater
Vancouver Shelter Strategy 2006-2015.
Prepared for the Shelter Planning Group.
SPARC BC. (2007). In the Proper Hands:
SPARC BC Research on Homelessness and
Affordable Housing.*
The Housing Table. (March, 2007). Report
of the Inner-City Inclusive Housing Table.
The McCreary Centre Society. (2001).
No Place to Call Home: A profile of street
youth in British Columbia. Burnaby: The
McCreary Centre.
The Office of the BC Provincial Health Officer.
(2001). Policy and Practice: A Report on the
Use of British Columbia’s Health Goals by B.C.
Government Ministries. Victoria: B.C. Ministry
of Health and Ministry Responsible for Seniors.
The Office of the BC Provincial Health Officer.
(2007). The Health and Well-being of the
Aborigianal Population – Interim Update.
Victoria: B.C. Ministry of Health and Ministry
Responsible for Seniors.
Vancouver Agreement. Hotel Analysis Project:
Recommendations. March, 2007.*

Millar, J.S. (1998). HIV, Hepatitis, and Injection
Drug Use in British Columbia – Pay Now
or Pay Later? The Office of the Provincial
Health Officer.

Vancouver Agreement. Hotel Analysis Project:
Summary of Findings. March, 2007.

Pacific Community Resources. (2002).
Lower Mainland Youth Drug Use Survey. Surrey.

Vancouver Coastal Health. (2006).
Building on Strength: Building the continuum
of care for mental health and addiction.*

RCMP. (2005). Drug Situation Report 2005.
Ottawa: Government of Canada.

Vancouver Agreement. The first five years:
2000-2005 progress and highlights.

Vancouver Coastal Health. (2006).
Building on Strength: Building the continuum of
care for mental health and addiction – Priority
activites for years 1 to 3.
Vancouver Coastal Health. (September, 2006).
Vancouver Community Overview.
Vancouver Coastal Health. Crystal Meth:
A Public Health Concern – Action Plan.
Whittaker, Leslie. (June 10, 2007).
A Profile of the Homeless Population in
the City of Victoria through the Perspective
of Police/Civilian Contact. Prepared for the
Mayor’s Task Force: “Hope, Dignity and
Compassion – Finding a Better Way”
Breaking the Cycle of Homelessness, Mental
Health and Addictions in our Community.

Academic Literature
Arboleda-Florez, Julio. (2005).
The Epidemiology of Mental Illness in Canada.
Canadian Public Policy. Vol. XXXI Supplement.
Calzavara, L.M., Burchell, A.N., Schlossberg, J.,
Myers, T., Escobar, M., Wallace, E., Major, C.,
Strike, C., and Millson, M., (2003). Prior opiate
injection and incarceration history predict
injection drug use among inmates. Addiction.
98: 1257-65.
Craib, K.J.P., Spittal, P.M., Wood, E. Laliberte,
Hogg, R.S., Li, K., N., Health, K., Tyndall, M.
W., O’Shaughnessy, M.V., and Schechter, M.T.
(2003). Risk factors for elevated HIV incidence
among Aboriginal injection drug users in
Vancouver. CMAJ. 168(1): 19-24.
Currie, S.R., Patten, S.B., Williams, J.V.A., Wang,
J., Beck, C.A., el-Guebaly, N., and Maxwell, C.
(2005). Comorbidity of major depression with
substance use disorders. Canadian Journal of
Psychiatry. 50: 660-666.
Fischer, B., Roberts, J.V., and Kirst, M. (2002).
Compulsory drug treatment in Canada:
Historical origins and recent developments.
European Addiction Research. 8: 61-68.
Gurstein, P., and Small, D. (2005).
From Housing to Home: Reflexive
Management for those Deemed Hard to House.
Housing Studies. 20(5): 717-735.
6

CONTINUED

Appendix II:
Annotated Bibliography
Kerr, T., Small, W., Moore, D., and Wood, E.
(2007). A micro-environmental intervention to
reduce the harms associated with drug-related
overdose: Evidence from the evaluation of
Vancouver’s safer injection facility.
International Journal of Drug Policy. 18: 37-45.
Kerr, T., Stoltz, J-A., Tyndall, M.W., Li, K., Zhang,
R., Montaner, J., and Wood, E. (2006). Impact
of a medically supervised safer injection facility
on community drug use patterns: a before and
after study. BMJ. 332: 220-2.
Kerr, T., Tyndall, M.W., Lai, C., Montaner,
J.S.G., and Wood, E. (2006). Drug-related
overdoses within a medically supervised
safer injection facility. International Journal of
Drug Policy. In Press.
Kerr, T., Wood, E., Small, D., Palepu, A.,
and Tyndall, M.W. (2003). Potential use of
safer injecting facilities among injection drug
users in Vancouver’s Downtown Eastside.
CMAJ. 169(8): 759-763.
Leri, F., Stewart, J., Fischer, B., Rehm, J., Marsh,
D.C., Brissette, S., Bruneau, J., el-Guebaby,
N., Noel, L., Tyndall, M.W., and Wild, T.C.
(2005). Patterns of opiod and cocaine co-use:
A descriptive study in a Canadian sample of
untreated opioid-dependent individuals.
JAMA. 13(4): 303-310.
Miller, C.L., Wood, E., Spittal, P.M., Li, K.,
Frankish, J.C., Braitstein, P., Montaner, J.S.G.,
and Schechter, M.T. (2004). The future face of
coinfection: Prevalence and incidence of HIV
and Hepatitis C Virus coinfection among young
injection drug users. Journal of Acquired Immune
Deficiency Syndrome. 36(2): 743-749.
Millson, P., Challacombe, L., Villeneuve, P.J.,
Strike, C.J., Fischer, B., Myers, T., Shore, R.,
and Hopkins, S. (2006). Determinants of
health-related quality of life of opiate users at
entry to low-threshold methadone programs.
European Addiction Research. 12: 74-82.
Ochnio, J.J., Patrick, D., Ho, M., Talling,
D.N., and Dobson, S.R. (2001). Past infection
with hepatitis A virus among Vancouver street
youth, injection drug users and men who
have sex with men: implication for vaccination
programs. CMAJ. 165 (3): 293-297.

Palepu, A., Tyndall, M.W., Leon, H., Muller, J.,
O’Shaughnessy, M.V., Schechter, M. T. and
Anis, A.H. (2001). Hospital utilization and
costs in a cohort of injection drug users.
CMAJ. 165 (4) 415-20.

Stoltz, J-A., Wood, E., Small, W., Li, K., Tyndall,
M., Montaner, J., and Kerr, T. (2007). Changes
in injecting practices associated with the use of
a medically supervised safer injection facility.
Journal of Public Health.

Patrick, D.M., Tyndall, M.W., Cornelisse,
P.G.A., Li, K., Sherlock, C.H., Rekart, M.L.,
Strathdee, S.A., Currie, S.L., Schechter, M.T.,
and O’Shaughnessy, M.V. (2001). Incidence
of hepatitis C virus infection among injection
drug users during and outbreak of HIV
infection. CMAJ. 165 (7): 889-95.

Tyndall, M. W., Wood, E., Zhang, R., Lai,
C., Montaner, J. S. G., and Kerr, T. (2006).
HIV seroprevalence among participants at
a medically supervised injection facility in
Vancouver, Canada: Implications for
prevention, care and treatment.
Harm Reduction Journal. 3:36.

Poulin, C., Hand, D., Boudreau, B., and
Santor, D. (2005). Gender differences in
the association between substance use and
elevated depressive symptoms in a general
adolescent population. Addiction. 100: 525-35.

Urbanoski, K.A., Rush, B.R., Wild, T.C., Bassani,
D.G., and Castel, S. (2007)/ Use of Mental
Health Care Services by Canadians with Cooccuring Substance Dependence and Menta
Disorders. Psychiatric Services. 58(7): 962-969.

Poulin, Christiane. (2001). Medical and
nonmedical stimulant use among adolescents:
from sanctioned to unsanctioned use.
CMAJ. 165(8): 1039-44.

Wardman, D., and Quantz, D. (2006).
Harm reduction services for British Columbia’s
First Nation population: a qualitative inquiry
into opportunities and barriers for injection
drug users. Harm Reduction Journal. 3:30

Roy, E., Haley, N., Leclerc, P., Cedras, L,.
and Boivin, J-F. (2002). Drug injection
among street youth: the first time.
Addiction. 97: 1003-9.
Small, D., Palepu, A., and Tyndall, M.W. (2006).
The establishment of North America’s first
state sanctioned supervised injection facility:
A case study in culture change. International
Journal of Drug Policy. 17: 73-82.
Small, Dan. (2007). Fools rush in where
angels fear to tread: Playing God with
Vancouver’s supervised injection facility
in the political borderland, Commentary.
International Journal of Drug Policy. 18: 18-26.
Spittal, P. and Schechter, M. (2001).
Injection drug use and despair through
the lens of gender. JAMC. 164 (6): 802-803.
Spittal, P.M., Craib, K.J.P., Wood, E., Laliberte,
N., Li, K., Tyndall, M.W., O’Shaughnessy,
M.V., and Schechter, M.T. (2002). Risk factors
for elevated HIV incidence rates among female
injection drug users in Vancouver.
CMAJ. 166(7): 894-9.

Wardman, D., Khan, N., and el-Guebaly,
N. (2002). Presciption medication use among
an Aboriginal population accessing addiction
treatment. Can J Psychiatry. 47: 355-360.
Wild, T.C., el-Guebaly, N., Fischer, B., Brissette,
S., Brochu, S., Bruneau, J., Noel, L., Rehm, J.,
Tyndall, M., and Mun, P. (2005). Comorbid
depression among untreated illicit opiate
users: Results from a multisite Canadian study.
Canadian Journal of Psychiatry. 50: 512-518.
Wood, E., Tyndall, M.W., Spittal, P.M., Li,
K., Kerr, T., Hogg, R.S., Montaner, J.S.G.,
O’Shaughnessy, M.V., and Schechter,
M.T. (2001). Unsafe injection practices in a
cohort of injection drug users in Vancouver:
Could safer injection rooms help?
CMAJ. 165 (4): 405-10.
Wood, W., Spittal, P.M., Small, W., Kerr, T.,
Li, K., Hogg, R.S., Tyndall, M.W., Montaner,
J.S.G., and Schechter, M.T. (2004).
Displacement of Canada’s largest public illicit
drug market in response to a police crackdown.
CMAJ. 170(10): 1551-6.

7

Appendix III:
The Collaboration for Change Forum
April 28
Geoff Plant opened the evening session,
which took place at the Vancouver
Playhouse, by outlining the purpose of the
Collaboration for Change. He was followed
by Aline LaFlamme and Daughters of the
Drum, an Aboriginal group who provided
the opening blessing. Mayor Sam Sullivan
welcomed participants saying Vancouver’s
problems with addiction, mental health and
homelessness issues must be addressed.
He said that the Olympics are a good way
to motivate the federal and provincial
governments to help, adding that he has
reminded senior governments that: “In 2010
Vancouver will represent us to the world.”
He said he continues to urge both levels of
government to pay attention to Vancouver’s
struggles and help fund solutions.
Richard Utendale, President, Vancouver
Area Network of Drug Users (VANDU)
outlined his experiences with drug use.
Saying he had a good childhood, he
nevertheless started using drugs by 13 and
was using cocaine heavily by 15. He failed
his first year at university and then went on
to work at a series of jobs. “The bottom line
was, it was always about drugs.” Utendale
explained that VANDU, an association of
current or former drug users, works to make
people comfortable with themselves, and to
advocate on their behalf.
Donna Whonnock of the Aboriginal
Front Door Society described her life as a
neglected and abused child who fell into
alcoholism and addiction. “I didn’t know
how to live as a person, really.” She said she
eventually lost everything and wound up

in a hotel room in Vancouver’s Downtown
Eastside (DTES). A doctor’s comment that
he couldn’t see the value in giving her an
operation she needed, because he felt she
was slowly killing herself anyway, struck a
chord and Whonnock sought treatment. In a
recovery house, Whonnock said she learned
to look at herself as somebody who deserves
to be alive.
Susie Ruttan, a founding member of the
parent advocacy group From Grief to Action
spoke about her son, the oldest of her three
children, who has struggled with bipolar
disorder and addictions since has was 15;
he is now 26. He has been in and out of
hospitals, psychiatric wards and jail and,
after a good period, had relapsed three days
before the Collaboration. Ruttan explained
that the stress has led to her own and her
husband’s development of auto-immune
diseases. Ruttan’s daughter Tessa also spoke,
describing how her brother’s addiction took
away the brother she knew. “I ask that you
not pass judgement; families of drug users
need your support.”

Michael Kirby, who is Chair of the Mental
Health Commission of Canada, said Canada
lags behind other countries in its treatment
of those who are mentally ill. “The whole
purpose of today and tomorrow is to ask
the question, how do we bring meaningful
change in the lives of the people whose
stories we heard this evening?” Despite
statistics showing that Vancouver’s DTES has
the highest incidence of homelessness and
mental illness in Canada, Kirby expressed
optimism that change is imminent. He said
the creation of his national commission,
and its mandate to create a national mental
health strategy, is positive. He said such a
strategy must be both useful and practical:
“It must be just inside the edge of political
feasibility.” Governments must jointly attack
homelessness, mental health and addictions
problems in order to be effective, he said.
“You can’t do these things sequentially.”
Underlining the size of the problem, Kirby
pointed out that there are more people in
Canada with mental health issues than with
cancer and heart disease combined; further,
there are more hospital days for people with
mental illness than for those treated for
cancer, heart disease and strokes combined.
The cost of fixing the problem, he said, is
$2.5 billion over the next 10 years, or $250
million per year. That will be cheaper than
not dealing with the problem, which results
in increased criminal justice, healthcare and
other costs.
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After welcoming people to the full-day
session on April 29, held at the Wosk
Centre, Geoff Plant introduced Sekyu Siyam
Chief Ian Campbell of the Squamish First
Nation, who offered an opening blessing.
Vancouver Mayor Sam Sullivan also welcomed
participants, saying the focus should remain
on the population in need. Victoria Mayor
Alan Lowe said he was pleased to participate
in the event and to share Victoria’s
experiences. He said that homelessness
and mental illness are a nation-wide issue
and that he hoped the group could find
collaborative solutions.
The program started with a personal story
by Dr. Chris Richardson, Assistant Professor,
Health Care and Epidemiology, Centre for
health Evaluation and Outcome Sciences,
UBC, who described a relative’s tragic
experience with mental illness and addiction.
Dr. Patrick Smith, Vice President, Research
Networks and Academic Development,
Provincial Health Services Authority of BC
then outlined the national framework for
action to reduce the harms associated with
alcohol and drug use in Canada. One of
the goals of this framework is to develop a
national treatment strategy. He explained
that substance use occurs along a continuum,
as should treatment. He said that he has
heard that there is no evidence base for
treatment for addictions and mental health.
In fact, he said, the evidence for treatment
of these conditions is far better than for
many diseases. He said there must be a focus
on educating clinicians in the field and the
policy makers, so that they understand the
evidence base. When the strategy is released,
he said, “We will need to take a harsh, critical
look at what we have on the ground in BC.”

Smith said there must be more opportunities
to intervene earlier, and individually, or else
the system will have to provide a higher level
of care, as people’s problems and health
concerns deepen.
Each of the presentations was followed
by open dialogue from invited participants.
Throughout the dialogues, the issue of
political will arose repeatedly. At one point,
one participant asked what had changed in
the 10 years since the Vancouver Agreement
– a joint response by three levels of
government to the public health disaster in
the Downtown Eastside – was established.
He asserted that significant political will and
investment was required to effect change
over the next decade, a view that was echoed
repeatedly throughout the day.
After the first presentations a participant
addressed the issue of addiction, saying that
more chemical-dependency specialists are
needed on the front lines. He questioned
whether enough funding is directed to
training doctors to intervene earlier in
patients’ drug use. Dr. Michael Krausz
responded, saying that effective treatment is
a question of capacity and approaches. He
said the capacity in Vancouver is probably
less then half of what’s available in most
European cities. A participant responded by
saying that those working in the system on

the front lines are so used to the very limited
resources available they exhibit a kind of
learned helplessness. He suggested that in
order to fix this problem, the Collaboration
must address systemic changes required
in the healthcare system to change those
attitudes. A number of people addressed
the issue of poor funding as being a key part
of the problem. One person described how
the private system has strategies for helping
those who can afford long-term counselling
and medical solutions. He said the public
sector has not moved forward as quickly.
A participant said one of the major
obstacles to treatment is the fact that
those who are mentally ill and addicted
must become abstinent before they can
get help for their mental illness. Another
participant noted that drug use takes place
on a continuum and therefore treatment
must follow a similar path. Dr. Michael Krausz
said it’s a myth that people must delay
interventions until the person is abstinent.
He said physicians and service providers
must work with people wherever they are
in the drug-use continuum. Dr. Patrick
Smith added that in 2003 the provincial
government integrated mental health and
addiction administratively.
One participant pointed out that one of
the main issues the Collaboration is focused
on is the chronically homeless. She cited
Kelowna’s success in focusing on two-three
people at a time and Victoria’s plan to work
with 50 homeless people at a time.
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The second set of presentations started
with an address by Dominic Flanagan,
Director of Tenant Programs, BC Housing,
who outlined a number of programs BC
Housing offers to meet the needs of the
vulnerable (such as the homeless, women
who experience violence, people who have
substance use and those with mental health
problems). He said the province has also
dedicated funds to opening emergency
shelters 24 hours a day, seven days a week.
Flanagan also explained that the 12 hotels
the City purchased will undergo renovations
and then offer housing for the homeless,
in some cases specifically for women,
Aboriginals and those still using drugs; some
units will be for those who are alcohol and
drug free.
Nancy Shewchuk, Director, Service
Delivery, Ministry of Employment and
Income Assistance (MEIA) explained
that her ministry delivers services to
110,000 clients in BC providing temporary
assistance, disability assistance and
employment programs. Most of those
clients are disabled and have significant
barriers to employment. Shewchuk outlined
the collaborations her ministry is involved in
with other agencies and organizations: for
example, the Homeless Outreach Program
is a partnership with the City of Vancouver.
Between January 2006 and January 2008,
the program helped 740 people find
housing; 500 of these remained housed in
January of 2008.

Heather Hay, Director, Addictions
services, HIV/AIDS, and Aboriginal Health,
DTES, Vancouver Coastal Health Authority
and Lorna Howes, Director, Mental Health
Services, Vancouver Coastal Health
Authority outlined the demographics of
the situation in Vancouver’s DTES and the
continuum of care offered. They explained
that there are about 2,100 people in
crisis in the DTES, presenting complex
health needs, high levels of concurrent
disorders, and very high rates of HIV and
Hepatitis C. There is some overlap between
this population and the 277 chronic
offenders identified by the Vancouver Police
Department. They said that VCH is in the
process of developing a comprehensive
response that recognizes that addictions
and mental illness are chronic conditions
with relapse patterns. They pointed out that
while there is a myth that most VCH funding
goes towards harm reduction, in fact 73 per
cent of the VCH dollars go into addictions
treatment and 19 per cent funds harm
reduction measures.
In the discussion that followed, one
participant noted that housing providers
are seeing more people with concurrent
disorders and they require more training to
support the front line staff. People raised
questions about the proportion of housing
to be dedicated to women with children or
Aboriginal women. Dominic Flanagan said
he hoped some of the projects in recently
purchased hotels will offer small family units.

The afternoon presentation started with
an address by BC’s Provincial Health Officer,
Dr. Perry Kendall. He said homelessness
across BC is at record levels and yet there
has never been such an array of resources,
skills and talents available to tackle the
problem. Kendall said addictions and mental
health must be treated as health issues, not
moral or justice issues. The failure to cope
with them signals that the measures are being
applied in inadequate doses, incorrectly or
do not follow best practices. As a recent
Simon Fraser University study showed, it
would actually save taxpayer money if the
homeless were provided with treatment,
housing and supports. He said the three
major changes that are needed are to:
close the gap between planning and mental
health and addictions; establish a centre for
addictions and concurrent disorders that
would offer training and support to frontline clinicians and serve as an academic and
clinical centre; and then create measurable
outcomes and timelines to deal with these
issues. “I think Vancouver could be a beacon
for the rest of Canada and it would actually
save and improve lives here.”
Victoria Mayor Alan Lowe described the
process in Victoria’s 2007 Mayor’s Task
Force on Mental Illness, Addictions and
Homelessness. Three teams – the expert
panel, the gap analysis team, and the steering
committee – created a report that is now

Dr. Michael Krausz said the first task
is to agree on the size of the problem in
Vancouver. He said that the current crisis
took about 10-15 years to develop so a
good understanding of the situation is
critical. He encouraged health authorities to
work with academics, scientists and experts
to develop a culture of collaboration.
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being implemented. Lowe attributed the
success of the project to the public’s desire
for change, the narrow focus on targeted
initiatives to serve the population most in
need, the relatively small teams that worked
on the problems, the lack of blame and the
focus on solutions. The model and action
plan focus on supportive housing first and
assertive community treatment. Abstinence is
not a requirement for housing and the model
has a client-centered approach.
Towards the end of the day, Geoff Plant
said the forum was designed to be a place to
hear ideas and thoughts about what to do
next in Vancouver to achieve the change that
needs to happen. He noted that while the
homelessness issue has been on the City’s
radar for a few years, and has received some
attention from the province, participants
in the Collaboration have been clear that
there is an urgent requirement for action, in
terms of housing and supports for those who
are homeless and suffering from concurrent
disorders. Plant said participants know a lot
about the problems and also know, in broad
terms, what the solution should be. What’s
holding people back from implementing
solutions is that while everybody likes the
idea of collaboration, it’s actually hard work
to collaborate. He suggested that any point
of entry into the system must be a valid point
of entry to the whole system. There must
be clear outcomes articulating needs and
evaluating how closely the system is meeting
those needs. The people who use the system
must have a voice in it. “What holds us back?
It is, I think, in large measure, political will.”
Plant called for an initial project to get the
process started.

In the discussion that followed, one
participant said she felt like she was hearing
two solitudes: On the one hand there is
good work being done, but she’s also hearing
that the proper outreach doesn’t exist for
those who are homeless, mentally ill and
addicted. She said she feels a business-like
approach to the problem – a plan with real
outcomes and systems for measurement – is
missing and required. Another participant
commented that there are a number
of lessons to be learned from the HIV/
AIDS epidemic. Social networks, stigma,
discrimination, local enforcement practices,
and the physical context of injecting
environments all must be considered. He
said cities have a huge opportunity to
address these issues by focusing on healthy
environments, structural determinants and
municipal policy development, for example.
A participant asked if Victoria involved
the homeless in its process. Mayor Alan
Lowe said that the homeless community was
somewhat involved in the process through a
community survey to determine what their
needs were. He felt they should have been
more involved, because it would have led to
stronger buy-in to the plan.

that, “The truth on the ground might not
be as rosy as the overheads might suggest.”
Kirby noted that during the conference there
was little discussion about the role of family
caregivers. Yet, he said, a very significant part
of the service delivery for this population is
by family members and they must be part of
the solution. He also noted that the role of
the private sector was not raised until late
in the forum. “You’re never going to deal
with this issue if you don’t get the private
sector involved.” Kirby also advised that
there must be a reliable set of numbers that
can ultimately be used as evidence. That
helps with outlining social implications as
well as the economics of the situation. This
case, he said, is one of the rare instances
in social policy where it truly is worthwhile
to have public and private investments now
because they will lead to tremendous savings
later. In the past 10 years, Kirby said, the
problems of homelessness, mental health
and addictions have been magnified and
are now hard to ignore. He envisions that a
large social movement of concerned citizens,
combined with the increased visibility of the
problem, will make the difference.

Several participants said they thought
that an awareness campaign was needed
to combat stigma and clarify the social,
personal and financial costs of ignoring the
issue.
At the end of the forum, Michael Kirby
offered a conference recap, restating his
belief that coordination and collaboration
requires change, which demands that people
give up some of the power and prestige
they think they have. Considering what
he’s learned from his visits to Vancouver,
he referred to some of the information
presented at the conference and mused
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Introduction

In Vancouver, the overlap between substance use, mental disorders, and
homelessness has become a civic crisis. The goals of this paper are to quantify and
characterize the problems currently faced by Vancouver, and to recommend
solutions that are founded on the best available evidence.

This paper is a product of an initiative led by the City of Vancouver titled
“Collaboration for Change”. This initiative was launched in January 2008, and over a
period of six months has engaged a wide array of stakeholders in the areas of health,
housing, and social services. In addition, several Provincial initiatives have stimulated
discussion and planning on issues that overlap with the agenda launched by
Collaboration for Change, including initiatives to reform public housing, the justice
system, and mental health services. Further planning has been stimulated by the
Mental Health Commission of Canada, which launched an initiative to reduce
homelessness among persons with mental illness in five Canadian cities, including
Vancouver. These initiatives include many of the same participants, and despite
differing areas of focus have implications for overlapping sub-populations. In this
paper we incorporate relevant information drawn from several recent and concurrent
initiatives. The purpose of this paper is to provide evidence-based guidance to
improve the clinical and public health response to people whose needs substantially
involve housing and the treatment of severe addiction and/or another mental illness
(SAMI) within Vancouver.

We begin with epidemiological research in order to estimate the number of adults
with SAMI in Vancouver. We then describe the subset of this population who are
also in need of housing. We define the evidence-based blend of health and housing
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services that are required in order to provide care to Vancouverʼs homeless SAMI
population, and highlight those areas of service that are most urgently in need of
growth. Equally important, we address the need to ensure coordination and
integration of services. We conclude by presenting a model for organizing services
that balances the need for growth with the need for integration, and guided by
relevant experiences in other jurisdictions.

The Population in Need
Not everyone who is homeless has a substance use or mental disorder. Conversely,
not everyone with a substance use or mental disorder requires housing support
(CIHI, 2007). Recent research in BC has estimated the number of individuals with
SAMI across the Province as well as the proportion of this population that is
homeless. Additional research has identified the overall service needs of people with
SAMI, including the needs of those who are both homeless and have SAMI. The
results of these complementary research initiatives serve as the basis for estimating
the number of homeless SAMI individuals within the City of Vancouver, and the
evidence-based services and supports required to meet their needs. We present
major conclusions and directions in this paper, while the associated methodology and
related details are available separately (see References).

A Provincial estimate of the SAMI population was prepared in 2007, based on the
best available evidence from regional, Provincial, national and international sources.
Estimates of the size of the SAMI population were calculated for each Health
Authority (HA), adjusting for differences in the age of the population in different
regions, as well as for co-morbidity. The estimated number of adults with SAMI in
Vancouver Coastal HA was 33,000, with about sixty percent of those (19,500) living
in the City of Vancouver. It must be emphasized that the available prevalence rates
correspond to select clinical syndromes and severe levels of functional impairment.
They do not take into account the prevalence of personality disorders, cognitive
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disorders, or less severe forms of clinical syndromes (e.g., mild to moderate mood or
anxiety disorders).

Figure 1. Housing Status of Vancouverʼs SAMI Population (2005)

The housing status of the SAMI population varies widely, ranging from adequately
housed to absolutely homeless. The condition of absolute homelessness is the focus
of this paper. However, it must be emphasized that many people with SAMI are at
risk of homelessness, due to the marked inadequacy of their current housing,
deficiencies in the levels of support that they receive, and the severity of their
individual symptoms. The distribution of Vancouverʼs SAMI population based on
housing status is presented in Figure 1.

The homeless SAMI population in this model is comprised of individuals with diverse
clinical syndromes and related health and social service needs. Epidemiological
literature and other research suggests that approximately one half of Vancouverʼs
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SAMI population has a primary substance use disorder that produces severe
functional impairment. The other half of the SAMI population has other clinical
syndromes (e.g., schizophrenia, bipolar disorder), often alongside a substance use
disorder. The prevalence of major mental disorders resulting in severe functional
impairment (including co-occurring disorders) among the SAMI population in
Vancouver is presented in Figure 2

Figure 2. Prevalence of Substance Use and/or Mental Disorders Among Vancouverʼs
SAMI Population

Clinical, social, and housing service needs vary within the homeless SAMI population.
Diverse substance use services are required, ranging from withdrawal management
to psychological treatment and drug substitution therapy. Public health measures
(e.g., needle exchange, consumption facilities) require expansion in concert with the
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advent of treatment. As noted above, substance use problems constitute the
primary clinical need among one half of Vancouverʼs SAMI population. However, an
additional 30% require substance use treatment along with treatment for another

major mental disorder. An additional20% require treatment for a major mental
disorder in the absence of a substance-related disorder. Additional medical and
mental healthcare needs will vary on an individual basis.

Patient-centered care is an approach that matches particular services and
interventions to the varying needs of individuals. Needs within the homeless SAMI
population will vary among individuals at the initiation of treatment and over time, as
patients progress from medical stabilization to the management of symptoms and
recovery from illness. Healthcare as well as accommodation requirements must be
assessed and modified in order to ensure that individuals are receiving adequate
care, and also to ensure that they are not made dependent on levels of care or
models of accommodation that compromise the continued achievement of physical,
mental, and social independence and well-being.

Resource Gaps: Evidence-Based Services and Supports
Many high-quality services and supports have been developed in Vancouver and
elsewhere in BC for people with severe addictions and/or mental illness. However, a
number of significant gaps were highlighted when an evidence-based array of
services was compared to existing resources (CARMHA Housing Report, SAMI Gap
Analysis, VCHA Gap Analysis). When expressed in financial terms, current
expenditures are approximately one-third of the amount required in order to sustain
a complete, evidence-based complement of resources for the SAMI population in BC.
However, the gap in care is much more complex than simply a lack of overall funding.
Under an evidence-based system the majority of funding would be directed towards
community-based (66%) versus institutional services (5%). Currently, approximately
53% of funds are directed towards community services, while 17% are allocated for
institutional services. We focus below on the resource distributions within three
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major service categories: the general health system; community mental health and
addiction services; and institutional services.

General Health System
The general health system is the primary source of care for Canadians with
substance use and mental disorders. Evidence-based care recommends a two-toone ratio of funding between Physician/Specialist Services and Hospital-Based
Services.

Current allocations are approximately equal in each area of service.

Greater emphasis is required on the expansion of general health services that are
provided in the community (e.g., primary and shared care, and the provision of
evidence-based psychological and psychosocial treatments). Further investments in
this sector are needed for the SAMI population, but will also benefit other patients in
Vancouver with less severe, but more common, substance use and mental disorders.

Community Mental Health & Addiction Services
Current investments represent about one quarter of the levels needed within the
community mental health and addiction sector. The largest discrepancies were
observed in relation to rehabilitation services, therapeutic/supervised residential
services and substance-related services. Rehabilitation services include education
and employment programs. Therapeutic/supervised residential services substantially
consist of residential/high-support care. It is recommended that new
residential/high-support care be in the form of independent supported housing
rather than residential care facilities. Long-term residential treatment programs,
concurrent disorder residential programs, community outpatient services,
substitution therapies, and harm reduction services all need to be developed and/or
enhanced to meet the needs of individuals with severe addictions. In addition,
Assertive Community Treatment (ACT) needs to be implemented in Vancouver as
elsewhere in BC. Development of ACT could reduce the need for tertiary, crisisoriented, and institutionally based services (ACT Standards for BC, 2008).
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Institutional Services
With the implementation of empirically supported community services, the need for
institutional services is spared to a significant degree. Gaps in institutional care have
been identified for specific sub-groups within the SAMI population, including longterm treatment for people with severe concurrent disorders. However, the greatest
resource omissions for the SAMI population relate to those housing, health, and
human services that enable people to achieve recovery and move forward with their
lives in their neighborhoods and communities. The estimate budget to implement
required services in Vancouver is $66,870,000 (Jones & Patterson, 2008).

The observed gaps in services and supports are a major reason for the current crisis
in Vancouver. The lack of key components in an evidence-based continuum of care
results in preventable harms to individuals, and preventable costs to society. It also
compromises the effectiveness of current resources, ranging from police to
emergency rooms, by continually challenging them to address needs that exceed the
scope of their proficiency and primary mandate. Investments in adequate services
are therefore associated with avoidance of costs due to the current burden on the
courts, ambulance and emergency services, and police and other first responders.
Based on available evidence, annual health and justice system costs for BCʼs
homeless SAMI population are approximately $55,000 per person, which translates
to nearly $100 million for the City of Vancouver. The implementation of evidencebased services and supports would mitigate current service volumes, reduce
mortality and morbidity, improve quality of life, enhance public safety, and confer
benefits to tourism, trade, and community businesses.

A major objective of evidence-based care for people with SAMI is to promote
community integration and client recovery. Toward this goal, how services are
delivered must be considered as carefully as what services are delivered. Unless
services are effectively coordinated, the full value of even current resource
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investments is unknown. Given that the needs of people with SAMI fluctuate over
time, the intensity of support must vary accordingly.

Integration: Coordinating Services and Supports for People
Vancouverʼs homeless SAMI population is not the sole responsibility of any single
service provider. Over ninety agencies provide mental health or addiction services in
Vancouver. Additional agencies address broader healthcare as well as housing and
social service needs that include the SAMI population. Collectively, these services
span across the administrative jurisdictions of several Provincial Ministries, the
Provincial Health Services and Vancouver Coastal Health Authorities, numerous notfor-profit societies and foundations, peer support services, and other forms of care.

The need to coordinate services is underscored by the fact that the health and
housing needs of each individual changes over time, requiring adjustments in various
inter-dependent resources. It should be noted that there are examples of wellcoordinated care within the array of services needed by the SAMI population, such
as Assertive Community Treatment (ACT) and the Housing First model of supportive
accommodation. However, coordination spanning the broader spectrum of
resources is lacking.

The relationship between the expansion and coordination of diverse resources is
illustrated in Figure 3. The lower left quadrant defines the circumstance where both
resources and coordination are lacking. This is an environment of scarcity, and
tends to precipitate grass roots solutions and a climate of advocacy on behalf of
underserved constituencies. Meanwhile, preventable mortality and morbidity
continue. This represents the least preferred environment.
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Figure 3. Balancing Resource Expansion with Integration

A shift to the lower right quadrant is associated with the creation of more resources,
but no enhancements to the processes that serve to integrate them. This quadrant
signifies more of the same. Rather than solving complex problems, this approach
tends to generate a climate of confusion among clients and service providers, based
on the duplication of services, critical omissions in service, inconsistent standards of
practice, and limited information sharing between providers. The more of the same
approach is also confusing to the general public, who witness limited benefits despite
significant public expenditures. This represents the second least preferred
environment, because the amount invested in resources is not reflected in their
performance.

The upper left quadrant represents enhanced integration, but with inadequate
resources. This results in unrealized expectations, as illustrated in the early stages of
Primary Care Trusts in the United Kingdom, where the cost of maintaining existing
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required services (e.g., emergency rooms) precluded the development of expected
innovations in care. Enhancements to integration, such as centralized referral or
system-wide assessment, can serve to highlight service gaps. Other functions, such
as a mandate for evaluation, or promoting evidence-based practice, lead to conflict
with providers when service levels are inadequate. This approach can constitute a
step toward balanced reform, and is therefore the second-best environment.

The upper right quadrant reflects a balance between resource expansion and
integration across services. It corresponds to a person-centered environment, in
which levels of care are matched to a patientʼs level of need. Relevant information
and expertise is shared among diverse providers, avoiding fragmentation and helping
to ensure that “every door is the right door”.

The necessary introduction of services and integrative mechanisms must minimize
disruption to existing resources and clinical services. We envision the
implementation of essential but currently absent services alongside the creation of
integrative mechanisms. We also emphasize the need for advanced educational
positions that provide immediate and long-term support to the reform of British
Columbiaʼs health human workforce in the area of addiction. Educational reforms
must include revisions to existing curricula, as well as the establishment of new
programs. Accredited, high-quality training at the Masters level is urgently needed in
order to foster the delivery of evidence-based psychosocial services. Building on
experience in other jurisdictions, curricula should be designed to support new
practitioners as well as existing professionals, and should be accessible through
multiple BC campuses and with the active incorporation of e-learning strategies.

Other jurisdictions have developed organizational frameworks to coordinate
resources and care for people with substance use, mental disorders, and other
complex needs. This work serves as the basis for a recommended approach to
reform in Vancouver. Specific coordinating functions include assessment and
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referral to services, promoting evidence-based practices, monitoring patient and
client outcomes, systemic evaluation and accountability.

Organization and Governance

Authorities in the area of SAMI and homelessness have long recognized the inherent
challenges posed by the traditional health and human service systems when trying to
arrange care for people. The needs of SAMI individuals commonly transcend several
areas simultaneously (e.g., concurrent mental and/or physical health problems,
housing and employment needs, social service requirements). Moreover, services are
often needed in a step-up (an initial intervention followed by more intensive
treatment) or step-down manner (e.g., detoxification followed by outpatient
treatment). These common features of client needs have stimulated the creation of
organizational models that bring cohesion to diverse levels of care and resources
(e.g., American Society of Addiction Medicine, Patient Placement Criteria).

One influential scheme for accomplishing these objectives is known as the Core-Shell
Model (Glaser, 1974). Applied to the present context, the model (illustrated in Figure
4) identifies a “shell” of evidence-based community resources to serve the needs of
Vancouverʼs homeless SAMI population. Services at the “shell” may or may not be
deliberately integrated with one another, falling under different administrative
authorities. The “core” operates at armsʼ length from service providers, and provides
support to clients, service providers, and administrators by generating referrals,
evaluating system performance, and providing educational support. In this model,
referrals are person-centered, matching client needs to the broad environment of
relevant clinical and social services. The use of evidence-based matching guidelines
can strengthen the accuracy and efficiency of referrals (e.g., Merkx et al., 2006).
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Figure 4. An Integrative Framework for Vancouver

The core-shell model was incorporated into a landmark report developed by the
Institutes of Medicine, as part of a strategy to revitalize community based alcohol
treatment services in the United States (IOM, 1990). Characteristics of the core-shell
model are reflected in the operations of drug treatment courts (DTCs), which have
grown in number from one court in 1989 to more than two thousand courts in 2007.
DTCs are the most frequent single referral source to addiction treatment services in
many parts of the US. Courts are also a common source of referrals in other
countries, including Canada and the Netherlands. Vancouverʼs DTC is one of several
potential sources of referral, alongside community court, primary healthcare
providers, emergency rooms, housing service providers, and stabilization services for
concurrent disorders.

The Dutch government instituted the core-shell model in 2002, in order to bring
greater coherence and efficiency to a large number of scattered and diverse service
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organizations (Schippers, 2008). In addition to the need for armsʼ length referral and
evaluation, objectives of the Dutch government included the promotion of evidence
based care and continuous quality assurance. These goals were addressed by
instituting partnerships with academic centers, which drew upon their established
expertise in order to address “core” functions such as evaluation, patient
assessment, workforce development and professional training. A similar partnership
model could provide much needed integrative and evaluative mechanism for persons
in Vancouver. Significant longstanding collaborations are in place linking academic
centers with service providers to address the needs of BCʼs SAMI population. Both
SFU and UBC have established clinical and research units that are based in
Vancouver, contributing expertise to civic, provincial, and national initiatives. The
complementary strengths of UBC and SFU could be marshaled, and applied the
development of professional development, evaluation, and person-centered referral
processes. The operating principles of the core-shell model could be implemented,
with assessment, client placement, evaluation, and clinical education taking place at
armsʼ length from client services. In order to institute this vision, a governance
coalition would need to be convened, with the authority to implement the following
agenda:

a) Introduce patient placement criteria, matching patient needs to available
resources in Vancouver
b) Fill the identified critical gaps in services
c) Implement clinical training programs for new practitioners in Vancouver and
throughout BC
d) Conduct follow-up assessment of referred individuals
e) Implement continuing professional development programs for the existing
health human workforce
f) Provide timely evaluations of services and supports of relevance to providers,
funders, and clients, reflecting the highest level of research and accountability
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Prior research, including papers cited in this document, has identified the critical
gaps in services, as well as the need for person-centered, longitudinal coordination of
resources. Significant investments are being made, and others will be required, in
order to fill these gaps. The task of the proposed governance coalition would be to
build on this established base of knowledge, and to manage the transformation of
services for the SAMI population, ensuring that investments are coordinated, and
balanced across a continuum of evidence-based care. To be successful, governance
would need to represent the parties with major responsibility for SAMI services,
professional education, evaluation, and policies in Vancouver, including: Community
members, VCHA, PHSA, Provincial Ministries of Health, Housing and Social
Development, Public Safety and Solicitor General, BC Housing, SFU and UBC. The
governance coalition could be given a mandate to develop the business plan for
major reforms related to the above tasks, followed by the implementation of the plan.
Provincial support for the coalitionʼs plan would be essential, subject to a full and
regular reporting on results.

Important progress is being made to address the needs of Vancouverʼs SAMI
homeless population. Additional reforms are urgently needed, which must be guided
by a long-term vision of person-centered health. This vision requires the balanced
cultivation of collaboration and change.
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