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NORTH ALABAMA COALITION FOR THE HOMELESS

STRATEGIC PLAN TO ADDRESS HOMELESSNESS

.

Executive Summary

June, 2008

The Plan was developed with the collaboration of leaders from the public, private and non-profit sectors who directed the development of strategies in the areas of 1) healthcare; 2) affordable housing; 3) economic development and 4) homelessness.  It was devised to address the HUD mandate to create a Plan to End Chronic Homelessness that advocates for support of homeless services with relevant planning and policy groups, and generated funding for the Plan. Implementation of this Plan requires the creation of a management system for advocacy, oversight, assessment and reporting.  

It is important to note that this Plan will be a work-in-progress, as it must be, with refinements coming with each update from the annual data reports, assessments of client outcome and changes in the external factors that affect a community’s susceptibility or resilience to homelessness.

Permanent housing is the goal of all programs that serve the homeless and those who are at risk of homelessness, with the assumption that 35% of clients will need extensive care, 55% will be intermittently involved with the service system throughout their lives and 10% will need only one-time, short-term assistance.

· Action Steps Highlights

· Complete the restructuring the North Alabama Coalition for the Homeless Board (NACH) and hire an Executive Director who will create both a technical assistance and a capacity building plan 
· Identify key stakeholders for a Homeless Advisory Board who can advance the ongoing planning, implementation and funding of the Plan
· Create a Homeless Services Coordinating Council from the restructured NACH group that continues to meet monthly for the purpose of networking and information sharing
· Develop and adopt a Standards of Care for Homeless Clients and begin to document compliance with the standards. 100% of the prevention and intervention service providers or their designees, who receive Continuum of Care funds, will participate in the development  
· Release a request for proposals for an outreach coordination effort within the first 12 months
· Support 100% of the Year 1 activities associated with the Plan with adequate funding for implementation
· Within 24 months of approval of this Plan, all agencies that receive Continuum of Care funds will demonstrate efforts at complying with the priorities, as measured by achieving relevant benchmarks and will have 100% participation in the Homeless Management Information System (HMIS) as required by HUD
· Decrease the number of clients who are refused prevention services due to lack of funds by service agencies by 10%
· Conduct an annual presentation to the City, County and private funders of the Plan on the status of outcomes and revisions
· Key Outcomes

· Decrease the number of persons who are homeless as measured by the point-in–time count by 5% annually

· Add 15 new units of HUD-supported permanent housing through the Continuum of Care grant, no later than 2009 with 30% of the units designated for homeless clients with diagnosed mental health conditions

· Add up to and additional 15 new leased units will be acquired and achieve 100% occupancy within 12 months of ratification of this Plan.

· All new housing programs, whether leased units or new construction, will designate 30% for persons with substance abuse conditions
· Of the new units 25% of the non-clinical housing units that follow the less stringent eligibility requirement consistent with “housing first” will be available and achieve 100% occupancy within 12 months of ratification of this Plan

· $50,000 will be generated by a collaboration of City, County and philanthropic sources for case management that will be accessed by homelessness service providers through a competitive process

· Commitment of an additional $50,000 in public/private funds for the augmentation of specialized outreach to chronically homeless persons

· Commitment of $50,000 in City funds for the salary of an Executive Director

Defining Homelessness and its Causes
Regardless of the context, efforts to confront homelessness consistently seem to try first to answer why individuals and families can become homeless, especially in communities such as Huntsville that are generally perceived to be inhabited by affluent and well-educated.  Research from numerous sources reveals a constellation of factors predicting homelessness.  Homelessness is most often associated with situational or generational poverty that is brought about by a range of possible situations.  Among them:

	Lack of a source of adequate income

	Lack of affordable housing

	Substance abuse

	Disability or illness

	Mental illness

	Lack of access to employment

	Displacement from natural disaster

	Inadequate access to, availability or efficacy of prevention or intervention services

	Lack of education 

	Domestic violence

	Incarceration

	Return from military service

	Discriminatory practices in housing and hiring

	


As communities and policy makers haggle over causes, individuals at risk of homelessness lose whatever shelter they may have had.  This is the scope of “why.”  While there are similarities among individuals, the balance between extrinsic and intrinsic factors is unique to each and is best served by very effective individual-level interventions.

Individual-level interventions alone are, however, inadequate to solve the challenge of ending homelessness.  Moving beyond the debate and the limitations requires a more thorough examination of the phenomenon of homelessness at a level beyond that of the individual.  “What,” “Where” and “Who” questions become more important than the repeated, “Why?”  Examples of these questions include:

	How many homeless persons live within a particular area?  

	What are their common characteristics? 

	Where do they congregate? 

	What services do they seek and receive?  

	What is the effect of those services?  

	What is the portfolio of permanent housing units for low-income and no-income individuals?

	What long-term accommodations can be made for persons displaced by natural disasters?


These queries about populations and sub-populations can lead to public policy, legislative action, and group-specific prevention and intervention strategies that can be developed and, along with individual-level measures, can be monitored and assessed as to their impact.  Having asked these and related questions, the City of Huntsville in collaboration with several community leaders created the Strategic Plan to Address Poverty for Huntsville Metropolitan area.  What emerged from the questioning and from collaboration with colleagues around the country, but especially Houston, TX,  is a much clearer understanding of the complexity involved in prevention of and intervention in homelessness.  Our colleagues in Houston agreed to allow the community to use their plan as a template for the development of the section on homelessness found in the Huntsville plan. Thus, this section in based on the Houston report.  As shown in the graphic that follows, the response to homelessness mandates the coordinated response from at least those service systems illustrated. 
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Collaboration from each of the service systems shown is essential, and will be the focus of the public policy, advocacy and outcome assessment efforts associated with implementation of the Plan.  The collaborative efforts are essential to ameliorate the effects of severe cuts in federal government budgets to all safety net programs, such as supportive social services, substance abuse treatment, health insurance, education, employment training and placement, and domestic violence recovery programs.  Since prevention funding has been significantly reduced by at least three of the federal agencies that have traditionally provided services to homeless persons, alternatives must be developed.
Shift in Understanding of Homeless Populations

Models of treatment often assume that the endpoint for clients is the ability to work at jobs that can sustain them in stable and secure housing, however, as the research upon which this Plan is based has shown, this assumption is inaccurate.  The research found that in order to maintain permanent housing, 35% of homeless persons will require lifelong, extensive care; 55% will need on-going contact with at least one service provider, and only 10% are affected by short-term, one-time homelessness.  As shown on Tab 1 of this document, the current Continuum of Care within which homeless services are provided would be best reconfigured as three interrelated systems of care to serve each of these groups. 

To maintain permanent housing, an estimated 35% of homeless persons require lifelong care from a range of service providers due to disabilities or conditions that are very debilitating and intractable.  Within this group are persons who have a major mental illness such as schizophrenia, or are developmentally delayed, or have untreated, severe substance abuse or a serious medical condition or disability that precludes their ability to work or live in an unsupervised setting.  Services to this population might include intensive case management, long-term medical care, psychiatric treatment and medication monitoring, substance abuse treatment, social skills training.  All will require supervised, supportive, permanent housing in clinical and non-clinical settings.  It is noteworthy that many of the services provided to this group are reimbursable through public programs such as Medicaid and HUD-sponsored housing.

Recidivism among clients in food programs, clinical services and even supported health care is often interpreted as “treatment failure” and yet, for 55% of clients, continued participation in these activities is necessary to prevent their future homelessness.  Within this group are persons whose compromises fall into many of the same categories found in the extensive care group, but with less severity.  As long as they maintain continued contact with the system of care, most will be able to work, at least episodically, and many will be able to live in independent housing — some in market rate housing and others in residences designated for persons with low income.  In addition to the services listed above, many in this group will benefit from job training, job placement and asset building services. 

Finally, 10% of homeless persons will be able to permanently exit the system of care within a year if they receive assistance that is focused, re-establishing their financial security.  Rental and utility assistance are examples of the types of services that are useful to this group, although some also benefit from employment-related services, medical care, and mental health or substance abuse treatment.

Though most of the efforts and resources of service providers are expended on the chronically homeless, many of whom fall in the 35% group, service delivery models are too often based on the service needs of the 10% group.  This can leave clients underserved and providers frustrated with the mandate to accomplish outcomes based on expectations that are not appropriate to their clients.  They are further challenged with a service demand far beyond current capacity.  
Sustainability System Management and Support
Implementation of this Plan requires the creation of a management system for advocacy, oversight, assessment and reporting.  This is proposed to be a function of a citizen’s advisory group that is comprised of executives in the public and private sectors with  ex officio representation by the Executive Directors of the North Alabama Coalition for the Homeless (NACH) in collaboration with the Department of Community Development.  This group would be appointed by Community Development to whom it issues annual reports.
Support of the implementation will necessitate the strategic spending of current levels of funding for programs and housing that meet standards of care, and represent the practices that are documented to be effective in preventing homelessness and assisting homeless persons to stabilize in permanent housing.  
The inclusion of outcome assessment in each aspect of this Plan will allow for monitoring the return on the investment in each program and provide the basis for decisions about future spending.  This may begin by redirecting current funds to programs that document the greatest effect for persons at each level of care.  It may also motivate federal and philanthropic sources to increase resources and support the more coordinated service delivery model that is proposed in the Plan.
CONTEXT

The purpose of this Strategic Plan is to provide guidelines to assure that permanent, secure and safe housing for all eligible persons will be acquired and maintained through the creation and implementation of: 1) public policies; 2) system management; 3) housing stock; and, 4) effective social services, public health and economic infrastructures that eradicate chronic homelessness and prevent and intervene in episodic and intermittent homelessness in a context that is compassionate, effective and sustainable.

The Plan was developed with the collaboration of leaders from the public, private and non-profit sectors who directed the development of strategies in the areas of 1) healthcare; 2) affordable housing; 3) economic development and 4) homelessness.  The section on homelessness was devised to address the HUD mandate to create a Plan to End Chronic Homelessness, that advocates for support of homeless services with relevant planning and policy groups, and generated funding for the Plan.   

The Plan is based on findings from the following community research studies:

· 2007 and 2008 Enumeration of Homeless Persons in the Huntsville area. 
· 2007 Survey of Low Income residents of Huntsville

SYNTHESIS OF RESEARCH FINDINGS





From this diverse collection of data, several conclusions can be drawn.  

· The immediate cause of homeless is poverty, whether generational or situational.  Poverty results from a constellation of factors that are intrinsic or extrinsic to the homeless person.  These may include any combination of conditions such as unemployment, mental illness, substance abuse, medical conditions, aging out of foster care, history of incarceration, re-entry from military service, domestic violence, limited education, lack of job skills, discrimination, and faltering economy.

· The availability of and access to services has diminished due to severe funding cuts at all levels of government across the spectrum of housing options and supportive services.

· More accurate data about current resources, expenditures and costs of housing and services must be generated to support more effective planning.  

· Intervention should be developed for the population of homeless persons based on their levels of service need or acuity: long-term care for 35% of the population; on-going, periodic care for 55% of the population; temporary care for 10% of the population.

· To eliminate homelessness, individuals must be able to meet needs at the following four levels:

· Material (housing, food, clothing, transportation, etc.)

· Social (sense of belonging, friendships, etc.)

· Income (living wage)

· Psychological (self-worth, personal responsibility, sense of contribution, etc.)

· Homelessness is a multi-faceted public health problem that requires policies and intervention at three levels:

· Community-level interventions (CLI)

· Group-level interventions (GLI)

· Individual-level interventions (ILI)

The Plan is a flexible document that will be subject to annual revision based on the findings of ongoing outcome assessment, documented changes in client need, public will and availability of resources.  The planners of this document believe that homelessness can and will be addressed by the collective efforts of the Huntsville community.

Unmet Permanent Housing Needs Analysis
The unwavering goal of this Plan is to address the need for persons who are homeless or at risk of homelessness to obtain, maintain and sustain permanent housing.  Based on research in the area, it was determined that for 10% of homeless persons (Temporary care group), re-housing would require brief shelter, variable levels of services, and a possible term in transitional housing.  With that help, they would be capable of self-support with no need for supported housing.  

For 35% (Extensive care group) of the approximately 527 homeless persons, there is need for extensive care and lifelong services that include supported permanent housing.  For the final 55% (Ongoing care group), it is assumed that they require some level of care throughout their lives, but that would range from individuals who require supported housing and services — slightly less than is required by the extensive care group — to individuals who have no need for permanent supported housing, but require some level of support services, more like those in the temporary care group.  For planning purposes, it is assumed 30% of the Ongoing care group would not need supported housing, though they may require affordable housing.  The following table, shows the service needs and provides an analysis of service gaps.
	SERVICE NEEDS AND GAPS ANALYSIS

	BEDS/UNITS

	
	Estimated Minimum
	Estimated Maximum
	Percent of population
	Current Inventory
	Gaps Min
	Gaps Max

	Emergency Shelter
	405
	547
	77%
	387
	18
	160

	Transitional Housing
	122
	164
	23%
	121
	1
	43

	Sub-total
	527
	711
	
	508
	19
	203

	 
	 
	 
	
	 
	 
	 

	Permanent Suppt Housing
	211
	284
	40%

	123
	88
	161

	Sub Total
	211
	284
	
	123
	88
	161

	SUPPORT SERVICES

	
	Estimated Minimum
	Estimated Maximum
	Percent of population
	Current Inventory
	Gaps Min
	Gaps Max

	Job Placement
	343
	462
	65%
	287
	56
	175

	Case Management
	527
	711
	100%
	200
	327
	511

	Substance Abuse
	296
	400
	56%
	50
	246
	350

	Mental Health
	290
	391
	55%
	246
	44
	145

	Housing Placement
	527
	711
	100%
	70
	457
	641

	Skills Training
	343
	462
	54%
	200
	143
	262

	SUB-POPULATIONS

	
	Estimated Minimum
	Estimated Maximum
	Percent of population
	Current Inventory
	Gaps Min
	Gaps Max

	Chronic Sub Abuse
	316
	427
	60%
	137
	179
	290

	Mentally Ill
	290
	391
	55%
	138
	152
	253

	Dually Diagnosed
	264
	356
	50%
	109
	155
	247

	Veterans
	158
	213
	30%
	23
	135
	190

	HIV/AIDS
	53
	71
	10%
	35
	18
	36

	Domestic Violence
	60
	81
	11%
	40
	20
	41

	 
	 
	 
	
	 
	 
	 


STRATEGIC PLAN GOALS

Assuming the accuracy of this analysis, implementation of the Plan should accomplish the following goals, as measured by the progress measures included with each.  These indicators will be analyzed annually as part of the HUD Continuum of Care (Super NofA) process and will be presented to the community in an annual report.

It is important to note that this Plan will be a work-in-progress, as it must be, with refinements coming with each update from the annual data reports, assessments of client outcome and changes in the external factors that affect a community’s susceptibility or resilience to homelessness.

1.  Housing and Re-housing
· Premise:  

· An essential requirement for ending homelessness is the generation of additional permanent housing units

· This Plan proposes to bridge the deficits in permanent housing in 2 ways: 1) development of additional scattered site and congregate properties each year and, 2) leasing of scattered site and congregate properties each year, until an adequate number of housing options are secured.  These sites will be service enriched at the level determined by the need of the clients and funds available.

Goal 1A

· Permanent housing is the goal of all programs that serve the homeless and those who are at risk of homelessness, with the assumption that 35% of clients will need extensive care, 55% will be intermittently involved with the service system throughout their lives and 10% will need only one-time, short-term assistance, as illustrated in the Model to End Chronic Homelessness.
·  Progress measures:

· Number of homeless persons as measured by annual street and shelter counts and Homeless Management Information System (HMIS) reports of unduplicated clients
· Analysis of HMIS data for rates of entry and re-entry into the system of care, duration and types of services

· Point in time count to be held during the third week in January

· Year 1 outcomes
· 5% decrease per year in number of persons who are homeless as measured by point-in-time counts and census reported in HMIS

· 100% participation in HMIS of HUD-funded homeless shelter and housing and service agencies

Goal 1B

· The stock of affordable housing will include an adequate number of units including Single Resident Occupancy units (SROs) for low-income and no-income residents.

· Progress measures

· Baseline inventory of shelter and housing units, eligibility requirements and income status of residents per HMIS and annual surveys conducted by the Coalition

· Inventories of shelter and housing units and SROs, eligibility requirements and income status of residents per HMIS and annual surveys conducted by the Coalition

· Occupancy and rates of clients turned away from housing will be calculated and reported annually

· Year 1 outcomes
· An accurate inventory of 100% of permanent housing units will be completed within 6 months of ratification of this Plan

· Accurate monthly occupancy rates and the number of clients who were refused services will be reported monthly through HMIS by 100% of the HUD-funded shelter and housing programs

· 15 new units of HUD-supported permanent housing will be included with the Continuum of Care grant, no later than 2009
· Up to 15 new lease units will be acquired and achieve 100% occupancy within 12 months of ratification of this Plan

· 25% of the non-clinical housing units that follow the less stringent eligibility requirement consistent with “housing first” will be available and achieve 100% occupancy within 12 months of ratification of this Plan

2.  Prevention and Intervention
· Premises: 
· Quality, inventory and access to support services, based on client level of acuity, should be enhanced.
· Essential services include at least the following:
· Case management

· Health care 

· Employment-related services

· Health insurance

· Substance abuse services

· Mental health services

· Assured access for eligible clients to mainstream resources

· Targeted services for special needs populations including:

· Families

· Domestic violence victims

· Veterans

· Disabled persons

· Youth and children

· Elderly

· Releasees from incarceration

· Chronically homeless persons

· Persons with HIV/AIDS

· Enhanced outreach

· Links with street solicitation initiatives

· Drop-in center
· Rapid Re-housing Intervention

Goal 2A

· Support services will be available and accessible for all clients who require such assistance to obtain, maintain and retain permanent housing.  Interventions in the Plan will be research-based and proven to be effective, such as ‘housing first‘ and the model proposed by “Beyond Shelter.”

· Progress measures

· HMIS reports will be generated to determine service types and baseline rates of use and access by clients
· Annual service use reports will be generated through HMIS
· Rates at which clients are turned away from services will be calculated and reported annually
· Number of persons in supported lease units who are assigned a housing-related case manager
· Year 1 outcomes

· 10% decrease in number of clients who are refused intervention services due to lack of funds by service agencies
· 100% of clients who are provided residence in clinical and non-clinical lease units as a result of the Rapid Re-housing intervention will be assigned a housing-related case manager
· System manager will develop and release a request for proposals for outreach coordination

· $50,000 will be generated by a collaboration of City, County and philanthropic sources for case management that will be accessed by homelessness service providers through a competitive process
Goal 2B

· Prevention services will be available and accessible for those in a housing crisis or otherwise at risk of homelessness.

· Progress measures
· HMIS reports will be generated to determine service types and baseline rates of use and access by clients
· At intake, rates of prevention service by type and frequency of use by newly homeless clients will be recorded and reported annually
· Rates at which clients are turned away from services will be calculated and reported annually
· Number of persons at risk for homelessness who receive rental and/or utility assistance
· Year 1 outcomes

· 10% decrease in number of clients who are refused prevention services due to lack of funds by service agencies
Goal 2C

· Public/private partnerships that address the causes of homelessness will be developed with policy makers and providers of mental health care, medical care, substance abuse prevention and treatment, health insurance, and housing.

· Progress measures
· In the first year following implementation of the Plan, through collaborations with designated policy makers, an inventory of number of service slots in each of the above areas, available and accessible to homeless persons will be conducted.

· Through collaborations, annual updates to needs assessments in each of the above areas will be conducted

· A collaboratively developed services funding plan will be developed within 24 months of acceptance of this Plan

· Changes in the number and types of service units and other outcomes incorporated into the services funding plan will be conducted annually 

· Year 1 outcomes

· Of the 15 new permanent housing units included in the 2009 Continuum of Care application, 30% will be designated for homeless clients with diagnosed mental health conditions
· All new housing programs, whether leased units or new construction, will designate 30% for persons with substance abuse conditions
· Through the Coalition, a conference for public policy makers will be conducted that presents the findings of the Plan
Goal 2D

· Initiatives will be undertaken to expand the capability for linking clients to services that increase their income including: job training and job placement to assure that those who are capable will be employed in positions that provide adequate wages, and registration for all mainstream services for which they are eligible.

· Progress measures
· HMIS reports will be generated to determine service types and baseline rates of use and access by clients
· Rates of employment, 12-month job retention and wages will be calculated for all persons who receive job related services within the Continuum of Care agencies
· Rates at which clients are turned away from services will be calculated and reported annually
· Change in rates of persons who are newly enrolled in mainstream services that increase their income
· Year 1 outcomes

· From the 2005 baseline in HMIS:
· 10% increase in the number of job training service units for currently homeless persons

· 10% increase in the number of job training service units for clients identified at risk of homelessness

· 10% increase in the number of employment services units for currently homeless persons

· 10% increase in the number of employment services units for clients identified at risk of homelessness

· 10% increase in enrollment of persons who are eligible for mainstream resources
· 100% of job placement services will collect data on the annual wage of clients

· Action Steps
· Generate recruitment and training plan for case managers for lease unit residents

· Raise $100,000 in new funds for case management and rent and utility payment assistance.
3.  Public Information, Policy and Accountability

· Premises: 
· Eliminating the extrinsic factors associated with homelessness requires commitment by the community through collaborations among elected officials, government agencies, social services providers, health care providers, faith-based organizations, philanthropic organizations and the private sector.

· The public has shown extraordinary generosity in response on-going formal programs and spontaneous actions that provide food and other services to homeless persons.  A program of public awareness could raise public awareness and channel these efforts to more effective charitable strategies.

· Success of this Plan presumes the importance of on-going outcome evaluation and revision.

Goal 3A

· Community Development will create an Advisory Board of community leaders who will meet at least monthly and provide oversight to implementation of this plan

· City and County will contribute to the funding of a NACH Executive Director

· Service providers will participate with the System Manager in the development and implementation of standards of care, as necessary and in on-going data collection, process monitoring and outcomes assessment.

· Progress measures
· Standards of Care will be developed for all relevant services within 12 months of implementation of this Plan

· Annual accounting of rates of compliance with Standards of Care will be discussed in the annual report

· Year 1 outcomes 

· Upon completion of the Standards of Care, the System Manager will publish for providers a phase-in plan for implementation of Standards that includes benchmarks

· Within 24 months of approval of this Plan, all agencies that receive Continuum of Care funds will demonstrate efforts at complying with the priorities, as measured by achieving relevant benchmarks

Goal 3B

· Enhance support and participation for the Homeless Management Information System to better establish housing and services capacity and gaps, and to more accurately gauge and monitor outcomes and proxy measures from which cost data can be generated.

· Progress measures
· Services providers’ rates of compliance of HMIS data collection will be tracked annually starting with the current year as baseline

· Accuracy and consistency of HUD-mandated performance measures will be determined and discussed in the annual report

· Year 1 outcomes
· 100% of respondents to the 2007 Continuum of Care grant will participate in HMIS and be able to provide the Coalition all data and performance measures requested by HUD in Exhibit 1 and Exhibit 2 of the grant application.

Goal 3c
· The System Manager will convene an annual conference for providers, client representatives and other stakeholders to set the legislative agenda for the year.

· Progress measure
· Prior to the reconvening of the state legislature, a policy agenda will be prepared through the office of the System Manager in collaboration with providers, clients and other stakeholders and presented to local legislators

· Year 1 outcomes
· 100% of prevention and intervention service providers or their designees, who receive Continuum of Care funds, will participate in the development of the policy recommendations that will be completed for presentation at the first legislative session following ratification of this Plan

· Action Steps

· Convene homeless service providers to generate, ratify and implement standards of care as needed for prevention and intervention services

· Using HMIS as a basis, create community-wide unit cost analysis for a list of prevention and intervention services deemed by research findings and providers to be essential

4.  Specialized Outreach to Chronically Homeless Persons

· Premise

· Chronic homelessness is a complex and multifaceted challenge that is best addressed with specialized housing and service programs.

Goal 4A
· Continue to sponsor with public funds, specially-trained, multi-disciplinary outreach teams to offer street-based, harm-reduction services

· Progress measures
· Number of outreach teams and frequency of service delivery to unsheltered chronically homeless persons

· Changes in rates of chronically homeless persons who present for agency-bases services

· Rates of public funding applied to outreach teams

· Year 1 outcomes
· 10% increase in the number of specialized outreach teams who provide onsite services to unsheltered homeless persons (based on an inventory of the numbers of teams to be completed within 6 months of Plan ratification)

· 95% of identified unsheltered chronically homeless persons will complete at least one referral to agency-based services, as monitored in HMIS

Goal 4B

· Each quarter, a Rapid Re-housing Intervention (RRI) will be conducted that targets the chronically homeless and includes both clinical and non-clinical housing options
· Progress measures
· Rates and location of re-housing and duration and frequency of homelessness for clients in the quarterly intensive interventions will be reported annually

· 12-month follow-ups will be conducted and status of clients will be reported annually

· Year 1 outcomes
· At six months post-intervention, at least 85% of persons who were re-housed in the RRI intervention will remain in sponsored or independent housing, as documented by HMIS reports

· 100% of the Rapid Re-housing Interventions outreach teams will include at least: one mental health provider, one health care provider, one representative of an agency that serves veterans, and one outreach worker trained to interact with chronically homeless persons

Goal 4C
· A drop-in center that is always open and equipped with basic services will be developed throughout the area to provide one type of point-of-entry into services.  Use of the center will be promoted by outreach workers to unsheltered homeless persons

· Progress measures
· The opening of a drop-in center within the term of this Plan
· Numbers of duplicated and unduplicated clients using the sites will be calculated and reported annually

· Rates at referral and completion of referrals will be calculated and reported annually

· Year 1 outcomes
· Plans for the development, funding and completion of a new site will be drafted within 12 months of ratification of this Plan 
· Action Steps

· Commitment of an additional $50,000 in public/private funds for the augmentation of specialized outreach to chronically homeless persons
· System manager will develop and release a request for proposals for outreach coordination

5.  Establish a System Management Function (see Section 2 of this report)
· Premise
· Exemplary management of the system of housing/shelter supply, services, case management and funding will maximize the effectiveness of this Plan to ensure the opportunity that individuals will be able to obtain, maintain and sustain housing and care.

Goal 5A
· Effective system management that is a collaboration of the City of Huntsville, City of Decatur, Madison County, NACH and private sponsors to maintain decision-making information, assess situations, make strategic decisions, allocate resources, and expand the resources available to prevent and intervene in homelessness.  

· Progress measures
· Number of Rapid Re-housing Interventions that are initiated by the manager and conducted by service providers

· Monthly updates of status of Plan outcomes that can be used for strategic decision making

· Year 1 outcomes
· 12 monthly reports of Plan outcomes produced by the System Manager
· 12 monthly meeting reports of the restructured Homeless Services Coordinating Council (see Action Steps that follow)

· A capacity building and technical assistance plan to increase the capability of agencies to create permanent supported housing options will be developed by System Manager

· Action Steps

· Create System Management function
· Identify key stakeholders for the Advisory Board who can advance the ongoing planning, implementation and funding of Plan
· Conduct an annual presentation to the City, County and private funders of the Plan on the status of outcomes and revisions
· Restructure the NACH to serve as System Manager
· An Executive Management Group for homeless services and housing agencies that meet the following criteria will be developed to monitor the progress of the Plan and coordinate the Rapid Re-housing Interventions:
· 100% participation in HMIS
· Documentation of compliance with Standards of Care (once they are developed and adopted)
· Participation in the Continuum of Care
· The current NACH group will be restructured as the Homeless Services Coordinating Council and will continue to meet monthly for the purpose of networking and information sharing
· Create technical assistance and capacity building plans
6. Assure sustainable funding for housing options and effective programs

· Premise:  
· The challenge of funding is multi-dimensional.  As the number of homeless persons increases, obviously so does the demand for additional services and housing options.  The research findings suggest, however, that a proportion of current expenditures can be reallocated for more effective targeted interventions based on client acuity, i.e. level of intensity of service need.

Goal 6A
· Funding plan for the creation and maintenance of the Strategic Plan will combine multiple sources including public, philanthropic and private funds.

· Progress measures
· Accurate accounting of the spending by private and public agencies on homelessness prevention and intervention services, shelter and housing

· Development of the budget and methods of funding the components of this Plan

· Improved cost-benefits ratio of homelessness prevention and intervention services, shelter and housing

· Documentation of the effectiveness of services marked by decreased demand for services, shelter and housing
· Year 1 outcomes
· 100% of the Year 1 activities associated with the Plan will be supported by adequate funding for implementation

· Action Steps
· Using HMIS, audits and other measures, create community-wide unit cost analysis for a list of prevention and intervention services deemed by research findings and providers to be essential
· 100% of Continuum of Care agencies or agencies who are funded through the Plan will submit an independent financial audit to the System Manager prior to application for new funding
Models used to develop the Plan

1. Variable Systems of Services
Providers of services to homeless persons have long reported that most of their resources are spent on people who are chronically homeless and that the outcomes expected for these clients—re-employment and consistent housing—are virtually impossible to achieve within the current system of care.  Further, there are clients who are episodically homeless, vacillating between relative stability and crisis.  Serving these groups leaves few resources for prevention or assessment of outcomes and for caring for those who are newly, temporarily homeless.

The experience of providers and in the professional literature, it is apparent that the system of care could be more effective if it truly acknowledged and accommodated the variations in need and resources that clients present.  It is important to note that in the proposed model, it is not expected that clients course through the categories.  Rather, with effective assessment, it becomes clear which system of care can best benefit them.

Regardless of the sub-population that clients represent, they can be grouped in to three main categories, based on the level of interface with systems of service that they require: 1) 35% of homeless persons will require lifelong, extensive care, 2) 55% will need episodic, varying levels of on-going assistance, and 3) 10% of the homeless will need temporary, one time assistance.  
Extensive care

This group is composed of individuals who are seriously compromised by severe mental illness, intractable substance abuse or mental retardation.  Most are chronically homeless and are those clients who, in the past, were typically institutionalized.  Based on this study and the experience of providers, it is estimated that this group makes up about 35% of the homeless population.  Services to this group must be lifelong and highly structured, with clients closely monitored.  The goal for these clients is that they are assisted in sustaining safe, secure housing within a system of care.  

On-going assistance

For this group, contact with a system of care will be for variable length of time at different intervals, but it will likely be long-term, if not lifelong.  These are persons with mental illness or substance abuse histories who are willing to participate, and capable of participating in treatment and who, if afforded supportive services related to employment and/or housing, can maintain both.  They may be able to leave components of the system of care for a period of time, but will remain more stable if case management, at least, is maintained.  It is estimated that this group represents about 55% of the population.  

Temporary assistance

People in this group have most often become homeless because of short-term financial crises—loss of job, for example—but have the capacity to marshal sufficient resources and, with assistance, can re-establish their financial viability within about 12–18 months.  They comprise about 10% of homeless persons.
These goals can be accomplished with modification in the current system of services delivery.  A model for ending homelessness must: 1) assess and strengthen the infrastructure, 2) provide for interventions for at-risk persons, and 3) provide the appropriate level of care for those who are already homeless.  

The model assumes that a client can progress through a system of care appropriate to his or her resources, and needs to secure permanent housing.  The first stage is the Point of Entry.  Within this category are those services wherein clients are introduced into the system of care.  Examples of points of entry are programs that serve the indigent, outreach programs, targeted both to those who are homeless as well as those at risk for homelessness.  Regardless of the venue for entry into the system, the primary goal is immediate housing or shelter.  Sites include emergency shelters, transitional programs or ’housing first’ facilities, which are subsidized rooms or apartments that include case management, but do not require that clients be participants in a formal treatment or intervention program.

Once housed, persons are provided with a ’support packet’ that includes Medicaid as eligibility dictates, an identification card if needed, a long-term bus pass for use in the local transit system, and whatever other service eligibility documentation is necessary.  When stabilized and willing, the client is then assessed with both a standardized instrument that conforms to the fields in the Homeless Management Information System (HMIS) and specialized assessments related to service needs.  

At this point, the client can be referred to the service structure that is most appropriate.  As with any such model, this one seems to suggest an elegant and orderly process that is rarely seen in the real-life provision of services.  More likely, clients will be identified and, if the housing resource base is expanded, will be housed and followed with case management.  Depending on the client’s motivation and resources, he or she may manage to stay housed.  The measure of an effective continuum of care is the degree to which client resources and competencies are enhanced or supported at a level that enables clients to obtain, maintain and sustain permanent, safe and secure housing.  

No matter how well defined a model for service provision might be, it is nothing more than a possible guide.  What changes the lives of homeless persons is amelioration of poverty and the concomitant circumstances that lead to it.  That occurs only if a person can gather sufficient personal, financial and relational resources.  The role of the service system is to assist the client in gathering those resources.
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Enhanced Service Delivery
Throughout the course of the various research projects that underpin this Plan, homeless persons and their service providers reiterated that the most critical element in their ability to gain access to and effectively use services was the quality of the relationship that they were able to form with providers.  That is the art and humanity of service provision.  The science of service provision involves strategic planning, resource monitoring and implementation of practices that have been documented as successful with a given population, and in a given context.  Too often providers are forced to plan services based on what might get funded, which may or may not fit their core competencies or the needs of clients.  A potentially more efficacious strategy involves:

1. Developing programs based on

a. A theory of behavior or population change

b. Agency experience

c. Documented client need 

d. Client satisfaction

e. Employee competence and satisfaction

2. Enhancing staff capacity to implement the programs 

3. Defining and monitoring outcomes that identify success

4. Developing and adhering to a business plan that assures sustainability of the agency

To assure a level of care across agencies, a collaboration of service providers, under the direction of NACH, can create standards of care for all the major services, shelter and housing programs that serve homeless persons.  The degree to which agencies within the Continuum of Care are invited or required to adhere to the standards will be the decision of providers and funders.

Once standards are accepted, the community of providers can undertake outcome assessment to document the effectiveness of their services and enhance program planning.  Evaluation can be conducted with minimal burden to providers by working with the data in HMIS and collecting and analyzing data submitted in the context of the annual response to the HUD Continuum of Care grant.

2. Rapid Re-housing of Chronically Homeless Persons
The Houston study reported that over the past five years, three projects that sought to offer immediate shelter in clinical and non-clinical settings to persons living under an overpass in the downtown district of Houston.  The most recent of these resulted in the successful housing of 172 chronically homeless individuals. 

Findings from the evaluation of this program showed that its success was based on four components: 1) the availability of non-clinical housing options that were presented in tandem with a targeted outreach, 2) multi-disciplinary outreach teams that provided on-site triage and assessment, 3) service-rich, frequent follow-up for clients of the intervention, and 4) a term of support for at least 90 days.  This project validated the ’Housing First‘ model of intervention with chronically homeless persons. 

3. Classification of Services Using a Public Health Prevention Model

Given that addressing homelessness requires a complex set of prevention and intervention services, the developers of the Plan found a model of categorizing levels of services—a structure often used in public health planning.  Within this context, services are grouped according to the agents of prevention and intervention: 1) community level interventions, 2) group level interventions, and 3) individual level interventions.  As the names reveal, service delivery is seen as a matrix aimed at each of the levels.  

Within this Plan, agencies and organizations are located within the matrix of intervention, as are the types of services they provide.  In addition, an analysis of the gaps in services and barriers to access are also categorized in this manner.
DATA REPORT:

In addition to the services directly related to intervention in to homelessness, the collaborators in the development of this plan also discussed other areas of intervention that would prevent homelessness and aid in successful rehousing for homeless persons.  These suggestions emerged from discussions that were informed by the Survey of Low Income Residents conducted by Community Development in 2007.  

A summary of those activities follows premises in each of the categories upon which the collaborated deliberated: 1) healthcare; 2) affordable housing; 3) economic development and asset building.
The study included survey results from 700 respondents, who were randomly selected and qualified  from 4 zip codes where low income residents most often reside: 35805, 35810, 35811, 35816.  Telephone surveys were conducted by Zogby International, with data analysis conducted by Community Development.  The demographic characteristics of respondents are represented in the charts below. 
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The most frequently reported age range of respondents was between 35 and 54.  On advice of community representatives, respondents were not asked their age directly since this is considered inappropriate by sub-groups, thus an average age was not calculated.
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As shown in this chart, only 15% of respondents were college graduates, half the number who reported that they had not graduated from high school.  This statistic defies the common perception that Huntsville is populated exclusively by educated engineers.  
The neighborhoods are populated in almost equal proportions of White and African-American persons, as shown below.
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As listed above, in addition to homelessness, the planning group considered interventions in healthcare, affordable housing and economic development.  The following discussion lists the premises that should guide interventions and the data from the Survey of Low Income Persons that supports those premises.
· Health care: 

Premises
· Community-level interventions in preventive healthcare are cost-effective, reduce illness and injury, increase likelihood or securing and maintaining employment, improve worker productivity and allow communities to thrive.

· Huntsville conducts very few community-level health interventions.

· Mental health services for low income persons are scarce, as are substance abuse prevention, counseling and treatment services.

· The most likely interventions would be directed to prevention and amelioration of symptoms related to:

· Syndrome X

· Diabetes

· Hypertension
· Cardiovascular Disease
· Asthma

· Arthritis
· Mental healthcare and Substance Abuse Treatment

When asked about current medical conditions, the respondents to the Survey of Low Income Persons listed hypertension most frequently with almost 40% having been diagnosed with the condition.  Of note, is that this trend was consistent regardless of age group.  Since obesity rates in Alabama are the highest in the US, the constellation of hypertension, diabetes and cardiovascular disease would be expected to be high.
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Unfortunately, almost 20% of the survey respondents indicated that they were not insured, though most were employed and only 32.7% were insured through an employer.  Among the uninsured only 33% were able to secure medical care from a private physician. 
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Nearly 50% of the uninsured indicated that they would require ongoing medical care, while 53% needed dental care and 16%, mental health care.  When considering these statistics, it is important to note that the need for mental health care is consistently under-reported in self-report surveys and rarely in such questions is the need for substance abuse treatment taken into account.
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· Affordable housing

Premises
· The stock of permanent housing is inadequate and should be increased through new construction, rehabilitation and alternatives for infill

· Among the tipping points that lead to homelessness is the inability to pay utilities, mortgage, rent and healthcare costs

· Access to all federal, state and municipal programs will be enhanced through a coordinated effort that results in a Comprehensive Housing Plan that is focused on increasing the opportunity to obtain and maintain permanent housing
· Implementing programs within the Huntsville Housing Development Inc, the AAMU CDC and the CHDO program will increase stock of affordable housing
· Housing Cooperatives are an established method for improving rates of home ownership and reducing risk
· Creating a Comprehensive Affordable Housing Plan is necessary for the development of affordable housing in a context that assures financial viability
· Implementing the San Francisco Model of targeting neighborhoods sequentially has been shown to improve housing and economic development outcomes
· Widespread implementation of pre-and post home ownership counseling has been shown to improve retention rates among home buyers
· Conceptualizing affordable housing as “Worker housing” leads to better acceptance among neighborhoods that are selected for implementation
· A more effective coalition of developers, government and funders needs to be forged
· Expansion of the down payment assistance program is essential
Survey respondents indicated that 42% were renters and 56% were owners.  In the less stable neighborhoods, such as Terry Heights (35805), the rate of renters was 67%.  It is commonly reported that neighborhood destabilization occurs when homeownership falls to 50% or less.  In local neighborhoods, this has been shown to be an accurate assessment. As seen in the following chart, the average monthly rent in the studied neighborhoods was $416, while the mortgage rate was $582 and the combined rate was $483.
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Over two-thirds (68%) of respondents pay less than $500 per month in rent and one-third of homeowners pay less than that amount for their mortgage monthly.
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Despite the apparent affordability of these rates, 6% of the entire sample are delinquent in their rent payments, 2.4% in mortgage payments and 12% in utility payments.  Viewed another way, among those who are delinquent with any payments, 31% are delinquent in their rents, 11% in mortgage and a majority—57%--are not current in utility payments.
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Of the 700 respondents, 15% were not satisfied with the housing situation, most often because they believed that their residence was in ill-repair.  The following chart illustrates reasons for housing dissatisfaction.

	Reasons for Housing Dissatisfaction
	 

	Run-down/poor repair
	39.9%

	Unsafe/too much crime
	28.1%

	Too noisy
	25.1%

	Too expensive
	16.0%

	Poor access to transportation
	10.7%

	Not modified to accommodate special needs
	8.8%

	No indoor plumbing
	2.6%

	No utilities
	1.4%

	Not close enough to schools
	0.6%


· Asset Building and Economic Development

Premises
· Poverty amelioration can be accomplished by:

· Increasing employment options for persons living in poverty

· Increase assets through employment, skill building, home ownership, savings account options and employment alternatives 

· Implement worker cooperatives
· Institute micro-lending program
· Individual savings account programs
· Collaborate with employers to upgrade skill set of employees
· Full participation in entitlement programs as bridges to self-sufficiency

· Vocational assessment

· Earned income tax credits

· Medicaid

· Food stamps
· Private sector participation is essential to economic development and asset building in low income areas
The study qualified respondents based on whether they met the standard of earning less than 80% of and average median income for the region.  Those rates are:

	Number in Household
	Annual income limit

	1
	$36,300

	2
	$41,500

	3
	$46,500

	4
	>$46,500


Among the respondents, more than 20% were supporting households of 4 or more persons on an income less than $36,300 ($698 per week).  The average rent/mortgage payment in this group is $324, with 47% renting their residences.  Fourteen percent of this group reports delinquencies in payments, compared to 6% of the entire sample.  
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Nearly half of the respondents (46%) are employed full or part time, while 11% are unemployed.
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If those who are not eligible for employment (full time homemakers, full time students, retired persons, the disabled) are removed from the sample, the rate of full time employment is 64%, part time employment 18% and rates of unemployment, 18%.
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Of particular interest was the sector where respondents reported they were employed.  Consistent with the community at large, the most frequently cited sector was health, although the respondents tended to hold lower wage positions. In the government sector both the rates of employment and the wages were lower than the general community, as shown in the following 2 charts.  The majority of the “other” category was from the manufacturing sector.
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	Sector
	Annual Income
	Total

	
	$36,300
	$36,301-$41,500
	$41,501-$46,550
	$46,651
	

	Government
	2.5%
	14.3%
	11.1%
	5.3%
	5.9%

	Defense contractor
	4.4%
	2.0%
	 
	5.3%
	3.6%

	Healthcare
	19.0%
	14.3%
	11.1%
	15.8%
	17.0%

	Education
	7.6%
	8.2%
	3.7%
	10.5%
	7.5%

	Business
	19.0%
	12.2%
	14.8%
	15.8%
	17.0%

	Media
	3.8%
	 
	 
	 
	2.4%

	Restaurant or hospitality
	5.1%
	14.3%
	 
	10.5%
	6.7%

	Retail
	7.0%
	10.2%
	18.5%
	 
	8.3%

	Services
	14.6%
	2.0%
	11.1%
	15.8%
	11.9%

	Manufacturing/Other
	17.1%
	22.4%
	29.6%
	21.1%
	19.8%


Another measure of the poverty-related concerns of the residents is the level of food insecurity.  Among all respondents, 25% reported worrying about having sufficient food for themselves and their families, while among the unemployed respondents, nearly half cited such concerns.  Additionally, 12% of the entire group indicated that they skipped meals due to lack of food, nearly one-quarter of those who were unemployed did so.   
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More than half (53.5%) indicated that they had accessed social service benefits in the previous year.  Of these, the most often cited benefit was Medicaid, followed by Medicare and Social Security.  Interestingly, fewer than those who were eligible received food stamps.  Local providers have noted this trend as the result of a combination of factors: 1) misunderstanding of eligibility requirement; 2) reluctance to use this benefit, because of a perception of public reprobation; 3) difficulty in applying for the benefit.  Efforts have been undertaken by providers to increase the use of food stamps, both to ameliorate hunger and food insecurity and to enable recipients to receive ancillary benefits that food stamp registration opens to them.
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Summary 
Clearly, poverty exists in Huntsville and will the planned expansion of the population, it is conceivable that poverty will also increase due to local inflation of costs of living in the wake of rising demand for all services as well as national and international factors that are already driving costs of basic needs, such as food, transportation, fuel and housing higher.  Responding to these trends now may effectively stem an increase in poverty and homelessness.
Numerous recommendations have been included in this report, but without concerted and strategic oversight, it is unlikely that implementation will be enacted.  Public will in the community has not been generated for the challenges related to poverty and without it all that will change is the rapidity at which the rate of poverty rises.  Poverty is based on intrinsic (personal, individual) and extrinsic (societal, community, infrastructure) factors that are virtually inseparable as research continually shows.  
Much public policy related to poverty focuses on the intrinsic while denying the extrinsic, while social services tend to reverse this.  The most effective, evidence-based practices engage individuals through their strengths and resources while attempting to remove or at least curtail the obstacles that prevent them from succeeding.  Many communities have done this with success. It is time for Huntsville to ascertain both intrinsic and extrinsic barriers faced by its most compromised residents and with the intelligence and vigor for which it is known. 
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� The number is based on the assumption that in addition to the 35% “extensive” care group, approximately 5% of persons in the “ongoing” care category will also require permanent supportive housing.
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