HHS/PHED COMM #1
March 22, 2012

MEMORANDUM

March 21, 2012

TO: Health and Human Services Committee
Planning, Housing, and Economic Development Committee

FROM: Linda McMillan, Senior Legislative Analyst \g@ﬂ\f/

SUBJECT:  Prioritizing Housing for Medically Vulnerable Homeless People

At this session, the joint Committee will have an opportunity to hear presentations on and
discuss the issue of how services are provided to medically vulnerable homeless individuals
(adults). Providing permanent supportive housing to homeless people with medical and mental
health conditions is an important component of an effective Housing First program. Generally,
people are identified in three ways: they come to a shelter or service provider, they are
hospitalized and need a place to go at discharge, or they are found through outreach efforts that
locate those who are living on the streets. This joint Committee meeting is a follow-up to the
December meeting when the HHS Committee was briefed by Bethesda Cares, Inc. on the results
of their 3-day outreach and survey efforts conducted from November 7 to 9. Slides from the
December presentation are attached at © 52-64.

Expected for this session:

Uma Ahluwalia, Director, Department of Health and Human Services

Nadim Khan, Chief, DHHS Special Needs Housing

Stacy Spann, Executive Director, Housing Opportunities Commission

Susie Sinclair-Smith, Executive Director, Montgomery County Coalition for the Homeless
Susan Kirk, Executive Director, and John Mendez, Qutreach Specialist, Bethesda Cares, Inc.

1. Department of Health and Human Services
The Department of Health and Human Services (DHHS) will provide the joint

Committee with an overview of the data from the recent Council of Government’s Point-in-Time
Survey of the homeless population, survey information on medical and mental health conditions



reported by unsheltered people counted in the point-in-time survey, and a recent survey
conducted in five county shelters. DHHS will also inform the Committee of services available to
homeless people through two community clinics, hospital discharge planning, and shelter and
supportive housing based nursing visits. The presentation slides are attached at © 1-18. Some
highlights are:

In 2012, Montgomery County identified 600 homeless individual adults. This includes
130 who were unsheltered and 328 who were using emergency shelters. (© 2)

This is a 20% decrease from 2011 and a 13% decrease from 2010. There is some concern
that 2011 produced an over-count (there was a 9% increase from 2010 to 2011) so it is
important to note that the 2012 count is the lowest since 2008. (O 2)

Of the 130 unsheltered individual adults, 15 (11.5%) reported one or more medically
fragile conditions. The most common was Hepatitis C (7 people), followed by frostbite,
heat stroke, liver disease, and mobility problems. (© 5)

DHHS conducted a survey of 348 homeless adults in 5 county shelters and found that 128
(37%) reported one or more medical conditions.

The survey shows that 98 (28%) reported mental illness with 67 (19%) reported a co-
occurring substance abuse and mental health disorder; 55 (16%) reported mobility
problems, and 25 (7%) reported a serious brain injury. “Other” reported by 165 (47%)
included diabetes and high blood pressure. (see © 6-7)

County staff manage about 200 hospital discharges of homeless people each year. From
July 2011 through February 2012, 115 discharges were managed. Of those, 50 people
were placed in shelters and 65 were referred to friends or family, skilled nursing, and
group homes. (© 15-16). Discharges can be very time intensive and it can be difficult to
find housing for people who no longer need to be in the hospital but still need day-to-day
assistance during their recovery.

DHHS nurses visit 14 sites on a regular basis including temporary shelters, transitional
shelters, and congregate permanent supportive housing. (© 17).

The Bethesda Cares, Inc. survey focused on homeless people living on the street, 74% of

whom reported experiencing long-term chronic homelessness. They found that 44% percent of
those interviewed were assessed to be in medically vulnerable states based on health conditions,
length of time homeless and other factors, putting them at risk for death on the streets. In
addition, 33% of those surveyed reported co-occurring disorders.



2. The Cost of Not Providing Housing to the Medically Vulnerable Homeless - MCCH
Creative Housing Initiative Pilot Project (CHIPP)

In addition to ethical arguments in favor of permanently housing the homeless and
providing medical care, studies are showing that providing permanent supportive housing to
medically vulnerable homeless people is also cost effective. While housing costs increase, they
are more than offset by reduced emergency room visits, hospitalizations, and criminal justice
costs.

In 2008, the Montgomery County Coalition for the Homeless (MCCH) launched its
Creative Housing Initiative Pilot Program. Susie Sinclair-Smith, Executive Director of MCCH,
will provide the joint Committee with an overview of this program. A report on this pilot
program is attached at ©19-32.

MCCH housed 16 medically vulnerable homeless people in units purchased at a
condominium development. The 16 were selected from 40 people who were identified and
referred from service providers. Placement did require a criminal background check, income
verification, and documentation about hospital use and incarceration in a local jail. A full-time
Case Manager and part-time Case Aide were hired to assist the participants in obtaining
resources

MCCH reports on the one-year costs for the group of 16. The report notes that 2 of the
original 16 people died during the course of the year.

68% of the 16 were male and 32% female

69% were African American and 31 Caucasian

The average age was 52 years old. Ages ranged from 30 years old to 69 years old.
Most had been homeless about 5 years.

70% had a dual diagnosis of mental health and substance abuse disorders.

e & & o o

Unfortunately, the MCCH report compares two-years of costs prior to housing to one-
year of cost in the CHIPP program, so there is not a one-to-one comparison.

o MCCH reports that in the two-years prior to housing the cost of public services in
Montgomery County was $951,921. The cost for one-year of CHIPP and public services
was $695,098.

e Prior to housing through CHIPP, the largest cost was hospitalizations; $612,520 over
two-years.

o In the one-year CHIPP pilot, the largest cost was still hospitalization at $273,355.
However, this is less than ¥ the amount of the prior two years and MCCH notes that only
4 clients accounted for all the hospitalization cost, including one who received a kidney
transplant.



« 13 of the 16 participants maintained housing for the entire year. As previously noted, 2
died. In addition, 1 client left the program to move to a nursing home.

e All clients participated in case management and obtained some form of benefits. All
were linked to appropriate medical treatment. All with a history of incarceration had
reduced recidivism.

While there are some problems with the comparison in this report, many other studies
support MCCH’s conclusion.

Attached at ©32-33 is a brief from the Denver Housing First Collaborative and Colorado
Coalition for the Homeless that compares 24-month pre-housing costs to 24-month post-housing
costs.

e The participants averaged nearly 8 years of homelessness prior to the program. More
than 80% maintained their housing for 6 months and 77% for the two years of the
program.

» Per person costs for emergency services were $43,239 prior to housing and $11,694 after
housing. Emergency room visits were reduced by 34% and inpatient nights were reduced
by 80%. Detox visits were reduced by 82%.

e After factoring in all the costs associated with Housing First, there were per person
savings of $4,745.

Attached at ©34 is the Executive Summary from the 2007 Greater Portland, Maine report
“Cost of Homelessness, Cost Analysis of Permanent Supportive Housing.” 1t reports on the
results of housing 99 formerly homeless people.

» The cost of services was reduced by 50% for those in the program (from $28,045 to
$14,009) including a 62% reduction in emergency room visits, a 66% reduction in
ambulance transport costs, a 59% reduction in health care costs, and 62% reduction in
incarceration costs.

o After factoring in the cost of housing there was still a per person savings of $944.

3. Using a Vulnerability Index

The joint Committee has previously discussed the need for good Housing First
assessment tools in order to determine priority and speed up the process for appropriate housing
placement. Bethesda Cares, Inc. and many other organizations that are involved in the 100,000
Homes effort are using Common Ground’s Vulnerability Index that is based on research from
Boston’s Healthcare for the Homeless., A fact sheet from Portland, Oregon on their use of the
Index is attached at © 37-40 and a summary of the items assessed is attached at © 41.



Bethesda Cares, Inc. has collected Vulnerability Index assessment data on 54 individuals
experiencing street homelessness in the local area. Their data shows:

e Among the most medically vulnerable homeless, the average age is 50 and the average
length of homelessness is 7.3 years. The national average from jurisdictions using this
index is 5.71 years.

e Collectively, those surveyed reported a total of 30 Emergency room visits reported over
the previous 3 months and 24 inpatient hospitalizations over the past year.

e  50% of the most medically vulnerable street homeless reported having no health
insurance, so area hospitals are providing uncompensated care for repeated emergency
room visits and inpatient hospitalizations.

Using the Index does allow a comparison to national data from those using the Index.
Bethesda Cares report that the percentage of those with a history of or current mental is 57%
locally and 45% nationally; substance abuse is 59% locally and 57% nationally. The percent of
people over age 60 is 9.25% locally and 10.5% nationally. The percent of people with Tri-
Morbidity (mental health/substance abuse/physical conditions) is 18.5% locally and 22.1%
nationally.

Both Mr. Mendez and Ms. Sinclair-Smith will provide the joint Committee with
comments on the used of a vulnerability index and this index in particular. Ms. Sinclair-Smith
had experience in the District of Columbia with using the Vulnerability Index to prioritize
housing placements.

If the joint Committee concludes that it would be beneficial for the Housing First system
to use this Index, it may want to have further discussion on how such a change would be made in
order to have consistent assessment at all points of intake.

4. Housing Options — Housing Choice Vouchers

There are several programs in Montgomery County that provide permanent supportive
housing to formerly homeless people. Among them are Housing Initiative Program (DHHS),
Shelter Plus Care, Safe Havens, Coalition Homes (MCCH), and congregate facilities such as
Cordell (MCCH), Lasko House (HOC), and Seneca Heights (MCCH). Many of these resources
are full and have very little turnover (which should be considered a success). There is a need for
additional resources which is acknowledged in the County’s Continuum of Care (CoC)
application.

The CoC submitted last June noted that there are currently 116 permanent housing beds
for chronically homeless people. The County wants to have 229 in place in 5 years and 389 in 10
years.



Permanent supportive housing can also be provided through the use of Housing Choice
Vouchers and wrap around services. Housing Choice Vouchers (previously Section 8) can allow
people to rent a market rate unit (within guidelines) from private landlords. Most recently,
VASH vouchers have assisted veterans in finding rental housing.

Bethesda Cares, Inc. has proposed that 10% of Housing Choice Vouchers that become
available during a year be set aside and preference be given to allocating these vouchers to
chronically homeless who rank highly on the Vulnerability Index. The argument being that these
are the people most critically in need of housing and not only can their condition be improved
but the cost of providing services can be reduced.

The Housing Opportunities Commission is the administrator for the Housing Choice
Voucher Program. HOC administers about 6,030 vouchers. There is some turnover in the
program each year, usually somewhere between 300 to 500 vouchers. Under the proposal, this
would mean 30 to 50 Housing Choice Vouchers would be set aside for the chronically homeless.
The CoC from last June said that as of January 2010, there were 16,800 people on the HOC
waiting list for Housing Choice Vouchers. HOC only opens it waiting list periodically because it
is so large. While most of the households on the waiting list are not homeless, they are low-
income households with a high cost burden for housing.

Stacy Spann, Executive Director of HOC, will provide the joint Committee with
comments on the suggestion that some vouchers should he held and a preference be given to
allocating them to medically vulnerable chronically homeless people and the impacts of having
such a preference program.

As background for this topic, attached at © 42-49 is a “white paper” from the Arizona
Coalition to End Homeless, “Local Preferences in Housing Choice Voucher Programs.” The
Arizona Coalition argues that a set aside of vouchers is in line with HUD’s goals of ending
homelessness and reducing the number of families and individuals with severe housing needs.
Preferences can be established that meet HUD requirements and are based on data and the use of
a vulnerability index would identify the pool of participants that meet the HUD definition for
chronically homeless. Public Housing Authorities could open their waiting lists for this targeted
population. The white paper does note that in addition to a Housing Choice Voucher, people in
this targeted population will need support and wrap-around services.

Council staff notes that Housing Choice Vouchers that become available are at times
already set aside in the development of certain projects that house the chronically homeless, such
as Cordell, because ongoing rental assistance is needed to make the project financially viable.
These become project-based vouchers rather than tenant-based and so they do not follow the
person if they choose to move to other rental housing. The Arizona Coalition specifically says,
“scattered site, tenant based rental assistance provided through the Housing Choice Voucher
program is a viable solution to ending long-term and vulnerable homelessness when coupled
appropriately with navigation services.”



Also attached at © 50-51 is an excerpt from the Code of Federal Regulations regarding
the ability for Public Housing Authorities to implement preferences for Housing Choice
Vouchers (HCV).

5. Budget Considerations

If there is a decision to try to set a preference that would provide Housing Choice
Vouchers to medically vulnerable chronically homeless people, there will also need to be a
discussion of capacity of wrap-around services to support them. The County’s HIP Voucher
program assumes case management in its costs and project-based vouchers are used in programs
that also already have a service component. Programs like Shelter Plus Care are funded
assuming a wrap around service provider.

The HHS and PHED Committee’s will he holding a joint worksession on April 20 to
review the Housing First funding in the Executive’s recommended budget and Council staff
suggests that the worksession include a discussion of how services would be provided if the
number of chronically homeless people are housed through Housing Choice Vouchers. As is the
case in other cost-benefit studies of human service needs, while there will almost certainly be
savings to the system, the savings may not accrue directly to the county but the county may have
to fund the up front cost. For example, additional service contracts may have to be locally
funded, unless Federal, State, or private funding is available, while savings from reduced
hospitalizations and emergency room visits would accrue to hospital and Medicaid or other
systems that cover the hospital costs of the uninsured.

fimemillanthhs\Homeless-Medically Vulnerable march 22 2012.doc
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Health Care for the Homeless

The Montgomery Cares
Health Care for the Homeless Progra}m

|s respons:ble for the
oversight and
coordination of health

services for homeless
aduits in Montgomery
County.




wo:mm_ asnge oocmu‘mg:w
| |lelusWw BurN220-09
eEoc Auew ‘senss|
o_;_:E 9 co;__uvm :_ ol

mwmmm__u DIUOJYD BUO UeY)

m(_ oE ®>ms mmmcwwm_mEo; Buiousadxe

m_aomo_ u_o (%0P) Emo._ma >to|._ )

Umm:oc ale oc>> asoy} Joy ueyy ::oE__u |
-aJow Jej s| sssjswoy ale oym ajdoad
‘_ou, mEm_go._Q E_mmc Jo EmEmmmcmE mc 10

owm _>._mm a1e7 Yj|edH SSOjoWOH
- peau am op >:>>




toaa:m mc.w;:c _ommmo_-_m:mcw e

mc_ccm_a m@_mcow__o _S_n_wo_._ 7

Q_: _o_mv wwm_oEoc 10} mmo_?_mm _mo_nmE
amE:Q 0} $$999€ aInsud 0} siapirold

_-mwmo_-b_c:EEoo £_>> @c:ombcoo r

wEmcanoo mmE 1

Em..mo._n_ mmm_m. OH
._8 m._mo ﬁ_mmI S/ E:o; ayyL




. ..m:msw |
m_, m cmEo>> m3c®>< wc_x__>> U} Je S8oIAIeS
mo wm_o_>oa o_c__o cmEmwmv_\m_zo

I mom & wmmao& ccm L_Q_mcw >ocm9mEm S| cm_>_
,_p E mmo L_mw mc_wmmoom m_aoma 10} aled wm_o_>oa _oo

PR are T e wEm_o_wQ me_msw ncm w.m:_o_z_o:_ |
._. _omwmn-ﬁmmbw 58_ ._8 mt_mooyc:c_oa?cmcm wmcSo_n_

T , aJed Ajernads pue ‘yjjesy
.,,,;;_EoSmcmn mmo_?_mm _Ecm_o 10} [elsajal pue ‘Juswabeuew
S osed _mo__omE ‘aJeo |eoipsw Asewd spnjoul wmo_?_mm

ES_OV =) __>v_oom Jjo mmEm_c_S_ b_::EEoo-o_c__o uewasey|
pue :oov "ou| o) Anunwwo) ybnouyy pajoesjuod sie
_um‘_smc_c: Em oc>> mcowl_ma wwm_mEoc 10} S9OIAISS _mo__om,_z_

) _8__52 rewg
B Oh m: _wo m“— :,,00 |




;mm\n Eo_ w@@mcow__o oom

e wm:Eomu,
. m onoc g:o& Em:ocm.

_E_Qwos ®£ Eo: mEm;mQ
ccmr_ 8 vcmc wJiem e wmvSo.i o

m_ﬂ_awoc bEsEEoo
o>c __m 1e siauue|d abieyosip
UM SIom Jers Zmbc:oo o

b .w__,;:m_n_..oms yosiq [endsoH




SOWOoH o_:ml_w, ¢
BuISINN PI|IDIS
Anwe/spustiy =

‘0] paulgjey ©

si9}|ays ul pade|d ©
:suonisodsiq

(senjioe} Buisinu paj|s) JBYIO ©

1siiuaApy uojbuiysepp o

AiswoBjuoly Jejspsiy ©

ueqingng o
$S0ID >_,o,_._ o

e |
o>o.@ Apeyg o |

Q 1A wmmgmcomﬁ “__,m:aon.
mmm._mcom_n_ _E_Qmor

ANSN f1eniqag smzo._ﬁ :ow Anr)

Emn_ ab.ueyosiq _E_o_woz




~ siseqJenbal g uo |
| eieseussoyus 3 10 _EQ,Q

. EmEmmmcmE,

"N g OSED |edIpaw pue ‘sieujwas uoeonps

f= | ‘Juswabeuew uonesipaw Buipiro.id

‘APjoam (s1yblaH eosusg pue aoe|d

l1IepJo9) swelbouid Buisnoy saipoddns

| Jusuewad sjebaibuod pue sia)ays
.,.__.._mco:_wc@_._.mcww#_wsmm;:zU@_mﬁ_mmm,qo

Sl , | . aled buisinu
ncm wEmEmmmwwm mmm_: Buipinoid ‘yoom Jod sBuiuiow

S 98Uy} Jeljeys Aousbiowg s LUBWOAN pue s usjy ay)
on “m Q_wco sl Amm\ﬂo_QEm bczoov asINN c@_m#wamm v o

- jod dr m:_m._: N paseg-19)jays




TR T | | wz:cmm_@c_m
| co mmm:ooh Emoa S, bc:oo ay} m__Es ‘soljiwe)
mwm_mEo m?_mm 9. >_:mE:Q pesn ale spun4 o

.m,,_,i,_;c,o;__moo m._m.o ?_mE_._n_ ay) pue HOH oL_oE;_mm__ _
~ Usamiaq JOBJJUOD B BIA [BOIP3IA m__no_\,_ pue _oo |
L ﬁmc_>oa ale m_.cE Ema OHDA Ul 000 oovw o

Av_ucm_?_m_\/_ c_£_>> wco:o_vm_._s:ms“o _Em>mm _-cm
- senpuno) AiswoBiuoly pue ouspai4 ‘Aluno)
T ,.ol_oE;_mm_ ,b_o alownjeg ul suosiad ssajawioy
0} sooInss Jo Aewe ue sepiroid 1ey) OHO4 ue
i sl AIOIV wwm_mEoI 1o} 81€) YlESH o,_oEg_mm O

b::oo >._mEomEo_>_ ul mmo..:omom_
:mm_._ wmm_mEOI _m:o:___o_u




Creative Housing Initiative Pilot Project (CHIPP)

Evaluation and Report
August 2011

A cost-analysis study intended to demonstrate substantial savings to
public systems of care by offering permanent supportive housing to
homeless adults.

Authors:

Carolyn Amspaugh, LCSW-C; Joan Goldberg, PhD; Lee Jansky; Julie Maltzman;
Nili Soni, MSW,; and Kathleen Spain.



Executive Summary

in 2006 Montgomery County Coalition for the Homeless (MCCH) proposed conducting a
one-year pilot project to demonstrate the effectiveness of permanent supportive housing
in Montgomery County, the Creative Housing Initiative Pilot Project (CHIPP). In
jurisdictions throughout the nation, studies have been conducted that demonstrated
substantial cost savings to public systems of care by providing permanent supportive
housing to homeless adults who were frequent users of the emergency medical and
local corrections systems. However, no report existed for Montgomery County. We
believed that the information compiled from this study, conducted in our county, would
demonstrate substantial cost savings to our local public systems of care resulting from
permanent supportive housing for homeless individuals with intensive needs that use
public systems of care in excess. We projected that this data could guide policy
decisions related to homelessness in Montgomery County, leading to future resources
being allocated to the development of permanent supportive housing as not only a cost-
saving approach but as a beneficial and humane model for needy populations.

The original plan called for MCCH to pariner with the Montgomery County Department of
Corrections and Shady Grove Adventist Hospital to identify 8 homeless individuals who
were frequent users of the emergency medical system and 8 homeless individuals who
were repeatedly incarcerated in the local corrections system for “nuisance” crimes
{public drunkenness, trespassing, loitering, etc.). However upon closer review with the
Department of Corrections, we discovered that this population did not exist in our
community as it is not common protocol for police officers to arrest individuals for
nuisance crimes. In addition, the hospital had difficulty identifying which frequent users
of the emergency room were homeless. Therefore many of the clients for this project
were referred directly by homeless service providers who had knowledge of a client’s
past hospitalization and criminal backgrounds. Upon admittance into CHIPP, these 16
individuals were placed into one-bedroom condominiums that our affiliate organization,
Coalition Homes, owns and manages. A full time Case Manager and a part-time Case
Aide were hired to assist clients in obtaining vital resources and services to maintain
their housing stability and overall well-being.

An outside evaluator was hired to gather and evaluate data on CHIPP participants use of
multiple public systems of care, both two years prior to, and one year after their
placement into permanent housing. The costs utilized in the analysis included
hospitalizations, outpatient mental health, jail incarcerations and shelter costs. For the
two years prior to housing, these costs totaled $951,921. The cost of housing and
services upon placement into CHIPP for one year totaled $695,098. Even though we
presumed that this was sufficient data to calculate cost savings, we soon realized that
several limitations impacted the validity of this study; factors that will be discussed later
in this report in Section VI: Discussions, A: Limitations. We realized that comparing two
years worth of data prior to being housed to one year of data upon housing placement
did not provide enough data for an accurate comparison. In addition when comparing
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our study to others done across the county, the clients we served had much more
extensive medical needs. The medical costs for this group after being housed did
decrease slightly upon housing placement, but not at the same rate as compared to
other studies. Our population had extensive legitimate medical needs, which if left
untreated would have lead to unnecessary suffering and even costlier medical
treatments. Yet despite the unexpected medical expenses for the first year of housing
placement, we do anticipate these costs fo decrease over time. Even with these
statistical limitations, this study does demonstrate that permanent supportive housing is
a more cost effective approach, even for individuals with serious medical complications.
And permanent supportive housing will continue to be more cost effective the longer that
an individual remains housed.

Introduction
a. Montgomery County Coalition for the Homeless

For more than twenty years, MCCH has continued to solve housing crises and work
towards ending homelessness by offering direct services along the entire spectrum of
housing programs and leading advocacy efforts among area service providers. Our
mission- to lead the effort to end homelessness in our community by creating housing
options, providing supportive services, and facilitating collaboration, education and
advocacy based on the belief that every person is entitled to the dignity of a home- is the
culmination of years of not just taking notice of the growing numbers of men, women and
children facing homelessness in our community, but the determination and leadership to
do something about it by developing and implementing long-term solutions.

MCCH applies a two-pronged approach to ensure that every person in ocur community
has the dignity of a home. The first approach, at the core of our mission and our most
urgent concern, is to provide housing and supportive services to people experiencing
homelessness. This is accomplished through our nine programs: 1) Home Builders
Care Assessment Center provides year-round, 24 hours a day, 7 days a week shelter
and supportive services for over 800 homeless men in our community each year; 2)
Creative Housing Initiative Pilot Project (CHIPP) is a pilot project created in 2008 to
demonstrate the effectiveness of permanent supportive housing in Montgomery County
for 16 homeless individuals who have been frequent users of the emergency medical
and corrections systems; 3) Home First permanently houses 30 chronically homeless
individuals and provides wraparound supportive services; 4) Hope Housing, in
partnership with two other organizations, provides permanent supportive housing to 40
individuals and two families; 5) Partnership for Permanent Housing, the County’s first
“Housing First” program, effectively ends homelessness for over 180 family and single
adult households by combining case management with quick access to permanent
housing in scattered sites throughout the county; 6) Safe Havens, a low-demand
transitional housing program, provides supportive services for 40 homeless, chronically
mentally ill adults at 4 sites; 7) Seneca Heights Apartments, a motel converted into a



state-of-the-art apartment complex, provides permanent living units for 40 single adults
and transitional housing for 17 families, which will be converted to permanent housing
this fiscal year; 8) Cordell Place, MCCH'’s newest program, provides permanent
supportive housing to 32 single men and women in downtown Bethesda; and 9)
Coalition Homes, Inc., MCCH's affiliate organization, owns and manages 57 scattered-
site housing units and one 32-unit building that provide permanent housing for formerly
homeless individuals and families.

The second approach is to create the political and social will within our community to
provide long-term solutions to the problem of homelessness. MCCH advocates on the
local, state, and federal levels and regularly encourages our partners and constituents to
join us in these efforts. We also focus on educating the public about homelessness, its
prevalence in and impact on Montgomery County. We proposed that data from this
academic study could be incorporated into an advocacy strategy that could leverage
public support and financial backing to gamer support to develop new permanent
supportive housing projects in the county.

b. Creative Housing Initiative Pilot Project (CHIPP)

With initial funding provided by the Trawick Foundation, the Meyer Foundation and
Adventist Health Care, CHIPP was officially launched in 2008 as a one-year pilot project
to demonstrate the effectiveness of permanent supportive housing in Montgomery
County. Supportive housing is a nationally recognized model that is designed to serve
tenants with long histories of homelessness who face persistent obstacles to maintaining
housing, such as a serious mental illness, a substance use disorder, or a chronic
medical problem. CHIPP targeted 16 homeless adults who cycled in and out of area
homeless assistance systems, utilizing emergency rooms, jails and other area shelters
in excess. In fact the cumulative total of homelessness for this group was 56 years.
These patterns of service utilization not only fail to address the underlying causes of
homelessness, but are extremely costly to the public systems involved. CHIPP
participants entered the program having spent a significant part of their adult life living on
the streets, facing numerous barriers to obtaining permanent housing. CHIPP removed
that instability by placing individuals intc permanent housing quickly and then offered
supportive services, such as outpatient mental health and substance abuse treatment, to
help participants achieve stability. All 16 participants were housed at the Ashmore
condominium complex located in Germantown, MD. These units are owned and
operated by our affiliate agency, Coalition Homes. CHIPP was structured as a pilot study
due to the minimal sample size (16), its lack of randomness or control group and the
unknown variables associated with serving this population. Even though the academic
portion of the study was time-limited, the permanent housing and supportive services will
continue as long as the need exists.

A full time Case Manager and a part-time Case Aide were hired to assist participants in
obtaining resources and services that were important to maintain their stability and well-
being. Believing that housing is a right, the program adopted a harm-reduction



philosophy to minimize potential obstacles to sustaining housing stability. Harm
reduction refers to a range of pragmatic and compassionate policies designed to reduce
the harmful consequences associated with high risk activities. For example, if a resident
has a substance abuse addiction, instead of terminating their housing as a result of their
drug use, a harm reduction approach would be to offer treatment options as a more
effective way to directly address the problem. Most of our clients voluntarily engage in
outpatient treatment.

c. Other partners

As stated earlier, CHIPP partnered with the Montgomery County Department of
Corrections and Shady Grove Adventist Hospital to identify 16 applicants that fit the
eligibility criteria to fill our slots. However one of the early issues that we encountered
was the length of time it took to find these individuals. Local hospitals were unable to
refer appropriate clientele to the program since their records did not specifically identify
who was homeless. Therefore, instead of utilizing hospital referrals as was hoped, we
utilized referrals from emergency shelters and other sources that had clients who either
self-identified as having numerous past hospitalizations or the staff knew when they
were hospitalized. We focused on number of past hospitalizations as opposed to
excessive emergency room usage since medical records, which was used to review a
client’s past hospital usage, reference only the hospital stay and purpose and do not
specify how the client entered the hospital. It is not uncommon {o experience set-backs
in trying to target a specific population, as cited from reports conducted by the District of
Columbia that targeted chronically homeless individuals' (The Washington Post, Sept
29, 2009, pg.B4). This study screened 40 persons to reach their target size of 16
participants. Even though CHIPP did not require clients to be chronically homeless
individuals, it still had difficulty in securing appropriate referrals that did fit the eligibility
requirements. * This was surprising given that the 2009 point-in-time survey showed that
there were 1,247 homeless people in Montgomery County. Therefore we expanded our
outreach efforts to include Washington Adventist Hospital- Outpatient Mental Health,
Mobile Medical Care, Interfaith Works-Homeless Services, Volunteers of America- Street
Outreach, Bethesda Cares, MCCH’s Home Builders Care Assessment Center, Avery
Road Treatment Center, Montgomery County Department of Health and Human
Services (MCDHHS)-Assertive Community Treatment (ACT) team and MCDHHS
Outpatient Addiction Services. We interviewed 27 individuals for the 16 siots. In addition
to assessing applicants for independent living, the interview process was an opportunity
to gather additional personal history and to inform them of CHIPP’s program
requirements. CHIPP staff continued the screening process by conducting a criminal

"A chronically homeless person is defined as an unaccompanied homeless individual with a disabling condition
who has either been continuously homeless for a year or more, or has had at least four episodes of homelessness in
the past three years.

? Eligibility requirements include a lengthy history of homelessness, a chronic health condition (mental, physical or
substance abuse related) a past history of excessive usage of public systems of care and willingness to designate the
CHIPP program to become their representative payee.



background check, verifying income, and documenting hospitalization usage and/or
incarceration at local jails. Once an applicant was approved, we scheduled their lease to
be signed, completed the Representative Payee paperwork, and obtained financial
assistance on behalf of the applicant for the security deposit and first month’s rent from
MCDHHS- Emergency Services. We retained applications for up to six months in case of
unexpected vacancies, which occurred and will be discussed in Section VI: Limitations.

Literature review
a. Homelessness

In writing about homeless women, Elliot Lebow (1993) wrote that it is a mistake to think
of the homeless as mentally #li or alcoholics but rather in multi-dimensions. He noted
that;

The humanity of the women is under constant threat and by no means easy to
preserve. Most homeless women are engaged in an unremitting struggle to
remain human in the face of inhumane conditions {p.3).

Not only do they find themselves without homes, but they describe constant feelings of
humiliation due to a perceived view that society views them as undeserving of decent
shelter. Starting with the movement to close hospitals for the mentally ill in the 1960’s,
these patients became the new faces of homelessness because there were no programs
in place to provide these persons and others with housing. Over the past twenty years,
the homeless population has drastically increased, moving beyond just single adults but
to couples and families.

In a study by Larimer, Malone, et al. (JAMA, April 2009, pp.1349-1357), the authors
looked at chronically homeless individuals who accessed alcohol treatment services.
They noted that these persons are three times more likely to die than the general
population. When placed in a ‘housing first’ program, the authors found that these
individuals’ life circumstances improved and there was a reduction of health and criminal
justice services. ‘Housing first’ is a nationally recognized model that centers on providing
homeless people with housing quickly and then providing support services as needed to
maintain housing stability. They also note that benefits continue to accrue the longer the
individual is housed. CHIPP utilizes a housing first model.

Jurisdictions across the couniry are attempting to combat the growing homeless
epidemic, resulting in a systematic shift from housing individuals and families in
transitional and emergency shelters, and over time, eventually moving them to
permanent housing, which ultimately prolongs their homelessness. Instead, areas are
looking towards developing more affordable housing with access to supportive services
and placing households as quickly as possible, decreasing the use and reliance on
temporary shelters. This is due to the fact that national data indicates that while only
10% of the general homeless population fits the chronic homeless definition, they utilize

6



up to 50% of homeless resources such as emergency and transitional shelters. Dennis
Culhane, a professor at University of Pennsylvania and a person who works with the
homeless, noted that in New York alone at least $62 million is spent annually to shelter
just the hard core 10% of the homeless population, (a shelter bed in NY costing $24,000
per year). These are the-chronically homeless, older and mentally disabled adults.
Permanent supportive housing is clearly a more cost-effective approach.

Phillip Mangano, appointed by Bush in 2002 as the executive director of the US
Interagency Council on Homelessness, stated that he is against soup kitchens and
shelters, preferring instead to invest in results that end homelessness, such as providing
rental assistance for apartments. In New York City, the largest comprehensive study
done to date in 2001 tracked 3,615 homeless individuals with psychiatric disabilities who
received affordable housing units with supportive services. The study examined the use
of shelters, psychiatric hospitals and medical services two years prior and two years into
placement. Significant findings include the following:

e A homeless mentally ill person in NY uses an average of $40,449 of public services
over a year. Once placed in service enriched housing there is an average reduction
of $12,145 per year.

» There was a 33% reduction in the use of medical and mental health services.

« Emergency shelter use decreased by over 60%, saving $3,779 a year per new
housing unit constructed.

This study concluded that homelessness is costlier than providing housing. For less
amount than it takes to have an individual stay in an emergency shelter for one year,
that same person can be housed and obtain needed services, instantly enhancing their
quality of life.

b. Supportive housing

Permanent supportive housing helps tenants end their homelessness and access the
services they need to address their health and mental health problems effectively.®
Supportive housing was authorized as a demonstration project under the Stuart B.
McKinney Homeless Assistance Act of 1987. It was designed to meet the needs of
deinstitutionalized homeless person, homeless individuals with a mental disability or
other handicap, and homeless families and children. In a permanent supportive housing
environment, an affordable housing unit is made available to individuals who have needs
for ongoing support services. These persons are unable to afford market rate housing
and/or would be denied housing due to their criminal background or credit histories. In
addition, case management services are provided to assist them to maintaining their
housing and live independently. These services provide an array of support including

3 Corporation for Supportive Housing: How Does Supportive Housing Effect Tenant Service Utilization? Retrieved
September 30, 2009, from http://www.csh.org,
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treatment for medical conditions or referrals to community resources, employment and
training services, and other benefit entittements. The stabilizing effect of permanent
housing, coupled with support services, may result in an individual taking prescribed
medications, remaining on an appropriate diet, and preventing drug and alcohol relapse.
In addition to acute health care expenses, supportive permanent housing can resulf in
other cost savings to the community. These savings are achieved through such things
as reduced involvement with police and other law enforcement, subsequent savings in
court and jail costs, and reductions in fire department, emergency medical personnel,
and ambulance expenses. Supportive permanent housing may also result in a reduction
in the cost of providing mental health services delivered within the community, as
opposed to accessing emergency services as a reaction to an immediate crisis. *

V. Study Design
a. Methodology

This research component to CHIPP was designed as a pilot study. A pilot study is one in
which all the variables are unknown and their impact on proposed outcomes is
undetermined. We chose this design because there are numerous unknown variables
related to homelessness and we could not account for the impact on our clients
emotionally and physically once they were housed. In addition 16 is a very small number
of participants, therefore a pilot study was an appropriate strategy. All 16 clients signed
release forms, enabling us to go to local jails, shelters, outpatient mental health services
and hospitals to obtain cost data on their usage for two years prior to being housed.
Data was collected through partnerships with a wide range of other agencies including
the Montgomery County Department of Health and Human Services, other homeless
service providers, addiction service providers, healthcare providers, the public mental
healthcare system, and the public defenders office. Due to the limitations of this study,
there was no control group or random selection for the sample group.

Data was tracked on spreadsheets, entering costs related to various systems of public
care (hospitals, shelters, jail, and mental health) two years prior and one-year into
housing placement. We developed a second chart to record client demographics. Our
third measurement tool was a qualitative instrument that was used to survey clients with
more open-ended questions.

b. Sample group

This pilot study had a sample size of 16 individuals. Our hope was to sustain the same
16 individuals for the entire duration of the one-year study, but unfortunately two
participants died from serious medical issues within the first year. Of the 16 participants,
8 were referred from the jail and the other 8 were clients from shelters that self-identified

* The Cost Effectiveness of Supportive Housing; 4 service cost analysis of Lennox Chase residents. Adam Walsh,
Dean Duncan, Lavrie Selz-Campbell, and Jennifer Vaughn. UNC-CH School of Social Work, December 2007.
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having frequent past hospitalizations (which was confirmed during the screening process
by reviewing medical records). Housing placement began in spring 2008; two arrived in
April, three in June, one in July, one in September, one in November, two in December,
three in February 2009, one in March and the final in July (refer to Table 1). Among the
total group, 32% are female and 68% are male; 69% are African American while 31%
are Caucasian; and the average age is 51.9 years. The youngest client is only 30 and
the oldest is 69 years old. All have been homeless for many years, with a mode of 5
years. Approximately 30% of the clients have a mental health diagnosis while 70% have
a dual diagnosis of a mental health illness and substance abuse disorder. All have been
treated by various hospitals, doctors and outpatient facilities in Montgomery County over
the years or have spent substantial time in the county jail and in shelters.

Table 1: Demographics and date of entry

ooB Age Race Gender Date of Entry Datet of
Bessie 9/27/1962 47 |AA Female 4/1/2008 5/’2%1)(/2009
Holmes 10/22/1840 69, |AA Male 4/1/2008
Jasper 7/17/1949 60] |AA Male 7/11/2008
Loretta 12/21/1951 58| |AA Female 6/3/2008
Michelle 8/17/1961 48, |AA Female 6/3/2008
Calvin 8/29/1964 45) 1AA Male 6/3/2008
Barbara 6/24/1957 52| |C Female 7/21/2008
Richard 5/12/1952 57, C Male 9/29/2008
Elise 7/6/1963 46, |AA Femate 11/10/2008 3/2/2009
Douglas 10/8/1955 54| |AA Male 12/3/2008 ‘
Kevin 8/3/1964 45, |AA Male 12/3/2008
John 6/13/1951 58, |AA Male 2/26/2009
William 41711954 55 |C Male 21412009
Jeffrey 9/6/1956 53, |IC Male 3/26/2009
Bradley 7/6/1979 30, |C Male 3/26/2009
Perry 9/15/1955 54; AA Male 7/1/2009
Avg. age: 51.8375




Findings
a. Quantitative Data

Preliminary results from this study are similar to findings across the country- permanent
supportive housing is a cost-effective strategy for chronic homeless adults. Our data
discovered that the total cost of usage for various public systems of care for two years
prior to being housed was $951,921. It is important to note that this is probably a
conservative figure as it was not possible to capture individual doctor fees from hospital
stays or treatment outside of Montgomery County. The total cost of one year of housing
in CHIPP with support services was $695,098.

Chart 1 shows the total costs and percentages of services for the 16 individuals two
years prior to housing.

Chart 1- Total cost of services two years prior to housing

hospital
& shelter
“jatl

mental health

I O

As one can see, the largest cost is hospitalization at $612,590 or 64% of the total costs
of homelessness for these 16 individuals for two years. We initially presumed this was

due to unnecessary hospital visits but as we discovered, each client who accessed the
hospital had a legitimate, serious medical condition.

Chart 2 compares this same information after one year of housing. The largest cost is
still hospitalization but almost $273,355 less compared to pre-housing costs. We
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realized that only four clients accounted for all hospital expenses and all were medically
necessary. One client, a 52 year old female, received a kidney transplant after she was
housed. Her medical costs alone were over $100,000. She spent time in the hospital, the
ICU, rehab and a nursing home, ultimately leaving the nursing home and never returning
to her apartment. Another client, a 60 year old male, had severe cardiac treatment and
bypass surgery. While homeless, his hospital bills totaled over $157,000. Once housed
his hospital costs were only $50,795. A third client, a 47 year old female, suffered from
heart disease and spent time in the ICU, costing approximately $33,000. And the fourth
client, a 48 year old female, suffered from severe paranocia and only felt safe at the
hospital. When homeless, her hospital costs totaled $117,000. After being housed, her
costs were lowered to $57,000 in the first year and will likely continue to decrease in
subsequent years. It is important to note that homeless adults with extensive periods of
homelessness often go years without access to proper medical or mental health care.
Therefore upon placement in our program, we immediately addressed all medical
conditions, which contributed to substantial medical costs during the first year of being
housed.

Other important findings are that the cost of shelter went down to zero and the cost of jail
went from approximately $130,000 to only around $15,000. This is an interesting point
since many studies note high rates of recidivism in jail due to petty crimes (public
drunkenness, urinating, etc.). Clearly supportive housing was able to keep our clients,
who had been jailed for more serious infractions in the past, from high rates of recidivism
as well.

Chart 2: Total cost of services after one year of housing

& housing

B supportive services
< jail
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To look at the differences even more closely, Chart 3 represents a bar graph tn which
the costs of two years of homelessness are compared to the one year of housing. Based
on these results, we can make several presumptions for subsequent years. First, the
ongoing costs of housing will decrease in subsequent years as clients become more
comfortable in their new life style. Yet it is important to note that the cost of housing is
very high in Montgomery County and cannot be equated to other jurisdictions. In
addition, since several clients received needed medical procedures within their first year
of housing, it is likely that their future medical expenses will not be so costly and will
decrease. This is also attributed to the fact that staff helps them address any medical
conditions in a timely manner and pursue routine preventative care.

Chart 3: Comparison of costs
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Once again, itts important to note that the sample size included individuals with serious
medical conditions, legitimately impacting the hospital costs two year prior and one year
after being housed.

In addition, the following achievements also occurred during the pilot year:

» 86 % of CHIPP clients maintained housing for one year (13 individuals; two
clients passed away during the first year of being housed and another client left
the program to live in a nursing home, which was more appropriate to address
her medical condition.)

¢ 100%(88% proposed) of CHIPP clients participated in case management
¢ 100 %( 88% proposed) of CHIPP clients obtained some form of benefits
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« 100% (88% proposed) of CHIFP clients with histories of incarceration
experiencad a reduction in recidivism.

v 100% (88% proposed) of CHIFP clients have been linked to appropriate medical
treatment

s 75% (12 clients) of CHIPP clients reduced their reliance on and expenss {o other
systems. This meant no shelter, less jail time and less hospitalization for most
individuals. The remaining 4 clients continued to require hospifalizations due to
serfous medical conditinns.

b, Qualitative data

While this study's main focus was cost effectiveness of housing chronically homeless
individuals, we alsc administered a questionnaire to assess participanis’ feelings and
experience since being housed.

This survey tool was completed by 10 residents in April of 2008, Unfortunately not all 16
clients were able to complete this survey as five moved-in after the intern started
collecting data and another client passed away before she could be interviewed. The
responses fended o fal under three calegories- 3 renewed sense of independence,
increased self-esteem and a dasire fo buld healthy relationships. For most of the
respondents, having their own space had a profound impact. One female client stated
how she enjoys taking care of herself. Another male client stated how he felt safe and
slept well through the night. With all the clients at CHIPP, independence was a recurring
theme. They enjoy having their own place, being able 1o cook, cleaning and paying rent.
Most remember how to cook and seem to enjoy it. All note that they take pride in
cleaning their apartments and enjoy leisure time by watching TV. A majority felt that they
were receiving what they needed, especially in regards 1o the home-based case
management services. They liked talking with the case manager, and received
assistance in areas whenever they asked. They ali wanted the reiationship to continue.

it wag inferesiing to note that many clients have substance abuse issues vel for those
who were in recovery, having their own home enabled them to stay away from those
who are siill using. Also of interest is that Upon receiving housing, the majority of clients
kept in touch with at least one family member. They either call one person or insome
cases go to visit them. In cne case, family members gome to the apariment to visit the
client. This is parficularly important since strained or non-existent relationships with
family members is & common result of homelessness. Several clients expressed a
desire to interact with feliow participants so the case manager was able to connect
clients to one ancther. Two men have coffee together on a regular basis. Some have
even utilized the gym provided by the complex. And over the Thanksgiving holiday,
several had dinner together and even delivered a plate to another participant who had
recently returned from the hospital.
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Discussion
a. Limitations

This pilot sfudy does support other findings across the country; permanent housing s a
cost-effective strategy tc ending homelessness. However, there are a number of
limitations in this study that explain why our findings are not equa!l to data collected in
other studies. Most importantly, you cannot compare two vears worth of data prier to
housing to one year afler housing as the time frame needs o be equal. Also, our sample
size of 18 clients was too small to be siatically viable, Also, the clients in our study had
substantiat medical conditions and sericuz criminat backgrounds, other studies only
allowed criminal backgrounds with minor offenses such as public drunkenness. in
addition, since Montgomery County does not arrest individuals for nuisance crimes,
clients in our program had more serious criminal backgrounds as compared (o those in
other studies. Medica! expenses remained high even after being housed but all costs
were alinbuled o needed surgeries and expensive medical treatment; freaiment that if
these clienls were slill homeless, would not have happened and conseguently, these
clients would have died. Our housing cosis were also higher compared to other
jurisdictions due o the high cost of living in Montgomery County. It was also very difficult
o gather data on past and current service costs. We looked at three hospitals, jails and’
cutpatient mentat health services. Our contacts at these facilities faced time constraints
as they tried {o help us while doing their regular jobs, which was challenging at times. it
was g very difficul orocess o get the information we did get and realize now thal we
needed more funding and more personnel just to collect the data, ' would be important
to continue to follow the remaining 14 clients from the initial study for one more year to
see whether cosis continue 1o decline and how clients are adapting o their homes.

L, Conclusions

This study provides preliminary data that the cost of homealessness o society is greater
than the cost of housing people. Along with saving money, permanent supportive
housing also provides individuals with a sense of ownership, self-worth and community.
Thase are important human aitributes that we should all be entitled fo. This project
served some of the neediest individuals in our homeless assistance system that due to
criminal backgrounds and medical needs truly had no where else to go. Even {hough
sadly two participants passed away after being housed, they did so with dignity. This is
an attribute that cannot be measured in dollars; rather, it Is measurad in peace of mind.
And we are grateful lo have provided our clients thal service.

i3

Lo



COLORADO
DenNnVER HousING FirsT COLLABORATIVE COALITION

Cost Benefit Analysis & Program Outcomes Report Homieless e,
EXECUTIVE SUMMARY &

The Colorado Coalition for the Homeless created the Denver Housing First Collaborative (DHFC) in 2003 with funding
provided by a collaboration of federal agencies. The DHFC involved CCH as the lead agency, Denver Department of
Human Services (DDHS), Denver Health (DHHA), Arapahoe House, the Mental Health Center of Denver (MHCD) and
the Denver VA Medical Center.

The DHEFC is designed to provide comprehensive housing and supportive services to chronically homeless individuals
with disabilities. Initial federal funding created the capacity to house and serve 100 chronically homeless individuals.
The program uses a housing first strategy combined with assertive community treatment (ACT) services, providing
integrated health, mental health, substance treatment and support services.

The housing first approach has been incorporated as a priority strategy into Denver’s Road Home — Denver’s Ten Year
Plan to End Homelessness. Denver’s Road Home has provided funding to create a second housing first team at CCH
- the 16th Street Housing First Program — to serve an additional 50 chronically homeless individuals.

The goals of the DHFC are to increase the residential stability and overall health status of chronically homeless
individuals while reducing the utilization and costs of emergency services being provided to chronically homeless
persons with taxpayer funds.

A _ ToraL CHANGE IN EMERGENCY C0OsTs PER PERSON
The Cost Benefit Analysis

fOCUSEd on examming the R e S R — i E
actual health and emergency " i
service records of a sample of P '
participants of the DHFC for $45,000
the 24 month period prior to :
entering the program and the $40,000
24 month period after entering $35,000
the program. Participants

provided releases of $30,000 !
information for their medical, $25,000 $43,239
psychiatric, legal and substance
treatment records and $20,000
associated costs for the four $15,000
year period. Cost data from the '
clinical records were analyzed $10,000
to determine the emergency $5,000
room, inpatient medical or ’
psychiatric, outpatient medical,
Detox services, incarceration, Pre-ENTRY TO Post-ENTRY TO
and shelter costs and Housing FirsT Housing FirsT

$11,694

utilization. Denver Housing First Cost Benefit Analysis Colerade Coalitron for the Homeless

The findings document an overall reduction in emergency services costs for the sample group. The total emergency
related costs for the sample group declined by 72.95 percent, or nearly $600,000 in the 24 months of participation in the
DHEFC program compared with the 24 months prior to entry in the program. The total emergency cost savings averaged
$31,545 per participant.

Utilization of emergency room care, inpatient medical and psychiatric care, detox services, incarceration, and emergency
shelter were significantly reduced by participation in the program. Only oufpatient heaith costs increased, as
participants were directed to more appropriate and cost effective services by the program.

Emergency room visits and costs were reduced by an average of 34.3 percent. Inpatient visits were reduced by 40
percent, while inpatient nights were reduced by 80 percent. Overall inpatient costs were reduced by 66 percent.

Detox visits were dramatically reduced by 82 percent, with a average cost savings of $8,732 per person, or 84 percent.



Incarceration days and costs were reduced by 76 percent, and emergency shelter costs were reduced by an average of
$13,600 per person.

If the average cost savings of $31,545 per persons are projected for the 150 chronically homeless individuals currently
participating in CCH'’s two housing first programs, the total savings would amount to $4.7 million.

1f these average costs savings are projected each of the 513 chronically homeless persons estimated in Denver who are
eligible for the DHFC program, the savings would amount to $16.1 million.

When the investment costs of providing comprehensive supportive housing and services through the Housing First
Program are factored in, there is a net cost savings of $4,745 per person. Thus, the total net cost savings for the current
in the Denver housing first programs are projected to be $711,734. The projected net cost savings for all 513 chronically
homeless persons, if provided access housing first programs, would be $2,424,131.

In addition to saving taxpayers money, the local and national evaluations of the DHFC program document overall
improvement in the health status and residential stability of program participants. For these persons, who averaged
nearly 8 years of homelessness each prior to entering the program, 77 percent of those entering the program continue to
be housed in the program. More than 80 percent have maintained their housing for 6 months.

Fifty percent of participants have documented improvements in their health status, 43% have improved mental health
status, 15% have decreased their substance use, and 64% have improved their overall quality of life.

In addition, the majority of participants have been assisted to obtain the public benefits for which they are eligible, or to
obtain employment. The average monthly income of participants increased from $185 at entry to $431.

After two years of operation, Denver Housing First Collaborative approach offers tremendous promise of improving the
health status of chronically homeless individuals while reducing taxpayer funded emergency costs of emergency room
care, hospitalizations, incarceration and detox.

Furthermore, the overall quality of life for the community can be significantly improved as the negative impacts of
individuals living and sleeping on the streets are reduced.

CHANGE IN AVERAGE SERVICE COSTS

/-'; 3 1
$14,000 $13,688 |
. PRre-ENTRY TO HOUSING FIRST PROGRAM '
PosT-ENTRY TO HOUSING FIRST PROGRAM
$12,000
$10,373 $10,378 !
$10,000
$8,000
$6,000
$4,000
$2,000
DEeTOX INCARCERATION EMERGENCY  OUTPATIENT InpaTiENT  SHELTER CoOSTs
Room

Denver Housing First Cost Benefit Analysis Colovads Coaltlton for the Homeless



Maine Cost of Homelessness — Greater Portland
Executive Summary

+ Housing people who are homeless cuts the average costs of services they consume in half.

+ After being housed, the 99 formerly homeless people in this study received 35% more mental
health services at 41% LESS cost illustrating a shift away from expensive emergency and
psychiatric inpatient care to less expensive outpatient community-based mental health services.

+ Permanent supportive housing cut by more than half emergency room costs (62% reduction),
health care costs (59% reduction), ambulance transportation costs (66% reduction), police contact
costs (66% reduction), incarceration {62% reduction), and shelter visits (98% reduction).

+ The average annual cost of care savings produced by the first year of living in permanent
supportive housing was $944 per person. The total annual cost savings was $93,436 for all 99
tenants.

Permanent supportive housing appears to allow individuals significantly more efficient and appropriate
service delivery with tangible cost savings. Perhaps not surprisingly, permanent supportive housing
appears to improve quality of life for all involved.

-
( Average Annual Cost Per Person Before and After
Permanent Supportive Housing Placement
All Programs - Greater Portland

$30,000
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Cost Savings After Participants Entered Supportive Housing

Health Care 837,012
59% Savings FaT J $329.971

$569,419
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Jail $61.758
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Ambulance 345872
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Vulnerability Index: Prioritizing the Street Homeless Population by Mortality Risk

The Vulnerability Index is a tool for identifying and prioritizing the street homeless population
for housing according to the fragility of their health. It is a practical application of research into
the causes of death of homeless individuals living on the street conducted by Boston’s
Healthcare for the Homeless organization, led by Dr. Jim O’Connell. The Boston research
identified the specific health conditions that cause homeless individuals to be most at risk for
dying on the street. For individuals who have been homeless for at least six months, one or more
of the following markers place them at heightened risk of mortality:

1) more than three hospitalizations or emergency room visits in a year

2) more than three emergency room visits in the previous three months

3) aged 60 or older

4) cirrhosis of the liver

5) end-stage renal disease

6) history of frostbite, immersion foot, or hypothermia

7) HIV+AIDS

8) tri-morbidity: co-occurring psychiatric, substance abuse, and chronic medical condition

In Boston, 40% of those with these conditions died prematurely, underscoring the need for
housing and appropriate support for this group.

The Vulnerability Index is administered in a form of a survey, which captures a homeless
individual’s health and social status. It identifies the most vulnerable through a ranking system
which take into account risk factors and the duration of homelessness. This ranking allows those
with the most severe health risks to be identified and prioritized for housing and other support.

Dr. Jlim O’Connell said it best:

“The painfully obvious lesson for me has been the futility of solving this complex
social problem solely with new approaches to medical or mental health care...1
dream of writing a prescription for an apartment, a studio, an SRO, or any safe
housing program, good for one month, with 12 refills.”

From the early successes of its Street to Home program, Common Ground has consistently
observed that putting names and faces — and now medical conditions — to formerly anonymous
street homeless individuals inspires action. The commitment of housing resources and the
expedited housing placement of the medically-fragile, have been the direct, concrete results of
the use of the Vulnerability Index. The Vulnerability Index has been used in New York City,
Los Angeles County’s infamous Skid Row, Santa Monica, and New Orleans as a powerful force
for change.

This simple and replicable tool, rooted in solid scientific research, helps mobilize communities to
act decisively, organize around individuals® housing needs, and solve a seemingly intractable
problem.



How to Use the Vulnerability Index in Your Community

Common Ground uses these techniques to strip away the anonymity of street homelessness and
reframe homelessness as a public health issue:

1.

%0 = oy

Assemble community stakeholders (service providers, housing providers, police, business
improvement districts, political leadership) to educate on the use of the Vulnerability
Index, gain support for the concept, and identify an area of focus

Conduct a count of those sleeping outside between the hours of midnight and 6:00 am.
The purpose of the count is to create a baseline understanding of the numbers of
homeless individuals in an area, and to determine the number of surveys that the project
should expect to complete. The average response rate is 83% of those counted.

Train volunteers on how to administer the survey (attached) and how to take a good
digital photograph.

Administer the survey between 3:00 am and 6:00 am for at least three consecutive
mornings.

Enter the data into a spreadsheet or database.

Analyze the surveys to calculate risk factors and establish housing priority list

Brief community on the findings.

Develop and implement a housing action plan based on results.



Portland, Oregon
Vulnerability Index Fact Sheet
Common Ground Institute for Portland’s Bureau of Housing and Community Development
‘ October 24, 2008

In January 2005, the City of Portland and Multnomah County launched a 10-Year Plan to End
Homelessness. This plan emphasized immediate placement into permanent housing, along with essential
support services and rent assistance, for chronically homeless people. Since the roll-out of the 10-Year
Plan, 1,408 chronically homeless adults have moved into permanent housing. However, we know we
have many more people living on our streets who need our help. To better inform local planning and
system coordination efforts, Portland’s Bureau of Housing and Community Development has partnered
with Common Ground Institute to implement Common Ground’s Vulnerability Index.

The Vulnerability Index is a tool for identifying and prioritizing the street homeless population for
housing according to the fragility of their health. It is a practical application of research into the causes
of death of homeless individuals conducted by Boston’s Healthcare for the Homeless organization, led by
Dr. Jim O’Connell. The Boston research identified the specific health conditions that cause homeless
individuals to be most at risk for dying on the street. The Vulnerability Index is administered in a form
of a survey, which captures a homeless individual’s health and social status. It identifies the most
vulnerable through a ranking system which takes into account risk factors and the duration of
homelessness. This ranking allows those with the most severe health risks to be identified and
prioritized for housing and other support.

From the early successes of its Street to Home program, Common Ground has consistently observed that
putting names and faces — and now medical conditions — to formerly anonymous street homeless
individuals inspires action. The commitment of housing resources and the expedited housing placement
of the medically-fragile, have been the direct, concrete results of the use of the Vulnerability Index. The
Vulnerability Index has been used in New York City, Los Angeles County’s infamous Skid Row, Santa
Monica, New Orleans, and Washington, DC, as a powerful force for change.

By surveying people who are living on our streets here in Portland using the Vulnerability Index, the
Bureau of Housing and Community Development now has health and housing data on the individuals
living on the streets and in some of our community’s shelters. This data will allow Portland to take
immediate action on behalf of the most vulnerable people who are living on our streets, as well as
identifying and implementing system improvements.

Vuinerability Index - Process

This week, Common Ground staff worked in collaboration the City of Portland’s Bureau of Housing and
Community Development, and almost 70 volunteers from 25 different organizations to create a by-name
list of all those sleeping on the streets and in shelters in selected high concentration areas of Portland.
In addition to systematically gathering the names, pictures, and dates of birth of individuals sleeping on
the street, the teams also captured data on their health status, institutional history (jail, prison, foster
care, hospital, and military), length of homelessness, patterns of shelter use, healthcare and income
sources. Common Ground then used information from the Vulnerability Index surveys to identify
individuals who are the most vulnerable in our community.

On Monday, October 20, 2008, more than 100 people attended information and surveying training
sessions led by Common Ground. Starting Tuesday, October 21, for three consecutive days, 13 teams of
3 or more volunteer surveyors methodically canvassed Portland from 6 am to 8 am and attempted to
administer a 45 question survey to everyone observed sleeping outside. Each team was led by an



experienced street outreach worker and included a volunteer from our medical community. 646 surveys
were administered. 407 pictures were taken as part of the survey. 302 (47%) individuals met at least
one high-risk criterion from the Vulnerability Index. Each person who agreed to participate signed a
confidentiality/release of information form, which included specific authorizations related to photographs.

Portland Findings:

646 People Surveyed
47% of All Surveyed Are Medically Vuinerable (302 people)

Vulnerability Index: At-Risk Indicators

| Indicators People in Portland, of Surveys
Tri-Morbid* 231
Over 3X Hospital or ER admits in last year 218
Over 3 ER Visits in last 3 months 275
Age Qver 60 19
HIV/AIDS 20
Cirrhosis/End Stage Liver Disease 72
End Stage Renal Disease or Dialysis 29
Frostbite/Hypothermia (Exposure Related) 91

* Tri-Morbid definition: Co-occurring psychiatric, substance abuse, and chronic medical condition.

Other Chronic Health Conditions People in Portland, of Surveys
Heart Conditions 133

Cancer 47

Diabetes 75
Emphysema 57

HEP C 158

Asthma 155
Tuberculosis 38

Serious Head Injury/Brain Disease To Be Determined
Age

o The average age is 42
« 38 people are vulnerable and over the age of 55
¢ Age Range:
Under 19: 15
20-29: 89
30-39: 126
40-49: 219
50-59: 126
o Over 60: 19
» 23 people met the mortality risk criteria specific for people under the age of 25

o 0 0 OO0

Years Homeless:
¢ The average years homeless is 5
» The average years homeless for the Vulnerable Cohort is 7.24
« The longest reported length of homelessness for a single individual is 41 years



Gender
o 77% of people are male

Race
» Of the people surveyed, 65% are White, 15% are African American, 8% are American

Indian/Alaskan Native, 10% are Hispanic and 1% is Asian

Veterans
¢ 22% (N=129) of the people are veterans
s 5% of the 129 veterans reported receipt of VA benefits
» 45 veterans are vulnerable

Hospitalizations/Emergency Room Visits
¢ 217 people reported at least 3 hospitalizations in the last year, out of all surveyed
s 274 people reported at least 3 ER visits within the past 3 months, out of all surveyed
o Atotal of 730 ER visits in the past 3 months were reported by respondents at an estimated cost
of $492/visit for an estimated cost of over $1.43 million per year
» A total of 460 inpatient hospitalizations in the past year were reported by respondents

Income
e 88% of the most vulnerable, had no documented income other than food stamps
s 21% of the most vulnerable, reported panhandling as a source of income

Health Insurance
s 63% (N=408) of people are uninsured
« 199 people in the Vulnerable Cohort are uninsured (66%)

Mental Health/Substance Abuse/Dually Diagnosed
s 229 vulnerable individuals reported or were observed to have mental iliness only
« 279 vulnerable individuals reported or were observed to have a history of substance abuse only
¢ 217 vulnerable individuals reported or were observed to be dually diagnosed

History of Jail/Prison
» 80% of people reported having been to jail
» 30% of people reported having been to prison.

Foster Care History
« 182 individuals reported having been in foster care
« 58% (N=100) are vulnerable

Victim of Violent Attack:
s 45% of the people reported being a victim of violent attack since becoming homeless

HIV/AIDS
o 3% (20) of individuals report HIV/AIDS.

For more information on Portland’s Vuinerability Index Data
Contact: Liora Berry, 503-823-2391 or |berry@ci.portland.or.us
Coordinator, Ending Homelessness Initiative

Bureau of Housing and Community Development

City of Portland




Common Ground Institute

Founded in 1990, Common Ground’s mission is to end homelessness through innovative programs that
transform people, buildings, and entire communities. Common Ground pioneered the concept of
supportive housing — affordable housing with on-site social services — as a solution to homelessness, and
today we are one of the largest developers of supportive housing in the United States. As program
innovators, we address the needs of individuals and families who are most at risk of becoming homeless,
as well as those who are chronically homeless. We bring together service providers, government
agencies, landlords, businesses, and members of the community to support homelessness prevention
and housing initiatives.

In 2007, Common Ground launched its Common Ground Institute (CGI), a national technical assistance
initiative designed to bring innovative methodologies and hands-on field support to communities seeking
solutions to homelessness. The Institute’s overarching goal is to end homelessness by collaborating with
government leaders, local organizations, and private developers in strategically situated communities. In
each city, CGI pursues four objectives in support of this goal: create housing, build knowledge, test and
model innovative solutions, and promote effective practices.

Contact Information:

Becky Kanis

Director of Innovations
917.957.7104
bkanis@commonground.org

Beth Sandor
Los Angeles Field Director
310.699.2028

bsandor@commonground.org

Lori Girvan

Director, Common Ground Institute
646.413.3875
lgirvan@commonground.org
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At Risk Qualifiers:
More than six months on the streets and at least one of the following:
« Tri-morbidity (@ combination of at least one from each category below) (+1)

» More than 3 hospitalizations or ER visits over a year (+1) - Question 18 + Question 19

« More than 3 Emergency Room visits in the past three months (+1) - Question 18

» 60 years or more of age (+1) - Question 10

« HIVHAIDS (+1) - Question 20/F

+ Kidney Disease / ESRD or Dialysis (+1) - Question 20/A

e Liver Disease / HEP C / Cirrhosis / End stage liver disease (+1) - Question 20/D

o Cold weather injuries (frostbite, immersion foot, hypothermia) (+1) - Question 20/B
Tri- Morbidity

« Mental Health + Serious Medical Condition + Substance Abuse
+ Client must have at least one condition in each of the following areas to qualify for
tri-morbidity

Mental Health Qualifiers: A
» Being treated / receiving counseling for mental health issues - Question 20/S
« Taken to the hospital against your will for mental health reasons - Question 20/T
» Observed signs or symptoms of Mental lliness - Question 20/U

Serious Medical Condition Qualifiers:
» Kidney Disease / ESRD or Dialysis - Question 20/A
Liver Disease / HEP C / Cirrhosis / End stage liver disease - Question 20/D
Heart Disease/ arrhythmia/ irregular heartbeat - Question 20/E
HIV+ / AIDS - Question 20/F
Emphysema - Question 20/G
Diabetes - Question 20/H
Asthma - Question 204
Cancer - Question 20/J
Hepatitis C - Question 20/K
Tested Positive for TB - Question 20/L
Observed signs or symptoms of serious physical health condition - Question 20/M

[ ] L] L 4 * ® - » * *

Substance Abuse Qualifiers:
» Ever abused alcohol or drugs, or told you do - Question 20/N
History of injection drugs - Question 20/P
Has been treated for aicohol or drug abuse - Question 20/Q
Consumed alcohol everyday for the last 30 days - Question 20/0
Observed signs or symptoms of alcohal or substance abuse - Question 20/R

Time Considerations:
= Length of time homeless
o Vulnerability is triggered at 6 or more month homeless
o Database should be able to conduct real-time assessments of vulnerability
as someone’s length of time homeless increases.
= Age
o Ageover 60 is a determinant for vulnerability
o Database should be able to conduct real-time assessments of vulnerability
as someone’s age increases
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VISION

The end of homelessness in Arizona.

MISSION

To serve as a Jeader in the efforts to end homeless in Arizona through

EARIZONA CLITIQN TOD HO’SELESNESS advocacy, education, and coordination with local communities.

AZCEH Introduction and Whitepaper Vision

The Arizona Coalition to End Homelessness (AZCEH) provides leadership in statewide efforts to end
homelessness through advocacy, education and coordination with local communities and initiatives.
AZCEH activities include its annual statewide conference; coordination of focused service initiatives such
as Arizona StandDown for homeless veterans and Project H3: Home, Health, Hope for long term
vulnerable homeless individuals and families; and providing education opportunities for service
providers, policy makers and advocates working on behalf of men, women and children experiencing
homelessness.

AZCEH coordinates collaborative whitepapers as one of many tools in our advocacy and education
efforts. This series of whitepapers seek to inform policy makers, service professionals and advocates on
strategies to end homelessness with existing mainstream housing resources. We hope that these papers
will serve as impetus to change agents and community leaders to call for systems change through the
adoption of the policies and practices suggested herein.

In Whitepaper |, we unveil the abundance of Housing Choice Vouchers available in Arizona to serve
individuals and families experiencing homelessness through a reprioritization of turnover vouchers. This
paper also discusses some of the policies and practices used by public housing authorities to maintain and
update their waiting lists and the disparate impact of such policies on persons experiencing homelessness.
Finally, the first whitepaper emphasizes the importance of making sure mainstream government resources
are the last resort for individuals and families in need in order for these finite resources to have maximum
impact in our communities.

The second whitepaper explores the creation of local preferences for individuals and families
experiencing homelessness in Housing Choice Voucher programs. This paper will demonstrate the
alignment of such policies with federal, state and local guidelines. It will lay out the mechanics for public
housing authorities to implement these preferences and will look at examples of such strategies here in
Arizona and across the country.

Our third and final whitepaper in this series explores the importance of coupling client centered, wrap-
around supportive services with the Housing Choice Voucher program for formerly homeless individuals
and families. The Housing Choice Voucher program is a tremendous resource for ending homelessness in
communities, but our public housing authority partners are not expected to solve this problem alone. The
third whitepaper wil! focus on the role of *Navigators” in Project H3: Home, Health, Hope, and how this
unique service delivery system integrates best practices from existing supportive services and natural
support systems to improve outcomes using “housing first” and recovery principles.

3829 N. Third Street, Suite 104, Phoenix, AZ 85012 « P: 602-340-9393 F: 602-257-8951
Find AZCEH at www.azceh.org and on: & o
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Whitepaper 2: Local Preferences in Housing Choice Voucher Programs

As part of its 2010-20135 Strategic Plan, the U.S. Department of Housing and Urban Development (HUD)
has established several laudable goals to guide its work. Two of HUD’s sub goals describe the outcomes
HUD aims to achieve around preventing and ending homelessness:

* End homelessness and substantially reduce the number of families and individuals with severe
housing needs.

o Utilize HUD assistance to improve housing stability through supportive services for vulnerable
populations, including the elderly, people with disabilities., homeless people. and those
individuals and families at risk of becoming homeless,

This whitepaper will look closely at the use of a critical mainstream HUD resource, the Housing Choice
Voucher (HCV) program, formerly known as Section 8, to achieve the first goal. We will demonstrate
federal, state and local support for using the HCV program as a means to ending homelessness in our
communities. The third whitepaper in this series will explore the importance of coupling client centered,
wrap-around supportive services with the HCV program for formerly homeless individuals and families.

Alignment with HUD Strategy

HUD lists several strategies for accomplishing its goal to end homelessness and reduce the number of
families and individuals with severe housing needs. We will focus on three of them here:

+ Provide additional individuals and families with rental housing subsidies.

s Work with state and local governments to expand rental assistance and prevent homelessness.

e Improve access to HUD-funded housing assistance by eliminating administrative barriers and
encouraging prioritization of households most at risk for homelessness.

These strategies align closely with our Whitepaper 1 example of creating housing abundance for long
term, vulnerable homeless persons by reprioritizing just a small percentage of existing HCVs. In
particular, the third strategy is echoed by Fred Kamas, Senior Advisor to HUD Secretary Donovan, in his
declaration at the Arizona NAHRO 2010 Annual Conference that “we need to move past using boutique
programs for special populations to making mainstream HUD programs work for everyone.”

The HCV program does not currently work for everyone, especially for long term, vulnerable homeless
individuals. The problem has less to do with cumbersome federal regulations and more to do with local
policy and administration of the HCV program. Public Housing Authorities {(PHAs) have a considerable
amount of latitude in operating the HCV program, including how to target particular populations in their
communities. To best support HUD’s stated goals, PHAs should prioritize those individuals and families
with the worst case housing problems for housing choice vouchers through the use of local preference
systems.
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‘What is a Local Preference?

A local preference system is a method that PHAs may use in selecting applicants for participation in the
HCV program. This method targets specific populations for assistance based upon local housing needs
and priorities. HUD regulations require that PHAs base local preference systems on generally accepted
data sources and consider public comment. They also must detail these systems in their administrative
plans. Additionally, HUD allows PHAs to limit the number of applicants that may qualify for a local
preference, thereby creating a designated number of vouchers “set aside” for a target population.

Across the country, PHAs have used local preference systems to target various types of applicants,
including those that reside in specified geographic areas (generally the jurisdiction of the PHA), working
families, persons with disabilities, families that include victims of domestic violence, and persons who are
elderly, displaced or homeless.

Historical Context for Local Preferences
Prioritizing those most in need in mainstream HUD programs is not a new concept. Prior to the Quality

Housing and Work Responsibility Act (QHWRA) of 1998, mandatory “federal preferences™ required
PHASs to target individuals and families:

¢  Paying more than 50% of their income towards housing
» Living in severely substandard housing, and
s Involuntarily displaced from housing.

These “federal preferences™ helped to ensure that Section 8 certificates were targeted to people with the
most severe housing problems first. The reform of the Section 8 program under QHWRA provided local
jurisdictions the flexibility to determine how best to target this resource in their own communities.

Reliable Data and Consistency with Plans
HUD requires that local preferences be based upon reliable and valid data on the housing needs of a
community and that they be consistent with the PHA Agency Plan and Consolidated Plan for a PHA’s

jurisdiction.

According to the 2010-2014 State of Arizona Consclidated Plan’s Summary of Primary Housing Needs
(Page 5):

There remains a substantial need for a range of housing options and support services for people
who are homeless and at risk of becoming homeless. The January 2009 statewide homeless count
recorded over 14,000 homeless persons, over 6,000 of them unsheltered. The economic recession
is placing an additional burden on the state’s resources to provide housing and support services.
Homeless persons and at risk homeless persons have a significant need for prevention services,
emergency shelter, transitional housing, and permanent supportive housing.
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Arizona also lays out three priorities in its Strategic Plan:

Priority 5: Encourage a range of services to help people move from homelessness to
permanent housing and maintain independent living.

Priority 6: Increase the number of transitional and permanent supportive housing units for
the homeless.

Priority 7: Offer services and funding to help prevent people from becoming homeless.

The City of Phoenix 2005-2010 Consolidated Plan (Page 34) states:

Without permanent housing as an end goal, the entire Continuum of Care ceases to function as a
dynamic system moving people toward stability and self-sufficiency. Instead, the system becomes
a warehouse for people. The only lasting solution to homelessness is access to housing that is
affordable and, for certain populations, linked to necessary supportive services.

The Phoenix Plan’s overall strategy for the goal to effectively transition persons who are homeless to
appropriate affordable, safe and quality permanent housing includes:

o Provide permanent supportive or permanent independent housing,

o Utilize rental and utility assistance to prevent and create appropriate housing settings for
persons who are homeless, and

o Develop new facilities/programs/housing units with minimal negative neighborhood impact.

Arizona and major jurisdictions throughout have recognized the need to prioritize persons experiencing
homelessness in their housing program efforts, citing permanent, affordable housing with supports when
necessary as the solution to ending homelessness. Targeting housing choice vouchers through local
preferences is an ideal strategy towards the accomplishment of the goals outlined in these federal, state
and local plans and offers the greatest abundance of housing resources with minimal impact on
neighborhoods.

Amending the HCV Program Administrative Plan

Once a PHA has decided to create a local preference for persons experiencing homelessness in their
communities, that PHA must amend its HCV program Administrative Plan. This process requires the
PHA to provide an opportunity for public comment on the proposed changes, including comments from
existing participants in the HCV program. Once public comments have been considered, the changes to
the Administrative Plan must be voted on for final approval by the PHA’s governing board.

Preference for Long Term Vulnerable Homeless

Vulnerable and long term homeless persons face myriad barriers in accessing HCV programs, but
strategically crafted local policies can help ensure maximum HCV accessibility. When developing local
homeless preferences, PHAs should consider the requirement of an assessment measuring the
vulnerability of persons experiencing homelessness to further define their target populations. PHAs may
also require wrap-around supportive services designed to assist individuals or families in complying with
their obligations in the HCV program.
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The primary purpose of requiring the use of a vulnerability assessment is to help to ensure that
communities target those most in need for these critical and finite resources. It is important that these
assessments are refiable and consistent in their use and that they address the specific concerns of the local
community in their efforts to define their target populations. Communities across our state possess varied
degrees of capacity and concemns around their local homeless populations which will determine the
creation or selection and use of vulnerability assessments in communities.

QOur recommendation for the language of a PHA local preference for long term homelessness is:

Individuals and families experiencing homelessness who have been determined vulnerable
through the use of a vulnerability index. Applicants under this preference must also receive
supportive services provided by an area agency designed to assist the individual or family in
complying with their oblipations in the HCV program.

This preference requires a pool of potentially eligible applicants that have been determined to be
vulnerable through the use of a reliable vulnerability index. The Vulnerability Index™ developed by
Common Ground, highlights a narrow, reliable population of those most in need, the majority of which
are also chronically homeless. As the Maricopa County initiative of the 100,000 Homes Campaign
Project H3 utilized the Vulnerability Index™ to determine vulnerability amongst the street homeless
population in April 2010. Consistent with national results, 43% of those surveyed in Project H3 were
determined vulnerable, averaging 7.8 years on the streets. 92% of those determined vulnerable also met
the HUD definition of chronic homelessness.

AZCEH recommends the use of the Common Ground Vulnerability Index™ for consistency with the
100,000 Homes Campaign promoting consistent national data on vulnerable and long term homelessness.
The Vulnerability Index™ is also recommended for its ease of use and ability to be administered by
volunteers, rather than clinicians, enabling a greater number of homeless people to be surveyed.

Opening the Waiting List...and Keeping It Open

PHAs currently close their waiting lists for HCV programs as soon as they have a sufficient number of
families to select from when openings in these programs occur. Unfortunately, this means that the
majority of Arizona PHA waiting lists for HCV programs are closed to new applications for assistance. In
order for new vulnerable applicants to be eligible for local preference placement, thereby moving to the
top of the waiting list for selection, these waiting lists must be open for new applications.

PHASs have options in opening their waiting lists for new applicants. First, they may choose to accept all
applications from potentially eligible individuals and families. Still, the need for affordable housing in
our communities is great, and the number of new applicants for admission to waiting lists is likely to
range in the thousands, placing a difficult administrative strain on PHAs.

PHAs may also open their waiting lists exclusively for targeted populations, including those populations
that they have identified for local preferences through the HCV program. Public notification of new
waiting list openings must simply state any limitations on who may apply for assistance. In effect, this
option enables each PHA to close only a portion of its waiting list instead of the entire waiting list. The
PHA may continue to receive applications from applicants qualifying for a specific local preference
category, i.e. long term, vuinerable homeless individuals and families, while closing its waiting list to all
other groups.
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Examples of PHA Partners in Ending Homelessness

Several PHAs across the country and in Arizona have employed strategies to prioritize their most
vulnerable homeless for assistance in their HCV programs. Denver’s PHA provides approximately 381
vouchers to special needs populations through a series of preferences for participants served by specific
programs and organizations in the community. Washington D.C. has prioritized chronically homeless
individuals with its HCV program through the use of the Common Ground Vulnerability Index™, ending
homelessness for over 1,000 long term, vulnerable homeless in a little over two years. Salt Lake City’s
local and county PHAs have also used local preferences for scattered site and project-based vouchers for
their homeless population, employing a vulnerability assessment to more effectively target the housing to
those most in need.

Here in Arizona, several PHAs have recently created local preferences to prioritize persons experiencing
homelessness in their HCV programs. In Tempe the PHA has approved a general homeless preference
and is working with local service organizations to ensure that individuals and families experiencing
homelessness in Tempe apply for assistance as they open their HCV waiting list this spring.

As a result of their partnership with Project H3, the Phoenix Housing Department set aside 25 vouchers in
their program for long term, homeless individuals or families determined to be vulnerable by the
Common Ground Vulnerability Index™. As of this writing, 14 households have been assisted with those
vouchers, 2 are searching for housing and the remaining 9 vouchers will be leased up in the next 60 days.

In Glendale, the PHA updated its local homeless preference to target individuals and families surveyed
during Project H3’s survey week in Glendale. One individual has been housed in their HCV program as a
result of these efforts with plans to identify additional candidates in the near future.

Tucson has also enrolled in the 100,000 Homes Campaign, and their 51 Homes initiative will conduct its
survey week in mid-April 2011. In Tucson, the local PHA is a strong partner in the 51 Homes initiative
and has led in the commitment of housing opportunities through both HUD-VASH and HCV assistance
for the long term, vulnerable homeless individuals and families identified through the Common Ground
Vulnerability Index™. The Tucson PHA has approved a limited local preference for this effort in their
Administrative Plan which has been approved by their City Council and Mayor and PHA Board.

In Mesa, the Housing Governing Board approved the PHA’s recommendation to adopt the local
preference for long term. vulnerable homeless recommended by AZCEH. Additionally, the Mesa PHA
has opted to open the waiting list specifically for this local preference and will continue to accept
applications from those meeting this local preference. Mesa has also innovated in the area of supportive
services for this population, approving Community Development Block Grant (CDBG) funds for a
community service provider to provide “Navigation” services to long term, vulnerable homeless admitted
to the Mesa HCV program. Our third and final whitepaper in this series will focus on supportive services
ideally combined with the HCV program.
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Retooling Existing Resources for Systems Change and Immediate Housing Opportunities

We know that permanent, affordable housing with appropriate supports as necessary is the solution to end
homelessness. Scattered sites, tenant based rental assistance provided through the Housing Choice
Voucher program is a viable solution to ending long-term and vulnerable homelessness when coupled
appropriately with navigation services. While we must continue to support increases in funding for
targeted HUD housing programs like the Shelter Plus Care and Supportive Housing programs, much can
be accomplished by simply retooling mainstream resources already available to us in our communities.
PHAs can have significant impact as partners and champions of ending homelessness through careful
targeting of their HCV programs as strategic tools to combat homelessness in our communities.

A note on References: For space purposes this document contains underiined hyperlinks to on-line resource information as opposed to traditional
references. If you are reading a printed version, please visit wwwazceh.org to obtain an electronic version to connect to on-line resources for
additional information or fact-checking purposes.
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Code of Federal Regulations

Title 24 - Housing and Urban Development

Volume: 4

Date: 2011-04-01

Original Date: 2011-04-01

Title: Section 982.207 - Waiting list: Local preferences in admission to program.

Context: Title 24 - Housing and Urban Development. CHAPTER |X - OFFICE OF ASSISTANT
SECRETARY FOR PUBLIC AND INDIAN HOUSING, DEPARTMENT OF HOUSING AND
URBAN DEVELOPMENT. PART 982 - SECTION 8 TENANT BASED ASSISTANCE: HOUSING
CHOICE VOUCHER PROGRAM. Subpart E - Admission to Tenant-Based Program.

§ 982.207 Waiting list: Local preferences in admission to
program.

(a) Establishment of PHA local preferences. (1) The PHA may establish a system of local
preferences for selection of families admitted to the program. PHA selection preferences must be
described in the PHA administrative plan.

{2) The PHA system of local preferences must be based on local housing needs and priorities,
as determined by the PHA. in determining such needs and priorities, the PHA shall use generaily
accepted data sources. The PHA shall consider public comment on the proposed public housing
agency plan (as received pursuant to § 903.17 of this chapter) and on the consolidated plan for
the relevant jurisdiction (as received pursuant to part 91 of this title).

(3) The PHA may limit the number of applicants that may qualify for any local preference.

(4) The PHA shall not deny a local preference, nor otherwise exclude or penalize a family in
admission to the program, solely because the family resides in a public housing project. The
PHA may establish a preference for families residing in public housing who are victims of a crime
of violence (as defined in 18 U.S.C. 16).

(by Particular local preferences—(1) Residency requirements or preferences. (i) Residency
requirements are prohibited. Although a PHA is not prohibited from adopting a residency
preference, the PHA may only adopt or implement residency preferences in accordance with
non-discrimination and equal opportunity requirements listed at § 5.105(a) of this title.

(i1) A residency preference is a preference for admission of persons who reside in a specified
geographic area (“residency preference area”). A county or municipality may be used as a
residency preference area. An area smaller than a county or municipality may not be used as a
residency preference area.

(i1 Any PHA residency preferences must be included in the statement of PHA policies that
govern eligibility, selection and admission to the program, which is included in the PHA annual
plan (or supporting documents) pursuant to part 803 of this title. Such policies must specify that
use of a residency preference will not have the purpose or effect of delaying or otherwise
denying admission to the program based on the race, color, ethnic origin, gender, religion,
disability, or age of any member of an applicant family.

{iv) A residency preference must not be based on how long an applicant has resided or worked
in a residency preference area.

(v} Applicants who are working or who have been notified that they are hired to work in a
residency preference area must be treated as residents of the residency preference area. The
PHA may treat graduates of, or active participants in, education and training programs in a
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residency preference area as residents of the residency preference area if the education or
training program is designed o prepare individuals for the job market.

(2) Preference for working families. The PHA may adopt a preference for admission of working
families (families where the head, spouse or sole member is employed). However, an applicant
shall be given the benefit of the working family preference if the head and spouse, or sole
member is age 62 or older, or is a person with disabilities.

(3) Preference for person with disabilities. The PHA may adopt a preference for admission of
families that include a person with disabilities. However, the PHA may not adopt a preference for
admission of persons with a specific disability.

{(4) Preference for victims of domestic violence. The PHA should consider whether to adopt a
local preference for admission of families that include victims of domestic violence.

(8) Preference for single persons who are elderly, displaced, homeless, or persons with
disabilities. The PHA may adopt a preference for admission of single persons who are age 62 or
older, displaced, homeless, or persons with disabilities over other single persons.

{c) Selection among families with preference. The PHA system of preferences may use either of
the following to select among applicants on the waiting list with the same preference status:

(1) Date and time of application; or
(2) A drawing or other random choice technique.

(d) Preference for higher-income families. The PHA must not select families for admission to the
program in an order different from the order on the waiting list for the purpose of selecting higher
income families for admission to the program.

(&) Verification of selection method. The method for selecting applicants from a preference
category must leave a clear audit trail that can be used to verify that each applicant has been
selected in accordance with the method specified in the administrative plan.

[64 FR 26643, May 14, 1999, as amended at 64 FR 56912, Oct. 21, 1999; 65 FR 16821, Mar.
30, 2000]
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100,000
HOMES

BETHESDA CHAPTER

o A national movement to find and house 100,000
vulnerable homeless people in three years

Creates a conversation about a new way to

prioritize, match those in greatest need of
housing
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BETHESDA CHAPTER

Bethesda Chapter Cutcomes:

54 People Contacted

40 Participated in the Survey
Average Age: 46.8
32 Male / 8 Female

6 Military Veterans



HOMES

BETHESDA CHAPTER

Bethasda Chapter Outcomes
19 - Individuals reported Mental Health Issues
14 - Have Participated in Substance Abuse Treatment
20 - Sleep most frequently on the streets
6 - Sleep most frequently on buses/ metro

2 - Sleep most frequently in Shelters



e Campaign is a partnership

e Bethesda’'s Goals

— Target vulnerable individuals and families who are
experiencing homelessness, living on the streets.

— Create housing targets

— Improve the way we house vulnerable people in our
community.




100,000
HOMES

BETHESDA CHAPTER Communications Contacts

e Susan Kirk, Executive Director, Bethesda Cares,
Inc.

—301-907-9244
— susan@bethesdacares.org

e John Mendez, Outreach Social Worker, Bethesda
Cares, Inc.

—301-907-9244
— john@bethesdacares.org
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77% Increase in Homeless Population Living
on the Streets in Montgomery County
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MONTGOMERY COUNTY
HOMELESS VETERANS
HUD — VASH HOUSING VOUCHERS

*Highest Performing, Results Driven
Permanent Supportive Housing Program in Montgomery County
*No Evictions

Ends Homelessness - Permanent Housing is @ Permanent Solution
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