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Overview

On March 1-2, 2007, the U.S. Department of Health and Human Services (HHS) and the U.S.
Department of Housing and Urban Development (HUD) sponsored the second National Symposium on
Homelessness Research. This publication is a compendium of the 12 papers prepared for and presented at
the Symposium.

In 1998, the first National Symposium on Homelessness Research was held in Arlington, VA, bringing
together researchers, policymakers, practitioners, and formerly homeless people to review and discuss
what had been learned in the decade since the passage of the Stewart B. McKinney Homeless Assistance
Act (P.L. 100-77). The McKinney Act provided the first federal funds targeted specifically to address the
needs of homeless people. Sponsored jointly by HHS and HUD, the two-day Symposium featured
presentations by authors of 11 research papers and facilitated discussions to provide feedback to the
authors and Symposium planners. The papers were then revised and published in a compendium titled
Practical Lessons: The 1998 National Symposium on Homelessness Research.

Now, 10 years later, the landscape of homelessness research has evolved significantly. New models for
housing and service delivery have emerged, and cutting edge research has expanded our understanding of
the various populations that experience homelessness. Research on the dynamics of shelter use has
yielded important information about the characteristics of single individuals experiencing homelessness
and has brought focus to the population experiencing chronic homelessness. Efforts continue within and
across federal agencies to standardize homeless-related data definitions and improve performance
measurement activities, an example of which is HUD’s Homeless Management Information System
(HMIS). The Symposium held in 1998 focused primarily on housing and health and human services.
While these issues are still central to the issue of homelessness, additional areas relating to employment,
veterans, and the criminal justice system are increasingly important to understanding the complexity of
homelessness in the 21* century.

Much research has been accomplished since 1998, but progress has not occurred equally across subject
matter since that time. Certain subjects were ripe for analysis in 1998, and policy priorities frequently
move research efforts in particular directions. In recognition of this evolution, HHS and HUD sponsored a
second National Symposium in 2007 to provide a forum in which to present and synthesize the current
state of the art knowledge pertaining to homelessness.

For the 2007 Symposium, the Office of the Assistant Secretary for Planning and Evaluation (ASPE) at
HHS and the Office of Policy Development and Research (PD&R) at HUD contracted with Abt
Associates Inc. and Policy Research Associates, Inc., to work with staff across several federal agencies
and the U.S. Interagency Council on Homelessness to coordinate a second National Symposium, focusing
on lessons learned from research and practice since the 1998 meeting. To guide the development of the
Symposium, an expert panel was convened to provide input on the format for the event, paper topics,
paper authors, and Symposium participants. The members of the expert panel also reviewed and provided
comments on draft papers prior to the Symposium.




Overview

The members of the expert panel were:
Martha Burt, Urban Institute
Dennis Culhane, University of Pennsylvania
Meredith Deming, Bradenton County Coalition on Homelessness
Charlene Flaherty, Corporation for Supportive Housing
Paul Koegel, RAND Corporation
James O’Connell, Boston Health Care for the Homeless Program
Ann O’Hara, Technical Assistance Collaborative
Debra Rog, Westat
Nan Roman, National Alliance to End Homelessness

Phyllis Wolfe, Phyllis Wolfe and Associates, Inc.

Teams of authors consisting of leading researchers and practitioners were commissioned to prepare 10
papers for discussion at the Symposium, held March 1-2, 2007 in Washington, D.C. To supplement these
10 papers, the HHS Substance Abuse and Mental Health Services Administration (SAMHSA) sponsored
two additional papers: an eleventh paper focusing on rural homelessness and a twelfth paper written by an
“emerging researcher” (i.e., chosen from among individuals from underrepresented racial and ethnic
groups, individuals with disabilities, or individuals from disadvantaged backgrounds) in order to increase
diversity on a national or institutional basis in the field of homelessness research. The emerging
researcher was competitively selected from a pool of current doctoral candidates and recent doctoral
graduates to prepare a paper and presentation for the Symposium. At the Symposium, the paper authors
presented their papers, and Symposium participants, comprising over 200 researchers, service providers,
consumers and policymakers, provided feedback to the authors. The final drafts of the 12 papers are
presented in this compendium.

Lessons of the Past Decade and Future Directions

While the papers commissioned for the 2007 Symposium cover a wide range of topics, two broad themes
illustrate how the fields of homelessness research and practice have evolved since the 1998 Symposium.

The emergence and strengthening of new and existing collaborative efforts to address homelessness at
all levels of government and among local providers and consumers is a distinguishing feature of the
last decade of homeless assistance. This trend toward systems change and integration contributes to a
more holistic view of interventions to mitigate and, ultimately, end homelessness. Examples include the
growth and enhancement of continuums of care as organizing structures for combating homelessness, the
development of Policy Academies as a tool for prioritizing and coordinating state efforts, the creation of
local 10-year plans to end homelessness, and the engagement of mainstream service resources such as
Medicaid to expand the services provided through homeless assistance programs. Such collaborative
efforts often have other positive results, including attracting new stakeholders that had not previously
been involved in homeless assistance networks, as well as increasing resources to fund services and
produce housing. Given the fierce competition for the limited supply of low-cost housing for those who
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are homeless as well as those who are poor and potentially at risk of homelessness, these resources—both
organizational and financial—are critical to ending homelessness.

In order to prevent and end homelessness, we know that multiple service systems must work together, and
we are beginning to understand effective strategies to make change happen within and across systems. For
example, the nexus of incarceration and homelessness—and the movement between these two systems—
demonstrates the critical need for collaborative efforts among the criminal justice, housing, and homeless
assistance systems. Through coordination among housing, homeless assistance providers, and mainstream
family support systems, new approaches are being developed to help families retain housing they may be
at risk of losing or to transition quickly out of emergency shelters if they do become homeless. Similarly,
practitioners and policymakers are addressing how to coordinate mainstream employment, training, and
income support programs with interventions targeted specifically to people who are homeless to enhance
work opportunities and increase incomes.

Despite the factors that are promoting collaboration, there remain challenges to true systems change.
Homeless assistance services continue to be fragmented in some communities, and the prevalence of
renewal grants in HUD programs may have the unintended effect of reinforcing this fragmentation. More
broadly, change is hard. A relatively small number of communities have brought together the broad-based
coalitions of homeless assistance providers, mainstream service providers, politicians, and the business
community that are needed to develop a systemic approach to homelessness. Others have made more
modest moves in this direction. Research to document and assess the outcomes of collaborative efforts on
the people they serve and on homelessness overall is beginning to emerge, leading to the second theme of
the past decade.

The increased emphasis on collecting and using data to understand better the characteristics and
dynamics of homelessness is helping the homeless assistance field synthesize research findings, assess
what we know, and outline what we still need to learn. The growing use of Homeless Management
Information Systems (HMIS), cost-benefit analyses, and administrative data systems to learn more about
what works for whom, and at what cost, is helping move the field from anecdotal to evidence-based
approaches. We are better able to address questions about how people who are homeless differ from those
who are poor, but domiciled. When fully implemented, HMIS will help document the number of people
who are homeless, some of their characteristics, and how they use homeless assistance services over time.
Analysis of service utilization and cost data from administrative systems has already furthered our
understanding of patterns of homelessness and service use for unaccompanied adults with disabilities. The
application of this type of analysis to other subpopulations—such as homeless families—may shed light
on how homeless assistance programs can best target housing and service resources to meet the needs of
other, less understood groups.

Research tools are evolving and more data are available now than at any time in the past. This allows
programs to better target services and respond flexibly to individual needs. However, there is still much to
learn. The usefulness of research on homelessness is often constrained by the lack of clear definitions and
rigorous measurement of both the interventions (housing and services) and their beneficiaries. We strive
to learn “what works for whom,” but we often fall short in our efforts to measure the “what” and to
characterize the “whom.” There is a clear need for continued attention to data collection, to the
importance of rigorous controlled studies to expand our knowledge, and to the mutual benefits of sharing
information between researchers and the field.
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The papers presented and discussed at the Symposium and compiled in this compendium are briefly
previewed below. Collectively, they offer a cogent summary of how far we have come since the 1998
Symposium, and where we still need to go in homelessness research.

Synopses of 2007 Research Papers

Historical and Contextual Influences on the U.S. Response to Contemporary
Homelessness

Walter Leginski reviews the nature of and responses to homelessness throughout the nation’s history and
the evolution of approaches to contemporary homelessness. The author notes that, in the past two
decades, a de facto system of service has evolved to apply actions and services to a population
experiencing homelessness, through a network of organizations that deliver services within a funding and
policy context. He further states, however, that the system is not driven by specific legislation or theory.
Instead of a coherent system, different approaches have been adopted by federal departments and the
advocacy community. The author’s assessment of progress and future opportunities focuses on the current
emphasis on addressing chronic homelessness within the context of the proposed de facto system.

Changing Homeless and Mainstream Service Systems: Essential Approaches to Ending
Homelessness

Martha Burt and Brooke Spellman focus on how federal policy and state and local action have stimulated
the development of homeless assistance networks and how those networks are evolving to address ending
homelessness. While little formal research has been done on this subject, the authors present frameworks
for assessing system change as well as describe promising practices from the field. They describe factors
that may influence the success of change efforts, including the local and state context, the interest and
commitment of stakeholders, the scope of desired change, the governance and management structure for
change, and the intended process for change. They also review mechanisms that help make change
happen by reorienting local continuums of care, matching clients and services, retooling funding
approaches, and using data to track implementation and outcomes.

Consumer Integration and Self-Determination in Homelessness Research, Policy,
Planning, and Services

Susan Barrow, Lorraine McMullin, Julia Tripp, and Sam Tsemberis assess how the process and outcomes
of research, policy, and service delivery change when they involve or are driven by people who have
themselves experienced homelessness. The authors review the available evaluation literature and present
lessons from the field on consumer integration in research, policy, and program implementation. They
also describe the barriers to consumer integration and strategies for addressing the barriers. They further
address what happens when people who are homeless make the decisions about the housing and services
they need. The authors review findings on the individual- and system-level impacts of consumer-driven
approaches to homeless assistance.
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People Who Experience Long-Term Homelessness: Characteristics and Interventions

Carol Caton, Carol Wilkins, and Jacquelyn Anderson document the considerable efforts of the past
decade to address the needs of people who are considered “chronically homeless; that is, unaccompanied
adults with disabling conditions who experience long or numerous spells of homelessness. The authors
detail the prevalence, characteristics, and service needs of adults who are chronically homeless and
present a synthesis of recent research on service and housing interventions. Finally, they discuss the
implications of the findings for services and for future research. The authors note that rigorous research
on many interventions is lacking, but promising practices from the field may help guide the development
of housing and services.

Homeless Families and Children

Debra Rog and John Buckner report that since the mid-1990s, there has been continued research and
policy interest in understanding the characteristics and needs of families and children who become
homeless, especially in understanding the heterogeneity within the population and whether a “typology”
of families can be created (i.e., distinguishing families with greater needs for services and housing from
those with lesser needs.) The authors review the findings from recent studies on homeless families and
children and summarize the descriptive and outcome findings from evaluations of housing and service
interventions and prevention efforts. With respect to children, research has focused on understanding and
documenting the impact of homelessness on children. Rog and Buckner emphasize that that many of the
challenges homeless families and children confront are also experienced by families that are very poor but
not homeless, pointing to the need for further research on how to target assistance most efficiently to
minimize the incidence and duration of homelessness for low-income families and children in general.

Homeless Youth in the United States: Recent Research Findings and Intervention
Approaches

Paul Toro, Amy Dworsky, and Patrick Fowler cite research indicating that youth may be the single age
group most at risk of becoming homeless, yet comparatively little research has been done in the past
decade on this vulnerable population. Some important progress has been made, including longitudinal
studies on youth “aging out” of foster care. After reviewing the characteristics of homeless youth, the
authors review recent research findings on the homeless youth population and interventions developed to
address their housing and service needs. These include interventions directed at youth themselves
(education, employment, social skills training) as well as family-focused strategies. The authors conclude
with future directions for both research and practice.

Characteristics of Help-Seeking Street Youth and Non-Street Youth

Alma Molino, a graduate student in Clinical Psychology at Rosalind Franklin University of Medicine and
Science, was selected through a competitive process to prepare a paper on her research on runaway and
homeless youth. The author used data collected from callers to the National Runaway Switchboard to
describe the characteristics and issues facing a large national sample of youth who have run away or are
in crisis, and to examine the associations between these issues and status as a street youth (runaway,
throwaway or homeless) or non-street youth (considering running away or being in general crisis). The
relationship between the type and number of issues and the frequency of running behavior is also
assessed.
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Rural Homelessness

For the 1998 Symposium on Homelessness Research, rural homelessness was not assigned as a paper
topic in its own right. Due to its increasing significance, Marjorie Robertson, Natalie Harris, Nancy Fritz,
Rebecca Noftsinger, and Pamela Fischer prepared a paper on rural homelessness for the 2007
Symposium. Given the somewhat limited formal research available, the authors supplemented their
literature review with information from government documents and technical assistance materials as well
as input from an expert panel of researchers and practitioners. The paper summarizes what is documented
to date about the characteristics of people who are homeless in rural areas and examines whether rural
homelessness and the service approaches to address it can be differentiated from urban homelessness. The
authors identify gaps in current knowledge about rural homelessness and recommend new directions for
research.

Incarceration and Homelessness

Stephen Metraux, Caterina Roman, and Richard Cho provide a synthesis of the emerging literature on the
nexus between incarceration and homelessness. The authors explain how the increasing numbers of
people leaving carceral institutions face an increased risk for homelessness and, conversely, how persons
experiencing homelessness are vulnerable to incarceration. The authors review recent efforts to address
reentry issues and review research results on studies of homelessness among prison and jail populations
and research on incarceration among people who homeless. After reviewing common barriers to housing
for people who have been incarcerated, the authors assess what is known about the effectiveness of
services and housing interventions to address these barriers and outline needs for future research.

Housing Models

Gretchen Locke, Jill Khadduri, and Ann O’Hara provide an overview of housing and service models for
programs serving people who are homeless and synthesize the research on the efficacy of the models,
what is known about what works for whom, and the implications for preventing and ending homelessness.
The authors review how changes in income support and housing assistance programs in the past decade
have contributed to greater competition for scarce resources for low-income households—both those that
are homeless and those that are not. The authors then discuss findings from research and practice on
housing and service intervention for families and for unaccompanied adults with disabilities. Noting the
continued lack of rigorous research on program implementation as well as impacts, the paper concludes
with suggestions for future research.

Employment and Income Supports for Homeless People

David Long, John Rio, and Jeremy Rosen synthesize the findings of recent studies examining the role of
mainstream programs such as Supplemental Security Income (SSI), Social Security Disability Income
(SSDI), Temporary Assistance for Needy Families (TANF), and Workforce Investment Act (WIA)
initiatives in enhancing employment and incomes for people who have experienced homelessness. The
authors also describe the design and outcomes of targeted programs designed specifically to address
employment and income support for people who are homeless. While some rigorous evaluations have
been done on mainstream programs, the effects of the interventions on the subpopulation that has been
homeless are often not addressed. Few rigorous studies have been done on targeted programs. The authors
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draw several conclusions from the available evidence and outline future research directions to fill
important gaps in the research literature.

Accountability, Cost-Effectiveness, and Program Performance: Progress Since 1998

Dennis Culhane, Wayne Parker, Barbara Poppe, Kennen Gross, and Ezra Sykes summarize the progress
made in the past decade toward making homeless assistance programs more accountable to funders,
consumers, and the public. The authors observe that research on the costs of homelessness and cost
offsets associated with intervention programs has been limited to people who are homeless with severe
mental illness. But this research has raised awareness of the value of this approach, such that dozens of
new studies in this area are underway, mostly focused on "chronic homelessness." Less progress has been
made in using cost and performance data to systematically assess interventions for families, youth, and
transitionally homeless adults. The authors present case studies of promising practices from the State of
Arizona and Columbus, Ohio, demonstrating innovative uses of client and program data to measure
performance and improve program management toward state policy goals, such as increased housing
placement rates, reduced lengths of homelessness, and improved housing stability.
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Historical and Contextual Influences on the U.S.
Response to Contemporary Homelessness:

Walter Leginski, PhD, Retired, U.S. Department of Health and Human Services, Washington, DC

Abstract

This paper reviews the nature of and responses to homelessness throughout the nation’s history and the
evolution of approaches to contemporary homelessness. The author notes that, in the past two decades, a
de facto system of service has evolved to apply actions and services to a population experiencing
homelessness, through a network of organizations that deliver services within a funding and policy
context. He further states, however, that the system is not driven by specific legislation or theory. Instead
of a coherent system, different approaches have been adopted by federal departments and the advocacy
community. The author’s assessment of progress and future opportunities focuses on the current emphasis
on addressing chronic homelessness within the context of the proposed de facto system.

Introduction

Since the last National Symposium on Homelessness Research in 1998, much of our attention has focused
on persons experiencing chronic homelessness and on efforts to end the longstanding national challenge
of homelessness. Research, knowledge development, opportunity, and advocacy have each served to
address our concerns, and the result has been a significant revitalization in our national response. Parallel
advances suggest the emergence of a coherent, de facto system of service to address homelessness. While
the system has yet to realize full expression, its easily identifiable components provide opportunities to
focus our efforts and demonstrate that positive outcomes are occurring. The operational components of
the de facto system, which will be discussed in this paper, challenge us to consider what further successes
we might achieve with a formal system that strives to rectify homelessness.

The emergence of the de facto system has been fostered by at least four factors:

e adeepened empirical understanding of the heterogeneity within the population of people
experiencing homelessness,

! The author wishes to thank the planners of the Symposium, Paul Koegel, Roseanne Haggerty, Fred Karnas, and

William Breakey for their review of an earlier draft of this paper and Nancy McKenzie for her assistance editing
later versions.
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e agrowing store of effective service responses,
e service providers that are increasingly adept, and

o the development of multi-partner collaborations among providers that help address the
multiple facets of homelessness.

Papers at the previous Symposium (see Fosberg & Dennis, 1999) acknowledged developments in these
areas (see Rosenheck et al., 1999; McMurray-Avila et al., 1999; Dennis et al., 1999), and at least three of
these factors receive attention in other papers in this Symposium. Before examining the proposed
systemic response, this paper will discuss the history of homelessness in the United States. After a
discussion of the changes in our approach, a section on the prevention of homelessness and another on
global perspectives on homelessness will follow.

What Does History Tell Us About Addressing Homelessness in
America?

Homelessness has been a persistent and enduring feature in American history, which provides invaluable
context for considering our current response to its challenges. The resources listed below, and particularly
the history provided by Kusmer (2002), facilitate the unsystematic review of homelessness in this country
that follows:

annotated bibliographies (Van Whitlock et al., 1994),

complete histories (Kusmer, 2002),
e short reportorial histories (Caton, 1990),
o histories that apply anthropological theory to homeless patterns (Hopper & Baumohl, 1996),

o homelessness considered from changing legal and legislative perspectives (Peters, 1990,
Handler, 1992, and Simon, 1992),

e history analyzed for advocacy purposes (Bassuk & Franklin, 1992), and
o homeless history analyzed in specific cities (Hopper, 1990, 1991).

While there have been temporary lulls, from colonial times forward there has been no period of American
history free of homelessness. Writers such as Caton and Kusmer suggest there have been at least five
waves of homelessness, including contemporary homelessness, that reached levels causing social concern.
The periods for these consequential episodes of homelessness and selected similarities and differences
across them are summarized in Exhibit 1.

Economic and Societal Changes

The consistent structural variable in America’s homelessness history is economic performance. When
business cycles turn downward and the economy falters or retreats, people get cut off from their
livelihood. Sources such as Tull (1992) and Homebase (2005) place particular emphasis on the economic
shifts from a manufacturing to service-based U.S. economy, and globalization as significant contributors
to contemporary homelessness. No matter the specifics, looking across the episodes summarized in
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Exhibit 1, homelessness appears either to increase during perturbations in the economy or to be more
willingly acknowledged. As Burt and Aron (2000) have noted, the contemporary wave of homelessness
has not subsided during good economic times. This suggests that economic performance is only one
factor in a constellation of many other causes.

Although it may be an accident of labeling, each major wave of homelessness seems to be associated with
a period when America was undergoing a significant redefinition of itself; for example, colonies in revolt
and seeking their independence. Hopper and Baumohl (1996) and Hopper (2003) advocate for the use of
the anthropological concept of liminality as a theoretical basis for understanding the condition of
homelessness and our response to it. A liminal state represents a period between transitions from one life
stage to another and is characterized by high levels of personal ambiguity and uncertainty. If large
numbers of individuals do not successfully exit a liminal state, the consequences are socially unsettling
and provoke a corrective response. Social and government programs are often created to correct or
prevent difficult transitions.

It is interesting to extend the concept of liminality to the periods during which U.S. society itself, rather
than an individual, undergoes a transition from one stage to another (colony to nation, manufacturing
economy to service-based, etc.). It could be speculated that there are some types of societal transitions
associated with leaving a large number of citizens behind—that is, those not making a successful
transition. Homelessness may be one manifestation of such a jarring societal transition. If the concept has
merit, there may be value in trying to determine what types of societal transitions are correlated with
homelessness as a residual. Such understanding could have value in anticipating a future national episode
of homelessness and in analyzing what interventions could contribute to leaving fewer citizens in a
liminal state of homelessness.

Defining the Boundaries of Homelessness Cycles

None of the homelessness history material reviewed supports a conclusion that national episodes of
homelessness have a definable beginning or end. Although it is clear that homelessness has existed
without interruption in American history, its emergence as a recognized problem occurs over a period of
years, not suddenly. The evidence examined further suggests that all prior waves have run their course
and petered. All of the service interventions noted in Exhibit 1 operated as exigencies, and except for a
decline in shantytown populations associated with the Federal Transient Service (Kusmer, 2002) and the
benefits of an economic recovery in the late 1930s (Caton, 1990), the sources are silent on how the
episode was resolved. This could be a matter of missing evidence or possibly an omission within the
sources examined. The contemporary wave must be acknowledged for its watershed statement that
homelessness can be ended—Dby a date as yet to be determined.

Distinct Responses to Homelessness

Until the 20" century responses, assistance to homeless populations does not appear to be distinct from
assistance offered low-income people. During much of that century, citizens began to expect more of the
federal government, both in the form of social insurance programs that buffered some of life’s inevitable
setbacks (e.g., New Deal and Great Society programs) and smoothed national economic performance
(e.g., actions by the Federal Reserve Bank). Much of this expectation seems to have created a growth and
differentiation of programs. The distinction of homeless assistance from poverty-focused assistance might
be embedded within that pattern. Certainly, the contemporary wave is distinct from prior waves in the
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Exhibit 1

Similarities and Differences Across Five Major Episodes of Homelessness in U.S. History?

Consequential Homelessness Episode

Colonial Homelessness
(1660s-1770s)

Pre-Industrial Period (1820-1850)

Post-Civil War Period (1870-1900)

Great Depression (1929-1940)

Contemporary Period (1980-Present)

Nature of
homelessness

o ltinerant workers
» "Wandering poor”
« "Sturdy beggars”

Primarily unemployed working men

o The “vagabond” era, with large
numbers of men “hopping” trains and
wandering. “Tramp” and “bum” were
the standard labels, derived from terms
applied to provisions foraging by Civil
War troops.

o Some freed slaves, single and family

» Working class especially represented,
with homelessness reaching into
middle classes

o Clear emergence of African Americans,

women, families

Prevalence rates of 1-5 percent cited

o Homelessness persisted following Great
Depression but associated almost exclusively
with alcohol abuse among single men located
in marginalized neighborhoods

Single people, with high incidence of
behavioral disabilities

Families with children

Causal factors

Agricultural society

e Bumpy business cycles

Two severe economic downturns;

o Severe economic instability

Poor economic performance during 1970s-

suggested required skilled and e Mills, mines, and dock work employment near 40 percent o Immigration early 1980s
unskilled worker mobility complement agriculture, but with less | e Immigration  Migration « Shift to service economy
« Continuing territorial employment security e Large number of Civil War veterans o Deinstitutionalization
skirmishes o Railroads and telegraph introduce o Railroad penetration allowed for a » Housing access and affordability
o Beginnings of business pervasive societal changes subculture of “train hoppers” e Changes in programs to assist poor/uninsured
cycles o Service access and adequacy
e Immigration
Service o Vagrancy laws o Charity-run almshouses and wayfarer | ¢ Skid rows, flophouses, and cage hotels | e A quarter of cities surveyed in 1933 o Initial ad hoc responses by cities, charities to
responses o Community "warning out” | lodges are the modal response offered nothing to homeless persons address immediate shelter and food needs
procedures e Publicly run lodging houses ¢ Rhode Island Tramps Act of 1880 « Breadlines, soup kitchens, shelters, e Early federal intervention as service
o Work programs  Obligation to return work for service emulated by nearly every state; and shantytowns demonstrations and analysis of population
o Corporal punishment o Little differentiation of homelessness designed to arrest/convict homeless o First federal assistance for homeless | ¢ 1997 survey documents 40,000 homeless-
responses from assistance to the poor people persons, federal Transient Service, serving programs in 21,000 locations
and down on their luck e Municipal and charity-run shelters; bare |  focused on unemployed homeless; o McKinney legislation and amendments
o Jails commonly provide overnight bones lodging and modest rations existed for 3 years, established establish and fund housing and service
accommodation o Shelters and services by Christian “transient relief programs” providing programs specific to homeless people
o Toughened vagrancy laws evangelical groups housing, food, job training, and
e Imprisonment o Except for criminal justice education in 47 of the 48 states
interventions, little differentiation of o New Deal programs were to assist
homelessness responses from people who were homeless as well as
assistance to low-income people other poor and needy people
Other o Tradition derived from ¢ Residential segregation by class;  Strong negative opinions about e First advocacy group for homeless e Strong advocacy group involvement as

observations

English law that the
community/parish was
responsible for its poor
people

working class increasingly
concentrated near employment
Short-term residential approaches
developed suited to rapid turnover of
working class

First emergence of editorial and other
writing that impugns homeless people

homeless populations softened later in
the period as economic causes are
better recognized

Inchoate professionalization of social
work set stage for analytic examination
of homeless and first formal research
studies in early 1900s

Documentation that alcohol abuse
among homeless population is
recognized as a problem

persons, National Committee on Care
of Transient and Homeless,
established in 1932

o Federal government promotes zoning
by communities. Multi-family residential
development more difficult and real
estate on which much of the affordable
multi-family housing is located
becomes attractive for commercial
uses.

leadership, policy analysis, oversight
o Increased private foundation interest over time
o Challenge to end homelessness articulated in
early 2000s substantially influenced by
knowledge development and research

a Based substantially on Kusmer (2002) and Caton (1990)
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scale and longevity of targeted homeless assistance and in the sustained differentiation of housing and
service resources for homeless persons.

The primary locus for organizing a response to homelessness remains at the municipal and county level.
Historians trace this tradition to the 17" century, when colonies adopted features of English law. Locally
organized charity to homeless people engaged both civic and private sector partners for more than 200
years, and according to Kusmer’s analysis, it is not until the 1930s that anyone speaks overtly to the
complexity of multiple partners operating and the desirability of greater coordination. By the late 20"
century, coordination again emerged as an even stronger theme. One of the legacies we may leave from
addressing the contemporary wave of homelessness might be our progress and methodology for achieving
coordination among the multiple service providers.

Housing Costs and Homelessness

Affordable housing for low-income people, and as housing to which homeless people could return, began
to appear in the 19" century. In prior waves of homelessness, a gap between the incomes of the poorest
households and the cost of rental housing was never identified as a causal factor for homelessness. Karr
(1992) indicates that the quality of affordable housing was quite bad, especially in the 19" and early 20"
centuries, but it was available in quantity. The contemporary wave is unique in identifying trends in
housing costs (and not simply incomes) as an issue. Karr’s analysis cites at least four circumstances that
contributed to the scarcity of affordable housing:

e The federal government’s promotion of zoning in the early 1920s would henceforth make
multifamily housing more difficult to develop. It could be developed only in specifically
designated areas and would be segregated from one- and two-family residential areas.

o The preference of the New Deal Federal Housing Administration, created in 1934, for
underwriting owner-occupied, single-family property would further tilt development away
from lower income and multifamily units.

e National housing acts passed in 1949 and 1954 endorsed the clearance of blighted and slum
neighborhoods, which were often to be replaced with commercial rather than residential real
estate. The consequence was the loss of more affordable units than would be replaced by
government intervention in the affordable housing market with either public housing units or
subsidies.

e Karr states there has been no “satisfactory” U.S. housing policy since the 1950s, and the
manifestation of its absence is the worsening maldistribution of housing resources.

Such analyses remind us that the roots of the affordable housing problem go deep and that remedies will
require a reckoning with more issues than simple production.

Attitudes Toward Homeless People

Every wave of homelessness in the United States has also been associated with negative attitudes toward
homeless people. The negativity is variously expressed in legislation such as vagrancy laws, editorial
writing, and personal attitudes. It may be stimulated by dominant cultural values, such as the disdain for
idleness in colonial times, vague invocations of public safety, or in response to observed behaviors.
Among the latter, the abuse of alcohol by homeless people began to receive attention following the Civil
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War (Baumohl, 1989) and produced more pejorative labels and editorial posturing than services.
Following the Great Depression, homelessness was associated almost exclusively with alcoholic single
men, generally found in less respectable sections of town (Rossi, 1990). Service responses to this
population were unobtrusive and almost entirely delivered by charity and faith-based programs.

During the contemporary wave of homelessness, the population is quite diverse, with the substance-
abusing population continuing to be well represented. However, as the seeming epitome of what Katz
(1990) has labeled the “undeserving poor,” homeless people have been the target of a remarkable number
of contemporary laws and ordinances that criminalize many aspects of their daily existence (Simon,
1992). Both the National Law Center on Homelessness and Poverty and the National Coalition for the
Homeless Web sites cite many examples of such laws and ordinances.

The lesson from the review of the history of homelessness in the United States fits well with the analytic
themes of the Symposium and reminds us that many of the contemporary causes and responses are not
unique. History also reminds us that one day our actions, programs, and policies will be the subject of
examination and analysis. We should be committed to leaving the best possible legacy of lessons while
demonstrating that our responses were the best that our knowledge and resources enabled us to deliver.

Our Evolving Homeless System of Service in the United States

In the 1980s, as homelessness was increasingly recognized by the public and governments, the federal
legislation proposed—the Homeless Persons Survival Act—offered responses in the areas of emergency,
preventive, and long-term approaches. When finally passed in 1987, as the McKinney Homeless
Assistance Act (now McKinney-Vento), only the emergency component was implemented. Under several
titles, the legislation authorized the creation of programs that remain the foundation of our national
response to homelessness. However, they were established in distinct departments of the executive
branch, each with its own regulations, grant programs, and recipient organizations. Although the
Homeless Persons Survival Act can be considered as an example of a comprehensive approach, at that
time our understanding of the complexity of the population, services, and the abilities of providers was
too rudimentary to have conceptualized the articulated, collaborative approaches we acknowledge today.

Much of the progress in addressing homelessness over the past two decades represents a response to our
experiences addressing the multiple needs of homeless people and knowledge gained from research and
evaluation efforts. Together, these have contributed to an evolving homeless system of service.? This

2 In comments on this paper at the Symposium offered by William Breakey (2007), he suggested eight social

developments have influenced the evolution and operation of a homeless system of services. Several of these factors
are mentioned elsewhere in this paper and in other papers in the Symposium, but the list is valuable in summarizing
them:

a) increasing poverty

b) an institutionalized response to homelessness

c) the absence of an effective affordable housing policy

d) the lack of a coherent health care system

e) the movement from institutionally-based to community-based care
f) increased influence by private philanthropy

g) the successes of advocacy

h) changes in the roles and rights of women
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Symposium is a rare opportunity both to recognize the remarkable progress we have made without the
benefit of a comprehensive, unifying approach and to question whether we can sustain momentum and
achieve the goal of ending homelessness without one.

The proposed system of service has four components:
e apopulation experiencing homelessness,
e aset of actions and services that are offered to the population,
e organizations that deliver these services, and

¢ the network of funding, policies, and relationships in which these organizations operate

This evolving system of service has no legislation, explicit theory, values, or principles that define it.
Homelessness services have not been guided by a cohesive or overarching theory, model, or policy, and
neither the components nor the system itself have been fully realized. For our purposes, arranging our
knowledge into a set of components and a system of service is a heuristic device that enables us to
examine developments and suggest additional opportunities.

Vicissitudes of funding, differing approaches among federal departments, and unique territories staked
out within the advocacy community have characterized the U.S. response to the contemporary wave of
homelessness. The following are examples of the multiple approaches and models evident in the
development of our current system:

o the original McKinney legislation implemented primarily an emergency response (Kondratas,
1991)

e apublic health model was used in the early 1990s to address both homelessness and mental
illness (Interagency Council on the Homeless [ICH], 1992), and

e the continuum of care approach (Burt et al., 2002) was introduced in the mid 1990s by the
Department of Housing and Urban Development (HUD) as a grant funding requirement and
initially emphasized a community self-determination model. As will be noted later, HUD has
subsequently used this feature to shape the responses of communities, affecting considerably
its self-determination features.

Current approaches may best be viewed as based in pragmatism—trying to assist homeless people with
services offered by providers who function in a network of policies and funding. This pragmatism
suggests the system of service shown in Exhibit 2 below.

Exhibit 2
Four Components of Our Homeless System of Service
Population Services and Providers Network
treatments
People experiencing receive services delivered by providers... working in a network of
homelessness... (housing, treatments, agencies, policies, and
and supports)... funding

—> —> —>
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The exhibit demonstrates that we must:
e understand the nature of the population being served,
o offer appropriate services delivered by capable providers, and

o work within a network of agencies, policies, and funding that ideally present no barriers to
progress.

Although there is some momentum toward agreement on what our system of service aims to achieve, we
do not yet have consensus on our goals. This remains an area where additional efforts across the three
government levels—local (municipal/county), state, and federal—would be helpful. For example, is the
shared goal to end homelessness, end chronic homelessness, or substantially retool our efforts toward
greater effectiveness? Such varying goals can be found in long-range plans offered by communities
(National Alliance to End Homelessness [NAEH], 2006c).

Distinguishing Between a System of Service and a System of Care

The concept of a homeless system of service is borrowed from the concept of a system of care. The latter
developed around addressing the complex service needs of families and children with serious emotional
disturbance (Stroul & Friedman, 1986). A system of care is a philosophy rather than a program, and it
emphasizes “a coordinated network of community-based services organized to meet the challenges of
children and youth with serious mental health needs and their families”
(http://systemsofcare.samhsa.gov/). It responds specifically to the needs of those served, in a culturally
appropriate manner and with interagency collaboration. Program development, funding decisions, and the
promotion of effective practices are all guided by this philosophy and the desire to create systems of care
in all communities.

The “care” terminology does not fit well with housing, which is conceptually different from the types of
care and services associated with health, welfare, employment, etc. As a result, the “system of service”
terminology is used here since it is more inclusive and descriptive of an approach to serving homeless
people. Therefore, while the terminology is different, the system concept is relevant in that it suggests an
approach that is value-driven and used to synthesize and structure the response to the needs of the
population being assisted. A system of service will be able to achieve accomplishments that exceed the
capabilities of any one of its member components. The following is offered as a definition of a homeless
system of service: A coordinated, interrelated set of technologies, providers, policies, and funding
streams that continually adapts to meet effectively the service needs of defined groups of persons
experiencing or at risk of homelessness.

System of Service Development at the Local Level

There are numerous examples of how our homeless system of service has been developing and operating
at a local level:

e HUD?’s Continuum of Care (HUD, 2001) requires communities to marshal an array of
partners to develop a comprehensive plan for housing and services suited to the community’s
needs and its homeless people.

e The Chronic Homelessness Initiative jointly sponsored by HUD, the Department of Health
and Human Services (HHS), the Department of Veterans Affairs (VA), and the U.S.
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Interagency Council on Homelessness (ICH) (HUD/HHS/VA, 2003) explicitly reflects a local
system principle in its identification of specific partners and responsibilities to address
chronic homelessness.

e Many of the 10-year plans currently adopted in over 260 cities and counties embrace a system
principle (NAEH, 2006¢). As communities track their homeless populations, such plans
appear to contribute to reducing the prevalence of homelessness. In their July 11, 20086,
webpage posting (ICH, 2006), the ICH cites data from 13 geographically dispersed cities,
large and small, and all with articulated 10-year plans, indicating reductions in homelessness
from 3.3 to 40 percent over a one- to three-year period.?

Factors Involved in the Development of the System of Service

Exhibit 3 provides an overview of the four system components. (See also Exhibits 4, 5, 7, and 8.) The
factors involved in the development of the system of service are explored in more detail in the following
sections. The Corporation for Supportive Housing has identified five indicators that reflect the evolution
of a homeless system of service (Greiff et al., 2003). It is useful to keep these indicators in mind as the
system components are considered:

o Power: Identified, designated positions with formal authority and responsibility
e Money: Routine or recurrent funding on which the activities can rely

o Habits: Interactions among the system participants to implement the activities of the system
and which occur without mandates from authority

o Technologies/skills: Identification of skills in staff and services that were not previously
common

o |deas/values: New definitions for performance and success that are widely held among
participants.

Homeless Individual and Family Populations

Targeting Chronic Homelessness

During the contemporary wave of homelessness, providers have recognized that the population is
heterogeneous. Programs and services have been differentiated by age, gender, family status, and
disability, to name a few. Even the terminology of “the homeless” was abandoned within the field, both
for its connotations of uniformity and for its elimination of the person having the experience. Special
populations within the larger homeless population were well recognized (e.g., Rosenheck et al., 1999), but
the public health model, the values of the caring professions, and legislation contributed to decades of
service approaches that emphasized assisting as many as possible (see Gladwell, 2006).

However, there is also a tradition of looking at that subset of users who account for a disproportionate
amount of service use. For example, the Agency for Healthcare Research and Quality reported that in

®  Several of these communities are participating in the Chronic Homelessness Initiative, where a rigorous data

collection requirement gives credence to these reductions. Since other cities not receiving Initiative funding also
report reductions, specialized funding alone does not account for these changes.
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Exhibit 3

An Evolving System of Service To Address Homelessness

Potential Goals of the Homeless System of Service:

e Deliver services to people experiencing homelessness

e  Ameliorate the circumstances of homelessness
e  End homelessness

Four Components of
the System

Significant
Development

System Aspect Examined

Consequences

Challenges

Future directions

Population

People experiencing
homelessness...

Focus on chronic
homelessness

o Targeting specific
intervention efforts

Stated goal of ending
chronic homeless-
ness

Demands a cohesive
approach

Availability of housing

Availability of
treatment and support
services

Concern about
groups “left behind”

o Taxonomies that
identify other targeted
approaches

Services and
Treatments

Receive services
(housing, treatments

and supports)... ﬂ

Evidence-based
interventions with
ACT and Housing
First as potential
candidates

Ability to deliver
services of proven
effectiveness

Thoroughness and
quality of research
findings not yet
sufficient
Transferring
knowledge
successfully to the
service providers

» Adopt a course of
action to accumulate
sufficient evidence

» Borrow knowledge,

transfer principles from
translational research

Providers Unknown: Possibility « Realignment of  Absence of data to ¢ Analyze grant program
of adapting to change services offered track and analyze databases
Delivered by « Focus on staff skills changes o Activities to support
providers... to deliver services  Adapting to change organizational change
e Improved
ﬂ organizational
effectiveness and
efficiency
Network Homeless councils o Engages previously « Funding and policy o Documenting changes

Working in a network
of agencies, policies,
and funding.

and plans

uninvolved agencies

Marshals multiple

services

o Creates forum to
facilitate change

misalignments across
partners
Accommodation of
homeless people
within mainstream
assistance programs

o |dentifying and sharing
best practices

2002, 5 percent of the U.S. non-institutionalized population accounted for 49 percent of the medical
expenditures (Conwell & Cohen, 2005). Although this body of research was not systematically reviewed
in this paper, looking at many of the published studies indicates that such high users have complex and
debilitating physical conditions with frequent co-occurrence of psychological problems. Authors routinely
conclude by recommending multidisciplinary, team-based care. Culhane and Kuhn (1998) were able to
demonstrate that the field of homelessness has its high users of services. Specifically, examining
unduplicated users of shelter services, they identified that approximately 10 percent of users accounted
for 50 percent of the annual nights of shelter provided. This group was labeled “chronically homeless”
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because of their prolonged spells of homelessness.* The study also revealed that levels of behavioral and
primary health problems were higher for this group than for other shelter users. Many communities have
proceeded to determine the extent of chronic homelessness within their homeless populations. For
example, the Institute for the Study of Homelessness and Poverty published data from 24 states, covering
more than 50 cities/counties, showing chronic homelessness ranging from a low of 7 percent to a high of
53 percent (Institute for the Study of Homelessness and Poverty, 2005).

As in the primary care field, looking at high-rate users raises good questions about how resources are
being used and whether an improvement in services might benefit the client and the provider. The high
service use by the chronically homeless led people in the field to ask: Is shelter doing this group any good
if they continue to remain homeless for prolonged periods? Is this the best we can do with scarce
resources? While no one would suggest that meeting basic needs for shelter and food for chronically
homeless persons is misdirected, this was a moment when the field began to question whether we had
over invested in shelter as a service, whether different types of approaches should be tried, and whether
service dollars might go farther if we addressed chronic homelessness specifically.

In 2000, the National Alliance to End Homelessness (NAEH, 2000) published its plan—and its challenge
to the field—to end homelessness in a decade. This goal and the paths to its realization have generated a
substantial amount of interest and activity, noted throughout this paper. Partially in response to the
Alliance’s declared goal, Secretary of HUD Mel Martinez announced that a goal of HUD would be to end
chronic homelessness. President Bush endorsed this goal in his submission of the FY2002 HUD budget to
Congress. Other federal departments were soon to endorse this goal, as was the ICH, the federal
coordinating body on homelessness.

HUD, HHS, and the VA collaboratively developed a definition for a chronically homeless person as:

... an unaccompanied individual with a disabling condition who has been continuously
homeless for a year or more or has experienced four or more episodes of homelessness
over the last 3 years. A disabling condition is defined as a diagnosable substance abuse
disorder, serious mental illness, developmental disability, or chronic physical illness or
disability, including the co-occurrence of two or more of these conditions (HUD, 2006).

HUD’s goal of ending chronic homelessness is reinforced in its annual competition for homelessness
funding. Since these annual resources form the backbone of the service response to homelessness in the
U.S., they have exerted considerable influence in moving communities to this focus. The focus has also
been reinforced by a highly effective campaign by the ICH to get cities and counties to commit to the goal
of ending homelessness and chronic homelessness. As of mid 2007, more than 300 communities have
published plans reflecting such goals (see the ICH Web site at http://www.usich.gov/slocal/10-year-plan-
communities.pdf), and many communities participate in Project Homeless Connect, offering a one-day,
one-stop model that reaches substantial numbers of their homeless citizens.

Targeting specific populations with specific services existed in the homelessness world primarily as
programs serving demographic subgroups; for example, runaway/homeless youth, families, or people
with disabilities (such as homeless persons with mental illness). While targeting chronic homelessness is
certainly a goal at the federal level, as states and communities have developed plans they have not

* ' The chronic homeless label was first articulated by the Institute of Medicine (1988).
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necessarily targeted chronic homelessness. The NAEH review of more than 260 city/county plans (2006c¢)
indicates that only about a third of the community plans focus on chronic homelessness.

A homeless system of service does not require targeting of homeless subgroups, but the concept will be
used subsequently to show how “population” reverberates throughout the model and fosters goal
attainment. However, one of the first considerations is whether targeting is effective. Targeting has
received a good deal of attention from the World Bank in its concern for improving the health status of
extremely low-income people. Gwatkin (2002) concludes there is mixed evidence for targeting of health
programs, although often because the targeting is inaccurate. When targeting is well designed and well
implemented, he indicates it can be highly successful in achieving health status improvements.

Targeting, however, can also lead to resentment that attention and resources to other needy groups are
diminished. Indeed, both the National Coalition for the Homeless (2003) and the National Policy and
Advocacy Council on Homelessness (n.d.) have objected to the federal chronic homelessness terminology
and emphasis because of the many homeless people who are excluded. Baumohl (2006) indicates that the
definition sets up a selection bias, ensuring that those included are already likely to be eligible, by nature
of the disabling condition, for other resources such as income from SSI and services through Medicaid. A
third concern is the use of limited resources. One of the promises stated by federal agencies addressing
chronic homelessness was:

By addressing the housing and service needs of persons who are chronically homeless,
we will have more resources available to meet the needs of other homeless people
(HUD/HHS/VA, 2003).

However, this promise has yet to be tested—whether funds can be freed up using this targeting and
whether they can be retained within these programs to assist other homeless people.

Housing Concerns

Housing concerns in connection with targeting chronic homelessness are also significant. Some estimate
that access to 150,000-200,000 units is required (NAEH, 2000). The creation of units is underway,
stimulated by HUD funding incentives and the commitment of cities and counties to ending
homelessness. The National Alliance identified 196,000 opportunities under development in recently
analyzed plans (NAEH, 2006c¢). But both the production of units and the securing of subsidies and
vouchers to place eligible persons in existing affordable units are formidable challenges. In addition to
concerns about the sufficiency of voucher availability, there are concerns about the ability of the housing
market to provide opportunities. A study for HUD (Finkel et al., 2003) reports that 71 percent of the
Housing Choice Vouchers result in successful leases, down from an 81 percent rate in 1993 (Finkel &
Buron, 2001). Affordable housing availability is addressed more fully in other Symposium papers and
remains a significant challenge in ending chronic homelessness.

Availability of Services and Supports

In addition to housing, targeting requires the availability of services and supports to the residents. To date,
of the service departments, only HHS has released a plan specifying how its services would contribute to
ending chronic homelessness (HHS, 2003). The VA, which already integrates its homelessness activities
within its health care system, is also responsive. But both these departments must work within the
legislative parameters that determine how and to whom services may be offered. Perhaps as a
consequence of gaps in implementation, the Senate Committee on Appropriations has regularly directed

1-12 2007 National Symposium on Homelessness Research



Historical and Contextual Influences on the U.S. Response to Contemporary Homelessness

the ICH to “submit a report to the House and Senate Committees on Appropriations on the efforts of
every federal agency member of the ICH in ending and preventing homelessness” (Senate Committee,
2006).

Successes to Date

Despite these many and legitimate concerns, the momentum on addressing chronic homelessness is
underway and appears to have more positive results than adverse ones.

e Asnoted above, an increasing number of cities are beginning to see measurable reductions in
both chronic and general homelessness as a result of this mobilization.

e The development of nearly 200,000 permanent housing opportunities has been noted.

e The ICH routinely reports on commitments to the goal of ending chronic homelessness by the
federal departments and municipalities (see http://www.ich.gov/index.html and “e-newsletter
archive”).

e States have become engaged in examining policies and internal collaborations that will
address both chronic and family homelessness (see the Homeless Policy Academy Web site
at www.hrsa.gov/homeless).

e The ICH has further encouraged states in their commitment to address homelessness by
convening regional colloquies where states have shared experiences and ideas (ICH, 2005).

Tracking these developments also appears increasingly feasible. HUD requires its homeless assistance
grantees to implement homeless management information systems (HMIS) and has created a
methodology that will be able to report annually on changes in the population nationwide (HUD 2007).
More than half of the HUD continuums of care have begun to implement HMIS, with many sites already
operational. An active program of HMIS-specific technical assistance operates and numerous vendors
exist to provide turnkey systems for communities. Many states have recognized the value of these systems
and partner with communities to speed implementation, achieve economies of scale, and develop strong
accountability systems for homelessness. Researchers also anticipate accessing HMIS data and being able
to explore patterns of experience via time-series analyses.

HUD is candid about the capabilities and limitations of HMIS. Technology in all communities is still a
hurdle. Such systems will generally cover only HUD-funded grantees and the persons who use them, and
therefore the HMISs cannot be thought of as capturing the entire population. Where communities are each
implementing stand-alone systems, there can be no undoing of duplication of users who cross
municipalities. But the bottom line is that a technology is being widely implemented that will allow
monitoring of this stated goal.

Future Opportunities for Targeted Action

Perhaps the most important aspect of focusing on chronic homelessness is the implication that the
approach will be used to identify additional, future opportunities for targeted action. One fruitful
direction, noted in the accountability paper in the Symposium (Culhane at al., 2007), is the development
of a comprehensive intake assessment that leads to the unique specification of the services, providers, and

2007 National Symposium on Homelessness Research 1-13



Historical and Contextual Influences on the U.S. Response to Contemporary Homelessness

Exhibit 4

System Component:
Population

Significant development:
e Focus on chronic homelessness

Consequences:
e Targeting specific intervention efforts
« Stated goal of ending chronic
homelessness
+ Demands a cohesive approach

Challenges:
¢ Auvailability of housing
o Availability of treatment and support
services
e Concern about groups “left behind”

Future directions:
e Taxonomies that identify other
targeted approaches

Services and Treatments

networks with which each client will interact. Another
direction continues to focus on taxonomies for homeless
populations. New approaches will be needed here since
those developed previously have relied mostly on
demographic characteristics. Time-series approaches that
were used to identify the chronic subgroup may not be
sufficient for surfacing other subgroups. For example,
factor and cluster analyses may be needed to chart out the
complexities inherent in dealing with homeless families,
where complex configurations of children at different
developmental levels and parents with different presenting
profiles are the norm. At least one recent survey, although
limited to one city, found that each time the homeless
population is assessed, it is aging (Hahn et al., 2006), and
this suggests another example of the emergence of a
complex profile of service needs that requires careful
consideration. As with chronic homelessness, such
subgroups identified for targeting may stimulate a focus
on effective services for them, including housing, and the
provider networks skilled at their delivery.

The Case for Evidence-Based Practices and Translational Research

As the homeless system of service continues to identify subgroups within the population, one correlate
will be the need to identify specific services that are appropriate, responsive to their needs, and show

results. These standards are some of the most serious challenges the field of homelessness services faces.
As is evident in other papers in the Symposium, particularly those focused on subgroups and effective
service responses, the accumulation of a compelling literature on service effectiveness is not substantial.
The declaration that “we know what works” is often based on the popularity of an approach, ex cathedra
assertions, or the concept of truthiness: “the quality of preferring concepts or facts one wishes to be true,
rather than concepts or facts known to be true" (American Dialect Society, 2006). When challenged to
embrace the prevailing concept of evidence-based practices, both providers and homelessness researchers
are apt to give the concept a pass, noting the difficulty of rigorous study designs, the crisis nature of
homelessness, and the suppression of innovation. These are serious considerations, but fields such as
medicine have embraced evidence-based approaches without regarding these considerations as
impediments.

As the country re-engages with the concept of health care coverage for the uninsured, the idea that
covered services must be evidence based or otherwise demonstrably effective is a fundamental premise.
Since health care coverage for homeless persons is often put forth as the twin panacea with affordable
housing, the field of homeless services must be prepared to demonstrate that a core of treatments and
services meets the standards of evidence based or demonstrably effective. A failure to do so risks
disenfranchising homeless persons from full participation if health care coverage were extended to the
uninsured in the future.

1-14 2007 National Symposium on Homelessness Research



Historical and Contextual Influences on the U.S. Response to Contemporary Homelessness

Although *“evidence based” is only one of the standards that can be invoked to attest to effectiveness, it is
useful to examine its applicability to homelessness treatments and services. Leff (2002) defines evidence-
based practices as “practices that have been tested employing specified scientific methods and shown to
be safe [acknowledging side effects], efficacious, and effective for most persons with a particular disorder
or problem.” Leff points out that services may coincide with treatment outcomes, both positive and
negative, but that it is impossible to tell if the services produced the result or if it was the result of some
other factor. Experiments, evaluations, peer-reviewed journal articles, practice guidelines, and voluntary
review organizations contribute to reducing this “noise” and help determine if specific treatment
procedures produce the desired outcome. More fields within health and human services are asking about
acceptable evidence for the services being delivered. The intent is to ensure that the services are safe and
have the intended effect. Standards that have been used in the past—professional judgment, experience,
teaching, and anecdote—do not carry these assurances.

Several housing and treatment interventions hold considerable promise for demonstrable effectiveness. At
least one behavioral health treatment—Critical Time Intervention (Herman et al., in press)—has been
affirmed to be evidence based by SAMHSA’s National Registry of Evidence-Based Programs and
Practices (SAMHSA, 2007; http://nrepp.samhsa.gov/).> Also, many of the primary care treatments, albeit
adapted to homeless clients, fall within the family of evidence-based medicine. Two other services that
are receiving considerable attention, primarily in connection with the focus on chronic homelessness, are
assertive community treatment (ACT) case management, and “housing first.” Both show promise as
effective services.

ACT and Housing First Interventions and Fidelity to Models

ACT, described in detail in other papers for this Symposium, is a unique approach characterized by
intensive, in vivo services delivered by an interdisciplinary team, overseen by a physician and nurse. The
services are treatment oriented but include some linkage with other services and client advocacy.
Caseloads are small, and the interdisciplinary team adjusts the intensity of its work with the client over
long periods based on how the client is doing.

Systematic reviews of case management interventions (Holloway & Carson, 2001) and their applicability
to homelessness (Morse, 1999) conclude that experimental and evaluation evidence is particularly strong
for ACT. In addition to its superior clinical outcomes, ACT has been shown to:

e reduce service costs among high users of mental health services (Chandler & Spicer, 2002),

e engage and retain clients better than other case management approaches (Herinckx et al.,
1997),

o help homeless consumers sustain treatment gains when transferred to another case
management approach (Rosenheck & Dennis, 2001), and

o effectively address co-occurring substance abuse and mental illness (Drake et al., 1998).

ACT’s positive effects and its applicability to behavioral health problems of homeless persons make it a
key ingredient in our services armamentarium. While the evidence is supportive, it is important to note

> NREPP also lists a second intervention, the Trauma Recovery and Empowerment Model, as an evidence-based

service applicable to homelessness.
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that the services need to be delivered with fidelity to the documented intervention. ACT is sufficiently
well developed to have training programs, toolkits, and measures of fidelity (see Allness & Knoedler,
2003; SAMHSA, 2003b).

Housing first is also described in detail in other papers for this Symposium. As originally described by
Tsemberis (e.g., Tsemberis et al., 2004), this intervention allows a homeless person to be placed directly
into a permanent housing opportunity that includes the availability of intensive treatment and support.
Tsemberis found superior housing stability for those in housing first settings offering these key
components.

The field has moved somewhat rapidly to adopt housing first as the preferred housing intervention,
particularly in response to ending chronic homelessness, and it is widely implemented for both
individuals and families (NAEH, 2006a). The model of implementation of housing first in multiple sites
is not always clear, particularly whether it includes the key components itemized by Tsemberis or is
simply a label for housing locations other than overnight emergency shelter.

Thus, while the interventions of ACT and housing first show promise, their implementation in practice
identifies an additional feature of importance: fidelity to the model. Just as a health practitioner would not
freely depart from the procedures in a medical protocol that contribute to its effectiveness, a homeless
service should be implemented consistent with the procedures that contributed to its effectiveness. This is
not meant to discourage innovations or local adaptations. But it is an explicit caution that the greater the
departure from the model, the less a claim can be made that the effective intervention is being delivered.
For the homeless service field to advance in the development of a cadre of effective services, there should
be a more explicit recognition of the steps needed to ensure they are effective.

Ensuring Interventions Are Appropriate

Agree on the key components of the intervention. Bassuk and Geller (2006) have noted that housing
first approaches for individuals and families are not necessarily implemented with a service component.
Teague and colleagues (1998) found that in more than 50 applications of ACT, many differed
significantly in the key components of this intervention. We can only move to evidence-based standards if
there is agreement about the intervention being implemented and its critical components.

Evaluate the evidence. Leff indicates there are professional organizations, such as the Campbell
Collaborative in the U.S., that employ documented procedures to determine if a practice receives an
“imprimatur” as being evidence based. The NREPP cited above uses 16 criteria to evaluate and categorize
the evidence base of programs (SAMHSA, 2006). Whatever evaluation methods are used, the quality of
the evidence must be subjected to systematic examination to determine if an intervention causes the
desired changes and is safe.

Address gaps. If the review of the evidence suggests gaps or barriers that impede the designation of
evidence based (e.g., insufficient numbers of random assignment studies, too few participants to be
conclusive), agreement is needed to invest in the necessary work to address the gaps and barriers. The
community committed to correcting homelessness must move to incorporate more rigorous standards
ensuring their interventions are solidly grounded, effective, and safe.
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Translational Research

A relevant tool for ensuring that services are effective is translational research. Translational research is
concerned with improving the movement of knowledge developed in basic research environments to
clinical practice, with equal opportunity for movement from clinical practice to research (Marincola,
2003). This focus emerged primarily from recognition of delays and failures in the incorporation of
research on effective treatment into service delivery. To ensure that the investment in research is yielding
changes in treatment practices, the National Institutes of Health have included translational research as a
key feature of the “roadmap” for accelerating a partnership between research and clinical medicine
(Zerhouni, 2003).

Translational activities do not necessarily wait for the same
types of validation processes that characterize evidence-
System Component: based practice. They may function and succeed best in
Services and Treatments dynamic environments and specialized centers where
research/evaluation and clinical teams operate together,
using checks and balances, internal review boards, and

Exhibit 5

Significant development:
¢ Evidence based interventions with

ACT and housing first as potential ethics guidelines. The goals are to ensure treatment
candidates protocols are being followed and client safety is
Consequences: continuously monitored while innovations are being tried.
« Ability to deliver services of proven
effectiveness The relevance of the translational research concept to
Challenges: homelessness is twofold. First, the concept directs us to be
« Thoroughness and quality of receptive to innovations homeless service providers are
research findings not yet sufficient developing with their clients. These are opportunities to
» Transferring knowledge successfully identify more effective and efficient services. Providers
to the service provider must be more willing to view themselves as the “specialized
Future directions: centers” noted above, where innovations are accompanied

« Adopt a course of action to
accumulate sufficient evidence

« Borrow knowledge transfer principles
from translational research

by evaluation, however basic.

The second reason translational research is relevant relates
to the barriers we face in trying to ensure practitioners can
incorporate these practices. After nearly a decade of
innovative homeless service development, Manderscheid and Rosenstein (1992) noted that new treatment
models in homelessness were not penetrating to the local level. Even today, resources, time, and attitudes
do not always facilitate adoption of new practices. The mechanisms by which service providers can learn
about new service developments could also function much better. Whether the mechanisms are technical
assistance offerings, reports, toolkits, courses, or conferences, they are not always designed with
translational research principles in mind.

Respectful relationships, particularly avoiding top-down and mandated approaches, have been a key
ingredient, one consistently underscored in the Translating Research into Practice (TRIP) Initiative of the
Agency for Healthcare Research and Quality (2001). Such features as factoring in adult learning, using
multiple methods of sharing and disseminating the knowledge, developing an implementation plan in
lockstep with the knowledge transfer, and trying to ensure a receptive home environment have also been
used for effective transfer (Davis & Taylor-Vaisey, 1997).
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As homeless assistance systems develop targeted responses to subgroups of homeless people, it becomes
increasingly important for our service portfolio to be both varied and validated. Specific subgroups
identified though taxonomy development or comprehensive intake assessments will require targeted
services of known effectiveness. While we have a glimpse into housing and treatment services that are
effective, much more needs to be done to develop a portfolio of effective services. As this effort engages,
it will also be important to ensure that we are putting in place processes consistent with translational
research principles.

Providers of Assistance

Homeless persons need to receive their services from someone or some organization. However, our
knowledge of the provider component of the suggested system of service is minimal. Providers of
homelessness assistance have evolved through significant changes. Responses to homelessness in the
1980s were often by individual, community-based programs, many of which were faith-based,
communicating and coordinating informally with related providers (ICH, 1992). Over time, funding
requirements and knowledge developments created circumstances that require these organizations to have
more formal structures (e.g., data and accounting systems, boards of directors) and to define their
operations within an increasingly organized local context.

Today, providers of homelessness assistance are functioning in the midst of increased targeting to reduce
and end homelessness, a sharpened set of service tools, and a network of organizational collaborations (to
be discussed in the next section). In addition to these dynamics, they are affected by changes occurring in
the funding of homeless services. The budgets of most of the main federal programs providing funding
specifically for homeless assistance have traditionally fared well or at least not seen cutbacks. Exhibit 6
shows these changes:

Exhibit 6
Homeless Assistance Program Funding

Program FY2002 FY2007 Change
HUD’s Homeless Assistance $1,123B $1,536 $+413M
VA expenditure on homeless services® 138M 244 +106M
Projects for Assistance in Transition from Homelessness 40M 54 +14M
Healthcare for the Homeless 116M 172 +56M
Education for Homeless Children and Youths 50M 62 +12M

In addition to these resources, the Department of Labor has also emphasized homelessness, with its
homeless assistance webpage (http://www.dol.gov/dol/audience/aud-homeless.htm) indicating more than
$65 million in 2006 awards.

®  These are approximations derived from estimated expenditures on medical care to homeless veterans as well as
targeted homeless appropriations.
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However, as providers seek out these resources, they must also respond to the conditions inherent in any
awards received. We have only limited systematic data that give insight into how providers are
responding to these dynamics (HUD, 2007). The 1996 National Survey on Homeless Assistance
Providers and Clients (NSHAPC) (Burt et al., 1999) was the last opportunity to compile extensive data on
the number, affiliation, and services offered by such providers. There are no current federal plans to
repeat the data collection. The HMIS database, however, allows HUD to accumulate some data on
providers that are submitted annually to Congress.

In its 2007 submission (HUD, 2007), HUD provided limited data comparing 1996 and 2005 for bed
availability in emergency shelters, transitional and permanent housing. While 3600 programs have been
added, bed growth came exclusively from permanent (211 percent increase) and transitional housing (68
percent increase), with emergency shelter beds declining by 38 percent. As HUD has focused on the goal
of ending chronic homelessness, emphasized its role as a housing program, and used its annual homeless
competitions to shape community behavior, these emphases have had consequences for providers as
reflected in these bed data.

Other factors are undoubtedly influencing the performance of providers. For example, another emphasis
by HUD is that grant applicants demonstrate access to other, non-HUD revenue sources for delivery of
non-housing services. We currently lack data or analysis of how providers seeking HUD funding have
responded and whether they have been successful in leveraging and matching such funds to support non-
housing services. In addition, the explicit goals of ending homelessness/chronic homelessness, the
development of action plans by State Interagency Councils, and the development of city/county plans in
300-plus jurisdictions are just a few of the factors that must be impacting how providers are
conceptualizing their missions, services, and their personnel needs. Important as these trends may be, we
continue to lack systematic data about how providers are responding.

These are fundamental data that are needed to develop and improve the operation of a homeless system of
service. Without these data, we lack basic information on the universe of organizations that are homeless
assistance providers and on such issues as the types and amounts of services they can offer, the numbers
of people they can serve, the qualifications of their staff, the quality of their business and service
procedures, and whether assertive action is needed to influence duplications or gaps in the existing
configurations.

In comments on the paper offered at the Symposium, both Haggerty (2007) and Karnas (2007) raised
issues associated with the provider community. Haggerty suggests that the current approaches to provider
funding have resulted in an overly large number of providers without achieving the degree of
coordination among provider that funders expect. She asked if the time had come for consolidation
among homeless assistance providers and noted the substantial siphoning of resources into overhead
when a large number of multiple providers are sustained. Karnas observed that provider growth had been
stimulated by community self-determination inherent in the original continuum of care concept. Although
self-determination had slowly been amended by an increasing number of conditions imposed by HUD,
the laissez-faire approach of the past is no longer viable. Grantees must be directed toward certain actions
since targeted homeless assistance will never be sufficient to meet needs. While subpopulation targeting
might be one example, Karnas was explicit about the need for providers to capitalize on the services
delivered by mainstream programs designed to assist low-income and disadvantaged persons. Both
comments speak to the importance of having a more detailed understanding of provider characteristics
than is currently available.
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Exhibit 7

System Component:
Providers

Significant development:
¢ Unknown: Possibility of adapting to
change

Consequences:
« Realignment of services offered
o Focus on staff skills to deliver services
o Improved organizational effectiveness
and efficiency

Challenges:
o Absence of data to track and analyze
changes
o Adapting to change

Future directions:
o Analyze grant program databases
» Activities to support organizational
change

In addition to the absence of data, we must
acknowledge that providers face substantial challenges
connected to the translational research discussed above.
If a program accepts evidence indicating an alternate
service approach is superior and decides to change,
complications lie ahead. Securing the funding for the
service, finding time and resources to retrain staff,
facing the possibility of having to replace staff,
ensuring that the new service is delivered with fidelity
to the model, and demonstrating to partners that the
organization is effective are examples of the
complications service managers address. Inherent
resistance to change must also be acknowledged.
Programs of technical assistance specifically associated
with homelessness funding might usefully focus on
how best to assist providers as they adapt to changes
related to evolving goals, data requirements, types of
services supported, and the multi-agency collaborations
now required of them.

Some would argue that annual reporting to funders is a source for the information on providers. But as the
history review reminds us, not all organizations that assist low-income and homeless persons are formal
participants in such funding. Some of the problems are also associated with the legislative authorizations
for homeless assistance programs. Eligibility for beneficiaries can be inconsistent across programs (e.g.,
the poverty level at which a person/family qualifies); the services supported with funding may be so
prescribed that only limited aspects of clients’ needs can be addressed; organizations may need to meet
specific criteria to be eligible (e.g., through charter or certification); and the authorizing legislation itself
may specify the frequency and type of reporting. These variations must be dutifully accounted for by
responsible state and federal agencies and they result in reporting of varied content and time frames that

can be difficult or impossible to reconcile.

Providers are an essential component of the system of services, but this section has argued that our
knowledge base concerning providers is in need of further development. As the next section will make
clear, the expectations imposed on providers are not confined to the provision of services. Stewardship
over providers, whether by local, state, federal or nonprofit authorities, has moved many of them toward
understanding their operation within a network of other relevant organizations.

Networks: Collaboration and Coordination to Address Homelessness

A critical component of a contemporary homeless system of service is a network of providers that
cumulatively offers the array of services needed by those experiencing homelessness. Since the mid-
1990s, there has been steady momentum toward affirming that only a collaboration of multiple agencies
will succeed in addressing contemporary homelessness. This has been true because it is difficult for one
agency, such as a housing program, to be expert in the multiple services a homeless person or family may
need, or to secure the funding for these services. Establishing collaborations has become the currency by
which these networks are being formed (SAMHSA, 2003a). These collaborations are often formalized in
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interagency bodies, memos of understanding, joint plans, and other manifestations that signal sharing of
information, resources, and improved access to services.

One impetus to such collaboration began with HUD’s implementation of the continuum of care concept in
the mid 1990s (Burt et al., 2002). Since its introduction, the continuum concept has shown the resiliency
to accommodate many different components. In its earliest introduction, it emphasized the array of
services, primarily housing, that a homeless person may need to exit homelessness and move to self-
sufficiency. HUD required that a community submit a request for funding that demonstrated how it would
create this array. Importantly, the application for funding also had to show it had been developed in
consultation with a specified panel of partners. Over time, the continuum concept has also been identified
with the infrastructure that is implied if this panel of multiple partners formalizes its operations and
functions to address homelessness in its community. HUD currently defines it as a plan:

The Continuum of Care is a community plan to organize and deliver housing and services
to meet the specific needs of people who are homeless as they move to stable housing and
maximum self-sufficiency. It includes action steps to end homelessness and prevent a
return to homelessness (HUD, 2001).

Having a continuum of care, both as a plan and an infrastructure, is a necessity to compete for HUD’s
homelessness resources. Consequently, this requirement has had extraordinary influence on localities and
states, leading to the formation of collaborations with an assortment of interested parties. This goes well
beyond service providers to include private developers, faith-based institutions, education programs,
police, banks, and others.

HUD’s evaluation of the continuum of care approach (Burt et al., 2002) noted that when it was
introduced, the continuum concept had the greatest impact on communities that had done relatively little
to collaborate on homelessness. The evaluation, while preselecting “high performing” continuums early in
this decade, showed that effective continuums increase communication among the organizations involved,
improve coordination among providers, and serve more homeless persons. For homeless programs funded
by the VA, a somewhat parallel effect has been reported. McGuire et al. (2002) found that relationships
(i.e., communication and access to services) between VA programs and the community were strongest in
the VA programs that actively supported community programs versus those that operated in a stand-alone
mode.

These collaborations have been shown to yield other benefits for homeless people. The 1998 Symposium
included an opportunity to report on a set of findings from the Access to Community Care and Effective
Services and Supports (ACCESS) study (Randolph et al., 2002)—a service/treatment evaluation looking
at the creation of comprehensive systems of services to address homelessness and serious mental illness.
However, several of the findings from the systems integration efforts of the ACCESS study are
instructive here. Over the five years of support, all the communities in the study demonstrated increased
systems integration, but in the subset of communities where integration was an intentional focus, it was
more focused and partner-specific than in the comparison sites (Morrissey et al., 2002). Furthermore, high
degrees of systems integration were beneficial for the homeless consumers served in the study. In settings
where high system integration had been achieved, clients were better able to access and retain housing
(Rosenheck et al., 2002).
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With funding and policies, organizations can be motivated and supported to collaborate for the benefit of
homeless people in the community. Collaborations may work best when they are expected to be focused
and partner-specific since they may identify specific ways in which the organizations can coordinate their
actions. Current homeless-specific funding places a priority on the delivery of a set of services to a
designated homeless population, and collaborations are secondary. HUD’s continuum of care is the
exception. More could be done by programs and with amended legislation to support collaborations. In
addition, several federal homelessness reports (ICH, 1992; HUD, 1994; U.S. General Accounting Office,
1999, 2000) have been instrumental in pointing out the importance of accessing a broader set of
assistance programs to address homelessness.

Blended Funding Resources

The practice of blending both homeless-specific and broad assistance program resources began only in the
past few years. This practice is one of the principal messages in the HHS plan (HHS, 2003) and is
emphasized in HUD’s latest annual funding competitions as the leveraging of additional service
resources. The broader set of resources is often referenced as mainstream programs and covers broadly
focused programs directed to helping those who are low-income or disabled with cash assistance, health
coverage, training, education, and other forms of assistance (see CMS, 2003).

A series of Policy Academies for states (www.hrsa.gov/homeless), from 2001 to 2005, focused on

helping states develop plans to address homelessness by tapping and coordinating these mainstream
program resources. The ICH reports that 53 states and territories have begun to establish state-level
interagency councils on homelessness where plans and blended resources are the focus. HUD’s evaluation
of continuums of care (Burt et al., 2002) also noted that engagement of mainstream services can be both
independent of and embedded with the operation of local continuums. Both at the state and community
levels, homeless systems of service increasingly recognize the need for collaboration and for the inclusion
of mainstream programs in any collaborative network. For such networks to work most effectively, it is
desirable for policies to be supportive and not hamper their functioning. There are several hurdles to
overcome.

Eligibility policies. Most mainstream program eligibility policies are established explicitly at the federal
or state level by statute or regulations, or implicitly by funding levels, thus limiting flexibility at the local
level. The most apparent limitation that affects good network performance is eligibility differences across
programs. Eligibility standards are typically established separately and legislatively for each program
funding stream, and it is rare for exactly the same criteria to be used across funding streams. For example,
while all are intended to provide assistance to poor individuals or families, TANF, Food Stamps, and
Medicaid have separate eligibility requirements. The U.S. Government Office of Accountability has
recommended that a common eligibility application might be a solution to these multiple requirements
(U.S. General Accounting Office, 2000). Several states have implemented consolidated application forms.
Texas uses a single form to determine eligibility for Medicaid, SCHIP, TANF, Food Stamps, and long-
term care (National Governors Association, 2007). Information provided on the form for one program
also can be used to determine eligibility for one or more other covered programs.

Available funding. Social Security, Medicare, and Medicaid represent over 40 percent of the federal
budget (Riedl, 2006). Past and anticipated rates of growth in these programs have raised concerns in many
quarters about their long-term sustainability (Walker, 2006). Current budget deficits have prompted some
to propose substantial cuts in mainstream programs for low-income and middle class populations. For
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example, the Stop Overspending Act of 2006 (S. 3521), while not enacted, proposed deep cuts in
domestic discretionary and entitlement programs if spending containment targets were not met.

Barriers to participation. Concerned about growth in their outlays for Medicaid, the Kaiser Commission
on Medicaid and the Uninsured/Kaiser Family Foundation reported that during 2004-2005 all states took
action to control costs in Medicaid (Smith, et al., 2004). Goldstein (2006) cited such actions as states
requiring that “members” sign compliance contracts or face penalties, imposing or increasing
copayments, assigning patients to priority groups, and increasing documentation requirements. The
Deficit Reduction Act of 2005 requires all Medicaid participants and applicants to provide proof of
citizenship as a condition of eligibility. Missouri has passed a law to eliminate its current Medicaid
program in 2008. Interestingly, states do not appear to be focusing their cost containment proposals on the
4 percent of Medicaid enrollees who account for nearly 49 percent of Medicaid expenditures (Sommers &
Cohen, 2006, using data from the Kaiser Commission on Medicaid and the Uninsured).

Impacts of welfare reform. The welfare reforms of the

Exhibit 8

System Component:
Networks

Significant Development:
o Homeless councils and plans

Consequences:
o Engages previously uninvolved agencies
o Marshals multiple services
o Creates a forum to facilitate change

Challenges:
¢ Funding and policy misalignments across
partners
» Long term viability of public assistance
safety net

Future directions:
e Documenting changes
« Identifying/sharing best practices

mid-1990s have been closely monitored and
systematically evaluated (Haskins, 2006). The
Temporary Assistance for Needy Families program
(TANF), created by the 1996 welfare reform law,
shifted the focus of cash assistance away from aid to
children in low-income families to temporary aid
conditional on work. This created interesting parallels
to the work requirements that accompanied charity in
the 18" and 19" centuries. Since its implementation,
TANF caseloads have declined by 60 percent, with 60—
70 percent of women leaving welfare being employed
(Haskins, 2006). Other research (e.g., Miles & Fowler,
2006) has found that some current and former TANF
families cannot pay their rent (21-25 percent) and
experience homelessness (7-44 percent). Interim final
rules published in 2006 implementing changes in the
TANF program, included in the Deficit Reduction Act
of 2005, limit states’ flexibility in addressing
employment barriers for TANF recipients, including

adults in homeless families. Advocates for public assistance have pointed out that these rules opt for
restrictive interpretations within the latitude available to the HHS (e.g., Lower-Basch et al., 2006).

The issues are significant because they demonstrate the challenges of accessing mainstream public
assistance resources within the context of a homeless system of service. Not only are there degrees of
freedom restricted by legislation and regulation governing these programs, but the ground many of them
are based on has begun to shift. Although many of these actions remain proposed rather than enacted,
they bear close monitoring by those involved in homelessness because of their troubling implications for
the resources and policies needed for effective assistance networks.

The developments are also important to the direction in which a homeless system of service might
develop. If mainstream resources continue or increase in importance as a source of assistance to homeless
persons, the system could be subsumed or function as a specialty subsystem within the generic
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approaches to assisting low-income, disadvantaged, and uninsured populations. This pattern characterized
the U.S. approach to homeless assistance until the contemporary wave of homelessness. Such a direction
may have appeal to critics who feel that addressing homelessness has become its own industry. However,
if mainstream resources become more difficult to access for all eligible people, including homeless
persons, it would be a prima facie argument that the homeless system of service needs continued growth,
development, and funding as our principal hope for addressing and ending homelessness.

Affordable Housing and the Prevention of Homelessness

No matter how well developed and functional a homeless system of service, its success will be limited
without an accompanying effort to prevent homelessness. Since the 1998 Symposium presentation on
homelessness prevention (Shinn & Baumohl, 1999), no models or policies have emerged that would
parallel the breakthroughs occurring in homeless service systems. Guidance documents from the ICH for
developing 10-year plans on homelessness emphasize the inclusion of a prevention component and
itemize such suggestions as:

e create discharge planning protocols from jails, substance abuse and mental health treatment
facilities, foster care, etc.,

o dedicate housing resources for individuals discharged from inpatient psychiatric care, and

e centralize funding and service delivery to increase coordination (ICH dated).

Discharge planning receives frequent mention in state plans to address homelessness (see
www.hrsa.gov/homeless) and is the only system-level prevention approach noted in the community plans
analyzed by the National Alliance. However, when HHS undertook an exploratory study to determine if it
was possible to evaluate the degree to which discharge planning prevented subsequent homelessness, the
results were not encouraging (Moran et al., 2005). The study looked at documents, policies and
procedures, and staff actions within a convenience sample drawn from four classes of institutional or
custodial care:

e adult inpatient psychiatric treatment,
¢ residential treatment centers serving children and youth,
e residential treatment programs for adults with substance abuse disorders, and

o foster care independent living programs.

The study concluded that an evaluation of whether discharge planning prevented homelessness among
exiting clients could not be conducted as yet. Discharge planning was not a distinct process in these
settings, and discharge planning practices could not be separately identified from other program services.
For persons in settings where there are long periods of custody and a distinct exit period, such as prisons,
discharge planning processes are probably well developed and offer real possibilities for helping clients
avoid homelessness as they reenter community life. But much remains to be done to clarify the
contribution of discharge planning to the prevention of homelessness.

As is evident from the ICH list above, prevention also tends to cover a broad range of activities, and this
contributes to a lack of focus and a lack of progress in moving from assertion to actual demonstration of
preventive effects. The label of homelessness prevention is applied not only to processes, such as
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discharge planning, but also to services that enhance housing stability or improve a person’s level of
functioning and to programs of social justice, such as access to affordable housing, living wages, and
poverty reduction (e.g., NAEH, 2006b). Perhaps more progress could be made in addressing
homelessness prevention if we were more explicit about the type of homelessness being prevented and the
subgroup of people to which the prevention interventions were being applied. At least three distinct
approaches to prevention can be identified in the literature:

e Prevention through placement: processes to secure housing and community integration for
vulnerable groups exiting long periods of custodial care.

e Prevention of relapse: services, treatments, and supports specifically delivered to formerly
homeless people and intended to prevent the reoccurrence of homelessness.

e Tenancy preservation: services and interventions directed to housed beneficiaries of social
service programs who exhibit risk factors likely to lead to the loss of housing. As noted
above, one study suggested that discharge planning remained too elusive a process in many
settings to be assessed for its contribution to homelessness prevention. This only suggests the
need for clarification and refinement so that it can be studied as the premiere example of the
first item in the list above, a placement strategy.

Relapse prevention, the second item in the list above, has accumulated a substantial amount of literature,
as attested to by the housing stability studies reviewed elsewhere in the Symposium. Much of the support
has come from the applications of behavioral health case management approaches such as ACT and
critical time intervention (CTI) (Herman et al., in press). But this literature is in need of a systematic
review to help narrow the set of interventions that appear to contribute to relapse prevention and to
determine what other populations might be assisted by these services.

While Shinn and Baumohl (1999) raised numerous and appropriate cautions about the feasibility of the
third focus, it remains conceptually relevant (e.g., NAEH, 2006b). The history of homelessness in the
United States tells us that the low-income populations who are the beneficiaries of these public assistance
programs are the first to experience problematic homelessness. There is merit in trying to develop
interventions that prevent them from losing their housing, but two components remain undeveloped.

First, we lack a refined set of indicators, whether clinical or situational, that denotes risk of this event
(Burt et al., 2005). Second, the range of intervention options is so inclusive it keeps us from being able to
focus on a potential set of actions to try, and from developing a cohesive prevention strategy (Burt et al.,
2005). The following have been suggested as preventive approaches to housing loss (Burt et al., 2005):

e cash assistance, « clinical interventions, such as assertiveness
« training in financial management, training and trauma services,

e representative payees, o development of affordable housing

o mediation, « training in household management,

o training in household management,,

advocacy for a living wage.

To ensure substantive contributions to the topic of homelessness prevention at the next Symposium on
Homelessness Research, there are clear challenges for leadership, improved conceptualization, and
focused work on this topic.
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Is the Issue Affordable Housing?

No discussion of homelessness prevention, however, can ignore the problem of affordable housing in the
United States. As noted earlier, Karr (1992) has suggested that policies since the 1920s have either failed
to emphasize the production of affordable housing or contributed to its loss. The Joint Center for Housing
Studies (2006) recently indicated that between 1993 and 2003 the largest loss of rental housing stock
occurred in the units accessed by the lowest income groups: “the number of units renting for $400 or less
in inflation-adjusted terms fell by 13 percent—a loss of more than 1.2 million.”

The study further indicated that among the nation’s 34 million renters, 22 percent face a severe cost
burden, paying 50 percent or more of their income for rent. However, among the lowest income group, 70
percent face a severe cost burden. Rapidly increasing housing costs in many communities have even led
to proposals for the creation of “workforce housing” so that teachers and firemen can afford to live where
they serve (Bell, 2002). But perhaps most compelling is data from HUD’s report to Congress on worst
case housing:

In 2003, there were 78 rental units affordable to extremely low-income renters’ for every
100 such households, but only 44 were available for these households (the remainder
being occupied by higher-income households)” (HUD, 2003).

This severe shortage—availability of less than half of the needed number of affordable units—has
extraordinary implications for any effort to prevent homelessness. Substantial numbers of extremely low-
income renters face a severe cost burden, cannot find affordable housing, or are forced into homelessness
or doubling up with others. For some households, this is a temporary situation from which they recover
without ever interacting with the homeless system of service. For many others, the situation guarantees a
steady supply of customers flowing into the homeless service system. Any prevention strategy must reckon
with affordable housing, either in the production of units or in the adequacy of subsidies to help the
poorest families and individuals with their rents.

Global Perspectives on Homelessness

This paper has suggested that the United States is demonstrating considerable progress in developing a
homeless system of service, even if its development appears unintentional and unguided by policy. It has
acknowledged the value of continued development of knowledge, policies, prevention approaches, and
affordable housing access, but suggested the yield from such developments might be improved if they
were guided by a comprehensive and accepted vision of the goals and operations of a homeless system of
service. The remaining goal here is to consider these U.S. developments in relation to homelessness in
other nations. When such a broader global perspective is adopted, the limited evidence we have suggests
that larger forces are in play and should be factored into the approaches we take in this country.

In March 2005, the United Nations Commission on Human Rights was briefed by Special Rapporteur on
Adequate Housing, Miloon Kothari. He reported that homelessness is a growing problem for virtually
every country and conservatively estimated that 100 million people are homeless. According to a report

" “Renters with incomes below a level that varies geographically but, on average, about the same as the federal

definition of poverty.”
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issued by the United Nations Centre for Human Settlements (2000), nations were clustered into three
groups:

e high-income, industrial countries including the United States, Western Europe, Canada,
Australia, and Japan,

o other industrial countries with economies in transition, including Eastern and Central Europe
and the Russian Federation, and

o developing countries, including many in Africa, Latin America, and much of Asia.

Allowing for varying definitions of homelessness based on culture and circumstance, the report notes that
homelessness is unrelieved in countries in all three groups.®

Even Western European countries associated with well-developed systems of social services and social
insurance for their citizens report prevalence of homelessness. For example, Finland, with guarantees of
social security, access to health care, and government involvement in regulating the housing market,
reported that .2 percent of its population remained homeless.

As noted earlier, access to affordable housing and health care for people who are uninsured are frequently
offered as the two policies that would effectively address homelessness in the U.S. It is interesting to
compare the estimated prevalence of homelessness in the U.S. with countries that have both policies in
place. The expectation would be substantially lower prevalence of homelessness. Data from Canada,
Great Britain, and France are presented in Exhibit 9.

Exhibit 9
Estimated Prevalence of Homelessness

Country”® Public Housing as a % of Total Households Nationalized Prevalence of

Health Care? Homelessness

United States 1% (public housing) No 1%
Canada 5% (public and 3" sector housing) Yes .4-.8%
Great Britain 11 % (council housing) Yes 4%
France 16% (social housing) Yes A%

The data suggest that these two policies have moderating effects on the prevalence of homelessness, but
may not constitute the silver bullet we seek. In combination with information in the U.N. report, the data

& Varying definitions of homelessness are significant. During April/May 2007, the author participated in more

than 30 interviews concerning homelessness in three of the U.S. Pacific Territories. Extended family continues to be
the first line of defense on these islands. When a member experiences a significant setback such as chronic illness,
housing loss, job loss, etc., families readily take that person/household into another household. Consequently, when
applying the HUD definition of homelessness, the circumstance is rare to nonexistent since homeless persons are
being sheltered by family members. Service providers are aware of the impacts of such accommodations on families
and are eager to have homelessness acknowledged as the islands experience it. They identify fairly large numbers of
family members as homeless, not just “at risk” of homelessness. But when constrained by the mainland/legislative
definition, these persons cannot be counted and point-in-time data portray little prevalence of homelessness.

°  The prevalence data are estimates based on different years, although all during the 1990s. The public
housing/household data are from 2000 and later.
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suggest that other forces affect the extent to which accessible affordable housing and health care coverage
protect against homelessness.

The report notes that the number of households in poverty in all three national clusters is growing faster
than other households and that global reductions in homelessness are unlikely. The causes of global
homeless are complex, much as are the causes of homelessness in the United States. Some have argued
that economic globalization is at the heart of growing poverty and homelessness (Homebase, 2005), but
these are matters for economists to sort out. What is clear from the U.N report is that economic factors
cannot be eliminated.

Among the other causal factors noted in the report are:

e growing poverty,

e decreased government investment in social welfare and social security programs,

e inequalities in housing access,

e economic competition,

o land use policies that favor privatization,

e unplanned urban development,

e mass migrations, and

o weakened family support and child protection leading to rapid increases in street children.
Each of these factors strikes a chord of recognition for a parallel circumstance in the United States. The
report concludes with 11 recommendations to combat homelessness, many consistent with the data,
service, networking, and knowledge development suggestions offered here. Other recommendations, such

as an emphasis on emergency shelter, remind us of how far we have progressed in the United States in our
ability to advocate for placing primacy on permanent housing rather than emergency shelter.

Closing Note

What remains clear to many, however, is that individual action by a provider, while deeply inspiring, is a
strategy of limited success. The contemporary wave of U.S. homelessness has proven to be enduring and
complex. Its persistence has been accompanied by the gradual evolution of a system of service that may
stimulate our thinking about how we can best continue to address the needs of people experiencing
homelessness.

In past waves of homelessness, the moral imperative of responding to people in desperate circumstances
has prevailed. Charity, church, kin, and compassion often did more to redress homelessness than civic
administration. But in the face of complex contemporary homelessness, the force of government
legislation, policy, and financial resources continue to be at the frontlines of our expectations and
approaches to solve this crisis.
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Abstract

Martha Burt and Brooke Spellman focus on how federal policy and state and local action have stimulated
the development of homeless assistance networks and how those networks are evolving to address ending
homelessness. While little formal research has been done on this subject, the authors present frameworks
for assessing system change as well as describe promising practices from the field. They describe factors
that may influence the success of change efforts, including the local and state context, the interest and
commitment of stakeholders, the scope of desired change, the governance and management structure for
change, and the intended process for change. They also review mechanisms that help make change
happen by reorienting local Continuums of Care, matching clients and services, retooling funding
approaches, and using data to track implementation and outcomes.

Introduction

In 1998, when the U.S. Departments of Health and Human Services (HHS) and Housing and Urban
Development (HUD) sponsored the first National Symposium on Homelessness Research, the focus was
primarily on describing the array of approaches to helping homeless people that had been developed
during the previous decade, and how they worked. Few in the field had begun to address how a
community might end homelessness.

Much has changed since that time. New programmatic approaches have evolved (e.g., Safe Havens), but
more important, federal policy has stimulated the development of homeless assistance networks and
systems. In 1995, after seven years of distributing McKinney Act Supportive Housing Program (SHP)
funds through annual national competitions, HUD implemented the competitive continuum-of-care (CoC)
approach for deciding who receives SHP support for transitional and permanent supportive housing. A
CoC is a local or regional system for helping people who are homeless or at imminent risk of
homelessness by providing housing and services appropriate to the whole range of homeless needs in the
community—from homelessness prevention to emergency shelter to permanent housing. Each year, HUD
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develops and publishes preliminary estimates of how much SHP funding each eligible community in the
country would receive if it wrote a qualifying CoC grant application. To qualify, communities have to
show that they have assessed needs and existing resources and identified gaps, and that the resources they
are requesting from HUD will help fill the gaps that the community has identified as top priority. The
entire process stimulated a new kind of communication among relevant programs and agencies, often
leading to increased cooperation and program innovations and moving many communities closer to
having a real “system” rather than a set of independently operating programs (Burt et al., 2002).

The processes of community organizing developed through the CoC process received a substantial boost
beginning in 2000, when the National Alliance to End Homelessness (NAEH) developed and
disseminated a plan to end homelessness for the whole nation in 10 years (NAEH, 2000). This plan
incorporated a major shift in orientation and emphasis, from managing homelessness to ending it. This
shift has been significant enough to be dubbed a “paradigm shift” in the nation’s approach to
homelessness (Burt et al., 2004), because it entails important new ways of thinking about homelessness
and concomitant changes in who should be served, what approaches should be used, and how resources
should be allocated.

This shift, and the expectation that it could succeed, was made on the basis of research evidence. Three
pieces of information from research helped advocates make a convincing case that shifting the goal from
managing homelessness to ending it was both the right thing to do and something that was possible to
achieve:

1. Afinite group of homeless people on which to focus was identified. Research by Kuhn and
Culhane (1998) documented subgroups among homeless people characterized by transitional,
episodic, and chronic patterns of homelessness. These researchers also documented the fact that
the 10 to 15 percent of people with a chronic pattern of homelessness consumed half or more of
system resources—in this case, shelter bed-nights—making them a very “expensive” group to
continue serving in emergency shelter while not resolving their homelessness. A reliable estimate
of homelessness nationwide based on the 1996 National Survey of Homeless Assistance
Providers and Clients (Burt, Aron, & Lee, 2001) then made it possible to estimate the number of
chronically homeless people—150,000 to 250,000—a number that proved to be small enough for
policymakers to believe that a solution was possible.

2. An effective service approach was identified. Evidence accumulated that permanent
supportive housing (PSH) worked to keep many formerly homeless people housed (Shern et al.,
1997; Tsemberis & Eisenberg, 2000)—especially those who were chronically homeless and had
appeared to be most resistant to leaving homelessness.

3. The solution was economically worthwhile. Research showed that PSH is cost-effective—that
it compares favorably in cost to outlays for public crisis and emergency services used by long-
term homeless people, but with a better outcome: ending their homelessness (Culhane, Metraux,
& Hadley, 2002; Rosenheck, Kasprow et al., 2003).

By 2001, ending chronic homelessness in 10 years had become a goal of the present federal
administration. The federal Interagency Council on Homelessness was revitalized in 2001, and federal
agencies mobilized to do their share. Federal agencies worked together to organize Policy Academies to
help states begin planning to end homelessness. Nine Policy Academies and one National Learning
Meeting were held between November 2001 and November 2005, attracting teams of representatives
from the mainstream state agencies whose resources and energies would have to be committed if the goal
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of ending homelessness were to be achieved. Every state and two territories sent teams of state agency
representatives to at least one of the five Policy Academies focused on ending chronic homelessness for
individuals or the four Policy Academies focused on ending family homelessness. Almost every state
created its own interagency council or task force on homelessness, and as of fall 2006, 13 states had
adopted 10-year plans to end homelessness or chronic homelessness (Cunningham et al., 2006). Eight of
these states were among the 17 that attended two Policy Academies, another indication of their
commitment to do something serious about ending homelessness. Some attended two Policy Academies
on ending chronic homelessness, while others attended one on ending chronic homelessness and another
on ending family homelessness. The Policy Academies themselves, plus follow-up and technical
assistance activities, laid the groundwork for mainstream state agencies, with their extensive resources, to
become involved in state and local efforts to end homelessness.

HUD embraced the federal goal to end chronic homelessness by establishing a Government Performance
and Results Act objective on homelessness, against which the Department is rated annually. Objective
C.3. reads: “End chronic homelessness and move homeless families and individuals to permanent
housing.” To support departmental progress on this objective, HUD used tools such as the competitive
CoC grant process to support local change. By 2001, the vast majority of cities, counties, and states were
organized into one of the more than 450 continuums of care that HUD stimulated through the annual CoC
funding process (Burt et al., 2002). HUD began prompting communities throughout the country to adopt
the federal goal as their own by requiring a section on plans for ending chronic homelessness and another
on addressing other homelessness as part of annual applications. An increasing number of state and local
governments have joined the federal government in formally committing themselves to ending chronic
homelessness in 10 years. The majority have gone further, taking on the broader task of ending all
homelessness. In the National Alliance’s analysis of the 90 10-year plans that are complete and have been
accepted as state or local policy, 66 percent have the goal of ending all homelessness, with the remaining
34 percent focusing only on ending chronic homelessness (Cunningham et al., 2006).

We recount this history because it is directly pertinent to our task in this paper. A community can offer
homeless assistance services for decades without needing, or getting, system change. System change can
begin within the homeless assistance system, but the goal of ending either chronic or all homelessness
will most likely also require commitment from mainstream public agencies. These agencies, be they city,
county, state, or private, include mental health, substance abuse, welfare, health, child welfare, workforce
development, criminal justice, and above all, subsidized housing and community development. Moreover,
mainstream agency involvement must be active, as these systems themselves need to change if the goal of
ending homelessness is to be reached. No community is likely to end either chronic or all homelessness
without mapping out a multi-year strategy and moving toward it systematically. The resources and actions
of mainstream service agencies are essential to the success of any such strategy. So system change—how
to do it, how to know you’ve done it, and how to show that the changed system is succeeding in ending
homelessness—has moved to the forefront of attention.

This paper looks at the process of system change and presents some lessons learned from “pioneers” in
the effort to end homelessness that can be applied more broadly. The paper will also note early successes
of system change related to the goal of ending homelessness. The paper does not discuss what an effective
system to end homelessness should look like, for two primary reasons. First, system change efforts are
still in early stages and we have much to learn before we can draw such conclusions. Second, a good
argument can be made that the configuration of a changed system to end homelessness must be defined
by local decision makers. Other papers in this Symposium may tell us “what works” for specific
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populations, and local decision makers may pick and choose among the best. But the balance of system
elements will still depend on local factors.

Synthesis of Research Literature

System change has interested people in many disciplines, in part because it is by all accounts so hard to
do and hard to sustain. Corporations and businesses care about system change because a poorly
functioning corporate system means lower profits. The most successful approaches to assuring improved
educational outcomes for the most disadvantaged children rely on changing educational systems, from
individual schools to whole districts, through “comprehensive school reforms” (Borman et al., 2003).
Helping the most disadvantaged and hardest-to-serve welfare recipients to get and retain jobs has required
system changes involving welfare and workforce development agencies, and sometimes mental health,
substance abuse, and other agencies (Martinson & Holcomb, 2002). Children- and family-serving
agencies have long sought system change to increase the effectiveness of service delivery systems (Burt,
Resnick, & Novick 1998; Melaville & Blank, 1991). Is it any wonder that in the homelessness arena we
also find ourselves in need of guidance to move systems toward greater responsiveness?

Our assignment is to summarize research knowledge about changing community systems into
configurations that promote the goal of ending homelessness. It is important to note at the outset that
significantly less relevant literature exists on this topic than on others at the Symposium. A Google search
of “system change” + “homelessness” produces 66,000 items, but only a handful are research—most of
the rest are plans, or advice. The research on which we base much of this paper comes from HUD-
sponsored projects on communitywide strategies to end chronic street homelessness (Burt et al., 2004)
and prevent homelessness (Burt, Pearson, & Montgomery, 2005); a Corporation for Supportive Housing
evaluation of a project called Taking Health Care Home (THCH) that is designed to change community
systems to promote development of permanent supportive housing (Burt & Anderson, 2006); and two
research syntheses offering blueprints for changing systems, one by HHS’s Center for Mental Health
Services (2003) and one by the Corporation for Supportive Housing (Greiff, Proscio, & Wilkins, 2003)
that has been the basis for many presentations at Policy Academies. Most of the research has focused on
permanent supportive housing to end homelessness for persons with disabilities who have been homeless
for a long time. Yet system change efforts related to homelessness reach well beyond this population and
these interventions. Therefore, we also incorporate examples from our own experience working with
communities to make change happen.

We will address several aspects of system change based on research and written reports that have become
available since 1998: (1) documenting system change itself and how it has been brought about, (2)
documenting the effects of such change on preventing and ending homelessness, and (3) describing how
communities have used a variety of databases and feedback mechanisms to give themselves the
information they need to set targets and keep themselves on track to meet them. We will not be able to
recommend “best practices” substantiated by a strong evidence base, but we will be able to present
approaches and practices that are widely recommended and seem to be promising.

How Shall We Describe Systems and System Change?

The literature offers a number of schemes for describing systems and system change. We use two in this
paper. The first focuses on signs that systems have changed, and the second focuses on the types of
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relationships among agencies that characterize systems at different stages of integration. Both schemes
were used in the THCH evaluation (Burt and Anderson, 2006) to describe the changes occurring in the
study communities.

Laying a New Foundation (Greiff, Proscio, & Wilkins, 2003, p. 7) identifies five signs by which one can
recognize system change when it is complete, or nearly complete; change should be clear in all five areas
(text in brackets [ ] is the present authors’):

e A change in 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 change in money: Routine funding is earmarked for the new activity in a new way—or,
failing that, there is a pattern of recurring special funding on which most actors in the system
can rely. [This could be new money, a shift in existing funding, or new priorities and criteria
for accessing existing money].

e A change in habits: Participants in 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. [Service
delivery improvements fit in here, ranging from referral hotlines and simplified application
procedures, through case-by-case provider sharing of resources, up to and including services
integration (through multi-agency teams, co-location, and the like) or systems integration
(such as universal applications, merged funding streams, multi-agency goal-setting and
follow-through)].

e A change in technology or skills: There is a growing cadre of skilled practitioners at most or
all levels in 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 change in ideas or values: There is a new definition of performance or success, and often a
new understanding of the people to be served and the problem to be solved [i.e., new goals].
The new definition and understanding are commonly held among most or all actors in the
system, such that they are no longer in great dispute. [For instance, a whole CoC could
reorient itself toward ending homelessness, or at least toward ending chronic homelessness.
Either of these events would be system change if followed by actual changes in behavior to
assure movement toward the goal.]

Since people who are homeless interact with many systems, including homeless-specific agencies and the
health, mental health, corrections, child welfare and foster care, public benefits, employment, and housing
systems (as documented by Culhane et al., 2002 and Koegel et al., 2004, among others), achieving
integration of these systems can make a significant difference in the manner and speed with which a
household’s homelessness is resolved. Services and systems may be integrated to varying degrees, making
it more or less simple to get individuals the range of services they need or to end homelessness through
the combined, concerted, organized, and strategic actions of many different actors (Cocozza et al., 2000;
Provan & Milward, 1995; Randolph et al., 2002). Services integration refers to the ability of a community
to get any individual or family the services it needs, especially when the needs span two or more service
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systems. Services integration may be accomplished in a number of ways—a common approach is the
multi-agency casework team, whose members are able to marshal the resources of their respective
departments efficiently and effectively to help individual clients. Systems integration refers to changes in
two or more service systems that reorient the systems’ activities toward more efficient and effective
achievement of common goals—goals that may be new or long-standing.

The first author (Burt & Anderson 2006; Burt et al., 2000) has used a five-level scheme to describe
integration stages—isolation, communication, coordination, collaboration, and coordinated community
response. These stages can represent the initial status of a potential system and the relationship of its
component parts, and also the movement toward changes that are likely to end homelessness.

One can use the integration stages described below to benchmark a community’s progress from a
situation in which none of the important parties even communicates, up to a point at which all relevant
agencies and some or all of their levels (line worker, manager, CEO) accept a new goal, efficiently and
effectively develop and administer new resources, and/or work at a level 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. Brief descriptions of these integration stages follow:

¢ Isolation—recognition of the need to communicate about the issues that require a system
solution is lacking, as is any attempt to communicate. Even worse than isolation is hostile
communication, suspicion, and distrust. This was the situation in many communities at the
time that HUD instituted the continuum-of-care application process. It still prevails in some
communities as the reality of relationships between homeless assistance providers and
government funding agencies.

¢ Communication—talking to each other and sharing information in a friendly, helpful way is
the first, most necessary, step. 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 front-line workers (e.g., a
mental health worker and a housing developer), middle-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 systems in a community. In many communities the parties who need to work
together to create a coordinated system to end homelessness have not reached even this first
stage. Everyone operates in isolation in hostile interactions that do not advance understanding
or assistance for homeless people or the possibilities of preventing homelessness. 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 is the norm in most communities—people know each other
but have not really gotten down to the hard work of listening to and hearing each other.

e Coordination—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 among front-line workers or 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 systems in a
jurisdiction.
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Coordination may also be services integration. Multi-agency teams that help specific
individuals obtain appropriate services are examples of coordination, as are multi-service
centers where a homeless person can connect with many different agencies but there is no
overall case coordination. However, at this stage, no significant changes have occurred in the
services each agency offers or how the agencies do business. Coordination does not involve
major changes in eligibility, procedures, or priorities of any cooperating agency. It merely
means they agree not to get in each other’s way 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.

Collaboration—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 a way 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 leadership is not on board supporting
and enforcing adherence to new policies and protocols, then collaboration is not taking place
(although coordination may still occur at lower levels of organizations). 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 a similar expectation to pursue a
coordinated response and will receive whatever training and orientation is needed to make
this happen. Collaboration in this sense can be seen in many examples given throughout this
paper, including Connecticut’s three waves of integrated state funding for PSH, the ways the
Massachusetts Department of Mental Health has developed partnerships to produce PSH,
Minnesota’s 10-year plan to end homelessness, Portland/Multnomah County, Oregon’s three-
way funding structure for PSH, Seattle/King County, Washington’s funders group, and
Columbus/Franklin County, Ohio’s Rebuilding Lives initiative.

To the three stages that promote better services and supports for homeless people, we add a last stage,
which is collaboration involving all of the critical and most of the desirable systems and actors in a
community. This type of response has sometimes been called a coordinated community response (CCR),
and we adopt that terminology here to distinguish this type of community-wide collaboration with the
long-range goal of ending homelessness from collaboration among two or three agencies. Coordinated
community response is system change and integration, going beyond collaboration in several directions.

First, all of the systems in a community essential to preventing and ending homelessness must
be involved. This includes homeless assistance providers and agencies providing housing
subsidies, and also those promoting the development of affordable and special needs housing.
It includes agencies that fund supportive services, most frequently mental health and
substance abuse agencies, but also employment and health agencies, and others offering
services that may be needed to address the underlying factors that contributed to
homelessness. It includes agencies such as law enforcement and corrections, mental hospitals
and private psychiatric units, and other institutions discharging vulnerable people with
disabilities who are at risk of homelessness and need appropriate housing. It often involves
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the business community, which is heavily impacted by street homelessness. Ideally, others
will also be involved, including representatives of local elected bodies, funder
representatives, and consumer representatives.

Second, CCR involves a mechanism for seeing that individual clients or households receive
the services they need—that is, it integrates services, through one or more of several
mechanisms. The result of this streamlined service delivery at the client level should be
improved client outcomes as well as more efficient and effective use of resources. In the
context of addressing chronic homelessness, service integration involves connecting services
and housing to help clients with long-term homelessness and one or more disabling
conditions to find and keep housing and reduce use of expensive emergency public services.
An important finding of the Access to Community Care and Effective Services and Supports
(ACCESS) demonstration, which may seem obvious in hindsight but was not actually
anticipated, was that people got housed only when the housing agencies were at the table
(Rosenheck et al., 1998, 2001, 2003Db). In the context of preventing or ending family
homelessness, weekly cross-system case management meetings and pooled resources among
homeless intake, child welfare, and income maintenance agencies may be used to move
families coming into shelter rapidly back into housing or even to keep children with their
parent in permanent housing instead of allowing the family to become homeless and
removing the children to foster care. By working together and developing the mechanisms to
respond to their clients’ housing crises before a household becomes literally homeless,
providers can intentionally serve all clients rather than opportunistically serve only those who
come to them while others fall through the cracks.

Third, CCR entails a functioning feedback mechanism. In many communities this is a
monthly (or more frequent) meeting of those most actively involved in developing
appropriate interventions or smoothing bureaucratic pathways. (This function should be
different from a direct service meeting to facilitate matching clients with services and housing
units, even though both meetings may involve the same players.) Some communities have
also found that forcing themselves to collect data on their progress and then to review the
data at the monthly meetings shows them what they have achieved, helps them identify and
resolve bottlenecks, and provides a powerful positive incentive.

Fourth, CCR includes an ongoing mechanism for thinking about what comes next, asking
what needs to be done, how best to accomplish it, and, finally, what needs to change for the
goals to be accomplished. This mechanism can take one or more forms, such as task force or
council, regular stakeholder meetings, and quarterly retreats. Whatever the mechanism, it
must translate into shared decision-making and strategic planning at multiple levels as well as
the expectation that each part of the system will modify its own activities to support and
complement the work of the other parts.

Fifth, it is a great deal easier to maintain the first four elements of a CCR if someone is being
paid to serve as coordinator to organize and staff the interagency working groups and
committees necessary to accomplish community-wide goals.

Finally, a coordinated community response is never a “done deal.” If it is really doing
everything expected, including identifying remaining gaps and continuing to seek ways to
improve the system, it continues to evolve. We do not attempt to assess communities
discussed in this paper using this framework except in a few examples, but changes from one
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stage to another should be obvious from community changes described below. The evaluation
section of the paper discusses how the framework can be used to measure the impact of
system change efforts as they mature and evaluations are formalized.

It is most fruitful to use this scheme to characterize movement and change rather than a steady state or a
comprehensive overview. We follow this principle in Exhibit 1 below, where we give brief examples of
movement from one level to another, focusing sometimes on relatively narrow but still challenging
integration efforts such as that of the Skid Row Homeless Healthcare Initiative in Los Angeles and
sometimes on the broadest possible efforts to mobilize all elements of a community to address the
ultimate goal of ending homelessness.

Factors Affecting the Likely Success of System Change Efforts

From the review of existing research and observations of local community practice, the authors have
identified five major factors that affect system change:

e context of the local community and the state,

o interest and commitment of key stakeholders,

o scope of desired system change,

e governance and management structure for system change, and the

e identified process of system change.

The mix of factors will vary from one community to the next; thus, the pattern and success of system
change will also vary. The review of current research suggests that no one factor of system change is
more important than another, but there do appear to be cumulative impacts. That is, having multiple
factors in place, such as strong state agency support and a dedicated staff member managing the system
change activities, may help overcome obstacles to system change. Conversely, the absence of two or more
factors may significantly hamper progress toward system change. Presumably, the more complete,
strategic, and well-executed the process, the faster the goals will be realized and the greater will be the
magnitude of the results.

Context of the Local Community and the State

The starting frame of reference of the local community will impact the speed of change and may affect a
community’s ability to mobilize stakeholders. The community leaders driving change will need to assess
the current stage of the system (isolation, communication, coordination, collaboration, or coordinated
community response). Readiness for change is affected by the occurrence of trigger events that mobilize
community support, whether providers are content or dissatisfied with their current methods of addressing
homelessness, prevailing philosophies and level of investment related to the current system, availability
of data to compel change, the economic and social climate that may affect a community’s ability or
willingness to redirect resources to address homelessness, and commitments of those who control major
resources beyond the community itself. For instance, if public agencies and homeless assistance providers
alike acknowledge that current approaches are not effective in addressing homelessness, there is a shared
context for discussing possible solutions that will probably involve system change. If no trigger events
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Exhibit 1

Changes from Level to Level: Examples

From No Communication to Communication

Work in Rhode Island made “PSH" a recognizable concept to state legislators and agency officials, so they could begin to think about how
to promote it. A parallel effort brought housing developers and operators and service providers together for the first time to develop
potential teams to create more PSH.

Work in Portland, Oregon, and Seattle brought the agencies with mental health and substance abuse services funding to the table for the
first time, to talk with housing development and operations agencies.

In Chicago, efforts to “change the way we do business” got people talking with each other in entirely new ways and brought new
stakeholders into the process.

Work in Los Angeles’ Skid Row brought the many agencies providing primary health care to homeless people to the same table for the
first time, to talk about how to stop their patients from falling through the cracks.

From Communication to Coordination

In Los Angeles, the Skid Row Homeless Healthcare Initiative has developed a division of labor and coordination mechanisms among
providers, established structures for obtaining specialty and recuperative care from clinics and hospitals beyond Skid Row, and created
numerous additional mechanisms to assure better health care delivery and follow-through, including new funding mechanisms.

The primary public and private funders of homeless services in Indianapolis, Indiana, have been meeting regularly for years to discuss
issues related to homelessness. They all agreed in principle with and supported the Blueprint to End Homelessness, but maintained their
own allocation processes. Today, they are working on a master investment strategy that outlines how each funding source will be
targeted to achieve the implementation of the Blueprint over the next five years. The investment strategy also talks about the use of
mainstream funding, such as Medicaid, Indianapolis Housing Authority vouchers, Indiana Housing Trust Fund, and criminal justice funds,
for the Blueprint.

From Coordination to Collaboration

In Chicago, the lllinois Department of Human Services-Division of Substance Abuse brought together multiple homeless and mainstream
agencies that traditionally coordinated services with one another, and created a multidisciplinary, multi-agency outreach team to serve
persons with chronic substance use disorders in response to a Substance Abuse and Mental Health Services Administration grant
opportunity.

From No Communication to Collaboration

Three Los Angeles city agencies with responsibility for different aspects of housing had never worked together. They began meeting to
develop an affordable housing plan for the city. From this modest beginning, they evolved to a joint RFP for the development of PSH that
blends these agencies’ resources to provide capital and operating funding commitments in the same package. This movement involved
several “firsts"—first time working together, first time developing a shared goal, first time issuing a joint RFP, and first time blending
funding. Still missing, however, is the county’s part—the supportive services.

Moving toward a Coordinated Community Response

Portland and Seattle have brought the relevant parties together at several levels, from the commitments of local elected officials to the
joint activities of PSH providers to the integrated funding strategies of relevant public agencies. Integrated work that began with a focus
on chronically homeless individuals has spread in both communities to encompass plans, activities, and specialized funding for
preventing and ending family homelessness, drawing in still more players.

Working in Reverse—Unintended Consequences

Changes in one system, undertaken for its own internal reasons, often cause changes in other systems that no one ever intended or even
thought about. An example particularly relevant to ending homelessness comes from Markowitz's (2006) analysis of reductions in public
mental hospital beds before 1990 leading to increased homelessness among people with mental illness and their subsequent increased
probability of arrest and incarceration, with the result that the proportion of incarcerated people with major mental illnesses increased.
One system’s change is two other systems’ disaster, which efforts to end homelessness are still trying to untangle.
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have provided the impetus for change or if no data show that the current system is failing, then many may
resist change altogether. If agencies are already collaborating, then they already have skills and
experience working together on community solutions and will have an easier time taking the next step
(Pindus et al., 2000; Martinson & Holcomb, 2002).

Trigger Events and Paradigm Shifts

A recent HUD-sponsored study examined seven communities making progress in ending chronic street
homelessness (Burt et al., 2004).! The study identified the importance of a trigger event in mobilizing
significant commitment to developing new approaches to ending homelessness for this most resistant
segment of the homeless population. In most of the communities visited, a trigger event galvanized the
observed approach. In Columbus and San Diego, the event was the desire to develop a part of downtown
that had a high concentration of street homeless people. The business leaders who wanted the
development became committed to assuring that it did not happen unless plans were in place to serve and
house the homeless people it would displace. In Philadelphia and Birmingham the trigger event was a
proposed anti-homeless city ordinance. Consumer and service provider protests in Los Angeles,
Philadelphia, and San Diego stimulated responses in those communities, and an invitation to develop a
pilot program for a new funding source prompted the Los Angeles County Sheriff and Mental Health
Department to work together for the first time to create an integrated services program for homeless
people with mental illness who were leaving the jail with no place to go. The two communities that
already had strong organizational structures and leadership (Columbus and Philadelphia) were able to
capitalize on these trigger events with relative ease and speed. But it is important to note that several
communities and public agencies that did not have an organized leadership structure or well-developed
public agency involvement and investment before the trigger event (for example, San Diego and two
programs in Los Angeles) were able to use the event to re-examine their situation, decide to take action,
organize themselves, mobilize resources, and make and carry out plans for approaches to address and
reduce chronic street homelessness. Thus, these communities were able to turn these trigger events to
their advantage and gain commitments to new goals and new resources, rather than allowing the event to
worsen the circumstances of street homeless people. The event itself is often perceived locally as a
watershed moment—the catalyst that began the process that resulted in the current commitment to reduce
or end chronic street homelessness.

Frustration and Philosophy

If homeless assistance providers feel their current approaches are working to end homelessness, they may
resist efforts at system change. Alternatively, some providers and some public agencies committed to a
high-demand approach will not consider certain models that have been shown to work with very service-
resistant homeless people but which conflict with their philosophical viewpoints. But if providers
themselves are frustrated with the current models or feel that the current system is ineffective in engaging
certain populations, they are more likely to welcome change. For instance, in Chicago it was the
providers, not the city, that came back from national conferences saying “what we’re doing is not
working, we have to do something different” and lobbied until they got a 10-year planning process under
way. The process of change does not stop with a recognition that something different is needed, and even
high frustration levels do not necessarily lead to change without other ingredients also being present. For

! To be included, a community had to be taking significant steps to end long-term street homeless and also had to

have at least some data to prove that these efforts were making a difference. It was not easy to find communities that
met both criteria.
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instance, providers may not have the knowledge or organizational capacity to move to new approaches
even if they want to, and funders may be stymied by contractual processes that are hard to shift or change.
Later in this paper we give examples of system change efforts designed to help existing and potential new
providers develop the skills needed to operate new kinds of programs. A communitywide system change
effort will need to account for all of these factors as it moves forward and find ways to accommodate each
stakeholder’s current position while working toward a more effective overall system.

Using Data to Support Change

Accurate information is always a powerful weapon in the quest for change, but it is not always easy to
find. Most critically, accurate information about one’s own community is the most convincing to local
decision makers, but often it does not exist. We began this paper with a fairly dramatic example of the use
of data to effect change—how the National Alliance to End Homelessness along with other advocates
used information about population size, the success of permanent supportive housing, and public costs
avoided to promote a federal commitment to ending chronic homelessness. Local communities also
generate and use data in a variety of ways to stimulate change and then sustain and expand the
investment. Later in this paper we discuss ways that communities use information to manage change
efforts, but here we want to offer some examples of how communities have made sure that they
developed the local information they needed to prompt commitments to system change.

e In 1986, Columbus, Ohio, was one of the first communities in the country to develop and
install a simple homeless management information system (HMIS) to track shelter use and
get an accurate count of homeless people in the system (Burt et al., 2004). The Community
Shelter Board director at the time, who insisted on installing the system, later said, “Once we
had data, we stopped arguing about whether we had a problem and started working on how to
solve it.”

e Hennepin County, Minnesota, also developed its own data system for its homelessness
prevention and rapid shelter exit programs for families. The county staff use the system daily
to manage the programs and to assess system outcomes—specifically, whether families who
receive program services become homeless or return to homelessness (Burt, Pearson, &
Montgomery, 2005). Being able to show the program’s excellent track record with homeless
families entering shelter (reducing the number of families in shelter by half, halving lengths
of stay, and keeping further loss of housing and return to shelter within 12 months down to
only 12 percent) has been instrumental in keeping the program’s state funding flowing.

e Portland, Oregon’s Bureau of Housing and Community Development collected impact data
on a pilot project that it hoped would become a model for future programming to end street
homelessness. “Transitions to Housing” offers providers “whatever it takes” flexible funding
to house and support the hardest-to-serve single homeless adults. Politicians were skeptical
but willing to back a pilot. When the evaluation data showed clear success, it was the starting
point for expanding the program and moving forward with more system-wide changes.

e |In Seattle, a study by the county health department noted many deaths among single adult
homeless people in King County. This study had a very powerful effect in generating political
will because it got a lot of press in local newspapers. Public attitudes really drive the agenda
at the state capital, and the study created strong public interest in reducing the vulnerability of
homeless street people, for which permanent supportive housing was a clear solution. The
study came at a time when the Taking Health Care Home (THCH) project was working to
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develop more resources for PSH and had created a Funders Group to think through how this
might be done. The THCH coordinator was asked to make a presentation to the state
legislature using THCH data and the results of the Funders Group deliberations. This
testimony provided valuable information to state legislators who were attempting to address
homelessness across the state and ultimately helped promote major new appropriations and
other legislative initiatives.

e California’s very successful AB 2034 program (Burt & Anderson 2005; Mayberg, 2003)
grew out of data from three initial pilot sites that showed significant reductions in time
homeless and days hospitalized or incarcerated among homeless people with serious mental
illness who participated in the program’s “whatever it takes” funding approach. The evidence
of success continued as the program expanded to 34 counties and was one of the key factors
that prompted voter approval of Proposition 63 in 2005 and the consequent Mental Health
Services Act in 2006, which is pouring major new service dollars into California
communities.

e The San Diego Police Department gathered data to show the cost of one arrest and booking of
a chronic alcoholic homeless street person, in an effort to develop support for a new
approach. When decision makers learned that the cost of just one arrest (about $1,100) was
more than one-third higher than the cost of one month of outpatient treatment and housing,
San Diego’s Serial Inebriate Program was born (Burt et al., 2004). Its success was one of the
factors leading to HUD’s new Housing for People Who Are Homeless and Addicted to
Alcohol program, now funding 11 grants to 10 communities.

Economic and Social Climate

All of the factors just discussed are affected by the economic and social climate of the local community or
state environment. The economic environment will affect the overall prevalence of poverty within a
community and may affect a locality’s revenue base available to address poverty issues. A poor job
climate will make it even more challenging for homeless households to obtain living wage employment.
An expensive housing market will expand the gap between market rents and incomes of households that
are trying to avoid homelessness or re-enter the housing market, while in a depressed housing market,
landlords are more willing to negotiate rents and payment plans to repay arrearages. A positive economic
environment can present positive opportunities for system change to end homelessness, such as funds to
support innovative service models or the development of subsidized and/or supportive housing.

The social environment can have an equally powerful effect. If there is significant social awareness and
public support for social causes in general and ending homelessness in particular, community leaders may
be very receptive to pursuing an agenda for change. If the community is negatively inclined toward social
issues, the political leaders may be completely opposed to funding or even supporting change. Similarly,
if the community is mobilized around different community issues, it may be difficult to secure public
support for system change to end homelessness.

Interest and Commitment of Key Stakeholders

Various sets of public and private, homeless and mainstream system actors need to make commitments
and play their parts for systems to change. A community is more poised for successful system change if
all of the stakeholders share the goal of ending homelessness, are committed to bringing the goal to
fruition, and are open to changing their own systems to make it happen. However, even if only a few
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agencies are on board, the agencies may act as champions of the process to engage other stakeholders.
Ideally the “founding” partners will be agencies that are pivotal to change, but the specific agencies
involved will vary from community to community depending on the population being targeted and the
structure of the community. For instance, if a community is targeting family homelessness, critical
agencies may be the child welfare, TANF, and workforce development agencies; the public housing
authority; and key homeless system leadership. If chronic street homelessness is the issue, law
enforcement; the courts; and mental health, substance abuse, corrections, and public benefits agencies will
likely be involved in addition to homeless assistance agencies and, sometimes, the business community.

It is likely that several of the key stakeholders will not be at the table at the beginning of the process, and
they will need to be convinced to participate. All stakeholders do not have to be involved from the
beginning, nor do all stakeholders need to be involved in all aspects of system change. Different
communities have had success using different models. Some work on system change within the homeless
system, slowly engaging one mainstream agency at a time; some work with several mainstream agencies
to develop one component of a community system such as PSH; and some start with mainstream agencies
and work on changing the homeless system in later stages. The local context and motivation for change
will determine which strategy is likely to work best.

Need to Involve the Agencies with Resources and Decision-Making Authority

Local communities seldom control key resources or are in a position to make policy decisions essential to
ending homelessness. A city will be dependent on cooperation from county agencies that control key
resources such as public benefits and health and mental health services. Cities and counties will be
dependent on state agencies and their policies, especially policies affecting resources essential to
addressing homelessness, including housing, health care, mental health care, and substance abuse
treatment. As homelessness is, at base, lack of housing and the ability to afford housing, a local effort to
end homelessness will have a much better chance for success if the agencies that can offer housing or that
control housing policy are at the table. These include public housing authorities, state housing finance
agencies, and community and economic development agencies. Many of the critical housing agencies
have an autonomous or semi-autonomous status, being neither city, county, nor state agencies in the usual
sense, adding another layer of “who controls what” to the mix of agencies needed for success.

For the past three years, the first author has been involved in evaluating the multisite Taking Health Care
Home (THCH) initiative of the Corporation for Supportive Housing (CSH).? This project is designed to
move systems in a direction that will promote the development of permanent supportive housing, using a
grant as its primary lever for moving systems. All THCH sites invested a portion of grant resources in a
coordinator. A recent report (Burt & Anderson, 2006) examined the changes in the study communities at
the two-year mark.

Three THCH communities (Portland/Multnomah County, Seattle/King County, and Maine) were the most
“ready” for change, in that at least one public agency had already realized the importance of PSH and had
taken its own steps to move more of its resources toward PSH development.® The most involved agency

2 The communities involved were four states (Maine, Connecticut, Rhode Island, and Kentucky), two city/county

sites (Los Angeles and Portland/Multnomah County, Oregon), and one multi-jurisdiction site (Seattle/King County,
Spokane City and County, and the state of Washington).

® A fourth THCH community had these same characteristics initially, but a change in state leadership and direction
reduced interest in PSH development and stiffened resistance to system change.
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in each community took the lead in applying for THCH funds, usually on behalf of a large collaborative
body that was already in existence or with the explicit commitment of at least one other agency to work
toward system change. The early buy-in of these agencies laid the foundation for relatively rapid and
successful system change once the THCH funding was received and a coordinator was assigned to
manage the change process.

These three communities differed substantially in the degree to which state agencies were involved in
their system change efforts. Portland/Multhomah County proceeded largely without state-level
involvement, as the climate for such involvement was unfavorable to investment in homeless issues and
no other communities in the state could be counted on to apply pressure to turn that resistance around.
Seattle/King County might have found itself in the same situation, were it not for the THCH investment
strategy that put resources into both ends of the state—in Seattle/King County and in Spokane. From the
beginning, an element of the Washington strategy was to develop new state-level funding streams;
generating pressure from areas of the state other than the largest population center of Seattle/King County
would be critical for success. Another part of the strategy was to include state agency representatives in
the Seattle/King County funders group. These representatives became very familiar with the arguments
for ending chronic homelessness through permanent supportive housing, and were later instrumental in
helping to design a strategy for new state legislation and getting that legislation passed. By the end of two
years of organizing, the Washington legislature had approved new legislation that is now providing
resources to combat homelessness in every county based on real estate transactions, plus resources to
combat family homelessness, and new resources for substance abuse treatment. In Maine, the THCH
project was located in a state agency, the housing finance agency, and the primary work of the project
involved organizing agencies at the state level. Action at the state level to provide capital resources,
facilitate operating resources, and match clients to supportive services through Medicaid and other
mechanisms has supported the work of regional councils that do the bulk of local planning, and the work
of local providers that develop and run the programs that deliver services to actual clients.

There are other examples of states that have developed state-level strategies and resources for combating
or ending homelessness that facilitate local planning and implementation and make it easier for providers
in local communities to meet the needs of individual clients.

¢ In 2004, Minnesota promulgated a state 10-year plan for ending long-term homelessness
(Minnesota Departments of Human Services and Corrections, and Housing Finance Agency,
2004). The plan calls for the development of 4,000 new units of permanent supportive
housing within seven years at an estimated cost of $540 million. State sources were projected
to supply two-thirds of this amount, including capital resources ($90 million in general
obligation bonds, $90 million in housing finance agency resources, and $60 million in tax
credit financing) and supportive service resources ($120 million through the Department of
Human Services, including state appropriations and various public benefits). The working
group that developed the plan issues regular progress reports. As of fall 2006:

= 1,091 of the 4,000 promised new units had received funding commitments and were
underway.

= The legislature appropriated and the Department of Human Services awarded the first
$10 million in state funding for supportive services to seven multi-county consortia.
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o California has recently passed several important pieces of legislation or voter initiatives that
make new resources available for addressing homelessness and the disabilities that often keep
people homeless for long periods of time. These include:

= 2006—a new state housing bond issue for $2.85 billion to create affordable housing
throughout the state, with a component aimed directly at developing permanent
supportive housing for chronically homeless people.

= 2005—Proposition 63, which became the Mental Health Services Act in 2006, provides
close to $200 million a year statewide. Allocations are up to each county, but it is
expected that a significant portion will be used to provide the supportive services that
help keep people with severe and persistent mental illness in housing.

¢ In November 2005, New York announced a new wave of the New York/New York Initiative,
known as New York/New York 11, to create 9,000 new units of permanent supportive
housing by the end of 2015. As did earlier waves, the first of which was signed in 1990, this
third wave of combined state and city funding will focus on ending or preventing
homelessness among single adults with severe and persistent mental illness. It will have a
broader focus as well, serving single adults with substance abuse disorders or HIVV/AIDS,
families with a disabled head of household, and youth aging out of foster care.

e Investments in Connecticut and Massachusetts are described in more detail later in this paper.

These examples illustrate the importance of and potential results associated with involving agencies with
resources and decision-making authority, particularly at the state level. Without their intimate
involvement, it will be significantly harder to effect changes in power or money. With their involvement
and support, these agencies may identify problems within their own systems and suggest solutions to
address them. It is also important to note that some of these state-level changes focus on assisting the
larger categories of “extremely poor people” or “people with a certain disability” rather than just people
who have already become homeless. By implication, they also involve stakeholders who may not be
directly involved in ending homelessness but who can be significant allies in securing policies that should
reduce homelessness by reducing the likelihood that people in these categories will become homeless in
the first place. Increasing the availability of affordable housing, whether through rent subsidies to low-
income households or public investment to reduce capital costs, is probably the single biggest public
policy that could affect levels of homelessness (Quigley, Raphael, & Smolensky, 2001; Dasinger &
Spieglman, 2006). Assuring housing with supportive services to populations whose disabilities, coupled
with extremely low incomes, are known to increase their vulnerability to becoming homeless is another
non-homeless-specific strategy that could have a substantial impact in reducing the flow into
homelessness.

Beyond “The Usual Suspects”

In the discussion above, we have talked mostly about the roles of “the usual suspects”—homeless
assistance providers and government agencies whose missions connect to homelessness through funding,
direct service, or both. Communities that have succeeded in involving a wider variety of stakeholders
have found their presence to be useful in many ways. The participation of state and local elected officials
can be critical to securing the funding needed to carry out the new plans, and also to helping interpret and
champion the new plans to the general public. Business associations and business improvement districts
have participated in developing and implementing plans to end homelessness, and have also contributed
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significant resources and developed service structures of their own in Philadelphia; Denver; Washington,
D.C.; Columbus, Ohio; and many other communities. Community leaders were the main participants in
Reaching Home, Connecticut’s public education campaign that sought to win public support for state
investments needed to end chronic homelessness. Foundations, such as the Melville Charitable Trust in
Connecticut, have played major leadership and funding roles in some communities. The Conrad F. Hilton
Foundation is another example—the foundation recently invested $8 million in efforts in Los Angeles to
reduce chronic homelessness among people with serious mental illness, and pursues a number of
initiatives to stimulate the city and county to develop and implement approaches to ending homelessness
that have a known track record of success.

Scope of Desired System Change

The extent to which there is a shared vision for ending homelessness is likely to affect the success of
system change. For some communities, it is more strategic and feasible to focus on solutions for chronic
homelessness; for others, it is important to establish a broader vision to bring critical partners to the table.
Communities may need to consider the implications of the scope of their goal, and whether system
change needs to be organized separately for different subpopulations or aspects of the goal.

Stakeholders in Jacksonville, Florida, mobilized to establish the Home Safe project to permanently house
individuals with chronic alcohol addictions who had been living on the streets or in emergency shelter for
extended periods.® The opportunity to apply for federal funds to address the issue provided impetus for
the collaboration to form. The focus on alcohol addiction brought new partners to the table, many of
whom had not previously been involved in addressing homelessness. The collaboration involves the
homeless coalition, local sheriff, two state-funded substance abuse treatment providers, a key homeless
assistance provider, and the mental health center—all of which are working together to address a shared
problem. The project has resulted in shared funding, joint decision-making, and regular service planning
across all of these partners. Although the collaborative is currently limited to this single project, it has
provided a positive experience that can be leveraged for future system change efforts.

Conversely, Indianapolis, Indiana, chose to adopt a Blueprint to End Homelessness that defined strategies
for preventing and ending all homelessness, including family and short-term homelessness as well as
chronic homelessness for individuals (Indianapolis Housing Task Force, 2002). The leaders of this effort
determined that establishing a goal of sweeping change affecting a broad constituency was a more
appropriate strategy for engaging the wide range of stakeholders they thought would be needed to achieve
system change. Ambitious goals multiply the amount of work needed to create change, but they also
expand the pool of willing funders, advocates, and allies. There was concern that a narrower goal might
alienate potential allies. System change is still underway, and the Blueprint has continued to maintain
widespread support. The community has achieved several critical implementation milestones, including
creating new permanent supportive housing units, establishing the Marion County Housing Trust Fund
(www.ahomewithinreach.org) and a new affordable housing placement clearinghouse
(www.IndianaHousingNow.org) to expand access to permanent housing, successfully piloting two new
cross-disciplinary housing and services initiatives (use of HOME tenant-based rent assistance to move
families out of shelter, use of a mental health system of care model to provide resource coordination to
persons who are chronically homeless), and sponsoring cost studies to measure the primary and

* Jacksonville 2005 Grant Application to HUD’s Housing for People Who Are Homeless and Addicted to Alcohol

program.

2007 National Symposium on Homelessness Research 2-17



Changing Homeless and Mainstream Service Systems: Essential Approaches to Ending Homelessness

behavioral health cost savings associated with the system-of-care pilot. Stakeholders are currently
working on a detailed implementation plan that incorporates major funding shifts, investment of new
resources from a broad range of mainstream housing and service agencies, and a carefully planned
conversion of the homeless shelter system.

Governance and Management Structure for System Change

To achieve system change, communities will need to make decisions about the level of inclusion they
need or intend in their processes, how the group will make decisions throughout the process of change,
and how the group will manage the process of change. The structure will need to be closely related to the
previously described factors of community context, commitment of key partners, and the goal that is
established. Inevitably, the community can be more successful if its efforts are intentional and it
establishes a leadership, decision-making, and management structure that fits its anticipated goal and
process.

Leadership and decision-making structures can form from the top down or the bottom up, or can be a
hybrid. Research indicates successes with all models, so the clear lesson about structure is that it should
be what fits a given community. There is no “one size fits all”; attempts to impose one community’s
structure on another community will usually waste time and possibly delay or derail the process.

Communities with a strong funders network or other powerful actors may organize themselves to
streamline access to resources through a central organizing body such as the Community Shelter Board in
Columbus, Ohio. The resulting top-down structure uses its central control of resources to drive change to
address homelessness, once the direction of change has been established through a process of
communitywide input. Communities such as Indianapolis, on the other hand, which rely on privately
funded faith-based providers to run all of the emergency shelters and the majority of transitional housing
programs, may need to employ a more bottom-up engagement model.

In a process in which providers are driving change from the bottom up, it may be hard to get mainstream
agencies to the table. For instance, providers in Kansas City formed the Mid-America Assistance
Coalition (MAAC), a collaborative of providers, to manage efficient distribution of limited Emergency
Shelter Grant and Emergency Food and Shelter Program funds. This collaboration has been an effective
solution for the original problem; however, it has not been able to get mainstream agencies to the table or
to leverage additional resources to achieve the level of system change needed to truly impact
homelessness (Burt, Pearson, & Montgomery, 2005).

On the other hand, if the process is driven from the top down, whether by government or private entities,
providers and even local public agencies may distrust the process and resist change. The Annie E. Casey
Foundation’s experience with its Building New Futures initiative, which gave $10 million, five-year
grants to states and localities to promote extensive change in systems responsible for addressing the needs
of high-risk youth, is an example in which the “top” is a private foundation with its own preferred vision
of a changed system (Nelson, 1995). Federal government efforts to stimulate system change often face
similar experiences. In the homelessness arena, for instance, local government agency partners in some
HUD/HHS/VA and HUD/DOL Chronic Homeless Initiative projects faced the situation of having to
comply with federal guidelines they had no hand in shaping. In some of these communities, a proposal
was written with some official signoff from the participating public agencies but without the knowledge
of the line staff who would have to be the collaborators. It took some time for the relationships to work
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out, especially since the federal grant conditions and specifications sometimes conflicted with established
procedures of both public agencies and private providers.

Most communities appear to have a collaborative approach to managing system change that works from
both directions. Regardless of structure, communities poised for system change must recognize that
change is difficult and there will be times when stakeholders will disagree. When this happens, will the
group rely on a consensus model or one in which a majority rules? Does every stakeholder get a vote in
decision-making or only those that control funding or regulations? It is essential to define and document a
process for making decisions related to system change from the beginning, preferably as part of a
memorandum of understanding, before becoming embroiled in the many difficult issues that are
inevitable when a community truly intends to change systems.

Identified Process of System Change

The process by which a community implements its shared vision will vary depending on all of the
previously mentioned factors, but perhaps will be most significantly affected by the beginning state of the
system (proportion of elements operating in isolation, communication, coordination, or collaboration) and
the scope of the community’s vision. The process should focus on actions that will change power, money,
habits, technology or skills, and ideas or values by concentrating on moving system elements from
isolation to communication, from communication to coordination, and so on. These actions should be
strategic and intentionally planned, though flexible enough to afford regular opportunities to revisit the
course of action and redirect resources as needed.

A recent analysis by staff at the Corporation for Supportive Housing (Grieff, Proscio, & Wilkins, 2003)
integrates the experiences of many communities to identify “lessons learned” about promoting policy
reforms and developing coordinated systems of housing for long-term homeless adults with disabilities.
The lessons are pertinent to all efforts at system change; they are presented “linearly” below, but they
may occur in any order or simultaneously, and they work best if they are applied in continuing cycles of
assessment and action. The Center for Mental Health Services (2003) incorporates many of the same steps
in its guidance to communities on ending chronic homelessness for persons with serious mental illness.
The steps are:

o fostering collaborative planning and consensus building;

e investing and leveraging resources;

e coordinating, streamlining, and integrating funding;

e Dbuilding provider capacity;

e establishing and monitoring performance, quality assurance;

o building the case for system change through research and data;

e communicating and advocating: finding ways to make the need for system change
compelling;

e cultivating leaders, champions, and advocates;
o capitalizing on trigger events that compel action; and

e designating an intermediary in the role of neutral catalyst, or coordinator.
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The rest of this paper synthesizes the approaches and practices that research and our own experience
working with communities indicate are promising ways to change systems for the purpose of preventing
and ending homelessness.

Mechanisms That Facilitate Implementation of Change Goals

As hard as it is for communities to come together at the conceptual level to agree on new goals and new
responsibilities, it is considerably harder to bring the new vision into being. Over the years communities
that adopted the goal of ending chronic homelessness have developed a variety of mechanisms for
implementing change. We focus here on four types:

e mechanisms that stimulate providers to bring their programs into line with the new goals;
¢ mechanisms that match homeless people to the most appropriate services and programs;

¢ funding mechanisms that help bring together the array of resources needed to develop and
support homeless assistance programs and homeless people and support integration of
mainstream and homeless systems; and

o the role of a coordinator to “bring it all together” and make these and many other things
happen.

Re-Orienting the Continuum of Care

If communities are really going to “end homelessness in 10 years,” everyone who now provides homeless
assistance will have to change to varying degrees, and new participants will also have to join in the effort.
One Portland informant described the process of reorienting their whole community toward ending
homelessness as “turning the ocean liner”; another described the reality of how many small steps this
takes:

First, all of us working on the 10-year plan had to decide what the right thing to do was.
After weeks of discussion, our decision was to develop PSH that prioritizes the hardest-
to-serve people. Then we had to convince providers that they should adopt these priorities
as their own. Even after they were convinced in theory, it soon became clear that
providers did not really know what the change would mean in practice. That is, their
habits had not changed. In their program structures and client recruitment practices they
were violating the principles they had agreed to without even knowing it. It has required
constant working on it, explaining it, and training for it, even with “convinced” providers.
In addition, we still had to help providers move forward with implementation in the form
of getting a proposal together, finding the various pots of money, developing a project
plan, etc. This included helping them understand how to use the various new funding
sources and mechanisms that were being put in place.

The signs of system change in Portland/Multnomah County involve changes in ideas (coming to
agreement on “the right thing to do”), changes in how money is used (the three-point funding structure
with assistance to access each funding element), changes in power (new commitments of local elected
officials and public agency heads), and changes in habits (new approaches to getting the right clients into
the newly opened units).
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Chicago’s Conversion Process

The process of implementing a 10-year plan to end homelessness in Chicago also relied on major
program-level change efforts. The Chicago Continuum of Care Governing Board adopted the plan in
2002, and the mayor endorsed it in early 2003 (Chicago Continuum of Care, n.d.). The plan required a
complete paradigm shift in the ways that homeless programs operated and worked in relation to each
other. The CoC developed detailed descriptions of the new program models that articulated expectations
for program outcomes. Many homeless assistance agencies were active champions of the plan and
embraced the concepts of change; however, they still needed significant technical assistance to shift from
their current practices to new ways of delivering services. To help, the CoC developed a self-assessment
tool that agencies could use to assess whether their programs were consistent with the plan. The tool
could also be used to help agencies decide how they wanted to change and to develop a plan for
implementing change at the board, staff, and client levels. The CoC also hosted many training workshops
for each program type, which were intended to help staff acquire new skills and develop peer support
networks to jointly navigate the process of change. Simultaneously, the city and CoC began a multi-year
process of using the city and CoC-controlled grant resources to phase in change, starting with incentives
and culminating in mandating compliance with the plan in order to access funding. For instance, within
the first couple of years of plan implementation, the CoC reduced the number of shelter and transitional
beds funded in order to support greater investment in prevention, permanent housing with short-term
supports, and permanent supportive housing for people who are chronically disabled.

System change in Chicago is beginning to be recognized for changes in how money is spent (reallocation
of city and Continuum resources to support the Plan), changes in ideas (a paradigm shift about the
community’s ability to end homelessness), and changes in skills (retraining agency leadership and staff).
The annual State of the Plan reports also document progress in building new permanent supportive
housing units, among other process milestones.® Over time the expectation is that habits will also change
(realization of cross-system service delivery) and that the cumulative impact of these changes will be
realized in reduced numbers of people who experience homelessness, shorter durations of homelessness,
and improved individual housing and behavioral outcomes.

Southern New England Training for Developer/Service Provider Teams

Recognizing that production goals for new permanent supportive housing would never be met without
expanding the pool of housing developers and service providers who could create and run PSH, the
Corporation for Supportive Housing’s Southern New England office used THCH funding to create a
training program to bring together potential partners and help them structure new projects. The training
sought to change knowledge, skills, and ideas of appropriate ways to work together. The One Step
Beyond Training Institute (OSB) began in 2004. It gets to the nitty-gritty of what it takes to develop PSH
by training the agencies and people who will actually have to produce and operate it. Inspiration is also a
part of this mix, as new players must be convinced to participate in PSH production if the goal of
expanded PSH capacity is to be reached. OSB is designed to foster partnerships among housing
developers and service providers, so that more organizations will get into the PSH business and those
already in it will expand their capacity to develop and operate PSH. Each plan being developed involves

®  State of the Plan reports and other relevant documents about the plan and its implementation can be downloaded

from the Chicago Department of Housing Web site (www.cityofchicago.org. Click on Departments, then Housing,
then "There's No Place Like a Home" section.)
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collaborations among several agencies. The goal was for teams to have project plans and sites identified
by the end of the training.

During OSB’s second year, teams from Rhode Island included nonprofit housing developers for the first
time. Their presence was a testament to system change in two senses. Getting these new players involved
in PSH had been a major goal of THCH in Rhode Island. But it probably would not have happened, even
with urging from THCH, if another change had not come first. Rhode Island Housing, the agency that
controls HOME dollars, established new priorities that for the first time gave precedence to PSH
development. If the nonprofit housing developers wanted HOME dollars, they were going to have to get
involved in producing PSH. A power center, Rhode Island Housing, had changed the financial incentives,
and changed behavior followed. Many of the teams that participated in OSB have since submitted funding
proposals to state agencies, with considerable success.

The curriculum developed for OSB is enjoying continued life, as various CSH local offices are using it to
stimulate new partnerships around the country. In Los Angeles, for instance, a training series using a
curriculum based on OSB but modified for local conditions, called Opening New Doors, is about to begin
a second year with a new set of partner teams. Teams from the first year are already writing applications
to fund the projects they developed during the training.

Matching Homeless Clients with Appropriate Housing and Services

When a community is sufficiently advanced in creating appropriate housing and service models to end
homelessness, it may encounter the problem of assuring that clients with multiple barriers or disabilities,
who are most likely to fall through the cracks, get into the available new slots. Some communities hire
staff to place clients into programs efficiently and appropriately; others use cross-agency communication
protocols or direct service staffing meetings to identify and place clients; others have developed
technology to support client referrals and manage waitlists; still others employ a single point of entry to
triage clients. Research has not been conducted to assess whether one model is more or less effective than
another. In the meantime, we present several examples that appear to be effective to illustrate how
communities working on system change have addressed this issue and changed their habitual ways of
doing things into new and more effective habits. In a broader sense, this section also illustrates how
system change efforts cannot be limited to big picture policymaking, but must also consider and resolve
even the smallest details if they are to realize positive benefits for clients.

We start with Portland, because staff there were especially articulate about the work still needing to be
done even after everyone officially accepted the goal of serving the longest-term homeless people. We
follow this discussion with descriptions of targeting mechanisms in several other communities as well as
discharge planning efforts that are working to prevent homelessness.

Portland’s Housing-Client Match Facilitator

In 2005, Portland/Multnomah County was sufficiently far along in creating PSH to have come up against
a level of system change that does not become obvious until PSH units become available. The housing
units are available, with operating and service supports in place, and there are people who need this
housing. But the agencies with the people are not the agencies with the housing, so there is still the issue
of getting the people with the most complex and challenging conditions into the available units. The issue
was recognized and well defined, which local informants perceived to be a good part of the battle. A
position was created within the Department of Community Health Services (DCHS) to coordinate this
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client-level matchmaking and smooth the way with providers—a position that would not have been
needed, possible, or realized without the explicit system change work that had been going on in Portland
for the previous two years. The time was right for this development. THCH staff had done the
matchmaking at the provider level, getting development, operations, and services providers together to
create PSH units. But the last steps had yet to be taken. The agencies that know the clients often are not
on “pick up the phone when you need to and just call” terms with the agencies that have the housing. That
is where the new DCHS coordinator forges the necessary linkages. As further support for providers,
Portland has changed recruitment and referral patterns, found new sources of support for landlords, and
generated the trust of landlords by delivering on promised tenant supports. These strategies all work to
ensure the hardest-to-serve people get the housing they need.

Philadelphia’s Placement Approach for Supportive Housing

Some years ago, Philadelphia faced a situation in which permanent housing providers were reluctant to
take some of the hardest-to-serve homeless people who needed housing, and there was no central or
coordinated way to match people with housing. One result was that long-term homeless people did not get
housed as quickly as possible, and providers also had relatively high vacancy rates, approaching about 10
percent of existing beds. The city’s Office of Adult Services, which has responsibility for homeless
programs, responded by taking over placements. It began sending specific people to a provider and asking
the provider to take them. The result has been more of the hardest-to-serve homeless people receiving
housing and services, and more efficient use of available resources (vacancy rates are now around 1 or 2
percent, just enough to leave some placement opportunities when new clients need housing).

Approaches for Reducing Family Homelessness

The emergency shelter system for homeless families in Washington, D.C., has been revamped over the
past couple of years to reflect a triage or targeted approach to matching families with appropriate housing
and services. In the past, all families were treated similarly regardless of their needs. As a result the
system was overcrowded and even the crisis shelter frequently had a waiting list. Today, all families
experiencing a housing crisis are directed to the central intake facility, where they undergo an assessment.
Based primarily on the nature of each family’s housing crisis, intake workers have three primary ways to
assist the family. If the family needs a place to stay immediately, it is referred to a central crisis shelter
until space opens in a more service-intensive apartment-style emergency shelter program that can help the
family find permanent housing and link it with appropriate services. If the family is able to remain in its
current housing for a few days and is fairly high functioning, the family is referred to the Community
Care Grant program, which provides flexible housing assistance and case management to quickly rehouse
families or support them in their current housing. If the family can remain in its housing for up to 30 days,
workers attempt to avert homelessness by providing ongoing mediation to resolve family disputes and
housing search assistance. Homeless prevention funds are also available through a community-based
program in each ward of the city. Changes in D.C.’s homeless system are evident, reflecting a change in
ideas (adopting the notion that family homelessness can be prevented), habits (old ways have been
revamped through structured service delivery improvements), skills (staff are newly equipped to respond
to families in different ways), and in the way money is spent (resources were reallocated to support a
rapid rehousing approach).

Columbus, Ohio, uses a single point of entry coupled with careful screening and consideration of
available prevention/diversion resources to determine which families can be helped to avoid homelessness
and which need to enter a shelter. The system succeeds in helping about half the families who call to
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avoid shelter entry. Hennepin County, Minnesota, has a similar screening mechanism for controlling
shelter entry and diverting families with relatively simple housing problems to a network of prevention
agencies.

Other efforts currently being planned are even broader. For example, Massachusetts’s Department of
Transitional Assistance (the state TANF agency), sponsored pilot projects several years ago to see
whether a shallow rent subsidy offered to families facing housing crises would keep them from becoming
homeless. The results (Friedman, 2006) were encouraging enough that the department strategized a
statewide implementation; its future, however, depends on a new gubernatorial administration,
epitomizing the fragility of even the most well-justified change efforts.

New York/New York 111 and Client Targeting

In the first two rounds of the New York/New York Initiative, which provides housing and supportive
services to people with serious and persistent mental illness, providers had a lot of flexibility in choosing
the people they would serve. New York/New York 111, which began in 2006, sets specific population
targets, including several groups of homeless people that providers have been somewhat reluctant to serve
in the past. For the first time, New York City’s Department of Homeless Services is expecting to take
control of the placement process, including developing lists of “the neediest” homeless people in each
target group and offering only these people to service providers. It remains to be seen how successful this
new approach will be. But as the legislation governing New York/New York Il is very explicit about
who must be served, and as the Department of Homeless Services will be the entity paying providers to
serve the targeted clients, some accommodation that meets the needs of all parties is likely to be reached.

Approaches to Preventing Homelessness at Institutional Discharge

A California state program to alleviate or prevent homelessness among people with serious mental illness,
known as AB 2034 after the Assembly Bill that sponsored it, is being used in Los Angeles to assure that
people with mental illness leaving the county jail do not end up homeless (Burt et al., 2004; Burt and
Anderson, 2005). Eighteen nonprofit community mental health agencies receive the funding and work
with the county jail to identify at-risk prisoners shortly before their release. The AB 2034 money allows
providers to “do what it takes” to keep clients from being homeless; the resources have mostly been used
for supportive services, with the programs becoming skilled at finding housing resources through
partnerships with other providers in the community and Shelter Plus Care vouchers designated for
Department of Mental Health clients.

In Massachusetts, the Department of Mental Health has spent years promoting the attitude that “housing
is a clinical issue”—a significant change in ideas from previous ways of thinking. It has developed a way
to identify clients who were homeless when they entered institutional care and who are at risk of
homelessness at exit, which it couples with an elaborate discharge planning mechanism. Recognizing that
discharge planning will only succeed in averting homelessness if housing is available, the department
established housing coordinators in each service area and in its central office to help develop suitable
independent and semi-independent housing in the community (Burt, Pearson, & Montgomery, 2005).

Funding Mechanisms

Most programs that serve homeless people are funded by a complex array of sources, forcing service
provider executive and development directors to spend far too much time pursuing each piece of the ever-
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changing funding puzzle. One of the most important signs of real system change is the easing of this
patchwork funding burden. A few communities have simplified funding for all or most parts of their
continuum of care, assembling all funding resources in one place and requiring providers to submit a
single application that covers what they need by way of operating and services dollars (and capital dollars
if relevant). Several other communities have accomplished a similar simplification for one component of
their CoC—typically PSH—usually on an ongoing basis but sometimes as only a one-time effort. Exhibit
2 summarizes these arrangements in eight communities (based on research reported in Burt et al., 2004,
and Burt & Anderson, 2006).

Funnel Mechanisms That Combine All Needed Funding Types in One Application

In 1986, public and private agencies and organizations in Columbus, Ohio, that were routinely
approached to fund local homeless services were looking for a coherent way to structure their funding
activities. They came together and created the nonprofit Community Shelter Board (CSB) to serve as the
central planning, funding, and monitoring entity for homeless assistance programs in Columbus/Franklin
County, and funneled all of their homeless-related funding through CSB. For about 10 years CSB
presided over a system that gave homeless service providers the luxury of preparing only one application
for all or most of their funding, but that did not seriously challenge the array of services the system was
providing. In the late 1990s, downtown development plans sparked a concern about what would happen
to homeless people and provided the impetus for self-study and ultimately for a paradigm shift in goals,
from managing to ending homelessness. After due deliberation, the community launched the Rebuilding
Lives initiative in 1998 to develop up to 800 units of permanent supportive housing for chronically
homeless people (Burt et al., 2004). To identify and secure the resources needed for Rebuilding Lives, a
Funders Collaborative was established, whose membership includes all the major public and private
funders and potential funders in the area. Through the Collaborative, individual agencies pool their
resources, establish common expectations about what outcomes are to be achieved, and specify what
reporting requirements are needed to document progress. Armed with these resources, CSB funds
individual projects that meet the goals and standards of the Collaborative. Providers apply for capital,
operating, and services funding using one application, receive one grant, and write one report. This
centralized funding mechanism is a powerful tool for enacting system change, since programs that do not
conform to the new standards and way of “doing business” are not funded.

In Philadelphia, the Office of Adult Services orchestrates all homeless-related activities, coordinating
with other key agencies in the process. The budget for emergency shelter is part of Adult Services, and a
variety of public agencies (e.g., housing and community development, child welfare, and some mental
health and substance abuse services) transfer funds to Adult Services to improve the integration of
funding mechanisms and ease the proposal burden on providers. Adult Services also coordinates with
mental health and substance abuse agencies that operate an array of community-based supportive housing
as well as provide supportive services for homeless people in Philadelphia. The city also used the
resources under its control to shift the emphasis of its investments from shelter to permanent supportive
housing and outreach, in essence changing the allocation of money to follow the change in ideas on how
best to end homelessness.

Starting in 1992, the State of Connecticut and the Corporation for Supportive Housing joined forces to
promote the Connecticut Supportive Housing Demonstration Program, which ultimately produced 281
units of PSH in nine projects located in six mid-sized Connecticut cities. From the start the funding
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Exhibit 2

Funding Mechanisms Facilitating Development of Homeless Assistance Programs and Services to End
Homelessness

Communities with Ongoing
One- Mechanisms to Assure that Projects
time Get All the Types of Funding They
Communities with Ongoing Funnel Mechanisms MOU Need
Seattle/
Columbus, King San Portland, Massachusett
Funders OH Philadelphia  Connecticut! County! Diegot OR! Maine? s DMH
Housing Finance Agency C C C C
Public Housing Authority 0 C 0 0
Development/Redevelopme C,0,S C0 C
nt Authority
Housing/Community C.0,S C.0,S C C0 0 C CO
Development Department
Homeless-Specific Office or C,0,8? C,0,8? C,0,S 0,S
Bureau
Mental Health Agency S C.0,S 0,S S S S S
through
Substance Abuse Agency S C,0S statg S S
budget line
items
Medicaid Agency S S
Human C,0
Services/TANF/Child
Welfare
Agency/Departments
Law Enforcement or S S
Corrections
United Way C,0,S S
Other Private Philanthropy C,0,S C,0,S

Note: Codes for type of funding: C = capital, O = operating, S = services.
For permanent supportive housing only.
Many different government departments transfer money to the lead homeless agency for coordinated distribution. Contributing

agencies are noted in the table. In Columbus, United Way and private philanthropic funds also flow through the lead homeless
agency, which is a nonprofit corporation.

2-26 2007 National Symposium on Homelessness Research



Changing Homeless and Mainstream Service Systems: Essential Approaches to Ending Homelessness

package combined capital, operating, and service dollars contributed by several state agencies and
distributed the funds through a consolidated request for proposals. Recognizing the low probability of
getting any more money until they could demonstrate to the legislature and state agencies that the first
investment had paid off, CSH also raised money for an evaluation (Andersen et al., 2000). The evaluation
showed that homeless people and people at very high risk of homelessness accepted this housing and
remained stably housed for significant periods of time. Results of a public cost avoidance component of
the study showed that tenants used fewer expensive crisis health services (mostly emergency room and
medical inpatient services) and used more routine and appropriate health care such as home health and
outpatient substance abuse treatment services. This switch from crisis health services to more preventive
and routine care in clinic and office settings is one of the common goals of permanent supportive housing.
Case managers help clients to attend to health problems earlier, before they become emergencies, which
means that clients are able to use the more appropriate and less expensive clinic settings for health care.
Because they were getting more routine and preventive care, tenants were also better able to avoid
hospitalization. These results, which show both improved health outcomes and lower outlays for health
care, have been parlayed into two additional rounds of state funding for PSH, now approaching about
1,000 units. Funding for each wave is ongoing, not one-time, as the resources to support projects are line
items in state agency budgets. The Department of Mental Health and Addiction Services issues the
request for proposals and funds operations and services from its own budget, which includes Shelter Plus
Care resources. State housing finance and housing and economic development agencies provide capital
resources that providers access through the single application process.

In summer 2006, the Seattle/King County Funders Group issued its first request for proposals to create
supportive housing that combined capital, operating, and services funding. As the RFP says, “This is the
first countywide public funding effort in King County to coordinate the application and allocation process
for capital, operating and services funding for proposals that meet the goals of the 10 Year Plan to End
Homelessness.” The Funders Group was a structure deliberately created to promote system change under
the Taking Health Care Home initiative (Burt & Anderson, 2006).

What these four communities do on an ongoing basis, San Diego did once, in 2003. Several agencies,
including the redevelopment authority, which supplied funding for capital and operating expenses and
administered the grant-making process, pooled their resources through memoranda of understanding and
issued a joint request for proposals for new permanent supportive housing projects.

Funding Mechanisms Involving Facilitated Access to Resources from Several Agencies

Several communities involved in system change studies have not gone as far as those described above in
integrating their funding streams for the purpose of simplifying provider applications and assuring
adequate levels of operating and services resources. They have, however, gained a “commitment to fund”
from the agencies controlling the resources that are most essential for supportive housing and have
created mechanisms to help providers navigate their way through these agencies’ funding processes.
Portland, Oregon staff supported by THCH funding helped housing developers and service providers
form viable projects, obtain capital resources from the housing and community development department
and state resources (e.g., Low Income Housing Credit), operating resources (housing subsidies) from the
public housing authority, and services funding from the mental health and substance abuse agency. In
Maine, THCH staff facilitate meetings of a funders/coordinating group that has as one of its primary tasks
finding the service match money for tenants of supportive housing projects that receive capital and
operating resources from the state housing finance agency. And in Massachusetts, the Department of
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Mental Health routinely brokers resources for housing projects to support its homeless and at-risk clients,
offering its own service resources to leverage housing dollars from a wide variety of sources including
HUD, the state housing finance agency, numerous local public housing authorities, and the Massachusetts
Department of Housing and Community Development (Burt, Pearson, & Montgomery, 2005).

Mechanisms That Integrate Funding for Clients

Resource management innovations can do for clients what funnel mechanisms do for providers—enable
them to get the care they need with someone else worrying about how to match dollars to services. In
their simplest form, resource management systems are being used to match available resources with
clients who need them. The systems are used to track resources at the client level to ensure that clients’
needs are being met holistically and to ensure that the resources are managed efficiently and
appropriately. One concept widely used in the children’s mental health field, “system of care,”
(http://systemsofcare.samhsa.gov) is being adopted as part of the Indianapolis Blueprint to End
Homelessness. A “system of care” assembles the resources to “do what it takes” from whatever system
has relevant resources to meet client needs. This model involves two important paradigm shifts. The first
is a recognition that agency “silos” do not meet client needs, as clients frequently fall through the cracks
as they try to negotiate the mental health system to get mental health services, housing providers to get
housing assistance, and so on. Instead, resources from each of these systems are pooled and managed by a
resource coordinator to achieve the clients’ goals. The second important change is that, in contrast to the
funding practices of most mainstream systems, funds are available up front rather than havi