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1. Please provide an overview of the initiative.  Response should be no longer than one page.
The Streets-to-Home Breakthrough collaborative initiative is crucial to saving and changing the lives of chronically homeless persons in our community —typically those with multiple disabilities and/or long-term homeless status.  Partners, ESR, Bethesda Center, Disability Advocates and the 10 Year Plan to End Homelessness work together to provide permanent housing coupled with wraparound case management and support services to the most vulnerable people in our homeless population.  This program provides holistic, intensive, and seamless individualized disability advocacy, case management, emergency financial assistance and other support services to chronically homeless clients across multiple collaborative partners. 

This collaborative is different from our other housing programs in that this collaborative was created to provide scattered site housing and supportive services to severely and persistently mentally ill and chronically homeless individuals. This housing-first model has been successful due to a focus on helping individuals secure and maintain permanent housing  and  housing subsidies, and by addressing barriers to housing such as old debt, criminal backgrounds, and poor credit histories that would keep them from obtaining affordable housing.
Our current strategies include a dual assessment of client’s clinical needs, improved social development, and economic enhancement strategies to ensure successful outcomes and productivity that stands to serve the best interests of this population. This is different from traditional enrollment processes completed with residents at ESR’s Permanent Supportive Housing program on 5th Street. The 5th Street site includes a live-in onsite monitor who provides additional support and serves as a liaison between the case manager and the client for successful outcomes. Some housing for the Breakthrough Collaborative consists of scattered site locations throughout the community and although this model has proven to be successful, it does create an extra level of follow-up required of the case manager to stay in constant contact with their clients to ensure that they are achieving their case plan goals.  Over the course of our first three years of this initiative we have learned that scattered site housing can be a successful model for the chronically homeless with intensive case management. 

Clients become clients of the collaborative itself; not simply of a single agency. In order to reduce barriers of access to services, the SOAR advocate meets with clients at the Bethesda Center. The Collaborative has regular client staffings with case managers at Bethesda, which has greatly increased client accessibility.  Monthly program staffings between ESR, Bethesda, and Disability Advocates track client flow and housing availability.  Case managers at ESR and Bethesda work intensively with their clients and are thus able to more easily identify potential SOAR clients, discuss them at the regular staff meetings, and promptly schedule appointments with Disability Advocates. Frequent communication between ESR, Bethesda and DA ensures that all needs of the clients are addressed. Keeping case managers updated on the status of the disability claim helps clients to be placed more quickly into housing. Working collaboratively has improved our ability to address client needs proactively and has allowed clients to obtain needed services more quickly and effectively.

Case managers, shelter staff, and the SOAR worker have to regularly depend on each other to make this high level of collaboration work.  Without the collaborative, many homeless clients would never have gotten to an appointment at Disability Advocates for their benefits application, known permanent supportive housing was even a possibility, gotten priority for case management, or found their own apartment.

The Streets-to-Home collaborative is part of a positive example of the community having “gone upstream” with United Way leading the way. The partnership has created a much tighter safety net for the long-term homeless population (who often suffer mental health/substance abuse problems) by working together to wrap a seamless web of services around these clients.  We have enacted the proven concepts of “housing first” and ongoing support services to prevent a continued homeless condition in our clients’ lives, and to improve their long-term wellbeing and chances for more productive and successful life. The Streets-to-Homes Breakthrough Initiative funding for supportive services is an extremely critical element for ongoing success, when coupled with existing and new housing facilities being dedicated to the 10-year Plan to End Chronic Homelessness in our city and county. One of the greatest strengths of our project is providing coordinated case management and housing placements, which seeks to enhance but not duplicate, what is being done in the homeless prevention and intervention areas within our overall community.
Another important consideration in the success of this new model is the number of individuals who retain their permanent housing placements after initial service provision, rather than returning to homelessness. Based on Fourth Quarter results, over 96% of the clients enrolled have remained in housing for more than one year. Clients have generally welcomed case management contact in the post-housing placement phase, which could have been a major challenge with this model.  Our screening process is a modified housing-first philosophy, which has also resulted in numerous clients making unexpected progress in such areas as continued education, job placement and retention, transportation, and financial literacy (including savings accounts).
A needs assessment is done to determine their most pressing need, which leads to establishing their short and long term goals. The case manager works intensively with the client and meets with them on a consistent basis to ensure that they are accomplishing their goals thus moving towards becoming self-sufficient. Building upon the pre-existing successful local Continuum of Care (CoC—HUD-based homeless coalition of agencies) and local Homeless Council, we have been able to go further than any previous constructs to collaborate throughout every step of the process toward and beyond stabilized housing .  The collaborative entity ensures that all services available to a client are actually accessed by the client, and that the services are coordinated for the client by the providers. 
2. Describe any new developments or plans for the Initiative as well as other issues impacting the initiative.

Primary Focus for Upcoming Year
100,000 Homes Initiative
The focus for the upcoming fiscal year is to work in concert with community collaboratives such as the 10 Year Plan to End Homelessness with their 100,000 Homes Initiative. This project is different, as it will serve to focus on and identify the most vulnerable chronically homeless individuals who are at the greatest risk of mortality if they are not housed and connected to services within the Continuum of Care. We will work with the TYP to use the vulnerability index assessment tool used to assess and enroll these individuals instead of using a “first come first served” motto or placing them on a wait list. This project will work to target those individuals that have been the hardest to serve or those that have fallen through the cracks by eliminating or decreasing lengthy assessments and enrollment processes. 
THE “CHRONIC CHRONICS” & RAPID RE-HOUSING

We have dubbed many in the remaining chronically homeless population in our community (those who have not yet been housed) as the “Chronic Chronics” or homeless persons who are extremely difficult to house according to the current parameters of our programs.  These are persons currently in the shelter system with obvious disability issues such as mental illness or substance abuse. They are just as expensive to serve while homeless as those with other disabilities. Because of lack of access to supportive services from mainstream providers, and because the best practice models focus on increasing access to government benefits, they are harder to serve. Many of these Chronic-Chronic citizens could qualify for Social Security benefits and supportive housing, but do not believe they have a problem and refuse to engage in the assessment, application, and case management process necessary to gain housing.
Our collaborative and the homeless provider community have engaged in broad-based discussions about solutions for this population, in order to extend services to them in our program.  Short-term, our solution to this has already been initiated.  Working with a partner in our Breakthrough Initiative, the 10-Year Plan, we have adjusted our effort to collaborate with HPRP and the funding from HUD that comes through this recent federal “rapid re-housing” effort.  The Bethesda case manager who initially provides intake for Streets-to-Home has been trained and authorized for HPRP, and funding is being allocated for the purposes of rent and other expenses.  While HPRP is available for a limited period for each client (18 months) and methods of continuing support need to be identified for those that need a longer timeframe to stay in their housing, this plan is a great start.
An additional effort that Streets-to-Home has identified the need to develop to support advancement of the circumstances for the Chronic-Chronics is training opportunities while they are staying in dormitory shelters.  This would entail providing resources, networking, educational efforts, etc, to help address the barriers that continue to prevent them from access and understanding.  In the case of this population, the long-term transition is taking longer to help get them to a point of acceptance and engagement.

3. Explain any key learnings.
INCREASING THE HOUSING ASSURANCE FUND

During the life of the Street-to-Homes collaborative, many critical steps have been identified as success factors for the clients in our collaborative programs and they are: outreach, initial case management, gaining an income stream, short term cash needs, housing assistance and case management after housing placement. While every client does not need help with every step, failure to pass any one of these steps will result in failure. Frequent contact between agencies and a common understanding of the process is essential for this collaboration to serve the needs of the target population. The key need of the target population that this collaboration is addressing is the need for housing. 
We believe the design and execution of this housing model is accomplishing this goal for a significant portion of the chronic population. This is proven by the results shown on the Dashboards submitted quarterly. Other benefits beyond housing have come to those engaged in the process. A primary one is the diagnosis and treatment of mental illness. Because many of the chronically homeless qualify for SSI because of mental illness, many have become motivated to seek treatment. While this model has been successful for a majority of the chronically homeless, we have identified two and probably three subgroups for which it is not. The existing subgroups are those who lack motivation to seek help, and those whose primary disability is substance abuse and who therefore do not qualify for SSI. The third subgroup that is presently emerging is the long-term unemployed, many of whom are in the shelters today and have a disabling condition. Many of these will become chronic if they cannot find a job. Many are marginally employable in the best of times because of criminal records, poor credit histories, low IQ, and an inability to accept authority or conform to a normal work routine. They are the last hired, first fired and given the present job market, without assistance, they face a prolonged period of unemployment. Behind this group are those who are still receiving unemployment benefits or are living with friends or relatives because they are unemployed. Shelters are the next step for many of these as benefits run out and families become more stressed. For these people leaving the shelter is dependent on finding a job.

Input from these homeless clients occurs at every case management or supportive contact—most input relates to the need for more resources to meet their needs. More money is needed for additional staff to serve additional clients, for rental assistance, and for supportive items such as furniture. Although we understand that the Breakthrough project’s Housing Assurance Fund has been designated to cover only emergency rent and utilities, additional funding is needed for these other areas.  Our input continues to document the need for more money to expand services to the target population due to recessionary factors, and due to our commitment to help reach overall 10-year plan goals.

4. Please provide a client story. We will use this information in communications with current and potential donors.

Mr. A is a single 54 year-old male who was referred to Disability Advocates by his case manager, James Asbury of the Bethesda Shelter for the Homeless. Prior to 2004, Mr. A had spent most of his adult life living with his mother in Charlotte, NC. After she passed away, he had nowhere to go. For more than five years, he lived on the streets and in various shelters. 

 Mr. A has a long history of mental illness that dates back to his early twenties. He has been diagnosed with Schizoaffective Disorder, Schizotypal Personality Disorder, Panic Disorder and PTSD. He is seriously impaired in his ability to maintain normal social functioning. He maintains no family relationships and has no friends. In addition to his mental illnesses, he also suffers from heart problems and arthritis. According to Mr. A, he “had learning problems in school. When I started school, I was real slow but I was never diagnosed.”  Mr. A had performed work in the past in unskilled jobs such as cooking, washing dishes or performing general labor, however, his problems with depression, anxiety and his inability to get along with others prevented him from holding down steady employment.

Using the SOAR Model, a protective filing date was obtained for Mr. A. On October 1, 2010, Disability Advocates drove Mr. A to the Winston-Salem Social Security Office and assisted him in applying for Supplemental Security Income benefits. We obtained and submitted his medical records. We contacted Day-mark Recovery Services and asked for a statement by his treating therapist, which was also submitted to Social Security. A psychological evaluation was performed and finally, a medical summary was submitted November 30, 2010. During this time, bi-weekly meetings were held with his case managers from both Disability Advocates and Bethesda. 

Mr. A was approved for social security benefits on December 14, 2010. Disability Advocates arranged for a representative payee and again went with Mr. A to the Social Security Office to assist with his SSI payments. The case managers at Bethesda had obtained housing for Mr. A and he moved into his new apartment during the last week of December 2010.  

Through the combined efforts of Disability Advocates and Bethesda, after more than 5 years of living on the streets, Mr. A is now in his own apartment, receiving monthly income and regular medical treatment. Mr. A stopped by Disability Advocates just a couple of weeks ago to express his appreciation for everyone’s efforts on his behalf. He is doing well and is spending most of his free time at a Moravian Church downtown where he sings and plays music. He told this case manager that he has been given a second chance at a new beginning.

1

