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Complex Needs Workgroup

A community workgroup coordinates housing and care for people experiencing
homelessness whose needs exceed the homeless response system’s resources.

Partners bring leaders who can adapt

policies and staff who can act
urgently.
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How it typically works

1

Identify people

Keep a shared list of people whose needs exceed
existing resources.

Meet weekly

Review each person’s situation and identify a safe
path out of homelessness.

Assign next steps

Name who will do what in the next seven days,
including care coordination.

Track progress

Follow up on plans and exits, and report progress to
agency and system leaders.




Complex Needs Bright Spots

Atlanta and Dallas each started complex needs work in downtown and are now taking it
system wide.

Atlanta DEVIETS

. A Started: 9/2025 Started: 2/2025
WorkgrouP timeline Active for: 12 months Active for: 19 months
Complex
36 people 36 people
Needs BNL peop peop
20 Positive Exits 13 Positive Exits
Outcomes 5 Ongoing 19 Ongoing/Unable to Locate
since launch 8 Unable to Locate 3 Long-term Incarceration
3 Long-term Incarceration 1 Deceased
Behavioral Health Voucher . -
. " State Behavioral Health Facility
Exit pathways State Behavioral Health Facility Nursing Care/Memory Care
Nursing Care/Memory Care
secured PSH + PSH/Safe Haven
Family/Friends Family/Friends
° The work is hard so start as soon as you can with whatever you can ( & VUY D y
. Participants are in the workgroup clear path, not to educate others on their system . & P f
*  You have to have a dedicated PM to drive, drive, drive HOMS
Lessons Learned

*  Workgroup members are people with the “It Factor”

. Need ready access to every type of residential environment
. You need to have a leader on the team from the hospital system
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Housing for people
with high Community Solutions convening

Seattle, WA
Daniel Malone

Adaptations and bright spots October 20, 2026
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DESC client population (n>3000)

Common experiences/conditions

» Long-term homelessness

* Highly vulnerable

 Serious mental iliness

» Substance use disorder

» Other complex medical problems
 Criminal legal system involvement
» Heavy use of crisis services

* Repeated addiction and psychiatric treatment events




DESC'’s core services

Shelter and emergency housing
Low-barrier temporary living situations.

Outpatient behavioral health treatment

Mental health and SUD care including diagnosis, case management,
and medications.

Crisis response services

Street outreach, 24/7 mobile response for psychiatric crises, and a
short-term stabilization facility. {xx

Permanent supportive housing

Over 2,000 units, single site and scattered site. All Housing First for P
. . [ sZ wf
people with highest needs. Hou :
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New times, new challenges

Drug poisonings crisis
* Huge rise in overdoses

* Public drug use more prevalent

Unsafe/unhealthy behaviors

* Related to untreated psychosis, stimulant use, and other conditions
* Public incidents

* Living conditions in PSH and other affordable housing

Decreased shelter access for high-acuity behavioral health
conditions

* Slower turnover in non-congregate shelter; some shelters stopped
serving this population

* Limited options for street outreach workers and discharge from crisis
facilities and hospitals
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Some strategies

Make

AN HOmEIESSI'IESS 1 Opioid use disorder treatment expansion

Rare [ A Buprenorphine calibrated to fentanyl use; ORCA post-overdose clinic;
mobile treatment; follow-up within 24 hours of overdose in PSH.

on

Brief

Mobile behavioral health crisis response

988-dispatched, non-law enforcement response; dedicated PSH
support; expanded crisis stabilization centers.

New shelter after crisis stabilization

STAR Center for high-acuity behavioral health needs, with on-site
assessment, intake to ongoing care, and transfer to longer-stay
settings.



AN\
Opioid use disorder * Buprenorphine treatment calibrated to

¢ . t . fentanyl use
reatment expansion * ORCA Center: post-overdose

stabilization clinic

* Mobile opioid treatment in PSH and

Some strategies community settings

» SUD services follow-up within 24 hours
of overdose in PSH

/
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Mobile behavioral
* Non-law enforcement, 988-dispatched,

health crisis response 24/7 response within 30 minutes

» Special response/support for PSH
programs through a professional line

« Community-level initiative to
Some strategies dramatically expand crisis stabilization
centers

/




DESC in the community




Early indicators of effects

Opioid use disorder treatment expansion
ORCA programs: 10 months, Sept '25-July 26

* Delivered care through more than 10,000 encounters

* Cared for more than 500 people following an
overdose

« Started nearly 800 people on medication for opioid
use disorder (MOUD)

« Started more than 400 people on long-acting
injectable (LAI) buprenorphine




Published coverage and research

= WeSeatleTimes Mental Health Newslttrs | My Account = |

LGGAL B2 AT SPONS ENTRTANMENT LT HOMES 0PMON | TIETIOET s D nak|Open

Poltics Law & Jusice Watchdog Mental Health Education Lab Prject Homless TraficLab_ Eastside. Clmate Lab Obiuares

Health| Local News| Mental Health | Northwest | Project Homeless

Issues Multimedia
F 1overdose p ion in WA has imp: d, but
headwinds remain Home | JAMA Network Open | Vol. 8, No. 8
March 23,2025 90 am | Upted Mo 23, 2028 o G0 am wlisenoaticn || S sousapciersdsouce | © @ ¥
Original Investigation | Substance Use and Addiction o]

Injectable-Only Overlapping Buprenorphine Starting
Protocol in a Low-Threshold Setting

Richard C. Waters, MD, MSc'%; Jeremy Hoog, MA, RN, BSN'; Carson Bell, MPH'; et al

> Author Affiliations | Article Information

== RELATED ARTICLES [(A] FIGURES | SUPPLEMENTAL CONTENT

Key Points

Question What outcomes are associated with an injectable-only buprenorphine starting pro-
tocol in a low-threshold outpatient setting among individuals with opioid use disorder using
fentanyl?

o Dickson registered nurse CACE She g
order."Eueryone' go thesestons that wil rcak yourheart, sho say, (Karon Ducey / The Scatd T

B Stophannie Sickes A1 Hannh Furfaro

Seatle Times st

Findings In this cohort study of 95 patients with moderate to severe opioid use disorder using

unregulated fentanyl, these patients chose a protocol that involved 3 escalating long-acting

CEVIEIIRIER] 1= s e o,

Balimer Group. The Seate Times mamiains ecoril ol ove al s injectable buprenorphine doses over 3 days without requiring cessation of fentanyl and with-
e e o ey out sublingual buprenorphine. Most of these individuals (75%) completed the protocol and
o sl s e ST R 64% received a second monthly long-acting injectable buprenorphine dose.

At smal lini i Ploneer Square, a nurse stelizes 5ear-old Travis
s him

Meaning The findings suggest that an injectable-only buprenorphine starting protocol is a

being homeless. promising potential pathway for patients to start this lifesaving medication in the outpatient

Buta day earler, this setting. ~ D my
= : gvery
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Seattle Times article JAMA Network Open article



https://www.seattletimes.com/seattle-news/mental-health/fentanyl-overdose-prevention-in-wa-has-improved-but-headwinds-remain/
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2837631

The shape of things
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BHCHP Basic Goals 1984

Establish a health services care delivery
model to provide continuity of care from
shelter and street to hospital,

Provide care through multidisciplinary
outreach teams;

Establish the capacity to meet the needs of
homeless individuals for home-type respite
care







19085













(e EVVT Dey

Houst Peof

19906






™~ 2@

S
. :
o

=\

R

(] X

L :V-ﬂ ,-W-MEME 3 s& d

HEBE Ny !
L s -] ]
Ty i .

i I R I Xy .‘ A e _
... rau rﬁﬂ ,L.L._ h_.A




2006




(R SR S
SRR

{1
\
|

_..____._AW_A_
f____“:,_._,._

,
AR RRIRE |
{ | RIARRE T 4
RRERREN {11
;,,,,._,__.:: |
, | 1] ]

f,”.:.#A,;







= :‘.. S
r"\\t’*‘-”i‘ﬁ}w &"A













[ gveryY Doy










Visag
A TICNAT;
e




—
=
=
=
P
=

>




e =

% Y \
Z WA






Erin Atencio
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e o Director of Roads to Recovery and Director of Interagency Strategy,
o o Behavioral Health and Alternative Response
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Session Feedback

Please scan the QR code to complete the feedback survey.

i

House Peor

(o EVVY Day

https://survey.alchemer.com/s3/9042138/2026-BFZ-Learning-Session-Workshop-Session-Feedback ﬂ



https://survey.alchemer.com/s3/9042138/2026-BFZ-Learning-Session-Workshop-Session-Feedback

Thankyou



