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December 24, 2020 
 
 

I am pleased to endorse the No Fixed Address Transitions in Care project, a collaborative 

effort between Alberta Health Services (AHS) and the Homeless Serving System of Care 

(HSSC). The Steering Committee was approached by No Fixed Address clients (NFA) and 

community organizations to address gaps in the existing transitions process resulting in 

poor health outcomes and repeat readmissions to hospital. The project team found that 

NFA clients with complex health and psychosocial needs had few supports to navigate our 

multi-layered health system. Moreover, acute care staff found the complexity of HSSC and 

lack of information flow hindered their efforts to arrange for continuing care at discharge.  

 

This project resulted in a creative collaboration to co-design a streamlined transitions 

pathway to address crucial unmet needs of NFA clients. The transitions pathway ensures 

that clients have access to professional expertise, advocacy, and continuous supports 

throughout their journey. Potential long term benefits of implementing this pathway 

include reduced length of stay and decrease in re-admission frequency. In addition, tight 

knit collaboration between acute and community increases follow through with discharge 

plan, leading to improved health outcomes.  

 

At AHS, we are committed to spreading and sustaining this important work throughout the 

organization. I look forward to engaging in further dialogue to realize our vision of 

providing high quality care to NFA clients.  

 

Nicholas Thain, ACP, MAL(H) 
Senior Operating Officer, 
Community, Rural and Continuing Care – Calgary Zone  
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Suite 1500, 615 Macleod Trail S.E. 
Calgary, Alberta T2G 4T8 

 
Homeless Serving System of Care 

 
12 January 2021 

 
 
 
 

People experiencing homelessness face innumerable challenges. These challenges lead to adverse health risks, 

and consequently, they require access to health care in addition to the coordinated support provided by 

Calgary’s Homeless-Serving System of Care (CHSSC). In the majority of cases, the onus is on the person 

experiencing homelessness to navigate the complexity of our health care system and coordinate the services 

they need for themselves. This is an incredibly challenging task during the best of circumstances, however 

navigating such complex systems while experiencing homelessness and trauma is even more daunting and 

overwhelming. Consequently, clients tend to experience a “revolving door” between hospitals and homeless 

shelters while their health needs are not adequately met.  

 

Staff within CHSSC have done their best to close this gap by attempting to communicate with acute care staff, 

however, the enormity and complexity of acute care services and the lack of any shared information system 

make timely information exchange next to impossible.  

 

The No Fixed Address (NFA) Project closes this crucial communication gap by providing both the acute care 

and CHSSC teams a clear avenue through which to communicate and coordinate services for clients 

experiencing homelessness.  

 

As a result, professionals are able to draw on their expertise to advocate on their behalf and navigate the 

system with them. As a result of this coordination, clients have experienced improved health outcomes and 

completed their discharge plan with the support of the CHSCC, thus reducing readmission and length of stay in 

hospitals.  

 

The NFA project supports both the acute care and CHSSC teams in providing the same quality of health care 

services experienced by most Albertans and also serves to expedite a person’s exit from homelessness.  

 

Calgary Homeless Foundation whole heartedly supports the work of the NFA project towards improving health 

outcomes for individuals experiencing homelessness in our city.  

 

Sincerely, 

 

 

 

Matt Nomura, 

Vice President, Homeless Serving System of Care 

Calgary Homeless Foundation 
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Executive Summary 
 
Imagine taking a walk in the life of Jerry. Jerry is a 40 year old man experiencing homelessness 

(also known as No Fixed Address). He is currently an inpatient on a unit at an acute care 

facility for cellulitis related to his substance abuse. He suffers from a Traumatic Brain Injury. 

He can be verbally & physically abusive to hospital staff. Once he leaves the hospital, he loses 

his papers telling him what he’s supposed to do (i.e. discharge summary).  

 

Now, imagine you are Ellie, Jerry’s acute care social worker. Ellie understands Jerry’s 

predicament but is frustrated that she does not know who to call to look after him in the 

community. She doesn’t have a clear perspective on what happens outside her acute care 

bubble. 

 

Finally, put yourself in the shoes of Community Nurse, Bastian. Jerry returned to the homeless 

shelter, as his infection is getting worse. Jerry cannot articulate what treatment he has received 

in hospital. Bastian cannot find any record of his hospital stay in Netcare. Bastian has to send 

him back to the hospital again.  

 

Gaining insights into the frustrations, we brought people from community, and Calgary zone 

acute and continuing care, to creatively collaborate on finding the best way forward to smooth 

transitions from acute to community. In Phase 1 of the project, we interviewed stakeholders 

from acute and community to understand their perspectives on current gaps and frictions 

within transitions of care for NFA clients. These insights were brought to a design sprint in 

Phase 2, with the question, “How might we inspire communication during admission and 

discharge that facilitate an intentional client transition between acute care and community?” 

The resulting service design was tested in Phase 3 by Foothills Medical Centre, Community 

Paramedics and community organizations with NFA clients. Feedback for each test cycle 

further refined and improved the design. In the new process, Community Paramedics, City 

Centre Team (CCT) is a vital connector to bridge clients between acute and community. In 

testing, providers reduced information silos, enhanced purposeful communications, and drew 

on each other’s respective expertise in transitions.  

 

We learned that seamless communication and coordination between acute care and 

community has a profound and dramatic impact on the quality of care offered to the most 

vulnerable people in Calgary.  A simple re-design of the process infrastructure where we 

introduced an existing resource, CCT, to act as a liaison is having an impact. As the prototype 

continues to evolve, it is nudging previously set behaviors to a mindset of increased 

collaboration & coordination between Acute Care and Community. As a result, the test 

outcomes are trending towards a safe, timely, efficient and patient-centered transitions of care 

for NFA clients from Hospital to the Community. 

 

 
Contact- Jennifer Lee: jennifer.lee8@albertahealthservices.ca, Saugata Chakraborty: 

Saugata.Chakraborty@albertahealthservices.ca or Sara Mikhail: Saram@calgaryhomeless.com  

mailto:jennifer.lee8@albertahealthservices.ca
mailto:Saugata.Chakraborty@albertahealthservices.ca
mailto:Saram@calgaryhomeless.com
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Project Summary 

Project Name: No Fixed Address Clients in Transitions in Care  

Project Purpose: Improve NFA client transition experience through creative collaboration 

between acute care, Community paramedics and Community shelters 

Project Sponsors: Melanie Brophy 

Core Project Team: Jennifer Lee, Saugata Chakraborty, Sara Mikhail, Ty Eggenberger, 

Quentin Sinclair 

Project Start Date: September 10, 2019                       

What are we trying to accomplish? 

Administrative and self-reported data both demonstrate that people experiencing 

homelessness have increased length of stay and/or increased readmission to 

acute care. Many clients and community agencies report frequent discharges from 

hospital with insufficient transition planning, resulting in high recidivism to hospital or 

a worsening of health conditions. Moreover, community resources to address health 

needs were not accessed.  

A Design team composed of community providers, and AHS staff from acute and 

continuing care was established in September 2019. The team’s primary purpose was to: 

1.  Examine current state of transition planning and identify system level gaps 

2.  Develop recommendations on improving the coordination of care and reduce 

readmissions for hospital No Fixed Address (NFA) clients  

For more information on the project, see Appendix A – Project Charter 

 

Scope Statement 

For meaningful impact, the team limited project scope the transitional journey of NFA 

Inpatient clients admitted to Foothill Medical Center (FMC) and the providers associated 

with these clients in their journey of care. Stakeholders included providers on Unit 61 and 

62 (FMC), City Center Team of Community Paramedics and community organizations in the 

homeless serving sector of care (e.g. Calgary Drop-In Centre (DI), Alpha House Society, 

CUPS).  

The main focus of our work was to gain experiential insights from critical stakeholders, 

NFA clients, and the providers involved in their care and transitions.  The team identified 

crucial pain points, and used design thinking and quality improvement to address pain 

points.  
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Project Activity Timeline and Highlights 

 

 

Phase 1: Understanding Those the Change Is in Service Of: NFA Client 

The NFA population is extremely diverse with complex health and social needs. As 

journey mapping progressed and new insights emerged, a cogent profile formed. The 

Design team needed to understand the needs and aspirations of the NFA client profile. 

What change should the team seek that is a high priority of theirs? What status quo are 

they content with? 

Patients admitted to hospital present the greatest opportunity for wrap around care 

between acute and community, and the mandate of inpatient units appropriately fit the 
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project. The profile narrowed to inpatient NFA patients, with a view of examining ED 

NFA patients at a future date. Crucially, insights highlighted a common theme that NFA 

clients are patients with complex care needs, with a combination of multiple chronic 

conditions, mental health issues, medication-related problems, and social vulnerability. A 

guide that can lead them alongside to navigate the complex health system emanated as a 

high unmet need.  

 

The profiles in the next section reflect common needs and behavioral patterns of the 

target population for this project. It is noted that this may not address the granular 

variation in the complexity of this population but it is sufficient for the scope and 

purpose of this project. 

 

Phase 1: Inpatient Profile Perspective 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

  

Jerry is a frequent face (6+ visits past 6 months) at the 

Hospital. He likes the convenience of the hospital as it is 

close to the train station and easily accessible. He has 

been admitted here so many times, it feels like a second 

home. He is currently on Unit 42 as he has developed a 

skin infection on his arm related to his addiction, and he 

needs IV antibiotics. He has a lot of social challenges; he 

sometimes couch surfs or is rough sleeping. He has 

addiction and mental health issues, and sometimes he 

can be physically and verbally abusive towards hospital 

staff. But in general he is quiet, self-contained, and almost 

reflective. 

He can be a hoarder and brings in all his belongings to 

the inpatient unit. He sometimes asks all his friends to 

come to the Hospital as his support network. He has 

chronic diseases, skin and foot problems, severe 

infections, and infectious diseases. He sometimes 

leaves at his own risk, destination unknown which 

makes it difficult for providers in the unit to arrange 

services.  

 

Name:” Jerry Mcguire” 
Location: Inpatient  
Home: No fixed address 
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Phase 1: Outpatient Profile Perspective 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Jerry was discharged from the Hospital. Jerry misses the 

warmth of the hospital and the three meals a day. At 

discharge, staff gave Jerry a bunch of papers (which 

included his discharge summary, a prescription, and a 

list of follow up appointments). He sees a CUPS nurse at 

the Alpha House shelter as his arm is bothering him again, 

and tells her about his recent admission to hospital. The 

CUPS nurse looks in Netcare- but there is no information 

about his hospital stay in there. Jerry remembers that he 

was given a prescription for something, but he lost his 

paperwork. Jerry agrees to an appointment with a CUPS 

doctor- and the CUPS nurse makes the appointment for 

him. In conversation, Jerry mentions that he’s worried that 

the doctor will give him another prescription- how will he 

pay for medication? He has no money. The CUPS nurse 

finds out that he has no ID- and makes an appointment at 

the Sheldon Chumir to get ID so that he can get funding for 

his medication. 

Name: Jerry Mcguire 

Location: Community 

(e.g. Alpha house, CUPS, DI 
etc.) 

Home: No fixed address 
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Phase 1: Insights through Journey Mapping the experience  

 

For the purpose of this project, we gathered insights by interviewing and observing key 

existing services that directly impact the NFA client in addressing their care needs 

(clinical, non-clinical, psycho-social). The services interviewed were: Foothills Medical 

Center, Peter Lougheed Center, Community Paramedics, Calgary Drop-In Centre, 

Alpha House Society, and CUPS. The service journey mapped out points of interactions of 

the NFA client with the provider, and provider with the system. Together, these 

interactions identified moments critical to the success of a service and gaps which, if 

addressed, would be valuable to NFA clients, acute and community providers. 

 

Phase 1: Inpatient Acute versus Community Care Insights 

Below is a summary of cross-validated qualitative analysis of insights gathered 

through interviews, observations and journey maps completed by the core project 

team. Interviews, observations, and journey mapping occurred with acute care and 

community stakeholders familiar with the NFA population. 

 

 

Linear Inpatient Journey Non-Linear Community Care Journey 

NFA Inpatient Admit Perspective NFA Community Care Perspective 

Clear linear process from Pre-admission to 

Admission to Discharge 

Relative to acute care, process from Pre- 

admission to Admission to Discharge is non- 

linear 

Care providers, being generally risk-averse, may 

keep NFA clients in the hospital for longer 

length of stay (LOS) to ensure that they receive 

the treatment they need. 

E.g. Non-NFA clients may stay in hospital for IV 

meds for only 2-3 days, and follow up in an 

outpatient clinic, however care providers are 

aware that NFA clients will likely not do follow-

up. 

Funding and resource limitations impact 

sustainability of current solutions to manage 

transitions in care. This means that there is a 

shortage of available services to meet the 

needs of NFA clients.  

 

 

Treatment that is provided primarily addresses 

medical needs, with referrals for allied health 

support if identified as needed on admission. 

Homelessness is viewed as a life limiting disease. 

Treatment addresses medical needs, but also 

geared towards socioeconomic determinants of 

health. E.g. doing taxes in order to access funding 
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for medications, getting ID, driving clients to 

appointments 

Limitations placed on extent of care that can be 

offered due to time and capacity constraints. 

Providers in community meet clients where they 

are at. E.g. Community Paramedics will treat 

clients wherever they are within the community. 

Generally, there is no follow-up post-discharge. Healthcare services provided for NFA clients are 

generally available during normal business 

hours. As a result, greater coordination between 

acute and community is required to ensure 

community is available to receive the client. 

Healthcare services not available in community 

24/7.   

AHS providers find it difficult to navigate all 

the different non-profits due to the volume 

and variety of available supports. Updates to 

client care are not made on a central database 

therefore different service providers are unaware 

of what services a client has received, if any.   

Interviewees stated that they don't really know 

which services exist, or who the best contact at 

an organization may be. AHS providers can’t 

access community information systems, not 

always aware of services accessed by client in 

community.  

The full scope of the interventions done for the 

client in acute care are inconsistently uploaded 

on Netcare.  Calling acute care is a challenge 

because community providers are unaware of 

who they need to specifically call and if they do 

manage to find a contact, the client’s file is sent to 

health records after 48 hrs. 

 

Most of the community organizations do not have 

access to Netcare. 

 

 

 

Paperwork given to clients upon discharge 

may include discharge summary, 

prescriptions, follow up appointments, 

educational pamphlets etc. 

 Not all paperwork given to NFA clients on discharge 

is available/consistently uploaded to Netcare for 

providers to view. Perceived perceptions of privacy 

often discourage sharing between acute and 

community. Community needs to be informed of 

discharge to look up client on Netcare.  
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Phase 2: Sprint and Prototyping  

 

What is a Sprint?  

SprintThe Sprint is a process for answering critical system & process questions through 

design, prototyping and testing ideas with direct users of the system & process. This 

process gathers insights through interviews, journey maps and observations from the 

service users. Developed by Google Ventures, it combines strategy, innovation, behavior 

science, and design thinking to fast forward into the future. This process helps the design 

team explore a probable product/innovation/service design and the user's reactions to it 

before making any expensive commitments.  

 
 

 
 

 

Sprint Day: On February 4th 2020, the Design team held a Sprint event attended by acute 

care, community providers, and four decision makers. 

 

Purpose: The goal of the Sprint was centered on the following: Seamless care experience 

for NFA clients through strong connection and communication between acute care 

and community  

 

Sprint Activities: 

• In lightning talks (experts advising the Sprint team), attended by two NFA clients and Dr. 

Bonnie Larson  

• After empathy mapping, and lightning talks, the Sprint team defined the problem more 

narrowly: How might we communicate on admission and discharge?  
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• Sprint team generated two prototypes- “The Connector” and “Universal Tracking and 

Communication” 

• Two prototypes presented to decision makers, and ultimately decision makers chose a 

hybrid of the two prototypes 

 

 

Prototype P0 

A form designed to improve communication between community and acute care to 

promote continuity of care (Appendix B).  

 

The form contained a few elements: 

i. Key agencies and organizations in homeless serving system of care and patient 

history  

ii. Information to be shared on discharge from acute care  

iii. Information to be shared by the community on admission of NFA clients into acute 

care. 

 

The assumption was that the design of the form would instigate early connections between 

community agencies and organizations. A point person in the community would coordinate 

with acute care in transitioning the client. The form created at the end of the prototype was 

turned into a word document by the Design team. 
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Phase 3: Rapid testing of Prototype and Iterations 

 
 

Feedback from User testing for Prototype 0 

 

The project team decided to test only the form to see if it met user needs. Testing was 

completed with: NFA client, Mustard Seed Occupational Therapists, Community 

Paramedics, FMC Social work, RNs and LPNs on Unit 61 and 62.  

 

Key Insights 

 

Quarterbacking: Acute and Community providers spoke of the importance of having a 

point person in each environment to improve communication. The NFA client consulted 

spoke to the importance of a point person “I would like to be able to connect with a person 

and build that trust”  

 

Catalysts for a timely and efficient transition: 

Acute care providers spoke of the importance of obtaining answers to the following 

questions prior to discharge: 

1. Can the patient get medical treatment and shelter in the community agency or 

organization?  

2. Can patients actively using drugs or drug seeking come to the agency or 

organization, or do they have to be sober/clean?  

3. What are the limitations of care (e.g. nursing care) offered in the agency or 

organization?  

4. What is the paperwork required to follow up, or to gain admission into an agency or 

organization?  

5. How long can the patient stay at the agency or organization?  
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Barriers to accessibility of community services:  

In acute care, health care providers believed that criteria to access specific community 

programs was unclear. Providers experienced frustration in getting clients admitted into 

these programs as part of discharge planning. Conversely, community providers spoke of 

limited capacity for some community services, which have specific criteria (e.g. housing 

programs). However broad based programs (e.g. shelter) do not have criteria. Providers in 

the community emphasized the importance of early notifications from acute care to initiate 

services. Therefore, the different perceptions of community services resulted in 

clients not receiving follow up or timely care upon discharge.  

 

Trauma informed care: Community providers spoke of the importance of infusing a trauma 

informed care approach to the form. The NFA client put it best, “when you are asking me a 

question, tell me why you’re asking.”  

 

Lack of awareness of community organizations in homeless serving system of care:  

The first page of the form included a list of community agencies and organizations as 

potential contacts. The information was eye-opening for many acute care providers who 

did not understand the services available in community. On review, the list of community 

organizations evoked their curiosity in wanting to know more about the services offered by 

each organization from their clinical perspective. Finally, community providers expressed 

doubt whether acute care providers would understand the nuances between each service 

(e.g. Mustard Seed shelter v.s. Mustard Seed wellness center) as depicted on the form.  

 

Pain points for Prototype 0 form utility: In testing, acute care providers felt that form 

would only be filled out at point of discharge, which was not the design intent of the Sprint 

team. In addition, both sides raised privacy concerns around sharing patient information. 

Feedback on form content: all the testers provided feedback on content to include or 

exclude from the form (e.g. information on Form 10, and breakdown of income sources on 

the discharge list).  

        

When analyzing the feedback of the testing, the themes demonstrate that overall, the 

form’s design intent- to ensure acute care and community collaboration early in the 

discharge process-was not realized.  

 

Taking the catalysts and barriers into account, the design team modified the form to a NFA 

Community Information Card (Appendix B). 
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Phase 3: Iteration#1 Prototype P0 → P1 

Following insights obtained for P0, the Design team cultivated a creative collaboration 

between FMC social work and Community Paramedics- City Center Team to 

initiate immediate teamwork between the two environments.  The result from that 

iteration is represented by an annotated process visual below. 

 

What Happened When: Testing Prototype P1 

 

On July 28, 2020, Unit 61 informed the Design team that they identified a client appropriate 

for testing.  
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Client was awaiting surgery scheduled for August 12th. There was a delay in referral due to 

uncertainty regarding the client's medical plan. Unit 61 sent referral by fax, and CCT 

subsequently called the unit to exchange medical information. Over the weekend, client’s 

behaviors escalated, and the nursing team believed that client might leave against medical 

advice (AMA). Nursing called Alpha House shelter to receive the client, however the 

nursing team was informed that client was banned from the building. Unit was not able to 

find a home for the client, and he did leave AMA. Unit notified CCT.  

 

Key Insights 

 

Face to face conversations: CCT spoke of the importance of meeting the client face to face 

immediately following a referral to build rapport and trust. CCT felt that the face to face 

meeting would improve the transitions experience for the client. Even if client refused to 

work with CCT, a face to face interaction improved the chances of CCT follow up in the 

community.  

 

Interruptions to process: Unit staff didn’t know who to call when the client left against 

medical advice. A contingency plan was developed to guide unit staff if interruptions occur 

to ensure that clients are bridged into the community.  

 

Bans: Unit staff were not aware that bans can frequently be negotiated. The project team 

received feedback from community organizations that bans should be discussed with key 

individuals at a leadership level within the organization. A contact list was developed for 

each organization, and CCT will support the unit staff in negotiating bans (see below).  
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Phase 3: Iteration#1 Prototype P1 → P2 

 

Prototype 2 included modifications to process to include face to face meeting, process for 

interruptions, and contact list of community organizations for CCT.  
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What Happened When: Testing Prototype P2 

 
 

On August 18, P2 tested with an NFA client admitted to Unit 61 from Drop- In Centre for 

wound care. Referral was sent to the City Center Team (CCT) on the same day. CCT team 

confirmed receiving the referral and was on unit within 2 hours of receiving referral with 
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nurse manager from Drop-In Centre. CCT and nurse manager facilitated client’s requests, 

which helped build rapport (e.g. client requested Cheezies and some possessions from the 

Drop In).  NFA client was on unit for 1 more week (August 24). Hospitalist decided the 

client was ready for discharge. As per process, Unit 61 contacted CCT through the intake 

line. There was confusion at intake regarding the pilot project, which caused delays. Unit 61 

managed to connect directly with CCT paramedics on duty. In the meantime, the patient 

called the Downtown Outreach Addictions Partnership (DOAP) Team for transport back to 

Drop-In Centre. DOAP team transported client from hospital. CCT found client at the 

Assisted Self Isolation Site (ASIS) hotel, and facilitated transfer back to Drop-In for ongoing 

wound care treatment.  

 

Key Insights obtained 

 

Discharge:  CCT requested early notification of discharge. Unit team gave feedback that 

they could not anticipate or control the discharge date. The discharge date is up to 

hospitalists, who rotate through the unit. Therefore, agreed that unit would notify CCT as 

soon as possible.  

 

Discharge Paperwork: A few challenges noted regarding discharge paperwork. When Unit 

61 called the intake line to notify CCT of pending discharge they were told that a new 

referral form was required. This was clarified as follows: 

 

No interventions for CCT: unit team to send discharge summary, and referral form not 

required  

Interventions for CCT: unit team to send discharge summary, and last half of referral form 

filled out with intervention details  

 

In addition, project team discovered that allied health perspective is often not captured in 

the discharge summary therefore, social work agreed to print off relevant chart notes and 

interventions to be included with discharge summary.  

 

Communication with community organizations: There was confusion regarding who 

provides information to community partners, as nurse manager called unit for client 

information. CCT agreed to provide information from discharge paperwork to community 

organizations.  

 

Phase 3- Iteration#1 Prototype P2 → P3 (Final Prototype) 

 

With feedback and insights from the previous test, the project team modified the prototype 

to delineate processes for acute care and CCT. Interruptions process and contact list 
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remained the same. Community info card was also finalized for prototype 3. The final 

prototype for this project is as follows:  
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Success Trends and Indicators for Transition Process 
Overall, throughout three testing phases, the following trends were observed for the NFA 

client: 

 

Wrap around care: early coordination between the unit and CCT during NFA client’s 

inpatient stay resulted in wrap around community care for the client. In addition, 



 

  24 

health care providers in acute and community had opportunity to collaboratively problem 

solve through any issues regarding client care. Furthermore, CCT and community presence 

on unit resulted in unanticipated additional support and expertise for acute care providers. 

For example, CCT was able to fulfill client request for possessions stored at Drop-In, which 

may have increased client’s willingness to stay in acute care until completion of inpatient 

treatment plan. Finally, rapport building through face to face meeting noted to be critical 

for CCT to bridge client into the community.  

 

Safe discharge looks different: given the intersection of medical and social vulnerabilities, a 

number of participants in the project acknowledge that the standard of “safe discharge” for 

NFA clients ought to be different. Using health status (i.e. medically stable) as the indicator 

for discharge without comprehensively addressing social vulnerabilities resulted in 

readmissions to hospital. Therefore, safe discharge for NFA clients requires early 

coordination between acute care and community to address medical and social 

vulnerabilities.  

 

Reduced acute length of stay: in interviews, health care providers explained that NFA clients 

often had longer length of stay in acute care due to risks associated with lack of follow 

through with discharge treatment plan (providers acknowledged a variety of barriers 

resulting in lack of follow through). Involvement of CCT and community providers ensured 

follow through with discharge plan.  

 

Paradigm shift in acute care provider perceptions and mindset of homeless serving sector of 

care: acute care providers acknowledged limitations to their understanding of the 

homeless serving sector of care. However, through their engagement in this project, acute 

care providers experienced a shift in understanding the complexities of the homeless 

serving sector of care. 

 

 Incredible stakeholder engagement to address pain points: testing of prototypes started 

shortly before COVID 19 pandemic on March 13, 2020. Despite the workload associated 

with the pandemic, numerous stakeholders remained extremely supportive of the project, 

and provided resources and supports where possible.  

Future Recommendations for Spread and Sustainability  

For spread and sustainability of the transitions process, the project team offers the following 
recommendations:  
 
Senior leadership support and coordination at Foothills Medical Centre, Community 
Paramedics and Shelters: to spread and sustain transitions process, formal endorsement by 
senior leadership is strongly recommended  
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Formalization of documents supporting continuous care: throughout testing, the project 

team observed delays in process due to lack of clarity around documents required to 

support continuous care.  Formal agreement between acute care, community paramedics 

and community organizations on type and flow of documentation required to facilitate 

continuous care for the client is recommended. Privacy concerns-despite confirmation 

from AHS Privacy Department that information provided for purposes of continuing care 

can be shared- continue to be a barrier for information sharing. Documents which may 

support continuous care include but is not limited to:  

• Referral form for Community Paramedics  

• Discharge summary from acute care 

• Allied health notes  

• Goals of Care  

• Referral form for community organization 

 

Hospitalist buy-in: Ultimately, hospitalists determine if the client is ready for discharge. 

Therefore, hospitalist buy-in into this transitions process is crucial for early coordination 

and communication between acute care, community paramedics and community 

organizations.  

 

Formal data collection: this project is proof of concept of an innovative solution to 

transitions. For implementation, it is recommended that a formal data collection process, 

with quantitative and qualitative outcomes, be utilized to support the process. Potential 

outcomes may include, but are not limited to:  

 

• Length of stay in hospital (LOS) 

• Time elapsed between inpatient admission and referral to community paramedics  

• Response time of community paramedics  

 

Coordination between organizations in homeless serving sector of care: coordination 

between community organizations to reduce barriers of entry for service is recommended. 

The project team heard from acute care providers that the criteria for entry into services 

within the homeless serving sector of care was opaque to them. For example, one provider 

noted “we refer clients to these services, and they turn them away- so we stopped 

referring”. In the community, project team heard that these organizations will accept 

everyone. In acute care, providers are expected to support clients at all health and 

functional capacities, however this is not, and should not be the case in community. For 

example, in shelters clients must be able to walk independently. Articulating pre-requisite 

health and functional status for acute care providers will assist in ensuring that client is 

discharged to the right place, at the right time. It is recommended that shelters formally 
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coordinate and articulate the type of client they are able to accept from hospital.  

 

Information sharing amongst the client’s circle of care: Throughout this project, providers in 

acute and community commented on complex processes and/or approval systems to 

protect client’s health information. These processes and systems often prevented providers 

from sharing critical health information during transitions.  Sharing appropriate client 

information as is necessary often occurs through the will of individual staff who 

understand how to apply privacy legislation in their practice. Establishing practices and 

cultures that support and empower all staff to interact with staff at external organizations 

with the same freedom as staff internal to their organizations can reduce client’s wait time 

to receive necessary services. Additionally, assigning this project to specific staff at a 

leadership level will provide a clear point of contact for external organizations, acute care, 

and CCT.  Finally, creating processes where client bans can be negotiated within 24 hours 

of a request from an external service provider is crucial to the success of this project.  

 

Shifting mindsets and building empathy- Clients interviewed during this project spoke of 
having their needs, wants, and fears dismissed by health care providers while in the health 
care system. Stereotypes towards NFA clients may impact the quality of care offered and 
decrease clients’ willingness to seek medical treatment. Therefore, it would be crucial to 
consider the mindsets of staff towards NFA clients when implementing this process to 
increase empathy and understanding towards this population. Continuing trauma-
informed care (TIC) education for all staff involved in caring for NFA clients is 
recommended. TIC helps providers to tailor their services to NFA clients without 
perpetuating the cycle of trauma. Creating a culture of empathy by noting who is 
successfully connecting to clients from within health care teams and amplifying the success 
of those teams in building relationships with this population. 
 
  

One client interviewed spoke of how health care providers across successive medical facilities 
dismissed their belief that they had been raped and denied their request to seek medical 
attention for this concern.   
 
Another client complaining of leg pain stated that they had not been adequately treated for the 
pain at a medical facility and subsequently sought the help of a nurse at one of the homeless 
shelters. 
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APPENDIX A: PROJECT CHARTER  

 

EXECUTIVE SUMMARY 

Description: This Project will examine existing protocols and develop an enhanced protocol for 

supporting intake, in-hospital transitions and ultimately discharge from hospital 

for patients who are NFA, reside in shelter, and possibly patients who are 

formerly homeless but are receiving supportive living in community. While 

mapping out existing protocols, goal will be to gain insights in to the definition of 

roles and responsibilities of various case managers and critical stakeholders and 

their current process of communicating information and referrals cross-

functionally and cross-site in order to deliver improved & collaboratively 

designed protocols. 

Project Owner: Melanie Brophy, AHS Director of Transition Services 

Project Lead(s): Saugata Chakraborty, AHS Sr. Project Manager for Complex Care Hub and 

Transition Services 

& Quentin Sinclair, CHH Senior Manager  

Partner Organizations 

& AHS Sites: 

AHS: PLC, FMC Allied Health Social Work, FMC Transition Services, Sheldon M. 

Chumir (Primary Health Care Collaborative Program), Palliative and End of Life 

Care, EMS City Centre Team, AHS Addictions & Mental Health, & Hospitalist 

Community: CUPS (C2C), The Alex, The DI, Alpha House (CCMG), Mustard Seed 

Project Timeline: June 2019 to September 2020, monthly meetings 

Key Deliverables: • Review current protocols 

• Review best-practice research 

• Develop referral pathways and proposed protocols for managing 

transitions 

• Consult stakeholders on proposed protocols and modify as appropriate 

• Pilot proposed protocols and modify as appropriate 

• Obtain executive support for protocols and develop & execute 

implementation plan 

 

 



 

  28 

 

1.0 Project Identification 

Name In-Hospital Protocol for NFA Client Transitions 

Description - incl FY20 

Outcome(s) 

This Project Team will examine existing protocols and develop an enhanced 

protocol for supporting intake, in-hospital transitions and ultimately discharge 

from hospital for patients who are NFA, reside in shelter, and possibly patients 

who are formerly homeless but are receiving supportive living in community 

Executive Sponsor(s) CHH Steering Committee & AHS Complex High Needs Population Oversight 

Committee 

Project Owner(s) Melanie Brophy, AHS Director of Transition Services 

Project Lead(s) Saugata Chakraborty, AHS Sr. Project Manager for Complex Care Hub and 

Transition Services 

& Quentin Sinclair, CHH Senior Manager  

Charter Version Date July 15, 2019 

 

2.0 TEAM MEMBERS WITH ROLE (* if not confirmed) 

1. Foothills Hospital - *Ivan B. 

2. Foothills Hospital - Whitney G. 

3. Palliative and End of Life Care – Jennifer L. 

4. Sheldon Chumir / Primary Health Care 

Collaborative Program - Lynn J-P. 

5. PLC / ARCH - *Nicole S. 

6. EMS City Centre Team – Ty E. 

7. AHS Mental Health & Addictions – *Bev T. 

8. Hospitalist – Dr. Monty G. 

9. Alpha House & CCMG – Adam M. 

10. The Alex – Jackie L. 

11. CUPS & C2C  – *Elaine W.  

12. CHF System Planning – *Shane R. 

13. The DI – *Genevieve W. 

14. The Mustard Seed – Samantha L. 

 

3.0 PROJECT RATIONALE (PURPOSE AND PRIORITY) 

Administrative and self-reported data both demonstrate that people experiencing homelessness on average 

stay longer in hospital than individuals not experiencing homelessness.  Studies have shown that patients 

with complex health concerns represent less than 5% of the population yet, require over 60% of the public 

health resources.  In a 2016 study by the Collaborative for Health and Home which interviewed 300 

individuals experiencing chronic homelessness, 16% of those surveyed felt they did not receive enough 

services from local hospitals. Many clients as well as community agencies report frequent discharges from 

hospital with insufficient discharge plans resulting in high recidivism to hospital or a worsening of health 

conditions as the community resources available to meet the level of care required were not accessed.   

 

There is a consensus among service providers both within hospital and community that through improved 

coordination of existing services, a transition planning process could be established to ensure individuals 

experiencing homelessness are receiving the appropriate levels of care either in hospital or in community. 
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There is momentum and energy within the sector to act, as part of a broader goal to generate efficiencies and 

maximize the service delivery model to all vulnerable clients. 

 

 

4.0 ADDITIONAL KEY STAKEHOLDERS 

• NFA Patients 

• Emergency department staff 

• SORCe 

 

5.0 KEY PROJECT DELIVERABILES (*DENOTES PROJECT MILESTONES) 

Key Person Major Events / Milestones Dates 

 

Recruit & Orient Team Members to project. Confirm shared goal & Project 

charter & timelines 

June – 

September 

2019 

 Review existing local protocols, including the In-Hospital protocol 

agreement for PDD patients and determine what could be replicated for 

the target population of this committee 

 

 Review best-practice research from other jurisdictions on improving in-

hospital transitions & discharge planning for this target population 

 

 Identify client profiles to map out current and potential referral pathways  

 Draft proposed in-hospital protocol  

 Following the development of a proposed protocol, team members will 

present to their respective departments and agencies, as well as a client-

group to solicit feedback and further buy-in 

 

 A pilot of the new protocol will take place at a local hospital, with the 

support and training of the committee 

 

 Following a final draft of the protocol, the committee will seek executive 

sponsorship for full implementation with the Calgary Zone Senior 

Operating Officers across all acute sites 

June – 

September 

2020 

 

 

6.0 PROJECT SCOPE 

In Scope 

• Geography: Acute (including Urgent Care) sites within the Calgary Zone 

• Demographics: Single adults presenting to the Emergency Department as experiencing homelessness with 

complex health concerns 

Out of Scope 

• Youth or families experiencing homelessness 

• Individuals with no experience of homelessness 
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7.0 KEY ASSUMPTIONS 

•  

 

8.0 KEY DEPENDENCIES (IF APPLICABLE) 

•  

 

9.0 KEY ISSUES AND RISKS 

Description Mitigation Plan 

  

  

  

  

  

  

  

  

 

10.0 PROJECT’S CRITERIA FOR SUCCESS (MUST BE MEASURABLE) 

▪ Clear consistent protocol developed and implemented at Calgary Zone acute sites for improving 

transitions for NFA clients 

 

11.0 SIGNOFF 

Executive Sponsorship:                                                                                                     Date: 

 

 

 

CHH Process for Turning Ideas into Action 
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CHH Process for Turning Ideas into Action 
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APPENDIX B: PROTOTYPE 0 - NFA PATIENT IDENTIFICATION  

 

Acute Care Checklist (For Acute Care Only)  

Information from Patient Interview:  

 

 

Contact Information for Community Agencies  

CUPS Calgary  

Primary Care 

Case Manager  

 

Drop-In Centre  

Nursing  

Housing 

 

Alpha House  

Nursing  

Detox  

 

The Mustard Seed 

Wellness 

Shelter  

 

Mobile Integrated Healthcare (MIH) - City Centre Team (CCT)  

 

 

 

 

 

 

Information to Include at Discharge from Acute Care  

 

Medication Coverage  

 

 

Medical Follow up (e.g. Appointments)  

 

 

Primary Care Connections  
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Housing 

 

 

Income  

 

 

 

(For Staff Only) 

o Voluntary  

o Formed Patients  

 

Community Care Checklist (For Community Only)  

 

Able to Pay for Medication 

o Yes 

o No  

 

Identification  

o Yes 

o No  

 

Substance Abuse (please specify or describe):  

 

 

Mental Health Suspected or Diagnosed (please specify or describe): 

 

 

Chronic Disease Suspected or Diagnosed (please specify or describe) 

 

 

 

Current Living Situation (check the one that applies) 

Housed 

Shelter  

Couch Surfing  

Unsheltered/Rough Sleeping  

Other  
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APPENDIX C: IN-HOSPITAL PROTOCOL FOR NFA CLIENT TRANSITIONS 

 

Chair: Melanie Brophy, Director, AHS Transition Services Calgary Zone 

Vice-Chairs: Saugata Chakraborty, AHS Sr. Project Manager for Complex 

Care Hub and Transition Services 

Quentin Sinclair, CHH Senior Manager 

 

 

Purpose: This Project will examine existing protocols and develop an 

enhanced protocol for supporting intake, in-hospital 

transitions and ultimately discharge from hospital for 

patients who are NFA, reside in shelter, and possibly patients 

who are formerly homeless and are already receiving 

supportive living in community. While mapping out existing 

protocols, goal will be to gain insights in to the definition of 

roles and responsibilities of various case managers and 

critical stakeholders and their current process of 

communicating information and referrals cross- functionally 

and cross-site in order to deliver improved & collaboratively 

designed protocols. 

 

 

Function: The deliverables of the Design team can be summarized as 

follows: 

● Clarify problem statement and success measures 

● Review current protocols 

● Review best-practice research 

● Develop referral pathways and proposed protocols for 

managing transitions 

● Consult stakeholders on proposed protocols and 

modify as appropriate 

● Pilot proposed protocols and modify as appropriate 

● Obtain executive support for protocols and develop 

& execute implementation plan 

 

Following the development of a proposed protocol, 

representatives will present to their respective departments 

and agencies, as well as a client-group to solicit feedback and 

further buy-in. A pilot of the new protocol will take place at 

an acute site, with the support and training of the Design 
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team. Following a final draft of the protocol, the Design team 

will seek executive sponsorship for full implementation with 

the Calgary Zone Senior Operating Officers. 

 

Meeting Frequency:  Bi-weekly for 1 hour commencing XX. Frequency to be 

reviewed April 2020 or at the call of the chair. 

 

Agenda/Minutes:  CHH staff will provide administrative support to prepare 

agendas and minutes. Minutes will be circulated to the 

committee membership within one week of the meeting. 

 

Membership: Ivan Bagunywa - Assistant Manager-Allied 

Health, FMC Whitney Gauthier - Manager, 

Transition Services, FMC Nicole Savaria - PLC 

Hospitalist Liaison 

Lynn Jessiman-Perreault - Program Manager, Primary 

Health Care Collaborative, SMCHC 

 

Beverley Thompson - Director, AHS Southern Alberta Forensic 

Psychiatry Services, Urban Addictions 

 

Jennifer Lee - Senior Quality Consultant, AHS Integrated 

Program Support for Seniors, Palliative and Continuing 

Care 

 

Sara Mikhail-CHH Coordinator, Collaborative for Health 

and Home 

 

Ty Eggenberger - Manager- EMS Mobile Integrated 

Healthcare, South Zone 

 

Dr. Monty Ghosh – Hospitalist 

 

Adam Melnyk – Outreach Manager, Alpha House and Chair for 

City Case Management Group 

 

Elaine Wilson – Director, Health Services, CUPS 

 

Candice Giammarino – Systems Planner, Calgary Homeless 

Foundation Genevieve Wright - Manager Nursing Services, 
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Calgary Drop-in Centre Samantha Lowe - Health and Wellness 

Manager, The Mustard Seed 
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APPENDIX D: COMMUNITY INFORMATION CARD 

 Availability 

of Medical 

Treatment 

ONSITE? 

Type of 

Clinical 

Services 

offered 

Can the NFA 

client be 

actively 

using/drug 

seeking? 

 

Availability 

of Shelter? 

How long can 

the NFA client 

stay in 

shelter? 

 

The 

Mustard 

Seed 

Society 

(TMS) 

403-723-

9422 

NOT 

AVAILABLE 

 

NOTE: There 

is a Monday-

Friday Walk-

In health 

resource 

center 

(Wellness 

Centre at 

1010 Center 

downtown) 

with CUPS 

physicians 

twice a week, 

and an LPN 

on site. Buses 

bring 

individuals 

from shelter 

to this 

location 

daily.  

Clinical 

services: 

None 

 

(for acute 

care 

audience) 

 

Not offered: 

NO 

 

Clients are 

required to 

be sober 

while on site 

at any of TMS 

locations 

YES  

 

Shelter is 

located in SE 

industrial 

park & 

offers food, 

a mat to 

sleep on and 

spiritual 

counselling 

INDEFINITELY 

 

Clients can 

arrive at the 

shelter as 

early as 4pm 

and must be 

gone by 

8:30am.  

 

Exceptions to 

these hours 

can be made 

on a case-by-

case basis, as 

determined by 

acuity. 

 

Staff provide 

system 

navigation 

support for 

housing and 

financial needs 

both at shelter 

and downtown 

(Wellness) 

locations.  

Calgary 

Drop-In 

and 

Rehab 

YES 

 

 

  

RNs 

available on 

walk in basis 

M-F during 

YES 

 

Clients can 

actively be 

YES 

 

Shelter is 

located at 1 

INDEFINITELY 

 

Clients can 

arrive at the 
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Centre 

(DI) 

403-699-

8233 

 

business 

hours 

 

Homecare in 

Shelter Beds 

There is a 

limited 

number of 

beds 

available 

staffed by 

AHS NPs and 

RNs. Clients 

referred 

through AHS 

Homecare.  

HPTP: 5 

chairs  

 

Advanced 

Wound Care  

 

(for acute 

care 

audience) 

 

Notes: 

Cannot use 

Oxygen 

while onsite 

using 

drugs/alcohol 

offsite of the 

shelter and 

enter while 

under the 

influence of 

drugs/alcohol 

Dermot 

Baldwin 

Way SE, and 

offers food 

and a mat to 

sleep on. 

Clients can 

access a 

variety of 

support 

services 

here.  

 

 

 

 

 

 

 

 

   

 

shelter at 

7pm, and 

must be gone 

by 6am.  

 

Staff will 

encourage 

clients to 

obtain housing 

as quickly as 

possible. 

Alpha 

House 

403-234-

7388 

Yes 

 

 

RN available 

on walk in 

basis M-F 

during 

business 

hours. 

 

Have CUPS 

doctor clinic 

YES 

 

Clients must 

be under 

influence of 

drugs/alcohol 

to access 

shelter. 

YES 

 

Shelter is 

located 

at203 15 

Ave SE. 

There is 

mats on a 

floor and 

INDEFINITELY 

 

Clients can 

arrive under 

the influence 

at anytime  
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half day each 

day of the 

week. 

 

Transitional 

Beds: 

Twelve beds 

for longer 

term stays in 

detox. Have 

to be sober. 

For people 

who might 

need follow-

up  health 

care in the 

community. 

 

 

 

soup lunch 

offered. 

CUPS Yes Primary 

Care: CUPS 

runs a walk 

in clinic M-F 

from 10-2pm 

first come, 

first served  

 

C2C: service 

for NFA 

clients who 

are high 

system users 

of acute care 

to navigate 

the health 

system in 

acute and 

community. 

NO 

 

Client must 

be able to 

walk into 

CUPS under 

their own 

power  

NO 

 

NO 
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By referral 

from health 

care 

provider.  

 

CAMP: 

service 

providing 

palliative 

care for NFA 

patients. By 

referral from 

health care 

provider.  

 

The Alex  

403-266-

2622 

Yes Medical care: 

access to 

physicians 

and chronic 

disease 

nurses 

 

Pharmacy 

services: full 

service 

pharmacy at 

Franklin 

location  

 

Chiropractor 

and Massage 

Therapy  

 

By 

appointment 

only  from 

M-F, 9:30am-

4pm 

 

NO 

 

Client must 

be able to 

walk into 

CUPS under 

their own 

power 

NO 

 

NO 
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APPENDIX E: JOURNEY MAPS FROM STAKEHOLDER INTERVIEWS  

 

In design thinking methodology, journey maps summarize key moments, quotes, pain 

points and insights. These journey maps were compiled and validated with interviewees. 

Together, these journey maps informed the design Sprint.  

 

1. CUPS – Interview with CUPs Nurse 
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2. Community Paramedics-Interview with City Centre Team 

 

 

 

Font Legends 

Core value offering by the service/Opportunity to utilize this value for collaboration 

Barriers that prevent services from being effectively utilized 

Interviewees identified opportunities that can impact improvement in transitions 
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3. Foothills Medical Centre-Interview with Social Work 
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4. Alpha House-Interview with CUPS Outreach Nurse 

 

 

 

Font Legends 

Core value offering by the service/Opportunity to utilize this value for collaboration 

Barriers that prevent services from being effectively utilized 

Interviewees identified opportunities that can impact improvement in transitions 
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5. Peter Lougheed Centre-Inpatient Unit Manager 
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Font Legends 

Core value offering by the service/Opportunity to utilize this value for collaboration 

Barriers that prevent services from being effectively utilized 

Interviewees identified opportunities that can impact improvement in transitions 
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6. Peter Lougheed Centre-Interview with Nurse Clinician 
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Font Legends 

Core value offering by the service/Opportunity to utilize this value for collaboration 

Barriers that prevent services from being effectively utilized 

Interviewees identified opportunities that can impact improvement in transitions 
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7. Drop In Centre- Interview with Nursing Manager 

 

8. Acute Care and Community- Interview with Physician 

 

Font Legends 

Core value offering by the service/Opportunity to utilize this value for collaboration 

Barriers that prevent services from being effectively utilized 

Interviewees identified opportunities that can impact improvement in transitions 
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ACUTE CARE NFA CLIENT TRANSITIONS PROJECT – 
PHASE 1 REPORT 

9. Peter Lougheed Centre- Interview with Hospitalist Liaison 
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ACUTE CARE NFA CLIENT TRANSITIONS PROJECT – 
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52 

ACUTE CARE NFA CLIENT TRANSITIONS PROJECT – 
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10. CUPS- Interview with C2C Team Lead 
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