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PREFACE

In 2000, HUD, in recognition that any solution to homelessness must emphasize housing,
targeted its McKinney-Vento Act homeless competitive programs towards housing
activities. This policy decision presumed that mainstream programs such as Medicaid,
TANF and General Assistance could pick up the slack produced by the change. This
study examines how seven communities sought to improve homeless people’s access to
mainstream services following this shift away from funding services through the
Supportive Housing Program (SHP). By examining the different organizations used and
activities undertaken by communities to maximize homeless people’s access to
mainstream benefits and services, this study provides communities with models and
strategies that they can use. It also highlights the limits of what even the most
resourceful of communities can do to enhance service and benefit access by homeless
families and individuals.

Responses to HUD’s Policy Shift

Of the seven study communities (Albany/Albany County, NY; Albuquerque, NM;
Metropolitan Denver, CO; Miami-Dade County, FL; Norfolk, VA; Portland, ME; and
Pittsburgh/Allegheny County, PA), six shifted their balance of homeless housing and
service funding from HUD substantially in response to the Department’s greater
emphasis on housing. Four of the seven communities more than doubled their receipt of
housing resources (capital and, mostly, rent subsidies) from the SHP between 2001 and
2007. SHP service funding, however, either increased much less than housing resources
over the same time period, or declined. Some communities were able to find additional
resources to support new services or to substitute for lost funding, but others have been
forced either to cut back or to forego new services.

Improving Access to Mainstream Services

The study identifies three groups of barriers to access and three categories of mechanisms
communities could use to reduce these barriers.

Structural barriers are obstacles that prevent an eligible person from getting available
benefits, such as where programs are located, how they are organized, or what they
require of applicants. In each site, structural barriers represented both a significant
frustration and a primary target of mechanisms for increased access. Homeless
individuals and families face unique structural obstacles because, by definition or
circumstance, they do not have the ready means of communication, transportation,
regular address, and documentation that most mainstream programs require. Smoothing
mechanisms reduce structural barriers and address problems at the street level. Such
mechanisms include providing transportation; conducting outreach to the streets, feeding
programs, shelters, and other homeless facilities; co-locating mainstream eligibility
workers in homeless assistance programs; creating “one-stop” intake centers for homeless
people; providing multilingual services; and improving communications among homeless



assistance workers and mainstream agency eligibility workers. Denver’s Road Home
program focused on organizing all existing outreach programs, expanding some along the
way. It pays for 20 outreach workers, including two in the police department. It also
facilitates relations of the outreach teams with mainstream agencies. Chronic
homelessness was down 36 percent in the program’s first three years.

Capacity barriers result from the inadequacy of available resources; funding may be
finite or capped. While harder to reduce than structural barriers, most study communities
managed to acquire new resources (usually state funds) to expand capacity for at least
one mainstream benefit or service. Capacity barriers are often addressed through
expanding mechanisms, which involve increasing overall capacity via the commitment
of additional resources, including raising funds from state or local sources or allocating
other federal funding. Miami-Dade County’s Homeless Trust began in 1993, when the
county imposed a tax on food and beverages served in many restaurants and bars to
provide resources to address homelessness. The Trust manages the tax funds generated
as well as all other public homelessness resources, centralizing the county’s homelessness
organizing structure.

Eligibility barriers are program rules that establish the criteria for who may receive the
benefit as well as time limits on receipt. Many eligibility restrictions are embedded in
federal policy and cannot easily be influenced at the local level. Changing mechanisms
alter eligibility but not overall capacity. This could involve, for example, establishing a
priority for homeless households within local rent subsidy programs. The city housing
authority in Pittsburgh, through the flexibility it had from the Moving to Work
demonstration program, adopted a felony rehabilitation clause to allow ex-offenders
access to federal rent subsidies and public housing if they could demonstrate
rehabilitation.

While smoothing mechanisms were the most common approach used by communities to
overcome barriers, the study communities were able to change eligibility and/or expand
capacity for non-entitlement services through significant new commitments of local
resources, along with occasional use of state resources.

Improvements in Homeless People’s Receipt of Benefits

Using 2007 Annual Performance Report data from the four study communities for which
it was available, the study finds evidence that people exiting HUD-funded programs were
likely to be connected to mainstream benefits at rates for 2007 that exceeded national
rates for that year.

e The highest rates of enroliment were for food stamps—40 percent or more in
three communities, compared to the national average of 25 percent. This high
rate reflects that basic eligibility is broadest for food stamps, but also suggests that
many barriers to access have been reduced through structural mechanisms.

e In the two communities that had General Assistance programs, participation rates
at program exit were 18 and 22 percent, compared to the national average of 6
percent.



e SSI/SSDI access rates varied highly at the four sites, as did access to TANF.
Rates of Medicaid enrollment did not differ from national rates.

The study also examined data from the Substance Abuse and Mental Health Services
Administration (SAMHSA) Homeless Families study, to gain additional information on
homeless families’ receipt of mainstream benefits and services over time. The SAMHSA
study families had high rates of participation in Medicaid, food stamps, and TANF.

Understanding the Role of Central Organizing Structures

The communities in the study who took the most effective steps in overcoming obstacles
to benefit access had a strong central organization focused on improving the access of
homeless households to mainstream services. This structure enables communication and
collaboration to create a coordinated community response. The study concludes that
more strongly organized communities have: 1) thought through and put in place a range
of mechanisms to improve access; 2) made sure those mechanisms covered the whole
community; 3) made more of an impact on how mainstream agencies do business; and 4)
significantly increased the degree of coordination and collaboration among homeless
assistance providers, among mainstream agencies, and between the two groups.

In addition to developing effective, inclusive, and creative organizing structures,
communities should look for mechanisms to improve access that show evidence of
effectiveness in other communities. This study provides a range of creative mechanisms
that they can consider.
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Executive Summary X

EXECUTIVE SUMMARY

The U.S. Department of Housing and Urban Development (HUD) has been funding
transitional housing, permanent supportive housing, and related supportive services
projects for homeless people since 1988, under the authority granted by the Stewart B.
McKinney Homeless Assistance Act of 1987 and its subsequent modifications. When
HUD began funding these projects under its Supportive Housing Program (SHP) as
competitive grants, and later (starting in 1996) through the Continuum of Care (CoC)
process, it gave applicants discretion to use HUD homeless funds for whatever mix of
eligible activities they preferred. Asaresult, by 2000, nearly 60 percent of HUD
homeless funds were being used by communities for services such as daycare and drug
treatment, while the remaining funds were used for housing.

HUD isthe only federal agency that provides resources to develop and run permanent
supportive housing. In contrast, many federal agencies provide the resources to deliver
services. In 2000, facing a situation in which most of HUD’ s SHP funds were committed
to renewals of existing projects, and much of that funding going to services, little money
was available for new projects and the SHP had little flexibility to create new housing.

Y et it was important that communities continue to create new housing, in order to make
progress toward the goal of ending homelessness, and HUD funds were the obvious
resource to make that happen. Understanding this situation, Congress directed HUD to
use more of its funds to create and sustain permanent supportive housing. Inresponse,
HUD created incentives in the Continuum of Care competition to encourage communities
to use more of its funds for housing and less for services. It was argued that the services
no longer covered by SHP funds could be funded instead by increasing the participation
of program tenants in mainstream services.

Today (2009), about 66 percent of HUD competitive SHP funding goes to housing and
about 33 percent goes to services, which are concentrated more on case management and
other core services that help keep people in housing, and less on activities that are the
province of other federal agencies. This shift and increased appropriations freed HUD to
commit its resources to create over 40,000 new permanent supportive housing units since
the new policy took effect.

The Core Study Questions

The questions that arise following HUD’ s dramatic shift in resource allocation are: have
communities been able to compensate for the loss of supportive services funding for
homeless programs? If yes, how have they doneit? This study was conducted to gain
answers to these questions.

The expectation was that mainstream public agencies at the local level—welfare offices,
Social Security offices, mental health and substance abuse agencies, employment and
training agencies, and the like—would be the most likely source of funding to
compensate for the services funding lost through HUD' s policy shift. Replacement
services funding might come through grants or contracts from local public agencies to
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homel ess assistance providers, but difficulties obtaining such contracts and their historic
unreliability from year to year were among the reasons that homel ess assistance providers
looked to HUD for services funding in the first place. A more likely source of services
funding islinked directly to homeless clients or formerly homeless permanent supportive
housing (PSH) tenants, through their eligibility for benefits and services (e.g., Temporary
Assistance for Needy Families [TANF], Supplemental Security Income [SSI], Medicaid,
veterans' services).

If mainstream benefits and services are to be the source that pays for services to homeless
people in supportive housing projects, it is essential that homeless people are able to get
to the relevant public offices and to complete applications that will be successful.
Potential problems arise at this point; much evidence indicates that poor people in general
and homeless people in particular face many barriers to receipt of mainstream benefits
and services. This study was undertaken to see whether, and how, communities
mobilized in light of HUD’s policy shift to improve homeless people’ s access to
mainstream benefits. Specific study aims included:

e Understanding the full range of barriers to homeless people’ s accessto
mainstream benefits, and developing useful classifications of barriers.

e Documenting the types of mechanisms that communities have developed to
overcome barriers and maximize access to and receipt of mainstream benefits and
services by homeless families and individuals, including communitywide
organizing (broad response) and specific mechanisms (focused response).

e Identifying the effects of local realities and the practices of local homeless
providers and mainstream benefit/services representatives on improved access.

e Seeing if communities could produce evidence that their efforts to increase access
have been successful.

e Seeing if communities have been able to compensate for the loss of funding for
services following from HUD’ s shift in priorities for Supportive Housing Program
funds toward housing-related activities, by finding service funding from other
SOurces.

The Issue of Access to Public Benefits

Enrollment in mainstream public programsis rarely easy; over the past several decades,
hundreds of studies have documented the fact that many people eligible for a particular
benefit do not sign up for or receiveit. Regardless of the benefit—whether it is TANF,
the major federal-state welfare program for families; SSI, which supplies cash income for
poor disabled people; food stamps; Medicaid; or behavioral health services—studies find
numerous barriers that keep eligible people from applying and from ultimately receiving
the benefit if they do apply.
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Some barriersto receipt of public benefits and services occur at the front door of public
service agencies. Staff of local public agencies make policy-related decisions that affect
access, often informally. In aseminal work, Lipsky (1980) argued that “policy
implementation in the end comes down to the people who actually implement it.” He
coined the term “street level bureaucrats’ to characterize the frontline staff of public
agencies—police, firemen, teachers, eligibility and case workers, and others—who
interact directly with the people who want to use an agency’ s programs and services. He
pointed out that their interpretation of policy, aswell astheir attitudes and behavior
toward applicants, may determine whether individuals do or do not receive the benefits
and services to which they are entitled. Communities that are serious about increasing
the proportion of homeless people who receive mainstream benefits must examine the
ways that frontline workers interact with potential clients, and do what it takes to improve
those interactions until they are no longer barriers.

In addition to the issues posed by frontline workers in public agencies, many studies have
noted other barriersto benefit receipt. These include ignorance of the benefit altogether,
that one might be eligible for it, or how to apply; inability to get to the application office
or to get there when it is open; the complexity of the application process; requirements
for extensive documentation; language barriers; and stigma, to name afew barriers that
attach to individuals. When homelessness is added to the barriers experienced by low-
income people in general, the process of completing a successful application for
mainstream benefits can be daunting. Added to individual-level barriers are barriers
arising from an inadequate supply of the benefit or service—a nearly universal
circumstance for any benefit or service that is not an entitlement.*

Approach

The study goals were addressed primarily through qualitative inquiry, conducting site
visits, and analyzing responses to interviews with multiple key informants in each of
seven study communities (Exhibit 1). The seven communities were selected through a
multi-stage process. We assembled alist of communities that we thought were making
significant efforts to increase access, conducted screening interviews, and made the final
selections. The most significant criteriafor final selection were a communitywide
approach to improving access rather than the work of a single agency, however
impressive, and the presence of some interesting mechanisms designed to increase
homel ess peopl €' s access to mainstream benefits and services. In addition, we made an
effort to select communities that: 1) had the possibility of being able to provide some
evidence that their access mechanisms were working to improve benefit receipt; 2)

! Entitlement programs are those that must serve everyone who is eligible, even if that means that costs
increase. Entitlement programs examined in this study include food stamps, Medicaid, Medicare,
SSlI/Social Security Disability Income (SSDI), General Assistance, and pensions and disability benefits for
veterans. Other programs examined in the study enroll new people only as long as their funding allocation
lasts; these include TANF; health care; mental health and substance abuse treatment and services; federal,
state, and local rent subsidies and public housing, employment and training, and health and behavioral
health care for veterans.
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provided geographic balance; 3) included some large, medium, and small communities;
and 4) had not been included in previous HUD studies.

Exhibit 1: Cities Selected for Site Visits

Large Cities Medium-sized Cities Small Cities

Portland, Maine

Norfolk, Virginia

Albany and Albany County,
New York

Pittsburgh/Allegheny County,
Pennsylvania
Albuquerque, New Mexico

Denver, Colorado
Miami-Dade County, Florida

Two-person teams spent two to four days visiting each study community. During these
visits the team conducted individual and group interviews with one or more key leaders
among providers of housing plans and programs in the community; providers of
mainstream benefits and services; providers of services to homeless persons; and relevant
federal, state, and local governmental officials. Additional data were gathered through
document reviews and follow-up telephone calls to key informants to clarify any issues
or discrepancies from site visit notes.

The site visits were supplemented with analysis of existing quantitative data from the
Substance Abuse and Mental Health Services Administration (SAMHSA) Homeless
Families study and from local and national data on people leaving HUD-funded programs
asreported to HUD on those programs' Annua Performance Reports (APRS).

Responses to HUD’s Policy Shift

Before commissioning this study, HUD already knew the extent to which each of the
country’ s Continuums of Care had shifted its funding requests toward housing. Exhibit 2
shows how the seven communities in this study changed in response to HUD’ s placement
of greater emphasis on having Continuums of Care use SHP resources for housing rather
than services. For each community, the proportion of funds allocated to housing and
services for the year 2001 and the year 2007 is shown (third panel), followed by the
changein funding for each category as a proportion of 2001 dollars (fourth panel).

Four of the seven communities more than doubled their receipt of housing resources
(capital and, mostly, rent subsidies) from the SHP, and one community (Pittsburgh) came
closeto tripling it, reflecting the increased resources available through the SHP thanks to
larger congressional appropriations targeted toward permanent supportive housing as
well astheir own success in winning those resources through annual applicationsto
HUD. Albany and Albuquerque also experienced substantial increasesin SHP housing
resources (60 and 37 percent, respectively). Only Norfolk remained essentially static in
its SHP housing-related funding.



Executive Summary

Xiv

Exhibit 2: Changes in Allocation of U.S. Department of Housing and Urban
Development Funding to Housing and Services

Funds Allocated to Housing and Services

(n milions) TR | e
2001 2007

Housing Services Housing Services | 2001 | 2007 | Housing | Services
Albany 1.06 0.80 1.70 0.64 57% 2% +60% -19%
Albuquerque 2.35 1.06 3.22 1.27 69% 72% +37% +19%
Metropolitan Denver 4.19 291 7.39 2.76 59% 73% +176% -5%
Miami-Dade Co. 6.96 7.00 13.62 10.33 50% 56% +187% +48%
Norfolk 1.66 0.78 1.67 0.76 68% 69% +1% -3%
Portland 0.83 0.56 1.73 0.86 60% 67% +207% +54%
Pittsburgh/All. Co. 3.58 7.65 10.67 3.55 32% 75% +289% -54%

The sameis clearly not true for SHP services funding, as shown in the last column of
Exhibit 2. Services funding either increased considerably |ess than housing resources as
aproportion of all SHP funding, or actually declined. Some declines were very small (3
and 5 percent for Norfolk and Denver, respectively), but Albany received 19 percent less
services funding from SHP in 2007 asit did in 2001, and Pittsburgh received less than
half the services funding in 2007 asit did in 2001. In the case of Pittsburgh, this change
appears to be linked to the very low proportion of its SHP funds that were going to
housing in 2001, and the very dramatic shift that occurred between that year and 2007—
the largest shift of any study community, from 32 to 75 percent (third panel of Exhibit 2).

Discussions with community leaders during site visits of how the change in HUD policy
affected their decisions yielded the following (Chapter 8 provides more detail):

e Some communities sought and were able to find additional resources to support
new services (for example, Denver) or to substitute for the lost services funding
(for example, Pittsburgh, which was able to replace at |east some behavioral
funding through government and foundation support).

e Some communities could not find additional resources and have been forced
either to cut back or to forgo needed new services.

e Some communities have not changed their alocation of SHP funds between
housing and services. Some were already devoting a high proportion of their
HUD request to housing (Norfolk, Albuquerque), some were willing to accept
therisk of areduction in funding in the Super Notice of Funding Availability
(SuperNOFA) process, and some relabeled basic services such as housing
stabilization as operations funding.
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Thus the shift in HUD policy made little effective difference in some communities, while
in others, a convergence of the HUD policy shift, perceived dependence on HUD
funding, and local circumstances appears to have led to a perceptible increase in efforts to
maximize mainstream benefit access.

Major Findings
Findingsfall into four areas:
1. Weidentified three categories of barriers to access.
2. Weidentified three categories of mechanismsto reduce or eliminate barriers.

3. We gathered available information that shows the success of study communities
in helping homel ess peopl e access benefits and services, and supplemented it with
new findings from the SAMHSA Homeless Families study.

4. We explored the nature and activities of centralized organizational structuresin
study communities and the role they play in increasing homeless people’ s access
to mainstream benefits and services.

Categorizing Barriers to Access

Once all barriers were listed and described, we were able to group them into three broad
categories—structural, capacity, and eligibility.

Structural barrierscome into play when benefits are available and a person is
eligible for them, but various obstacles neverthel ess prevent the person from getting
the benefits. They may relate to where mainstream programs are located, how they
are organized, or what they require of applicants. They include barriers posed by
mainstream agency locations that are remote or inconvenient, and also by limited
days and hours that offices are open; the sometimes negative atmosphere of the
application office, the way staff treat applicants, stigma, and other environment
matters; the complexity and length of benefit applications that pose significant
cognitive demands; requirements for identification and documentation; the
complexity of maintaining enrollment; staff knowledge of systems and processes, or
lack of it; and the problems that arise when a person needs assistance from more than
one agency (system interaction problems) (see Chapter 4 for more detail).

For structural barriers, the problem of access lies outside the program’s basic
eligibility rules and capacity, falling, rather, within the domain of its implementation
and structure. Structural barriers afford perhaps the greatest opportunity for
increasing access to mainstream benefits without the difficult tasks of changing
eligibility criteriaor increasing revenues. For these reasons, they are generally more
politically palatable and have the potential for informal, timely solutions. Structural
barriers, however, can also be the most pervasive, restrictive, and hidden barriers a
community may face. Indeed, it is often hard to gain information on the extent of
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these barriers because they inherently reduce contact and communication between a
program and its potential clients. In every site visited, structural barriers represented
both a significant frustration for delivering benefits and a primary target of
mechanisms for increased access. They were the type of barrier most commonly
addressed by local efforts to increase access.

Capacity barriers are those posed by the inadequacy of available resources to meet
the need of all people who are eligible for a benefit or service. Funding isfinite, or
capped, and people get the benefit or service only aslong as the money lasts. Mental
health and substance abuse services and treatment are often funded in thisway, as
are rent subsidies, whether federal, state, or local. Alternatively, the benefit may not
exist at all in some communities. For example, many communities and states do not
offer General Assistance—welfare for poor single adults and families that do not
qualify for TANF. Capacity barriers are much more difficult than structural barriers
for communities to reduce, because doing so usually requires commitment of new
resources. Nevertheless, most study communities managed to acquire new resources
to expand capacity for at least one mainstream benefit or service (see Chapter 5 for
more detail).

Eligibility barriers are those set by program rules that establish the criteriafor who
may receive the benefit and who may not. They include income level (must have
well below poverty-level income to qualify for most benefit programs), household
type (TANF isonly for households with children), receipt of other benefits
(Medicaid is only available to households that receive TANF or SSI, unless a state or
locality has a supplemental program that is funded entirely with state dollars), age
(being 65 or older qualifies a person for Medicare), disability (which must be of a
certain severity and duration to qualify for SSI or SSDI), and criminal history (HUD
denies housing subsidies to people with a drug-related felony conviction) (see
Chapter 6 for more detail).

In addition, some benefits have time limits on receipt, either for one’ s lifetime (60
months for TANF) or for asingle spell of benefit receipt. Some General Assistance
programs limit receipt to six or nine monthsin ayear. Food stamps limits receipt for
people who are able bodied and without dependents to three months out of every
three years unless they are working or involved in work-related activity—although
the American Recovery and Reinvestment Act of 2009 has recently given states the
option to waive these requirements for most people until October 1, 2010 and in
areas of high unemployment even after that date.

Eligibility restrictions for the major benefits of food stamps, Medicaid, and SSI are
embedded in federal policy. Such barriers are not easily influenced at the local level,
so it is not surprising that we found very few examples of mechanisms for increasing
access that succeeded in changing or expanding eligibility criteria, as evidenced by
the limited number of relevant mechanisms observed in the study communities.
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Categorizing Mechanisms to Overcome Barriers

As part of planning for site visits, we tentatively divided the types of activities that
communities could use to overcome barriers into three categories—smoothing, changing,
and expanding. Smoothing mechanisms, we thought, would be those that worked to
reduce the structural barriers limiting homeless peopl €' s access to mainstream benefits,
but that did not involve changes in eligibility or capacity. Changing mechanismswould
be those that altered the eligibility of homeless people for a particular program without
changing the overall capacity of the program. An example would be a health clinic that
set aside particular days or hours to serve homeless people, or arent subsidy program that
established a priority for homeless households. Expanding mechanisms were expected
to be those that added resources so more qualified people could get a benefit or service,
or so that previoudly ineligible people could get the expanded service. In short, we
expected we would see a one-to-one association of type of mechanism with type of
barrier that needed to be eliminated.

Once we had the information collected during site visits, we revisited our classification of
mechanisms. We found the categoriesto be largely appropriate. We also found,
however, that one mechanism often addressed many barriers, and often for many benefits
at once. For instance, a sophisticated outreach network with appropriate follow-up helps
to overcome transportation issues, doubts about eligibility, friendliness and respect from
caseworkers, application complexity, staff knowledge of multiple programs, and even
system integration issues, while promoting access to most mainstream benefits. A single
point of access intake center accomplishes many of the same things, although not
transportation issues. In addition, we found that it was not always easy to draw the line
between changing and expanding mechanisms, because something that changed
eligibility for homeless people represented atrue expansion of benefits available to them,
even though it did not mean that the availability of the benefit had expanded overall. We
had to refine the definitions of “changing” and “expanding” to specify that “expanding”
had to involve an increase in the overall availability of a benefit or service, not just an
increase for homel ess people gained by giving homeless people priority for a benefit with
the consequence that someone else would not get it. Chapters4, 5, and 6 describe the
many specific mechanisms that fall into each category.

Mechanisms Used by Study Communities to Increase Access to
Mainstream Programs

Smoothing mechanisms address the problems of street level barriers to mainstream
access directly, by making it easier for homeless people to know what they are
eligible for and how to apply; and by improving the knowledge, skills, and
interactions of homeless assistance case workers and intake workers in mainstream
benefits offices. Thanks to these mechanisms, homeless people are more likely to
get to amainstream agency and to get through the application process successfully.

Smoothing mechanisms developed by study communities include providing
transportation; doing outreach (including highly organized communitywide
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collaborative outreach with follow-up); co-locating mainstream eligibility workersin
homel ess assistance programs; creating “one-stop” intake centers for homeless
people where representatives of many mainstream agencies are present to offer help
in applying for benefits; situating mainstream offices conveniently; providing “quick
guestion” lines at benefit offices; providing telephone lines to services that can
connect to trandlators for up to 40 languages; providing access to computers that let
applicantsfill in their own data; training homel ess assistance caseworkersin
mainstream application procedures, including SSI/SSDI Outreach, Access, and
Recovery (SOAR) training; establishing good communications among homeless
assistance workers and mainstream agency eligibility workers; and developing
strategies for “pending” applications and “ suspending” benefit receipt for peoplein
ingtitutions so their benefits will be available to them immediately upon discharge;
among other strategies.

Changing mechanisms include modifications of restrictions on eligibility for
housing subsidies for ex-offenders, and establishing “homeless priorities’ for health
care, mental health care, and housing subsidies.

Expanding mechanisms all involve the commitment of additional resources, which
study communities did for health care, mental health care, substance abuse treatment,
case work and other supportive services in permanent supportive housing, and
housing itself, through raising funds from local sources and allocating Community
Development Block Grant (CDBG) or Home Investment Partnership (HOME)
funding to create housing opportunities for homeless households.

After identifying the various mechanisms that study communities use to overcome the
array of barriersthat restrict homeless peopl€’ s access to mainstream benefits and
services, we used this information to assess which programs were the most frequent
targets of local efforts. Exhibit 3 shows what communities are doing about each benefit,
aswell as what mechanisms they use, making it possible to see which benefits are subject
to widespread efforts to improve access and which ones are less likely to be included.
Exhibit 3 also provides a quick overview of the type of mechanism (smoothing,
changing, or expanding) that study communities are most likely to use to improve access
(second column), and the issues that arise for particular benefits and services as
communities try to put effective mechanisms in place (third column).

We divide the mainstream programs into entitlements and other programs. Entitlements,
shown in the top panel of Exhibit 3, are “guaranteed,” in the sense that if one meets the
eligibility criteriathe program is required to provide the benefit, regardless of how many
people are eligible or how much it costs. With the exception of General Assistance, the
entitlement programs examined in this study are all federal, including food stamps,
Medicaid, Medicare, General Assistance, and disability benefits and pensions for
veterans. Other benefits and services, shown in the second panel of Exhibit 3, are not
entitlements. They operate with fixed budgets and usually do not have enough resources
to serve al eligible people.
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One can seein Exhibit 3 that most study communities have created at |east some access
mechanisms for the major federal entitlement programs, and those that have General
Assistance also work to improve access to that benefit. One can aso see that smoothing
mechanisms are by far the most common type, with no community succeeding in
changing eligibility criteriafor these programs, and only two communities achieving
Some program expansion using state or local resources.

With respect to services that are not entitlements, including TANF, smoothing
mechanisms are still the most common approach. But at least one study community, and
often more, has been able to change eligibility and/or expand capacity for each type
except TANF and health and behavioral health care specifically for veterans. These
expansions represent significant new commitments of local resources, along with
occasional use of state resources. The more organized the study community and the
stronger its central organizing structure, the more likely it is to have been able to expand
capacity for at least one nonentitlement service.

Documenting Improvements in Homeless People’s Receipt of Benefits

Evidence in study communities regarding connections to mainstream services and
benefitsis generally incomplete, with the best information coming from the Annual
Performance Reports that programs receiving HUD funding must file. Thisinformation
describes receipt of income from mainstream benefits at program entry and program exit
for people leaving transitional and permanent supportive housing programs. Four study
communities (Miami, Norfolk, Pittsburgh, and Portland) were able to supply these APR
data, for 2007. The Office of Special Needs Assistance Programs, which manages the
SHP, provided us with data reflecting national averages for similar programs for 2007.
We compare the data from study communities to these national averagesto assess
whether the communities’ activities designed to improve access lead to higher than
national average receipt of public benefits by homeless people (Chapter 2 provides
details).

We found evidence that people exiting HUD-funded programs in the four study
communities were likely to be connected to income sources (SSI/SSDI, TANF, General
Assistance, food stamps, and employment) at rates for 2007 that exceed national rates for
that year for people leaving similar programs. Among these benefits, the highest rates of
enrollment were for food stamps—40 percent or more in three communities, compared to
the national average of 25 percent for people leaving similar programs. The four study
communities reported very different rates of SSI and SSDI receipt. Two communities
reported 16 and 19 percent receiving SSI compared to the national average of 11 percent,
but two others were somewhat lower than the national average. One community reported
that 11 percent of program leavers were receiving SSDI, compared to the national
average of 5 percent; the remaining communities reported SSDI rates only slightly higher
than the national average or, in one instance, somewhat below the average. General
Assistance is not available in two communities, but in the two that have General
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Exhibit 3: Summary of Findings Related to Specific Benefits and Services

XX

Benefit or Service

Smoothing, Changing, or Expanding Mechanisms in
Study Communities

Issues

Entitlements (no cap on

how many people can receive if eligible)

Food stamps

SMOOTHING—Denver, Miami, Portland, Norfolk, Albany, Pittsburgh
(through simplified applications, waiver of face-to-face interview
requirements, expedited access, outreach, outstationing, “pending”
applications, and suspending rather than terminating benefits during
institutional stays)

Cannot change eligibility; set at federal
level. Can smooth application procedures
and facilitate acquisition of needed
documentation. Recent federal policy is
pushing streamlined procedures that
increase access

Medicaid SMOOTHING—Miami (children, through Temporary Assistance for Cannot change eligibility for basic
Needy Families [TANF] office, mentally ill offenders through program; set at federal level.
Supplemental Security Income/Social Security Disability Income Can smooth application procedures and
[SSI/SSDI] Outreach, Access, and, and Recovery [SOARY]); Portland acquisition of needed documentation.
(specialized SSI staff, consolidated application); Denver Jconsolidated Some states set up additional eligibility
application, outreach, benefit suspension for institutionalized persons); categories and pay for coverage entirely
Norfolk (Homeless Action Response Team); Albany (outreach at with state dollars. Among study
hospitals); Pittsburgh (consolidated application, rapid enrollment in communities, Maine and New York do this.
medical assistance managed care program)
EXPANDING—Portland (MaineCare noncategorical eligibility); Albany
(all General Assistance [GA] recipients eligible for state-funded
Medicaid)
Medicare No study community specifically mentioned trying to improve access to Depends on eligibility for SSDI, which most
Medicare, but SOAR and other mechanisms to improve SSI access do homeless people will not have the
the same for SSDI if it is relevant, so these mechanisms will also increase | employment history to qualify for, or on
access to Medicare for anyone eligible for SSDI. age (65 and older).
SSI/SSDI SMOOTHING—Denver, Miami, Portland, Norfolk, Albany, Pittsburgh Issues same as Medicaid. SOAR and other

(through SOAR or specialized staff in public or homeless agencies,
including significant cooperation that has been developed with local
Social Security Administration offices)

mechanisms make a big difference for
speed and success of SSI applications.

General Assistance

SMOOTHING—Portland, Pittsburgh
EXPANDING—Denver (increased motel vouchers using General
Assistance funds)

Many states do not have General
Assistance; for those that do, eligibility
thresholds and benefit levels are very low.

Veterans’ disability benefits

SMOOTHING—Denver, Miami, Portland, Norfolk, Albany, Pittsburgh

Veterans’ pension

SMOOTHING—Denver, Miami, Portland, Norfolk, Albany, Pittsburgh

Need honorable or general discharge,
length of service, documentation is an
issue, vets of older wars losing priority to
newer vets.
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Exhibit 3: Summary of Findings Related to Specific Benefits and Services

XXi

Benefit or Service

Smoothing, Changing, or Expanding Mechanisms in
Study Communities

Issues

Other Benefits and Services (resources usually not sufficient to serve all eligible people)

TANF SMOOTHING—Portland, Denver, Norfolk, Pittsburgh (consolidated Eligibility, length of receipt, requirements
applications, language lines, computerized search for documentation) for participation, and sanctioning policy are
set at state level, with little local flexibility to
modify.
Health care SMOOTHING—AII (Health Care for the Homeless [HCH]), Miami (post- State or local jurisdictions must commit

shelter linkage); Denver (priority at clinic, mobile unit); Pittsburgh and
Albuquerque (co-location)

EXPANDING—Miami (Homeless Trust purchase of health services),
Portland (MaineCare for noncategoricals); Denver (new medical
respite program)

resources; of study communities, only
Portland (Maine) has expanded Medicaid
eligibility through state-only funding.

Mental health services
other than through
Medicaid

SMOOTHING--Miami (purchase of services); Norfolk (Projects for
Assistance in Transition from Homelessness [PATH] and Assertive
Community Treatment [ACT] teams); Albany (single point of access,
co-location); Pittsburgh (case management, provider coordination, co-
location); Albuquerque (co-location)

EXPANDING—Miami (Homeless Trust purchase of services, state and
federal grants, county funds); Denver (new ACT team); Pittsburgh
(new funds for behavioral health managed care entity)

Funding falls extremely short of need in all
study communities.

Substance abuse treatment
other than through
Medicaid

SMOOTHING--Denver (PATH, Benefit Acquisition and Retention, and
Homeless Outreach teams); Albany (single point of access);
Pittsburgh (provider coordination)

EXPANDING—Portland (HCH expansion, provider specialization);
Albuquerque (new city funding for Sobering Center/single point of entry
for substance abuse services)

Funding falls extremely short of need in all
study communities.

Federal rent subsidies or
public housing

SMOOTHING—Portland, Denver, Norfolk

CHANGING—Pittsburgh (changed Moving to Work felony rehabilitation
clause systemwide); Albuquerque (adjusted felony rules for one
program’s clients)

Far too few subsidies, waiting lists are
extensive or closed, not all give priority to
homeless households.

State/local rent subsidies

EXPANDING—Miami (for ex-offenders with mental iliness); Denver
(Road Home funds); Portland (access to state subsidies); Albany (two
local housing trusts); Pittsburgh (Local Housing Options Team);
Albuquerque (city funds to support housing first program)

Shows strong local commitment, but still
too few.

Use of Community
Development Block Grant

CHANGING/EXPANDING—Denver, Norfolk, Pittsburgh, Portland
(similar resources from state housing authority/housing finance agency)

Rare nationally, so having four out of
seven study communities allocating
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Exhibit 3: Summary of Findings Related to Specific Benefits and Services

Benefit or Service Smoothing, Changing, or Expanding Mechanisms in Issues
Study Communities
and Home Investment resources from these U.S. Department of
Partnership for homeless- Housing and Urban Development block
related housing grants to homeless-related residential

programs reflects the consequences of
high-level executive leadership on ending
homelessness.

Employment and training SMOOTHING—Denver, Norfolk Federal performance standards may
CHANGING--Albuquerque (Vocational Rehabilitation resources for discourage some One-Stops from serving
women with criminal histories) people with disabilities; pressure for people
EXPANDING—Pittsburgh (Homeless Children’s Education Fund) to be work-ready.
U.S. Department of SMOOTHING—Denver, Miami, Portland, Norfolk, Albany, Pittsburgh Same as for VA cash benefits.

Veterans Affairs (VA)
health/ behavioral health
care
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Assistance, participation rates at program exit were 19 and 22 percent compared to the
national average of 6 percent. TANF receipt ranges from 1 to 23 percent in the four
study communities with data, compared to the national average of 8 percent.

The higher rates of enrollment in food stamps reflect the reality that basic eligibility is
broadest for food stamps, and also the fact that many barriers to access have been reduced
through structural mechanisms (for example, outreach, waiver of face-to-face meetings)
described in Chapter 4. Variation in accessto SSI/SSDI reflects the high barriers to
access that are more likely to have been addressed, at least in part, by whether
communities have trained staff in the SOAR modd. We may speculate that variationsin
rates of accessto TANF may reflect the extent to which communities have adopted
mechanisms (for example, outreach) to overcome the barriersto this program, but they
are equally likely to reflect the differential restrictiveness of TANF eligibility and
application rules set by states. Acrossall programs, smaller communities, Norfolk and
Portland, have much higher participation rates than the larger communities, Miami and
Pittsburgh.

Rates of enrollment in Medicaid in the four study communities do not differ from
national rates for people in similar programs. Within the four study communities these
also vary widely, ranging from 4 to 24 percent at exit from HUD programs. Again,
Norfolk and Portland have the higher rates. No data are available on rates of enrollment
in services such as primary health, mental health, or addictions care, or in life skills
development or employment supports.

Datafrom the SAMHSA Homeless Families study, reviewed in Chapter 7, indicate
generally high rates of participation for study families in Medicaid and food stamps
(consistently above 70 percent) and TANF (between 44 and 63 percent), with much lower
participation in other programs.? Patterns of participation for all three of these welfare
programs, plus mental health and substance abuse services, were highest at the 3-month
follow-up and then dropped off by 15 months after baseline, suggesting the influence of
program help to get benefits that operated during the initial months after first program
contact. Additional influences on later participation rates may include loss of eligibility
(for example, for TANF, families may have exhausted their months of igibility), new
episodes of homelessness that resulted in benefit termination, and stabilizing to the point
of not needing benefits any more. Some benefits that take longer to access showed a
different pattern, however, increasing steadily over the course of the study. These
included SSI and SSDI and housing and child care subsidies, al of which probably
required assistance from case managers to access, but which have extended periods of
application processing or wait listing. The only program characteristic that made a

2 These enrollment rates for SAMHSA Homeless Families participants are substantially higher than the
rates for the same programs reported by the communities in the present study. Reasons include the fact that
all SAMHSA participants were family households, and thus likely to be eligible for TANF; that enrollment
in food stamps and Medicaid is usually done at the same time as TANF intake; and that average monthly
TANF caseloads were 25 percent higher in 2000, when recruitment for the Homel ess Families study was
occurring, than in 2007.
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difference to the probability of benefit receipt was case load size, with smaller case loads
generally resulting in clients being more likely to receive benefits.

Understanding the Role of Central Organizing Structures

An important reason for selecting the communities included in this study was that each
has developed a10 Year Plan (10Y P) to end homelessness (one has a5 Y ear Plan) and
has some type of communitywide organizing structure with the responsibility to carry it
out. Increasing access to mainstream benefitsis part of all these plans. As has been
found in previous HUD studies, of community efforts to end chronic homelessness (Burt
et a. 2004) and prevent homelessness (Burt et a. 2006), a strong central organizing
structure focused on a particular goal, which in the case of the present study isincreasing
access, is key to achieving communitywide, systemwide effects. We consider the
structures working to end homelessness to be potentially the most important
“mechanism” in study communities for increasing homeless people’' s access to benefits,
if the community chooses to use them for this purpose. These structures have the
capacity to identify barriers to access and may choose to generate ways to reduce these
barriersif they consider doing so apriority.

Study communities differ considerably, however, in the scope and authority of their
organizing structure, the extent to which it has taken on this challenge, and the resources
it has at its disposal for increasing access. For the reader to fully appreciate the
mechanisms that communities have devel oped to overcome structural, capacity, and
eligibility barriers, it is essential to understand the role of community organizing
structures and how specific mechanismsfit into the overall picture of the ways these
seven communities address the homelessness in their midst.

Five study communities have strong central organizing structures that identify gaps and
take stepsto fill them, including gaps in homeless peopl €’ s access to mainstream benefits
and services. Two have strong mayoral support (Denver and Norfolk), one has an
independent funding stream (Miami-Dade County), ancther (Denver) does major
fundraising from the private community, two have been their community’s primary focus
of planning and action to end homel essness for more than 15 years (Miami and Portland),
and three benefit from major involvement of the public agency that controls core public
benefits (Denver, Norfolk, and Portland). Albany has aworking alliance among its
homeless coalition and two county government agencies that has generated significantly
more access mechanisms than neighboring counties, despite the absence of the types of
political support found in Denver and Norfolk. Finaly, Albuguerque does not have the
benefit of a strong central structure, but provider efforts over the years have gone some
way toward improving access to mainstream services for their own clients through
various arrangements with public agencies.

Brief examples will demonstrate the ways that central organizing structures have applied
themselves to the challenge of increasing homeless people’ s access to benefits by
orchestrating multiple, coordinated, communitywide activities designed to reach that end
(Chapter 3 provides more detail on these examples, plus others from all study
communities):
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Denver’s Road Home began in 2005. It is housed in the Denver mayor’s office
and is charged with implementing Denver’s 10YP. It has raised substantial
resources to fully fund the plan. Helping homeless people with disabilities to
move into housing is central to the plan, so substantial resources have gone into
creating permanent supportive housing units. To get the right people into those
units, Denver’s Road Home realized it would have to connect with long-time
homel ess people and help them get benefits that would make it possible for them
to support themselvesin housing. Denver’s Road Home therefore set out to
organize all the existing outreach programsin town. It did so, expanding some
along the way. It paysfor 20 outreach workers including two in the police
department. It pays for a coordinator and for a dispatcher, who provides a central
contact point for members of the public who are seeking help for ahomeless
person. It facilitates relations of the outreach teams with mainstream agencies.
Some of the results, over the plan’ sfirst three years, include helping at least 2,000
peopl e to access public benefits and treatment services, as well as creating over
1,200 units of permanent supportive housing. Chronic homelessness was down
36 percent in Denver’'s Road Home' sfirst three years.

The Homeless Trust (HT) is Miami-Dade County’ s organizing structure. The HT
came into being in 1993, at the same time that the county began taxing itself to
provide resources to address homel essness through atax on food and beverages
served in many restaurants and bars. The HT manages the resources generated by
that tax as well as all other public resources devoted to addressing homel essness.
The HT created two Homeless Assistance Centers that provide many direct
services (for example, health care) as well as connections to most mainstream
benefits through co-location of mainstream agency staff. The HT also funds three
outreach teams that coordinate to cover the whole county and to help connect
people to benefits and services. After identifying lack of documentation as a
major issue in homeless people sinability to obtain benefits, it decided to fund a
document retrieval service for driver’s licenses, birth certificates, and other
documentation. A major, multi-year project to divert homeless people with
mental illness from being arrested and jailed, and provide them with housing and
appropriate services, is also orchestrated through the HT.

Portland’ s Emergency Services Assessment Committee (ESAC) has been that
community’s central organizing structure since the mid-1980s. When faced with
the need to shift HUD resources from services to housing, ESAC took steps to see
that people connected to mainstream benefits to replace the lost services funding.
It set up trainings in which all major benefits agencies teach caseworkersin
homel ess service agencies about the benefits they offer and how to apply.
Mainstream benefits workers at many Portland agencies say that since the
trainings began, the applications they receive are more accurate and more
complete, with fewer applications from clearly ineligible people. ESAC aso
began pushing homel ess assistance providers to increase the proportion of their
clients who receive benefits, and monitor performance as part of the process of
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ranking proposals for continuation funding through the Continuum of Care
process.

Effective community organizing structures in study communities take the multi-year view
of improving mainstream access. They set goals, identify gapsin existing service
offerings or approaches that would get in the way of meeting goals, develop strategies to
fill gaps and meet goals, assess their progress, and alter course if needed. Most have
deliberately set out to increase the proportion of homeless people in their community who
receive mainstream benefits, recognizing that gaining access often is not easy for

homel ess people, and setting up mechanisms to facilitate not just access but approved
applications and continued benefit receipt. Their experience and sometimes formal
documentation tells them that many more homel ess people are probably eligible for an
array of benefits than are currently receiving them, so their goal is“more.” To assemble
the resources to put facilitating mechanisms in place and to build community support, a
number of them go to great lengths to explain their goals, strategies, and progressto their
communities in the expectation that the communities will respond with both strategic and
financia support.

A reasonable conclusion we can draw from site visit findings is that the more strongly
organized communities are the ones that have: 1) thought through and put in place a
range of mechanisms to improve access; 2) made sure those mechanisms covered the
whole community; 3) made more of an impact on how mainstream agencies do business;
and 4) significantly increased the degree of coordination and collaboration among

homel ess assistance providers, among mainstream agencies, and between the two groups.
A single case worker in one homeless assistance program can develop a good relationship
with asingle intake worker in one mainstream benefit agency—this happens all the time,
in most communities around the country. But these relationships die when staff change,
and do not create any systematic change that will survive when personnel change. To get
that level of change, at the system level, requires the intimate involvement of the type of
centralized organizing structure at work in most study communities.

Implications

Ending homelessness will not occur without housing opportunities for individuals and
families who are now homeless. However, often housing alone is not sufficient. There
must also be supports, particularly mainstream benefits and services. Without these
supports, some individuals and families will not move successfully into permanent
housing, nor will they be able to retain that housing. While HUD’ s primary mission as an
agency isto assure access to housing, it has also recognized a need to assure availability
of supportive services. Those supports are more likely to be available under the
following conditions:

e First, whether or not acommunity has a 10Y P, it will need an organizational
structure for addressing changes in the policies and practices of homeless
assistance programs and public agencies so that access to benefits continues and
improves. A community organizing structure that focuses primarily on deciding
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how to allocate HUD funds, such as a narrowly focused Continuum of Care
committee, does not usually address issues of access to mainstream benefits, let
alone devel op mechanisms appropriate to improving access. Community
organizing structures that are more effective for this purpose will embody the
following characteristics. they take a perspective covering many years; they set
goalsthat are broadly accepted by the larger community, but work to bring the
larger community along toward the goals that will end homelessness; they
identify unmet needs; they apply creativity and perseverance to the task of
evolving strategiesto fill gaps in existing service offerings or approaches; they
tend to have strong political support; they assemble information about what works
and what does not work and apply that knowledge to improve things; and they
pay serious attention to building, maintaining, and expanding community support
for their efforts.

e Second, communities should look for mechanisms to improve access that show
some evidence of effectivenessin other communities. This report has described
many mechanisms that demonstrate the creativity and commitment of
communities to ending homelessness. Thereis no shortage of appropriate ideas.

e Third, communities should make far greater efforts to assure that the promise of
the Homeless Management Information System (HMIS) isfulfilled. 1nthe seven
study communities, HMIS do not appear to be structured in ways that give
coordinators and program managers essential information in atimely manner.
Although they nominally cover emergency shelter programs, they do not require
enough information to document service receipt at first contact with the homeless
assistance system, nor do they record what happens thereafter. Asaresult,
communities have no way to systematically determine how well they are doing
with respect to assuring access to mainstream benefits and services and where
there are gaps that need to be addressed.

Over the past decade, to assure the availability of resources to create new permanent
supportive housing, HUD has promoted a policy in which it encourages communities to
reduce their allocation of HUD funds to services in favor of expanding their use to
develop housing and provide operating funds for new and existing units. This has |eft
some study communities relatively unaffected, but for othersit has created difficult
choices with respect to funding existing service commitments or needs for new services.
Given legidative directives and its own departmental priorities, HUD is not at present
free to return to a policy that offers greater flexibility. Rather than continue with the
current situation, in which the U.S. Department of Health and Human Services (HHS) has
continued to grapple with mechanisms to assure access to its benefits and services for
homeless people, it might be better for Congress to augment the resources of the
McKinney-Vento Act to support certain well-defined core services. These funds could
be administered by HHS with the explicit directive that they be offered to communitiesin
an integrated manner through HUD’ s current Continuum of Care application process, or
given to HUD to integrate into that application process for its transitional and permanent
supportive housing grants. Either arrangement would greatly simplify the lives of
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homeless service providers as well as greatly benefit homeless individuals and families.
The trade-off for communities would be that they would be expected to adopt both an
organizational structure and new mechanisms that assure greater access to mainstream
benefits and services, aswell as the capacity through HMIS to effectively evaluate their
efforts. HUD could provide incentives to communities to plan the introduction of such
mechanisms and fund structures and services that support this direction.
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CHAPTER 1: INTRODUCTION

Homel essness continues to have an enduring presence in American society. Despite more
than two decades of federal effort, statewide planning, and local initiatives, an estimated
1.6 million unaccompanied individuals and persons in family households use homeless
shelters or transitional housing in one year (2007 Annual Homeless Assessment Report,
U.S. Department of Housing and Urban Development [HUD] 2008).

On one night at the end of January 2007, communities throughout the United States
counted about 672,000 homel ess people, of whom about 58 percent were sheltered and
42 percent unsheltered. Sixty-three percent were individuals and 37 percent were persons
in families. About 18 percent of the total point-in-time homeless population met the U.S.
Department of Housing and Urban Development definition of chronic homelessness
(HUD 2008).

The structural issues that underlie the persistence of homelessness, as well asthe
heterogeneity of the homeless population, defy simple solutions. Poverty, an ever-
increasing squeeze on the availability of housing affordable to very low-income people,
low-wage jobs, inadequate primary and behavioral health care, and drastically reduced
state mental health systems are just afew of the underlying economic and social factors
that, singly and in combination, contribute to homelessnessin America.

The demographic characteristics of homeless people vary widely. The largest group, 67
percent, consists of single adults (the majority of them men), including those who have
physical disabilities, psychiatric disabilities, substance abuse problems, and/or are
veterans (Burt, Aron, and Lee, 2001;Burt et a. 1999). Families, defined as one or more
adults and at |least one dependent child, make up about 37 percent of the homeless
population at any one point in time; 23 percent are children and 11 percent adults (Burt et
al. 1999). Thisis consistent with more recent data from the 2007 point-in-time count, also
showing that 37 percent of the homeless population was personsin families, of whom 38
percent are adults and 62 percent are children (HUD 2008). Unaccompanied or runaway
youth (who are often trauma survivors and/or gay/lesbian/bisexual/transgendered), as
well as young adults aging out of foster care, also contribute to the homeless population,
are not included in the National Survey of Homeless Assistance Provider and Clients or
Annual Homeless Assessment Report estimates, and have proved notoriously difficult to
enumerate.

Differences are al'so seen in the length of time and patterns of homel essness that people
experience, ranging from those who have one brief, often situational, episode; others who
cycle through multiple periods of homelessness; and those with long-term, sustained
histories of homelessness (HUD 2007). The literature shows that, based on factors
including demographic characteristics, histories of chronic health conditions, psychiatric
disabilities, substance use disorders, and other physical disabilities, and the nature and
extent of their history of homelessness, the type, extent, and duration of service needs of
different groups of homeless people varies widely. A family that experiences a brief
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episode of homelessness following the loss of ajob will require adifferent set of services
to regain housing stability than will a single adult with a history of substance abuse and
psychiatric disability who has been homeless for several years.

In attempting to address some of the fundamental causes of homelessness, as well asthe
wide-ranging needs for housing and services for those who are homeless, the federal
government has responded by funding a range of programs through a number of agencies.
This has resulted in a fragmented service system that is often difficult for states,
municipalities, service providers, and individuals in need to navigate (Government
Accountability Office [GAQ] 1999a; GAO 2002; U.S. Department of Health and Human
Services[HHS] 2007a). Changes in HUD policy over the past decade have resulted in
more of its McKinney-Vento funding being targeted to the housing component of
supportive housing (capital, rent subsidy, other operations expenses), with an emphasis
on permanent, rather than transitional housing programs. Fewer HUD dollars are being
spent on the supportive services attached to these programs, services that help people
move from homel essness and keep them housed.

These policy shifts began during a period when the emphasis across federal agencies was
on encouraging coordination among systems and integrating mainstream services to
better meet the needs of people who are homeless, in the belief that the efficiencies
realized would expand access to basic services and supports as well as strengthen the
social safety net. In more recent years, the focusin federal policy and practice has shifted
from working to manage homel essness toward preventing and ending homelessness (U.S.
Department of Health and Human Services 2003). These policy shiftsincrease the
urgency of ensuring that all available funding is used efficiently, effectively, and in a
coordinated manner to meet the multiple service needs of people who are homeless, have
recently exited homelessness, or are at risk of becoming homeless.

Existing Research: Access to Mainstream Services and Benefits
for Homeless Populations

In gradually shifting its funding priorities away from supportive services and toward the
housing components of supportive housing programs, HUD acted on the assumption that
existing federal and state human service and entitlement programs for those in poverty
could, and rightly should, be accessible to homeless people to meet many of their needs.
As reports from government agencies (Government Accountability Office, 1999a; U.S.
Department of Health and Human Services, 2003; U.S. Department of Health and Human
Services, 2007a) and private foundations (Charles and Helen Schwab Foundation, 2003)
illustrate, the amount of federal funding available within mainstream programs dwarfs the
resources committed to targeted homeless services. The array of existing mainstream
benefits and services has been categorized and enumerated in different ways by
researchers, federal agencies, and other interested parties. The Government
Accountability Office (GAO, 1999a) defined the term as “ publicly funded programs that
provide housing, food, health care, transportation, and job training designed to help low-
income individuals achieve or retain their economic independence and self-sufficiency.”
The Schwab Foundation’s report, Holes in the Safety Net: Mainstream Systems and
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Homel essness (2003), described mainstream services as “ publicly-funded programs that
provide services, housing and income supports to poor persons whether they are
homeless or not. They include programs providing welfare, health care, mental health
care, substance abuse treatment, and veterans' assistance.”

What Programs Exist to Meet Basic Needs?

While the definitions offered in the literature vary, it seems reasonable to state that
mainstream benefits and services consist of awide variety of publicly funded services,
programs, and entitlements for low-income people that address basic needs, including,
but not limited to, income and employment, housing, food and nutrition, health and
behavioral health services, child welfare, and transportation. The Substance Abuse and
Mental Health Administration (SAMHSA) of the U.S. Department of Health and Human
Services (2003) provides examples of mainstream services and benefits, including
income support programs such as Temporary Assistance for Needy Families (TANF) and
Supplemental Security Income (SSI); supplemental food programs such as food stamps
and Women, Infants, and Children; health insurance programs such as Medicaid,
Medicare, and any state and local equivalents; health services such as Community Health
Centers, Federally Qualified Health Centers, county hospitals and clinics; public mental
health and substance abuse services; Workforce Investment Act programs that provide
supports for employment; and housing subsidy programs such as public housing, Housing
Choice Vouchers (formerly, Section 8 vouchers), and their state and local equivalents
where these exist.

In reports responding to congressional inquiries about the ability of homeless people to
access mainstream federal programs, the GAO (1999a; 2000) identified 50 programs
administered by 8 federal agencies that could provide assistance to homeless individuals
and families. Of these programs, 16 are targeted specifically to homeless people,
although dligibility for some programsis limited to specific subgroups such as veterans
or children. The remaining 34 federal programs include those available generally to low-
income people, as well as some designed for groups with special needs, such as people
with disabilities or people with HIV/AIDS. The GAO (1999a) stated that “while this
broader group may include homeless people, information on the number served is
generaly not available.”

To What Extent Do Homeless People Access Mainstream Services?

Because eligibility for mainstream benefits and services is determined by factors other
than homel essness (such as income, age, or disability status), few mainstream programs
are required to collect information about the housing status of enrollees either at intake or
on an ongoing basis. This, asthe GAO report just cited implies, makes it difficult, if not
impossible, to get accurate national data about the extent to which homeless families and
individual s receive mainstream services. Up-to-date national comprehensive information
isnot readily available, but the 1996 National Survey of Homeless Assistance Providers
and Clients revealed that about half of homeless families received Aid to Families with
Dependent Children (AFDC, the precursor of TANF) and about 11 percent of all
homeless adults received SSI. There are also local and regional studies of homel essness
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(for example, Burt 2007; Hill and Kauff, 2001; Meschede et al. 2004) that report receipt
of some benefits; studies focused on access to a particular mainstream benefit (for
example, Burt and Anderson, 2006; Eiken and Galantowicz, 2004; Post 2001; Rosen,
Hoey, and Steed, 2001); areport specifically focused on identified problems with

homel ess access to mainstream services (Charles and Helen Schwab Foundation 2003);
and existing federal data sources (for example, HHS 2007a; HUD 2007), suggesting that
homel ess peopl e tend to receive mainstream benefits at rates lower than do other people
in poverty.

What Factors Impede Access?

As Burt and colleagues’ 2002 evaluation of HUD’ s Continuum of Care (CoC) approach
points out, the obstacles homel ess people may encounter in trying to access mainstream
services include often unspoken attitudinal barriers, logistical problems, and lack of
sufficient funding: “Mainstream services often prefer not to serve homeless clients, often
are not readily accessible to homeless people, and usually do not have enough resources
to serve their non-homeless target populations.” Wireman (2007), aformerly homeless
man now working as a mental health services administrator, describes barriers such as the
rudeness, disrespect, even disdain, that homel ess peopl e often face from mainstream
service providers. Persons who are homeless face the same barriers to access for both
benefits and services as do other low-income people, with one significant exception.
Where services (for example, health, behavioral health) are involved, lack of capacity too
often places an upper limit on the numbers of persons who can be served in acommunity.
Agencies often opt to serve those who are easiest for their staff to understand and work
with—aredlity that frequently puts homeless people at the end of the line. Wireman
concludes with his belief that, in principle, benefits must be made available to everyone
who meets the eligibility criteria.

The report Holes in the Safety Net (Charles and Helen Schwab Foundation, 2003) found
that some barriers to access individuals face may be inherent in the condition of

homel essness. For example, difficulty completing applications because of lack of
identification and other documentation; lack of atelephone and mailing address; lack of
transportation; higher likelihood of poor health, physical or psychiatric disability,
substance abuse problems, or criminal history; competing priorities such as obtaining
food and other basic necessities; and alack of social support. In a study describing
barriers to public services encountered by people with psychiatric disabilities, the
Bazelon Center (1995) identified obstacles that could easily affect homeless people with
or without disabilities, including negative reactions from staff; ignorance of the existence
or location of services; difficulty sitting for long periods in waiting rooms or difficulty
keeping appointments; and alack of assistance in completing confusing, complicated
application forms. Returning veterans, newly released jail and prison inmates, and people
recently discharged from psychiatric facilities, substance abuse treatment facilities, and
other institutions face particular obstaclesin getting access to housing and mainstream
services. For example, individuals with past felony offenses are denied access to certain
federal sources of housing subsidies, and people are too frequently discharged from
psychiatric facilities without access to permanent housing.



Chapter 1: Introduction 5

The Schwab Foundation report (2003) and other studies (for example, Burt 2007; Burt
and Anderson, 2006; Meschede et al. 2004) identify a number of formidable systemic
obstructions at the federal level, including the fragmentation of mainstream services
funded and delivered by separate agencies that may rarely communicate. The GAO
(19994, 2000) charts and describes the confusing array of the 50 often similar-sounding
federal programs that could serve homeless people. The disparate eligibility requirements
and service parameters would be difficult for even an experienced service provider to
navigate, let alone a person who is homeless with few resources. The lack of mandated
data collection on the housing status of mainstream service clients, as well asthe
challenges many localities face in implementing HUD’ s Homel ess M anagement
Information System (HMIS), are also cited as barriers to reducing fragmentation and
identifying shared clients (HHS 2007a).

Program fragmentation negatively affects service access at the community level because
of the lack of standardized application forms, processes, documentation requirements,
and time frames for receiving services, as well as the need for applicants to travel to
multiple locations. Service delivery can aso be hindered, as homeless clients are shuttled
among multiple agencies that attempt to deal with each of their issues or problemsin
isolation. Other identified barriers include mainstream providers' perception of
inadequate resources, alack of experience working with homeless persons, few
incentives for mainstream programs to serve people who are homeless, and alack of
accountability, illustrated by the fact that few mainstream programs are required to report
thelir clients' housing status. In addition, homeless service providers, who could
potentially facilitate access, may be unfamiliar with the range of services potentially
available to their clients, or with the often confusing eligibility requirements and
application processes required to access mainstream benefits. For familiesin particular,
the potential involvement of multiple systemsin meeting their own needs and those of
their children (for example, schools, health and behavioral health, child welfare, social
services) often requires coordination and integration that do not exist among the systems
in many communities.

Mechanisms and Strategies to Facilitate Access

In 1999, the GAO identified a number of steps that federal agencies had taken to address
the systemic obstacles to homeless people’ s access to mainstream benefits. In 2001, the
HHS and HUD secretaries began an interagency collaboration to make HHS-funded
mainstream services more easily available to homeless people in HUD housing. Thisled
to enhanced cooperation among HUD, HHS, and the U.S. Department of Veterans
Affairs (VA) to tackle issues of chronic homelessness, and ultimately to 21
demonstration projects whose main goal was to develop integrated housing and services
at thelocal level. Five additional demonstration projects supported by coordinated
funding from HUD, HHS, and the U.S. Department of Labor (DOL) sought to integrate
employment services and supports into the mix.

In 2002, the long-dormant U.S. Interagency Council on Homelessness (USICH) was
reactivated and charged with coordinating the federal response to homelessness across 20
departments and agencies. USICH also works to create partnerships at every level of
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government and with the private sector, with the goal of reducing and ending chronic
homel essness across the country, a goal endorsed by then-President George W. Bush in
2003.

In 2003, an HHS workgroup released an ambitious plan, Ending Chronic Homelessness:
Strategies for Action, which proposed a number of strategies to improve access to
mainstream benefits, including strengthening outreach and engagement activities,
simplifying application procedures, improving the eligibility review process, increasing
the flexibility of funding streams, and devel oping incentives for mainstream providersto
serve people who are homeless. Among the activities aimed at increasing access to
mainstream services that grew from this plan was FirstStep, a computer-assisted tool for
case managers and outreach workers to streamline access to mainstream benefits for
homeless clients (http://www.cms.hhs.gov/apps/firststep/index.html), created through the
collaborative efforts of several federa agencies.

In addition, between 2001 and 2007, 56 states and territories participated in Homeless
Policy Academies, initiatives designed by a coalition of five federal agenciesto help
states promote collaboration, build partnerships, and expand service capacity through
planning, education, and technical assistance (HHS 2007b). Evaluators of the Homeless
Policy Academy Initiative (HHS 2007a) described innovative ways in which Policy
Academy states used multi-agency collaboration to address the challenge of improving
homel ess peopl €' s access to mainstream benefits and services. Among the successful
approaches identified were creating local housing trust funds; developing “one-stops’ or
“multi-service centers’ where homeless people can easily access an array of services,
implementing Housing First approaches; and using the SSI/Social Security Disability
Income (SSDI) Outreach, Access, and Recovery (SOAR) process initiated in 2005 by
SAMHSA of HHS to significantly increase the number of homeless people with
psychiatric disabilities receiving SSI/SSDI. SOAR has shown positive initial resultsin
substantially increasing the approval rate of applications for SSI/SSDI from homeless
people, and in streamlining the application process and lowering the application response
time for this group (Dennis et al. 2007).

In addition to the changes that federal agencies have been working on, since the early
2000s, states and localities have developed an assortment of their own strategies to
address some of the barriers that limit homeless peopl€' s access to mainstream services.
These efforts complement HUD’ s Continuum of Care approach, which was created in
1994 and implemented throughout the country in 1996 to promote local level
coordination in the distribution of HUD’ s McKinney-Vento Act funds (Burt et al. 2002).
Reports in the literature have documented initial positive outcomes from many of these
promising initiatives, and have also shown how much work remains to be done if
improved access to mainstream services is to become standard practice across the country
(Burt and Anderson, 2006; Burt, Pearson, and Montgomery, 2007; Camasso et al. 2004;
Dennis et al. 2007; Eiken and Galantowicz, 2004; HHS 2007a; HHS 2007b).
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Assuring that Policy Changes Get to the Streets

Policy changes made at the federal level, such as those just described, do not
automatically become “business as usual” in the thousands of communities where
homeless people actually live and apply for benefits. In a seminal work, Lipsky (1980)
argued that “ policy implementation in the end comes down to the people who actually
implement it.” He coined the term “ street level bureaucrats’ to characterize police,
firemen, teachers, and others who interact directly with the people who are receiving
services. He pointed out that their interpretation of policy may determine whether
individuals do or do not receive services to which they are entitled. He also identified
various influences on their policy decisions, including the need to meet targets or to
ration services. Lipsky’s concept applies to the intake and assessment workersin the
numerous bureaucracies upon whom homeless individuals and families must depend for
access to benefits and services. Case workers in homel ess assistance programs and the
eligibility determination staff in public agencies offering mainstream benefits and
services are “street level bureaucrats’ in Lipsky’sterms.

In the decades since Lipsky published, and for at least a decade earlier, evaluators and
policy researchers have conducted hundreds of studies to determine the effects of one or
another new federal or state policy. To truly determine the existence and nature of such
effects, researchers knew they had to get down to the street level and examine how
frontline workers—those who work with potential beneficiaries and service recipients
face-to-face—interpret and use the policy change, including whether they have even
heard of it. Studies of this nature have been conducted repeatedly with respect to most of
the mainstream benefits and services pertinent to the present study, including
AFDC/TANF, Medicaid, food stamps, Supplemental Security Income, mental health and
addictions treatment and services, and employment services. Until the late 1990s, these
studies did not focus specifically on access for homeless people, but the issues
encountered were largely the same, with the exceptions noted above. Since homel essness
became a national issue, some studies have included homel ess-specific barriersin their
inquiries. The truth emerging from all of these studiesis also the same—if the street level
people do not change their behaviors, and often their attitudes, policy changes made on
high will not be trandated into changes at the street level.

The same studies that examined implementation of federal and state policy changes also
found many instances in which street level behaviors did change, and they documented
the processes that facilitate those changes. Across many years and many different types
of mainstream benefits, the processes for changing street level access were often similar.
The present study adds the challenges associated with being homeless to the basic
challenges of applying for and succeeding in qualifying for mainstream benefits. Lipsky
pushes us to pay attention, not only to the policy asit is articulated in statute and
regulation, but also to how it isinterpreted and implemented by the staff of local offices
who must make the everyday decisions about how best to conduct their program. Our
approach focuses on mechanisms that facilitate access for homeless people.
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Staff at every level of local agencies make policy-related decisions, often informally. To
facilitate access for homeless people, frontline staff in homeless assistance programs and
mainstream agencies may work together, without the explicit agreement of middle
management and agency directors, to alter their behavior and their attitudes to smooth the
path to benefit receipt. We found alot of thistype of informal smoothing activity in study
communities, reducing previously existing barriers to benefit receipt that were common
practice before people from different agencies started talking with each other. Street level
behavior change may also come about as the result of explicit policy changes made
locally by middle management or agency directors, or through implementing the plans
made by communitywide groups intent on ending homelessness. For such changesto
happen, the people making decisions at higher levels must take pains to assure that
frontline workers understand the reasons for the changes, and have the tools and the
supports to make the changes work.

For the present study, “street level” refersto the activities undertaken by frontline
workers who interact directly with clients. Decisions and implementation activities of
local managers and agency directors occupy a middle ground that, to be effective, hasto
make sure that the message and the means to implement changes successfully are
understood and accepted by street level workers. National and state level policy changes
are always transmitted and translated by these local actors; whether a policy made at the
top has a chance of being implemented in accord with legislative or regulatory intent
depends on those actors. This study sought to document how seven communities changed
the nature of street level interactions with the goal of increasing homeless people’' s access
to mainstream benefits and services.

Research Questions

Based on the existing research and the above observations about barriers to access, a
number of questions regarding homeless people’ s access to mainstream services emerge.
The major goals of this study are to address the following questions:

1. What kinds of mechanisms have been adopted by one or more communitiesto
maximize homeless families' and individuals' access to mainstream benefits and
services? Can we document approaches that smooth, expand, or change access to
mainstream services?

2. What independent effect do local realities and practices of local homeless
providers and mainstream benefit/services representatives have on homeless
individuals' and families' access to mainstream benefits and services? Can we
explain the variation in homeless people’ s access to mainstream servicesin the
selected communities, considering both factors that are to some degree under the
control of the community or program, and those that are not?

3. How has the shift in HUD McKinney-Vento Act policy toward increased funding
for housing-related activities vs. services worked itself out in mainstream
benefit/service access among homeless people at the local/street levels? Can we
describe homeless peopl €' s current access to mainstream services in the selected
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communities and how that differs from access to parallel servicesthat were provided
through HUD funding prior to the policy change?

The study goals were primarily addressed through qualitative inquiry—the systematic
analysis of primary interviews with multiple key informants in each community. This
inquiry was supplemented with analysis of existing quantitative data from the SAMHSA
Homeless Families study and from local HMIS or other relevant databases.

Study Parameters

To address the research questions above, it is necessary to establish definitions of the key
concepts that have informed our planning for this study. In this section we describe the
populations, mainstream benefits and services, barriers to access, and mechanisms for
overcoming them that are under study.

Populations

The populations under study are single homeless adults and homeless families. For both
popul ations we sought to distinguish between access to mainstream benefits and services
for those who also have disabilities and those who do not.

Mainstream Benefits and Services

When requesting information on benefit and service access, we organized our interviews
primarily according to benefit provider, or to the office or agency receiving and
processing applications for the benefit. This strategy is also reflected in the discussion of
barriers and mechanismsin later chapters of this report.

e Benefits administered by the local socia services office include General
Assistance (GA), TANF, food stamps, Medicaid, and any local or state-funded
health insurance.

e Socia Security Administration benefits include SSI, SSDI, and Medicare.

e Department of Veterans Affairs benefits and services include disability benefits;
pension; and health, mental health, and substance abuse care.

e Loca menta health and substance abuse provider services include general mental
health, substance abuse, and supportive services administered by state and local
mental health authorities.

e Housing authority benefits include housing supported by Section 8, 202, and 811
funding, as well as public housing. Subsidies from other sources such as
Community Development Block Grant (CDBG) and Home Investment
Partnership (HOME) Program funding may come through public housing
authorities or community and economic development departments.
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e Workforce Investment Board services include employment and training.

e Wealsoinvestigated access to primary care and dental services, HIV/AIDS-
related services, and education; administration of these services varied
considerably from community to community.

Exhibit 1.1 shows the specific mainstream benefits and services that homeless persons
might need/get and that are the focus of the study. Thisincludes all federal benefits.
Services (for example, health, behavioral health care) are structured differently by the
different states and are represented here as magjor classes. These are not exhaustive; for
example, child care was not included.

Exhibit 1.1: Sources and Types of Benefits and Services Studied

Sources

Specific Benefits and Services

Welfare benefits

General Assistance (if there is such a state or local program)
TANF

Food stamps

Medicaid

Any state/locally funded indigent health insurance

Child care

Social Security Office

SSI
SSDI
Medicare

Veterans’ Affairs

OO0OO0O0OO0OO(OOOCOOO

Veterans’ disability benefits

Veterans’ pension

VA health, mental health, substance abuse, other types of
care

Behavioral health care

[elNeolNe]

Mental health care and supportive services
Substance abuse treatment and supportive services
Trauma/Post Traumatic Stress Disorder
counseling/treatment

Housing Authority,

Housing and Community o Sections 8, 202, 811
Development Agency 0 PUb“? housmg .
i ' 0 Subsidies/housing from CDBG, HOME, other sources
Other housing source
Employment 0 Employment and training
0 Health
Other o HIV/AIDS
0 Education
Barriers

Based on findings from site visits, we identified three groups of barriers communities
encounter, each of which contains a number of subclasses or categories.

e Eligibility barriersinclude challenges related to would-be recipients’ approval for
benefits and services that are otherwise accessible. Homeless peopl e often encounter
difficulty accessing services because they fail to meet criteriarelated to housing
status, family size, criminal history, mental health and substance abuse diagnoses,
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location/residency, insurance status, credit history, or other categorical requirements.
Each of these difficulties constitutes a category of eligibility barriers.

e Sructural barriers encompass the problems homeless people encounter when
attempting to access benefits and services for which they are eligible, and that are
theoretically available. Categories of barriersin this class include those related to
transportation, discrimination and negative environments at application offices,
demands of the application process, identification and documentation requirements,
demands of maintaining enrollment, insufficient staff knowledge of the system and
application process, and system interaction breakdown.

e Finaly, capacity barriers are fundamental problems with the availability of benefits
and services. These include delayed availability resulting from waiting lists and
application processes, aswell as lack of availability resulting from complete absence,
insufficient supply, or insufficient value of benefits and services.

Mechanisms

M echanisms are strategies used to reduce or eliminate the impact of barriers, thereby
facilitating access to benefits and services. Mechanisms vary considerably in scope and
impact. In some cases mechanisms are systemwide. In others, they are housed primarily
within the community’ s organizing entity, or may be practices of one or more provider
agencies. Some mechanisms may target barriers encountered by particular groups of
homel ess peopl e, such as families with small children or single adults with histories of
criminal justice involvement. Other mechanisms are designed to provide universal relief
to barriers encountered by most homel ess peopl e seeking benefits and services.

Before going into the field, we developed a framework that contained three types of
mechanisms, which we refined further as we gathered information from study
communities:

e Smoothing mechanisms are intended to make it easier to apply or to promote
application acceptance. For example, outreach is a smoothing mechanism because it
is often used to facilitate engagement and initiate the application process with people
who would have difficulty coming in to a benefits office. Smoothing mechanisms do
not address eligibility policy or increase the supply of benefits and services.

e Changing mechanisms involve actual changesin policies or practices regarding
eligibility for benefits and services. For example, some communities have developed
mechanisms to alow people with histories of felonies access to public housing and
subsidies, provided that they offer evidence of rehabilitation. Thisis a changing
mechanism, in that standard €ligibility policies preclude public housing access
among people with these histories. Strategies that give priority in service or benefit
receipt to homeless people are also changing mechanisms—they do not increase
overall resources, but they do increase homeless people’ s access to what exists.
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e While neither smoothing nor changing mechanisms address the overall availability
of benefits, services and the resources to support them, expanding mechanisms do
just that. This class of mechanisms increases the supply of supportive services and
benefits available to homeless people, usually by increasing funding or securing new
funding for services and benefits.

The classification system we employed to investigate mechanismsis different but not
entirely independent from the system we applied to barriers. Eligibility barriers will most
often be addressed by changing mechanisms, although in some cases smoothing and even
expanding mechanisms may be applied to difficulties related to eligibility. Similarly, the
majority of mechanisms intended to address structura barriers will fall in the smoothing
class; capacity barriers are most readily addressed by expanding mechanisms, but may in
some cases be addressed by changing mechanisms.

Study Components
The study included two main components:

1. Case studies of seven communities through arange of methods, including site
visits, telephone interviews, and document reviews; and

2. Reanalysis of amulti-site longitudinal data base on homeless families.
Each of these componentsis briefly described below.

Community Case Studies

Seven U.S. communities (listed in Exhibit 1.2) were selected for case studies of their
service systems, with a particular focus on strategies in place for facilitating the access of
homeless individual s and/or families to one or more mainstream services. Communities
were selected through a multi-step process. First, study team members nominated
communities they believed had one or more access features based on first hand
knowledge from prior studies or knowledge from the literature. The researchers
considered communities of different sizes, and ones that would provide geographic
spread. They purposely excluded communities that had been the central focus of other
studies and for which information was available in study reports or notes. Second, to
reduce the list of potential communities, they gathered descriptive information about each
community through screening calls to individuals central to administering the system of
services for persons who are homeless.

The most significant criterion for final selection was the presence of some interesting
mechanisms to smooth, expand, or change homel ess peopl e’ s access to mainstream
benefits and services. In addition, an effort was made to select communities that had the
possibility of being able to provide some evidence that their access mechanisms were
working to improve benefit receipt.
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Exhibit 1.2: Cities Selected for Site Visits

Large Cities Medium-sized Cities Small Cities
Denver, CO Pittsburgh and Allegheny Albany and Albany County, NY
Miami-Dade County, FL County, PA Norfolk, VA
' Albuguergue, NM Portland, ME

A two-person team conducted a two to four day site visit to each study community.
During these visits, the team conducted individual and group interviews with one or more
key leaders among providers of housing plans and programs in the community; housing
providers; providers of mainstream benefits and services; providers of servicesto
homeless persons; and relevant federal, state, and local governmental officials.

Additional data were gathered through document reviews and follow up telephone calls
to key informants to clarify any issues or discrepancies from site visit notes.

The site visit protocol included questions concerning homeless people’' s access to
benefits and services; factors that impede access to the services; specific mechanisms and
strategies for improving or facilitating access; and the nature of any overarching,
communitywide strategies or organizing structures that promoted mechanisms for
increasing access.

Review of Mechanisms Available in Additional Communities

Because funding for the present study limited usto visiting only seven communities, we
decided to mine our existing records from other communities for additional mechanisms
to overcome barriers to access to mainstream benefits and services. We reviewed field
notes from prior HUD-sponsored community studies by the Urban Institute under the
direction of Martha Burt and from SAMHSA -sponsored State Projects for Assistance in
Transition from Homel essness visits undertaken by AHP under the direction of Ann
Denton. We have incorporated examples of mechanismsin this study from both sources
where they were distinctly different from mechanisms identified in the main study
communities. These are shown as exhibits in Chapters 4 to 6. References for the sources
of these examples are included in the exhibits.

Secondary Analysis of SAMHSA-funded Homeless Families Study

The SAMHSA-funded Homeless Families Study was conducted in eight communities
and completed in 2006. Data collection began in the fall of 2000 and continued through
2003. Seven of the communities offer data on access to mainstream services for over
1,400 homeless families (single mothers with children) who received either targeted
services intervention or services as usual. These seven communities are Albany, New

Y ork; Saint Louis, Missouri; Tucson, Arizona; Wake County, North Caroling;
Westchester County, New Y ork; Worcester, Massachusetts; and a group of Connecticut
cities consisting of Bridgeport, New Haven, and Hartford.

Mothersin all families screened positive for mental health and/or substance abuse
conditions. For the present study, the Homeless Families Study sample was further
limited to families who entered the study in aliterally homeless situation (not doubled up
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or at imminent risk of homelessness), per the HUD homeless definition. The remaining
sampleis 1,110. Analyses included receipt of arange of benefits and services at study
intake (baseline) and changes in access from baseline to 3 months and 15 months later.
Factors that predict access to each major type of benefit or service were al'so examined.
Additional analyses were conducted with subgroups of families meeting aclinical level
of need on mental health, trauma, and substance abuse indicators to assess their access to
services, especially those relating to the need condition.

Frameworks for Understanding Community Approaches to
Changing Access

Oneresult of coordinated federal activity, aswell as organizations' long-term advocacy
efforts, has been the development of amost 300 10 Y ear Plans (10Y Ps) to end

homel essness, designed by jurisdictions across the country. Coordinating, linking, and
integrating local service systems to improve homeless access to mainstream services and
also to prevent people from becoming homeless as they leave mainstream institutions are
prominent features of many of these plans (USICH 2007). Many communities with plans
have begun implementing them, and some that have been willing to commit new
resources and support effective coordination mechanisms have made substantial progress.

Improving homeless people’ s access to mainstream benefits and services may be
accomplished as ssimply as by establishing communication between a case worker in one
agency and a benefits worker in another agency, or as complexly as by making major
simultaneous changes in the policies and practices of several agencies. If ahomeless
person’s need is simple—such as for a security deposit—one agency will be ableto
handle it without needing to coordinate with another agency. If the needs are complex,
however, asthey usually are with single adults or families that have lengthy histories of
homel essness, rendering assistance will likely require the effective interaction of several
agencies and systems to get them the benefits and services they need. To provide this
assistance, most communities find they need to make some changes in the direction of
integrating services at least, and often integrating systems as well. As Burt (2007) and
Burt and Spellman (2007) point out, the key to successfully addressing and eliminating
homelessness lies in substantive system change at the community level, which is only
possible to the extent that all entities involved work in concert to eliminate access barriers
and create seamless local service systems.

From years of studying how communities organize themselves to meet the needs of
households with many issues, researchers have developed a number of frameworks for
talking about the types of change that occur, the types of arrangements that result, and
indicators that things have really changed. We use two such frameworks in this study to
help the reader understand what study communities have accomplished. The first
framework—the “four Cs’—describes levels of services or systems integration and can
also be used to characterize the extent to which a community has changed its approach to
assuring access. The second framework provides indicators of system change. Both are
described in detail in Burt and Spellman (2007); we summarize here, and return to these
frameworks in Chapter 8 after presenting study findings.
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The Four Cs

Four levels of interaction—communication, coor dination, collabor ation, and

coor dinated community response—may be used to characterize the ways that programs
and agencies interact for the purpose of addressing the needs of individual clients and of
whole groups of people. They may also be used to track a community’s progress from a
situation in which none of the important parties even communicates, up to apoint in
which all relevant agencies and some or al of their levels (line worker, manager, CEO)
accept anew goal such as ending homel essness, efficiently and effectively develop and
administer new resources, and/or work at alevel of services integration best suited to
resolving the situation of homelessness for the largest number of people in the shortest
period of time. The framework also recognizes the possibility of regression from one
stage to previous ones if prevailing factors work against integration.

e Thelevel of communication exists when people in different agencies are talking
to each other and sharing information in afriendly, helpful way. Thisisthe first,
most necessary, step in developing effective ways to end homel essness.
Communication must inform participants what their counterparts in other
agencies do, the resources they have available to them, and the types of services
they can offer. Communication may happen between frontline workers (for
example, amenta health worker and a housing developer), middie level workers,
and/or among agency leadership. It may occur among these personnel in two
systems, three systems, and so on up to all the systemsin a community. In many
communities, the parties who need to work together to create a coordinated
system to end homel essness have not reached even thisfirst stage. Everyone
operatesin isolation in hostile interactions that do not advance understanding or
assistance for homeless people or the possibilities of preventing homel essness.
Even when people know each other and sit on the same committees and task
forces, they still may not communicate enough to share an understanding of the
role each could play in ending homelessness. This latter situation isthe normin
most communities—people know each other but have not really gotten down to
the hard work of listening to and hearing each other.

e Thelevel of coordination exists when staff from different agencies work together
on a case-by-case basis and may even do cross-training to appreciate each other’s
roles and responsibilities. Again, coordination or cooperation may happen
between frontline workers, middle level workers, and/or involve policy
commitments for whole agencies by agency leadership. It may occur among these
personnel in two systems, three systems, and so on up to all the systemsin a
jurisdiction.

Coordination may also be services integration. Multi-agency teams that help get
appropriate services to specific individuals are examples of coordination, as are
multi-service centers where a homeless person can connect with many different
agencies but thereis no overall case coordination. However, at this stage, no
significant changes have occurred in what services each agency offers or how it
does business. Coordination does not involve major changes in eligibility,
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procedures, or priorities of any cooperating agency. It merely means they agree
not to get in each other’ sway and agree to offer the services they have available
when it is appropriate to do so, albeit sometimes in new locations or through new
mechanisms such as a multi-agency team. It does not entail any significant
rethinking of agency goals or approaches.

e Theleve of collaboration adds the element of joint analysis, planning, and
accommodation to the base of communication and coordination, toward the end of
systems integration. Collaborative arrangements include joint work to develop
shared goals, followed by protocols for each agency that let each agency do its
work in away that complements and supports the work done by another agency.
Collaboration may occur between two or more agencies or systems, and usually
does involve system change to varying degrees.

Collaboration cannot happen without the commitment of the powers-that-be. In
this respect it differs from communication and coordination. If agency |eadership
is not on board, supporting and enforcing adherence to new policies and
protocols, then collaboration is not taking place. Because collaboration entails
organizational commitments, not just personal ones, when the people who have
developed personal connections across agencies leave their position, others will
be assigned to take their place. They will be charged with asimilar expectation to
pursue a coordinated response and will receive whatever training and orientation
is needed to make this happen.

e Thelevel of coordinated community response expands from collaboration
among two or three agencies to encompass all of the essential agenciesin
communitywide collaboration with the long-range goal of ending homelessness.
Thisis system change and integration, going beyond collaboration in several
directions. Because it involves all the essential agencies, it is able to provide
integrated services—which for purposes of this study means that major barriers to
service access are being dealt with and reduced or removed. It has a functioning
feedback mechanism such as aregular meeting to address bottlenecks and
develop appropriate interventions or smooth bureaucratic pathways, as well as an
ongoing mechanism for thinking about what comes next, asking what needsto be
done, how best to accomplish it, and, finally, what needs to change for the goals
to be accomplished.

Aswe present study findings throughout this report, the reader will encounter many
examples of changes made by study communities to increase homeless people’ s access to
mainstream benefits and services that involve increased and improved communication at
aminimum, increased coordination, and occasionally examples of long-term
collaborations and structures approaching a coordinated community response. A
community’ s commitment to increasing access might be measured by its progression
through one or more levelsin thisfour Cs framework, such as from nothing to
communication, from communication to coordination, and from coordination to
collaboration.
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Indicators of System Change

A different framework, articulated in Laying a New Foundation (Greiff, Proscio, and
Wilkins, 2003, p7), identifies five signs by which one can recognize system change when
itiscomplete, or nearly complete. In the case of increased access that is the focus of this
study, one would want to see clear evidence of change in mechanisms that improve
accessin al five of the following areas:

e A changein power: There are designated positions—people with
formal authority—responsible for the new activity (not just committed
or skillful individuals who happen to care about it).

e A changein money: Routine funding is earmarked for the new activity
in anew way—or, failing that, there is a pattern of recurring specia
funding on which most actorsin the system can rely.

e A changein habits: Participantsin a system interact with each other to
carry out the new activity as part of their normal routine—not just in
response to a special initiative, demonstration, or project. If top level
authorities have to “command” such interactions to take place, then the
system has not absorbed them, and thus has not yet changed.

e A changein technology or skills: Thereis agrowing cadre of skilled
practitioners at most or all levelsin the delivery chain, practicing
methods that were not previously common or considered desirable.
These practitioners are now expert in the skills that the new system
demands and have set a standard for effective delivery of the new
system’ s intended results.

e A changeinideasor values: Thereisanew definition of performance
or success, and often a new understanding of the people to be served
and the problem to be solved (that is, new goals). The new definition
and understanding are commonly held among most or al actorsin the
system, such that they are no longer in great dispute.

Aswith the four Cs, we will see numerous examples throughout this report of changesin
each of these areas—commitments of new money, strong support from new mayors and
department heads, new assessment tools, computerized or tel ephone access, cross-trained
workersin different departments, and so on. We return to both frameworks in Chapter 8,
where we use them to organize and understand the findings from site visits to study
communities.

The Seven Communities under Study
Included here are very brief descriptions of the seven study communities. Appendix A

provides longer summaries of each community and lists of the individuals interviewed.
The communities are ordered by population size, from largest to smallest.
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Miami, Florida

Two primary mechanisms drove our initial interest in Miami: the Miami-Dade County
Homeless Trust and the county’ s food and beverage tax (FBT). Created in 1993, the
Homeless Trust is the hub of the community’ s homeless services system. In addition to
developing and implementing the community’ s Homeless Plan, advising the County
Board of Commissioners on matters related to homelessness, and serving as convener and
administrator of the Continuum of Care, the Trust is charged with administering the
proceeds of the FBT and other resources flowing into the community to address
homelessness. The FBT adds a 1 percent tax to all transactions in restaurants with a
liquor license that gross $400,000 or more ayear. In its most recently completed fiscal
year, the Trust had a budget of about $40 million, with $12 million derived from the
FBT, $20 million from HUD, and the balance from state and private resources. To date,
Homeless Trust accomplishments include increasing the number of emergency,
transitional, and permanent supportive housing beds by 769, 1,815 and 2,072,
respectively, and reducing the number of homeless people on the streets from roughly
8,000 to 1,347. The mgjority of the community’s benefit- or service-specific mechanisms
may be attributed at least in part to Trust planning and coordination efforts, along with
the resources provided by the FBT.

Brief History

Twenty years ago, the Miami-Dade County community had a much larger and much
more visible homeless population. Estimates of the exact size of the population in the late
1980s and early 1990s vary, but many are in the range of 8,000, roughly seven to eight
times the number of emergency beds available in the community at the time, according to
the community’ s Homeless Plan. There were large encampments in parks and under
highways, and homeless people were often arrested for eating and sleeping in public
places (National Coalition for the Homeless, n.d.), actions that ultimately led to a class
action lawsuit that was decided in favor of the homeless plaintiffs.

Around this same time, the County created a Task Force on Homelessness. The Task
Force made a number of recommendations, including creating the FBT and the public-
private partnership of the Homeless Trust to administer the money and run the entire
county’ s response to homelessness. An independent board of directors sets policy and
works with Homeless Trust staff to carry out strategies and plans. The state legislature
passed alaw enabling Florida counties to establish tax mechanisms such asthe FBT to
create dedicated funding streams for local homeless services.

The immediate goal of the Homeless Plan and the Homeless Trust was to reduce street
homel essness through the Homel ess A ssistance Centers (HACs) and transitional housing
beds. Two HACs were developed and, in the years since, over 70,000 people have used
their services. The Homeless Trust began a shift to ending chronic or street homelessness
through permanent supportive housing (PSH) in 1997, but moved more completely to
that orientation in 2004, with a plan to create and complete 100 new PSH units each year.
Through this shift, however, the Homeless Plan has continued to provide the central
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vision for the community’s efforts. Miami-Dade County’ s 2006 10 Y ear Plan to End
Homelessness is considered an update to, rather than a replacement of, the Homeless
Plan.

In the late 1990s, then-governor Jeb Bush established a state level homeless task force
and charged it with developing a statewide plan to end homelessness, in line with the
federal push on state and local governments from the Interagency Council on
Homelessness. The resulting statewide plan contains many recommendations that
coincide with strategies Miami-Dade County pursues. With the authority of statewide
recommendations behind them, county advocates have been quite successful at securing
state funding for relevant Miami-Dade County programs.

Denver, Colorado

The existence of a central organizing structure, Denver’s Road Home (DRH), within the
mayor’ s office, strongly influenced our selection of Denver as a study community. Over
the last three years, Denver has garnered national attention for its 10 Y ear Plan to End
Homelessness and unique system of support for homeless services. Led primarily by
Mayor Hickenlooper and the Denver’s Road Home office, a series of committees
addresses the issues and goals enumerated in Denver’s 10Y P, using a highly coordinated
and goals-driven approach. With both local public and private support, but very little
state support in terms of resources, Denver provides an example of targeted resource
allocation with a special emphasis on mainstream benefits for homeless people. The city
has taken on significant responsibilities surrounding the elimination of homel essness
while also bringing in more private service providers, including those that are faith-based,
and raising a substantial amount of private funding.

Brief History

Prior to 2004, the Metro Denver Homeless I nitiative ran the Continuum of Care, which
included Denver and the six surrounding counties, while the Colorado Coalition for the
Homeless, a nonprofit agency, operated the majority of the city’s homeless services. With
the election of Mayor John Hickenlooper, however, community members and members
of the City Council saw an opportunity to expand local government’s role in homeless
services.

In 2004, the mayor gathered a group of 43 representatives from local government,
nonprofits, philanthropic organizations, and the homel ess popul ation to form the Denver
Commission to End Homelessness, with the charge to create and publish the city’s
original 10 Y ear Plan to End Homel essness. The Commission split into seven
subcommittees with specific tasks, which took commentary from approximately 350
community members and blended it to define a set of goals for Denver’s homeless
system. In 2005, Mayor Hickenlooper released Denver's 10 Year Plan to End
Homelessness, titled Denver’ s Road Home. Since the 10Y P’ s passage, the subcommittees
have met to discuss issues and to bring recommendations before the broader
Commission. In May 2007, the Commission approved an update, or “status report,” of
the 10Y P, which adjusted goals and reported on the plan’s overall progress.
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The 10Y P aso established the Denver’ s Road Home office within the mayor’s office,
consisting of four staff located at the Department of Human Services who cover housing,
mainstream benefits, employment, and programs. The office’ s Director isamayoral
appointee; however, the position is funded solely by foundation resources. DRH is
charged with implementing Denver’s 10Y P by raising and distributing homeless fundsin
partnership with the Mile High United Way—Denver’ s fiscal agent for the 10Y P.

Denver’s 10Y P heavily emphasizes shared responsibility for funding. The Denver
Commission to End Homelessness estimated the plan would cost $46.1 million to fully
implement, and charged the 13-member Committee on Fundraising, part of the mayor’s
Homeless Commission and led by the Director of DRH, with raising the needed funds.
The mayor came up with a strategy to make the funding effort a community process with
heavy community support. “He wanted to have everyone invest.” The goal has been to
get 50 percent public, 25 percent corporate, 25 percent private funding. According to
interviewees, the mayor successfully lobbied for foundation support, asking for an
expansion of what they were aready giving. Foundations agreed, with the understanding
that as the city rolled out the initiative they would wean off foundation and corporate
dollars.

Pittsburgh/Allegheny County, Pennsylvania

County-level integration and cooperation made Allegheny County an attractive candidate
for study inclusion. The Allegheny County Department of Human Services (DHS) serves
as the Pittsburgh/M cK eesport/Penn Hills/Allegheny County Continuum of Care lead.
Homeless services are situated within the Office of Community Services (OCS), one of
five DHS program offices. Having multiple program offices under one county agency
provides the ability to review overlap among offices and all ocate resources as needed,
and facilitates a highly coordinated, communitywide effort. For example, although OCS
is the bureau responsible for homeless services, other DHS offices experience a need for
housing, and most play a significant role in the system serving people who are homeless.
DHS is a key member of the Allegheny County Homeless Advisory Board, formerly the
Allegheny County Homeless Alliance. Established in 2003, the Advisory Board is the
public-private partnership responsible for overseeing the CoC and the community’s
10YP. The Advisory Board’s membership also includes other Allegheny County
government entities; Pittsburgh, McKeesport, and Penn Hills government entities, awide
range of mainstream and homeless services provider organizations; and local
foundations. An unusually strong community of major, private foundations exists in
Pittsburgh, and has played a significant role in Allegheny County’ s homeless service
system. In addition to generally providing additional funding streams, foundation money
supports projects that would be difficult to fund through public money.

Brief History

The current configuration of DHS developed out of amid 1990s effort to streamline
Allegheny County government. As part of thisinitiative, in 1997 the County consolidated
six former departments, including the Department of Child Welfare, under the umbrella
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of the newly formed DHS. The recently appointed Director of Child Welfare, Mark
Cherna, was named as the DHS Director, and has held this position ever since. As he was
appointed at such aformative point in DHS history, Mr. Cherna had a unique opportunity
to put the department together. Department members consider this situation to be afactor
in the department’ s subsequent success, along with the consistent leadership that Mr.
Cherna has provided in the years since the redesign. Mr. Cherna was able to retain the
selection committee that had been assembled to conduct the search for a new Child
Welfare Director (his previous position), and to use this group as a sort of “kitchen
cabinet” as he assumed his new position. The foundation community also was a key
player in backing Mr. Cherna’ s decision to consolidate the departments, and their support
helped to avoid wrangling among agencies. The redesign was driven by the needs of
children and families, but OCS was able to establish homelessness as a priority areafor
the new department.

The community developed its CoC in the early days of HUD’ s adoption of the approach.
It has proven highly beneficial in terms of drawing down both HUD and, more recently,
behavioral health funding. The department’s structure is credited with some of that
success, asis the highly engaged provider community.

Driven largely by the Advisory Board, Allegheny County’s 10Y P was released in July,
2005. The Advisory Board has been making significant progress in moving some
portions of the 10Y P forward, and DHS has worked to keep the Board invigorated by
recruiting new members regularly from other parts of the community (for example,
safety, university).

The 2000 HUD policy shift (increased funding for housing-related activities vs. services
under the McKinney-Vento Act) was a major turning point in the community. DHS
worked with this requirement through a combination of creative cost and funding
shifting, foundation support, and adjustment to resource loss. The department’ s unified
structure was amgjor factor inits ability to shift costs and fundsinternally in the
department. The foundation community was able to supply $3 million for three years to
help with the shift; the funds were evenly split between services and capital.

Albuquerque, New Mexico

The primary mechanism that drove our interest in Albuquerque was its history of
working together as a community to create real opportunities for people to exit
homelessness. The use of the housing first approach and the incorporation of homeless
service provider agencies as “ outposts’ of the mainstream service delivery system were
intriguing.

Brief History

The New Mexico Coalition to End Homelessness (NMCEH) was founded in the year
2000 by a group of nonprofit agencies and the New Mexico Mortgage Finance Authority.
This statewide coalition coordinates the efforts of the member provider agenciesto end
homel essness and manages the Continuum of Care process as noted below. The Coalition
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has both individual and agency members. Members elect the Board of Directors annually
and the Board oversees the operations of the Coalition. The Albuquerque community is
represented by four NMCEH Board members.

Albany, New York

Provider cooperation is cited as the hallmark strength of the Albany system serving
homeless people. The Albany Continuum of Care serves all of Albany County, with the
City of Albany being both the population center of the community and the center of the
homel ess and mainstream services systems. As the organizing entity for Albany’s CoC,
the Albany County Coalition on Homelessness (ACCH) has played, and continues to
play, acentral rolein fostering and maintaining cooperation. Interviewees described
ACCH as being helpful in identifying problems and solutions on a communitywide basis.

New York isarelatively generous state with respect to benefits and services, as
evidenced by, among other things, liberal Medicaid benefits, arelatively extensive public
mental health system, and Supplemental Security Income benefits for people with certain
disabilities. General Assistance cash benefits are offered in New Y ork and have
historically been greater than those provided by most other GA-offering states. State
generosity promotes many of the Albany programs described in this section, and in
Appendix A.

Brief History

ACCH wasiinitially convened in 1996. Since that time, staff support for ACCH has been
provided by CARES, Inc., alocal organization dedicated to serving people with
HIV/AIDS. ACCH membership includes representatives of Albany County and City
government offices, homeless and mainstream service provider organizations, community
groups, faith-based organizations, and currently and formerly homeless people. Members
may be appointed or invited, or may volunteer to join. ACCH meets on a monthly basis,
with the primary goals of coordinating the community’s resources and identifying and
remedying needs or gaps in the systems serving homeless people.

In 2004, a number of ACCH members became interested in developing a 10 Y ear Plan to
End Homel essness within the community. These efforts were endorsed by the County
Executive and the Albany mayor, and an advisory group was convened in November,
2004. From the start, the group’ s goals included addressing the needs of homeless
families and homeless/runaway youth, as well as homeless single adults. Working
committees on the needs of each of these subpopulations were formed shortly after the
advisory group was convened. The plan development process also included a series of
focus groups with homeless adults, families, and youth, and a half-day conference
involving all committee members and other community members. The 10Y P was
finalized in October, 2005.
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Norfolk, Virginia

Norfolk’s Homeless Action Response Team (HART) and the City’ s Office to End
Homelessness (OEH) provided the initial reasoning for our community visit. Since the
creation of HART in 2004, Norfolk has received national attention as a model for

homel ess services intake mechanisms. The HART team primarily serves homeless
families that are documented residents of Norfolk, providing links to mainstream
benefits, services, and housing; it also serves homeless singles coming into the
Department of Human Services, although only families are mandated to enter the system
through HART. A year after HART' s start, Norfolk set up the Office to End
Homelessness to ensure timely and sound implementation of the city’s 10Y P. The Office
provides a link from the mayor’ s office to the broader homel ess system, guaranteeing
both a central contact and continued involvement from the city’ s executive branch.

Brief History

In early 2004, Mayor Paul Fraim and the Norfolk City Council announced the creation of
the Commission to End Homel essness, a 26-member group made up of both public and
private partners. Theinitial purpose of the group was to deliberate and produce a
“Blueprint,” or Norfolk’s 10 Y ear Plan to end homelessness. Using local stakeholders
and the Norfolk Homeless Advisory Committee—a group that, in December 2003, put
out areport on the gaps in Norfolk’ s homel ess system—the draft identified 19 areas of
the Norfolk homel ess system that needed to be developed, centering around case
management, employment and support, and housing strategies.

In accordance with the plan, Mayor Fraim established the Office to End Homelessnessin
May 2005 and appointed its Director, Katie Kitchin. OEH was and isin charge of
ensuring best practices and the implementation of the 10