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DRAFT PREFACE

On July 13, 2007, Mayor Ron Littlefield charged a group of 4¥iddals from the
Chattanooga community to review the 2004 Blueprint to End Ghidéomelessness in
the Chattanooga Region in Ten Years in relationshipaomnenendations made by the
Community Advisory Committee on Homeless Issues anecurealities regarding
homelessness and conditions with the Chattanooga reglua2007 Blueprint Review
Committee was divided into five different areas, foumag directly from the
recommendations set forth in the 2004 Blueprint — Housimyjces, Prevention, and
Planning/Coordination. The fifth area, Community Reintegnawas added to ensure
that a homeless individual or family has the opportunitiutly rejoin the broader
community as they move toward self-sufficiency.

These five subcommittees worked diligently from Julptigh early October often
drawing the expertise of professionals in the respetigigs that were not on the formal
Blueprint Committee. The work of bringing together ittqgut from all of the resources
fell on the chairs of each of the subcommittees — Phgisavant, Prevention; Clare
Sawyer, Reintegration; Karen Guinn, Services; John H&j@ssing; and John Dorris
and Karen McReynolds, Planning and Coordination.

The recommendations included in this update of the Bluegmmesents the best

thinking of those who are involved in each of thesesaedtaer as consumers, providers
and professionals. The recommendations provide guidelinéisefalevelopment of
programs to address the needs of those who are (abaut to) become homeless.
However, the recommendations do not attempt to microgeatiee development of those
programs or strategies. The actual implementatioheset recommendations will be best
determined by the Coordinating Committee working with thg, @bunty and Regional
governing bodies to find the funding and resources to carrthe recommendations.

The Steering Committee wishes to thank all of those ldwe been involved in this

process and who have contributed time and energy to rgshsat the community can
successfully address the needs of the homeless.
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Executive Summary

At least 4,094 different people experienced homelessnéiss (Dhattanooga region at
some time during 2006. Homeless children comprise approxin@telguarter of this
total. These numbers increase when homeless peojble aotinties surrounding
Chattanooga and Hamilton County are counted as well. @&hdasnore of the region’s
residents live doubled up in the homes of family and frie@dshey are at imminent risk
of homelessness, living in substandard or overcrowded tptisy cannot afford.
Nationally, it is estimated that “expanding the defimtto include people who are
doubled up for economic reasons would increase the curremtiéespopulation
(744,313 on a given night) by 3.8 milliohI’ocally, The Homeless Health Care Center
reports that in 2006, 1,089 individuals reported being homeleSkattanooga and the
Southeast Tennessee region for more than a year.

The Blueprint to End Homelessness in the Chattanooga Risgadong-range,
comprehensive plan to help homeless people in our area tethealthy and stable lives
in permanent housing. Its recommendations are evideasrdland draw from the best
practices of innovative programs and initiatives actbesountry. The origindlueprint
was the culmination of a seven-month planning effo2084 by the Chattanooga
region’s homeless service providers, government admatoss, housing developers,
community leaders and homeless people themselve20erevision off he Blueprint
produced by a 40-member Blueprint Task Force, likewise inv@vawad array of
perspectives (see list of original Blueprint members inefalix A1 and members of the
2007 Task Force in Appendix A2).

The originalBlueprintplan was intended to end long-term, or “chronic”, hos®&tess.
This emphasis reflected a body of research demonstthabhgnembers of this group are
underserved by existing efforts even as they use a dispi@id share of emergency
services and resources. Under the leadership of the Unéatxs Interagency Council on
Homelessness, a national consensus emerged that &Eldégevernment must focus on
improving efforts to house chronically homeless individuats amilies.The Blueprint

to End Homelessness in the Chattanooga Ragioansistent with and complementary to
the federal government’s efforts in this area.

The 2007 revision of he Blueprinthas expanded its focus to include an equal emphasis
on ending non-chronic homelessness as well, thus iresuritthe removal of “Chronic”
from The Blueprintitle. Recent research on community plans to end resseéss found
that “the majority of communities have, in theiriéng processes, looked beyond the
chronically homeless population and created plans to @mallessness for all homeless

people”?

1 “Data Snapshot: Doubled Up in the United States”, Hessgless Research Institute-National Alliance to End
Homelessness, September 2007

2 “A New Vision: What is in Community Plans to End Homslesss?”, National Alliance to End Homelessness
(November 2006)
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This expanded focus highlights the fact that:

- Unless there is an equal effort to assist the noorttihomeless population today,
(comprising approximately 80% of the homeless populatiomg thél be a constant
influx of new chronically homeless people tomorrow.

- While the cost savings of helping a chronically homebesson are likely to be greater
than the cost savings of helping a non-chronically hossglerson, the consequences of
not helping are the same: Tragedy and unrealized pottnt@almember of our
community.

Although the above points were implicit in the oridiBéueprint they are explicitly
stated in the 2007 revision to help promote community awasehashomelessness (its
tragedy, costs and challenges) extends well beyonsketiment we call “chronically
homeless”.

As implementation oT he Blueprint’spolicy recommendations are accelerated, they will
significantly reduce all types of homelessness, inalydhronic, among families, youth
and single adults who experience episodic homelessiiégsBlueprintwill guide the
Chattanooga region’s effort to end homelessness by investingsources in a
coordinated, sustained effort that addresses the underbirsg€ of homelessness. This
effort will:

* Reduce the number of people who become homeless

* Increase the number of homeless people placed into pennhousing

» Decrease the length and disruption of homeless episodes

* Provide community based services and support that prevergiéssness before it
happens and diminish opportunities for homelessness to recur

The Homeless Blueprint Oversight Committee (HBOC)

A new mechanism will be established to ensure timelyediedtive implementation of
The Blueprint The Homeless Blueprint Oversight Committee (HB@@)ensure
implementation oThe Blueprint promote consistent performance standards, provide a
forum for community-wide collaboration and help promote pudlvareness of
homelessness (and progress towards solutidttBDC will ensure that data and research
guide, support and justify all planning efforts and policyiati¥es. Furthermord;BOC
will ensure that appropriate systems and objective perfareneneasures are developed
to monitor progress and effectivenesg bé Blueprinimplementation.

The Blueprintecommends strategies that will move homeless peoplagh emergency
and transitional programs more quickly. This will freeshplter and program space to
allow transitional programs to serve a greater numbbowofeless people each year. In
most cases, these families and individuals can be Isettexd by investing in an
expansion of rental subsidies and ongoing, community-baggubgive services
delivered to formerly homeless people in permanentadfae housing.
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The Costs of Homelessness and the Savings of Supportiveusiog

Homelessness is not only a personal tragedy; it is ek@etosthe public as well.
Research has clearly documented that homelessnesasas the use of costly
emergency interventions, such as emergency medicalpgsy@hiatric hospitalizations,
shelter and incarceration. As much as 70% of these axstsorne by states for
psychiatric hospitalizations and additional Medicaid spendCounties also spend
substantial sums in un-reimbursed medical costs and eredion expenses related to
homelessness, while localities providing shelter and @mergency assistance pay for
homelessness as well.

The research documenting the costs of homelessnessaatés to a solutiorsupportive
housing— affordable housing linked to on-site or visiting supportivesd®arvices.
When homeless individuals are placed into supportive hgutheir use of emergency
interventions decreases by as much as 40%; this reductidagas enough public
savings to pay for almost all of the annual cost of Imdidoperating and providing
services in the housing.

Prevention, Rapid Intervention and Community-Based Supprtive Services

The Blueprintases some of its recommendations on the researahnghthe cost-
effectiveness of supportive housing. It will promote expamthe availability of
supportive services and case management in the commuritinlathese services to
affordable permanent housing units. Following these strategiehelp house homeless
people who may not have been previously served and aledagayer dollars spent by
the City, County and State governments on emergeneyf@ahomeless peopkhe
Blueprintalso recommends ways we can help families and indiladeanain stable in
housing so that they do not become homeless in thgkse. And when people do
become homeles$he Blueprinbffers strategies to help them return to permanent
housing as quickly as possible to minimize the disruphewy experience. Once in
permanent housing, they will have ready access teupport and services they need to
remain stably housed. All programs will affirm the vatdeeducation, employment and
sobriety.

System of Community Support — Key Perspectives and Emergingh@llenges®

Looking at acommunity’s service delivery system to help people whaharaeless
(near-homeless)we see five key perspectives:
= Homeless (near-homeless) perspectivéEirst-hand experience of
homelessness and being a recipient of services helpfydgwecific gaps in the
service delivery system and opportunities for improvement.
= Service provider perspective: Seeing how a segment of the service delivery
system operates can provide insight into barriers and ghgted to specific
services.
» Homeless service delivery perspectivet.ooking at the issues contributing to
homelessness and the mix of services/housing that ptalg & recovery can
provide a holistic view of homelessness and potentialisokit

3 CCRC Report (not yet published as of November 2007)
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= Systems perspective:Looking at the interaction of processes (assessnas#, C
management, providing services, measuring performance,ijdegtyaps and
implementing improvements) that make up a system, prottigeslarity and
objectivity to work towards sustainable improvements.

= Community perspective: The foundation of any service delivery system is the
community in which the system operates. Thereforegconemunity must be able
to see that the service delivery system is effectigeediicient and that there is a
positive impact on the broader community.

Key Emerging Challenges

Data Quantity and Quality

The social service environment today is characterizeddatgr demands that must be
met with fewer resources. Increasingly, funding souacesnore concerned with an
agency’s ability to demonstrate positive outcomes assgipto just measuring output
(services provided). Furthermore, the myriad of fact@difeg to homelessness presents
a complex problem best solved by compassion and colkoguided by accurate
information.

The challenge of building an information system to collecadequate quantity of data
still exists but is now being joined by a subsequent clggtemdequate quality of data
(data integrity). Many service providers collect data grily for reporting activities to
funding sources; not for analysis to improve process@teatifying service gaps. Such
data collection emphasis and under-utilization of data puinbers and reality on
divergent paths that, at best, will lead to lost oppatiesrand, at worst, wrong policy
and agency decisions.

Performance Measurement

The measurement of outcomes presents another challSageice providers are being
held more accountable for producing positive outcomes.tifRosutcomesre more
client-dependent than the traditional outpiasures. An output measure like “number
of meals provided” can be more easily controlled by an@agthan an outcome such as
“percentage of clients maintaining stable housing for 12thsdn Agencies without
guality processes that can be documented and validateokvatithe mercy of chance
outcomes that ultimately will indicate poor performand&en, when confronted with a
poor performance, the service providers with inadequate mexesll have a difficult
time obtaining funding to sustain operations. Converselyjee providers who can
demonstrate a quality process can better “weathetdh@’sof occasional negative
outcomes that are inevitable when working with people.

Collaboration

There is an overwhelming need for better collaboraimong service providers and
other community organizations to improve the service dglisgstem. The fact that
funding sources are placing more emphasis on collaboragis increased the urgency to
work together. It is critical to note, however, thatollaboration system that works in
one community may not work in another without somalification to “localize” the
approach.
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RECOMMENDATIONS

To accomplish the next steps in the evolution of améless service systeithe
Blueprintoffers a comprehensive plan that relies on five spharastivity, each with its
own recommended strategies and actions.

The four spheres of activity from the origifglueprintare supplemented by a fifth
critical task that extends well beyond the traditisystem of services: Reintegration of
people who are/were homeless into the broader commiitytask relates to some
services and challenges mentioned in other sections Blukerint, but views them in
light of what is needed to help each homeless/formengdiess person fully re-connect
to the community. Strategies and actions are alsomeemded for this task.

These recommendations are based on the best pradtio@esvative programs across the
nation (and locally) that have demonstrated proven suecéssving the goals dthe
Blueprint. Briefly, the major recommendations Bie Blueprininclude:

A. Expanding Customer-focused Paths to (and Oppibiets for)
Permanent Housing

1) Expand permanent housing opportunities to:

1.1) Create a minimum of 200 affordable housing units for kesegeople per year
through the provision of rent subsidies, new housing dpuant and the
preservation of affordable housing stock.

1.2) Facilitate housing placements.

1.3) Implement inclusionary zoning ordinances to encouraget ifequire, the
development of affordable housing as a percentage of lnbhsing development
in the community (see Appendices D1-D8 for a model zonidg emd related
information from the American Planning Association).

1.4) Provide incentives for developers to build affordablesing.

1.5)  Work with schools, employers and businesses movitigetcommunity or
developing new sites to include the purchase of land thatecdeveloped for
affordable workforce housing near the properties being deedléor educational,
industrial, business or commercial use.

2) Increase the availability of transitional shelter units thatmove people to
permanent housing:

2.1) Provide adequate transitional shelter space to provigledegent and sanitary
shelters for homeless individuals, families and youtii adequate and
appropriate permanent housing is available.

2.2) Increase funding for emergency or short-term houbgfitls the gap between
becoming homeless and finding either transitional or peemahousing.
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3) Provide permanent special needs housing and alternatives

3.1) Ensure that adequate housing is available for thosegbomsl that need more
intensive long term case management and supportive services

3.2) Develop housing policies that recognize that despitbest efforts, not all
persons we serve will choose to accept the supportiveeserdesigned to help
them address their mental health or substance ataussiand will be faced with
eviction and homelessness. Such episodic homelessmg sgolations should not
exclude them from assistance in the future either thrailtgmative programs,
therapeutic communities or being re-housed in a supportivengopiogram.

B. Increase Access to Services and Supports

4) Reconfigure case management to be assertive, coordinated aadused on placing
and maintaining homeless people in permanent housing. Prigize funding both for
1) case management to homeless people and 2) continuing caseagament and
supportive services to formerly homeless people placed inmpganent housing.

Improve and expand case management

4.1) Maximize current funding and seek additional fundingcése management and
supportive services to homeless and formerly homelesdepeop

4.2) Appoint a lead agency to support Case Management Coorgoatbon and
establish a Training, Resources and Practices comnuttegiifling and
coordinating case management provision.

4.3) Develop and implement a system-wide standards ainthty program for case
management to homeless and formerly homeless people.

4.4) Reduce average length of stay: use increased casgamemd capacity to move
homeless families and individuals through emergency staitktransitional
housing programs more quickly.

4.5) Develop a community scorecard or similar instrumeattlithks service providers
to best practice standards of case management through esprding of actual
outcomes by provider.

4.6) Create specialty Case titles for Case Managers.

Create Additional Tools and Resources for Case Managers

4.7) Establish a four month to two year rental subhdy will help employable
homeless people to move into permanent housing immadiate

4.8) Create permanent supportive housing for formerly less®r at-risk youth.

4.9) Solicitadditionalprivate fundingandin-kind donationdor flexible use by case
managers for client moving costs, rents and deposits,rbatkand other expenses
associated with moving into permanent housing and other gbedse
management service plans.

4.10) Support case management with links to other speciaéreidess, such as money
management, representative payee arrangements, aedieting and budgeting
assistance, medication management, legal servicedejedopment and
placement, and other programs.
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5) Improve the effectiveness of outreach and engagement of hosssd people living
in public spaces.
Coordinate Outreach

5.1) Re-deploy and coordinate existing outreach staff iesfoatreach and case
management activities on helping homeless people livingbfigogpaces gain
quick access to treatment, housing and employment.

5.2) Evaluate outreach staffs training and supervision nbedss of employment and
pay scales.

5.3) Coordinate outreach efforts with police.

Improve Access to Shelter and Housing

5.4) Establish a drop-in center that provides a safe fdad®meless people to go
during the day.

5.5) Prioritize funding for security and additional sbs&rvices staff to allow two
existing emergency shelters to accept unaccompanied horsiigiesadults
directly from the streets.

5.6) Develop a community collaborative approach and seekdefunding for
adequate services to homeless youth, including transiti@splite and
independent living programs.

5.7) Increase access to permanent housing for homelgsie fieimg in public spaces.

Expedite Placements

5.8) Expand and expedite homeless people's access to psyavaluations,
prescription medications and dentistry.

5.09) Work with the Tennessee Department of Human Serndcgedite the
entitlement applications of homeless people, espetlallse living in public
spaces.

5.10) Create a fund to help transient homeless peopledutside the Southeast
Tennessee region return to stable placements in theeie lkommunities.

6) Link homeless and formerly homeless people to mainstreaservices and
resources.

6.1) Use Workforce Investment Act (WIA) funding and progsdo train and place
homeless and formerly homeless people into employment.

6.2) Create job opportunities for homeless and fornferigeless individuals.

6.3) Improve homeless people's access to transportatiotegrcare.

6.4) Transfer to other federal funding streams some suesédouse, mental health
and other service programs for homeless people thatamntly funded with
federal McKinney-Vento Homeless Assistance Act/Continadi@are homeless
funds administered by HUD.
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6.5) Review the Chattanooga region's current array ofiemgaind outpatient
substance abuse and mental health treatment servicemmime the adequacy of
existing capacity, treatment modalities and aftercare stgppo

6.6) Expedite enrollment of homeless and formerly Hessefamilies and individuals
into Tenncare and Food Stamps.

6.7) Develop a plan and implementation strategy to expanetless and formerly
homeless people's access to Veterans Administraioicss.

6.8) Improve homeless, at-risk and runaway youth's accémsily counseling and
other supports.

C. Prevent Homelessness

7) Establish an organization or give the responsibility to an esiing organization for
Blueprint implementation which will include promoting prevention of homelessness
and providing quick assistance to families and individuals atisk of homelessness.
This agency will be charged to identify at-risk individualsand families, coordinate
service response, educate and train service providers andatate for the homeless.
An Operations Council can assist agency personnel in progragevelopment and
will stress early intervention, case management, client sponsibility, the sharing of
best practices and appropriate use of data tracking softwareThe lead agent will be
customer focused and responsible for beginning a redesigntbie service delivery
system. The regional dialogue will be diverse and on-goingyresidering all sources
of funding to provide services to the most vulnerable at-riskor homelessness in a
customer focused way.

8) Help at-risk households remain stably housed by providing eengency assistance,
maximizing their incomes and improving access to supportiveesvices. The lead
agent will be responsible for assisting at-risk householdgith emergency assistance,
including brief case management and ultimate entry into thease management
system for long-term planning.

8.1) Expand the availability of emergency assistance teptdinancial and personal
emergencies from becoming destabilizing crises.

8.2) Reduce the gap between poor people’s rents and incoragpduiting and
expanding access to subsidies, entitlements and emplaymen

8.3) Offer at-risk households ongoing case management andtsupgervices to
address the underlying causes of instability.

9) Prevent people from becoming homeless when they leavstitutional care, such
as jail, prison, shelter, hospitalization, treatment and fosr care, by developing
permanent housing plans prior to release and establishingear responsibility in the
community.

9.1) Expedite entitlement applications for individuaviag institutional care.

9.2) Establish clear responsibility for implementingctarge plans in the community.
9.3) Provide access to alternative level of care tiianail beds to provide a few days
or weeks of respite care to disabled and medicallyifrdividuals awaiting

placement into permanent housing.
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9.4) Work with the criminal justice system to faci@andividuals’ reentry from
incarceration to community living and instead of incarcena develop and
implement pre-trial diversion as well as post triggadatives for persons with
mental illnesses to be placed in treatment and housitlgiégan the community.

9.5) Develop a resource guide and map to provide to peopletideare discharged
from institutional care.

9.6) Institute a strong transition to adulthood progranydarth leaving foster care to
ensure comprehensive support, education and housing for as lnegessary to
achieve independence.

9.7) Establish emergency temporary housing opportunitigadosduals and families
that leave institutional care between 6 p.m. and 8 axchoa weekends.

9.8) Provide structure and funding for low income pers@weling through our
community who would otherwise be homeless. These persost be on their
way to gainful employment or appropriate living situations.

D. Develop a Mechanism for Planning and Coordimatio

10) Establish the Homeless Blueprint Oversight CommitteeHBOC) to take the lead
responsibility in performing or ensuring performance of the following tasks:

10.1) Monitoring progress @lueprintimplementation and adherence to
policies/standards as specified in Blaeprint

10.2) Increasing the number of service provider agenciagBerkiiy the lead agency as
adopting and implementing best practices.

10.3) Providing a forum for increasing collaboration betw®r-profit, governmental,
nonprofit and faith-based agencies to support implementafitheBlueprint.

10.4) Promoting public awareness of progress oBlireprintimplementation.

E. Community Reintegration

11) Develop a central intake point to start the process ohking a homeless/formerly
homeless person to the case management and other assistancefatiow-up
support they need to become more self-sufficient.

11.1) Develop a central intake point, accessible aali$of every day, to access
immediate needs and start a person on their way torfgpusi

11.2) Develop a model for casework, using the resourcé® ddiman Services
Department at the University of Tennessee at Chattanaadayther models
which focus on the short, mid, and long-term needs @edolithe various
segments of the homeless population.

11.3) Utilize more volunteers, particularly faith-baggdups, to assist caseworkers in
follow up and support, problem solve, and encourage newly dqueseons.
Access Americorp volunteers.
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11.4) Develop improved follow up systems, able to trace hgydacements through
the first year of housing and prevent dropping through th&srac
11.5) Increase use of Service Point or other data basechation tools.

12) Make mainstream resources (food stamps, SSI, etc.), héadervices, case
management services and getting personal identification doclents more accessible
by either convenient location or available transportation.

12.1) Expand assistance and convenience to food stamp &pplicaher
documentation, driver’s license or other picture ID, fagd stamp application at
satellite locations, SS services at TN Career Center

12.2) Close contact by case managers or volunteersineganedical needs,
prescriptions, and transportation to appointments to miaiatal improve health.

12.3) Accessing assistance in areas of startup deposits fdooiture, utility and rental
assistance.

12.4) Better communication between service providers asvass provided,
overlaps, gaps and coordination through the ChattanoogarRegiomeless
Coalition to provide a seamless system.

13) Provide assistance in re-establishing a home

13.1) A centralized point of contact for housing resounads access to all available
housing units and connections to casework charged witkonegnthrough the
reintegration process, following along for six monthsne year. Continue to
expand web-based housing inventory programs, e.g. “HousidgriviReach” and
“My Community Rents”.

13.2) Coordination and collaboration of organizations providmgediate supports,
e.g. furniture, financial assistance for rental and utiléposits. Database of
organizations who maintain a furniture and household goods banl&irst
Centenary UMC.

13.3) Apply Habitat principles of “sweat equity” to earn hog<redit.

13.4) Continuous and early planning for the Continuum of Gamet to provide the
most creative and broad housing programs, with concemtran the bottom line
number of new units to come on line.

14) Connect homeless/formerly homeless people to community\sees/education
that help them obtain, maintain and advance in employment toeir fullest
potential

14.1) Expand use of TN Career Center to obtain documemtakidls training and
employment counseling.

14.2) Inclusion of employment preparation in discharge pteghand care plans.

14.3) Emphasis on soft skill training in programs fundedugjinahe Continuum of
Care and elsewhere.

14.4) Job coaching to smooth over workplace problems

Final 2007 Revision Page 13 Blueprint_Rev020608b



A New Approach

Chattanooga’s new approach reflects a national changeiagy occurring in over 300
cities across the country. Supported by the federal goeine efforts to help
chronically homeless people, in particular, build ontwhaften referred to as a
“housing first” approach: low barrier entry into housingttwhe required supportive
services). The “housing first” approach is also ondefapproaches that can be used to
help other segments of the homeless population obtaimamdain stable housing. In
short, The Blueprintrefocuses efforts away from mitigating the discomféti@meless
people and toward actually trying to end their homelessness

The goals off he Blueprintare ambitious. It will take time to achieve them. Chaitgga
will have to look beyond its traditional homeless sewiggstem to larger mainstream
service systems and resources. Most important, endimgleesness will require an
expansion of resources for housing and services fronetlezdl government. With
additional federal support, the governments, nonprofitrozgtions and faith-based
communities can work together to implement the reconalagons put forth in this
document. If the sustained commitment and resolve thataDlo@mgans traditionally
apply to major initiatives in their community is emyxdal in the implementation dhe
Blueprint we can make great progress in ending homelessness@h#ttanooga region.

As in other cities, chronically homeless Chattanoogawme hat been served effectively
by existing efforts to help homeless people. Though thiardeat attempts to look at all
efforts in the area of homelessness, it is esdehtiawe address this gap in services.
Chronically homeless people often experience the navdship of all homeless people.
Typically, they are also the heaviest users of emesgservices and our limited funding
resources.

The changes outlined in this document are significant aneédahing. But they build on
the many strong programs and good works that alreadyiexistattanooga. Much of
what needs to be accomplished can be done with theroesowe already have.
However, homelessness is the result of large sommmenic forces including the
disappearance of jobs for people with low skills, thersage of affordable housing, the
eroding buying power of disability and other entitlememiadequate treatment options
and limited community-based supports and services. To suageeu|l need to use
local resources judiciously, while obtaining additionahadstrative and funding support
from the state and federal government. These investmahts turn produce substantial
public savings in spending on emergency services.

Final 2007 Revision Page 14 Blueprint_Rev020608b



THE BLUEPRINT TO END HOMELESSNESS IN THE CHATTANOO®@ REGION

l. Introduction

Homelessness is mostly hidden in Chattanooga and the estimit surround the city.
The river, hills and open space that make Chattanoogacanbeast Tennessee a
beautiful place to live also provide cover for homeiedssiduals and families residing
in camps, caves, their cars, under bridges and in otherf-dle-way public spaces.
More careful observation readily conveys the truemxof the problem.

At least 4,094 different people experienced homelessnéiss (Dhattanooga region
during 2006. Homeless children comprise approximately one-quditias total. Each
year, the Chattanooga region spends more than $7.3 nali@mergency and
transitional services, shelter and housing for homelesple’

Every night, an average of 370 Chattanoogans sleep in emgrgieelters or transitional
housing programs, while approximately 394 others bed down expmee elements.
Thousands more live doubled up in the homes of family amaddfs, or are at imminent
risk of homelessness, living in substandard or overcrowwdading they cannot afford.
Homelessness in the counties surrounding Chattanoogaaanité¢h County raise these
numbers further. Some individuals remain homeless att@hooga and the Southeast
Tennessee region for years at a tfthe.

The Blueprint to End Homelessness in the Chattanooga Risgadong-range,
comprehensive plan to help homeless people in our area tethealthy and stable lives
in permanent housing. The origirglueprintwas the culmination of a seven-month
planning effort in 2004 by the Chattanooga region’s homeleggEsgroviders,
government administrators, housing developers, commuaitheis and homeless people
themselves. The 2007 revisionTdfe Blueprintproduced by a 40-member Blueprint
Task Force, likewise involved a broad array of perspec{sass list of members in
Appendix A2).

The originalBlueprintplan was intended to end long-term, or “chronic,” hoseless?
This emphasis reflected a body of research demonstthabhgnembers of this group are
underserved by existing efforts even as they use a dispi@id share of emergency
services and resources. In 2006, 1,089 different individualstsbgyvthe Chattanooga
Homeless Health Care Center reported having been besnfelr more than a year.

4 From original Blueprint. A comparable figure for 2006 wasobtained, although it is expected to be of the same
magnitude as the original amount reported. The total amaurntly being spent annually will be obtained as part of
the implementation plan to improve data accuracy and coemegles of data. The amount recieved by the community
through the Continuum of Care has decreased by nearly 25% sinceH20fi8)ding for supportive services through
the Collaborative Grant has ended and not been renewed, amd foeced to serve more homeless with fewer
resources than in the past.

5 Statistical information about homelessness in the Cluait region is gathered from the following sources: the
Service Point Homeless Management Information Systerated by the Chattanooga Regional Homeless Coalition;
the database maintained by the Hamilton County Departmétfeadth’'s Homeless Health Care Center; a street count
of homeless persons living in public spaces conducted in N2&@38; the Chattanooga Continuum of Care and
provider estimates.

5a The United States Department of Housing and Urban Develupedéines individuals or families as “chronically
homeless” if they have a disabling condition and have ditben continuously homeless for a year or more, or have
had at least four episodes of homelessness in the pasyearse
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A majority of these individuals can be considered chrdigit@meles$. Under the
leadership of the United States Interagency Council onglEganess, a national
consensus emerged that all levels of government muss$ fotimproving efforts to
house chronically homeless individuals and familidee Blueprint to End Homelessness
in the Chattanooga Regias consistent with, and complementary to, the federal
government’s efforts in this area.

The 2007 revision of he Blueprinthas expanded its focus to include an equal emphasis
on ending non-chronic homelessness as well, thus iresuritthe removal of “Chronic”
from The Blueprintitle. Recent research on community plans to end resseéss found
that “the majority of communities have, in theirpiéng processes, looked beyond the
chronically homeless population and created plans to @malessness for all homeless
people” This expanded focus highlights the fact that:

- Unless there is an equal effort to assist the nooretihomeless population today
(comprising approximately 80% of the homeless populatiomg tél be a constant
influx of new chronically homeless people tomorrow.

- While the cost savings of helping a chronically homebesson are likely to be greater
than the cost savings of helping a non-chronically hossglerson, the consequences of
not helping are the same: Tragedy and lost potentia foember of our community.

Although the above points were implicit in the oridiBéueprint, they are explicitly
stated in the 2007 revision to help promote community awasehashomelessness (its
tragedy, costs and challenges) extends well beyonsketiment we call “chronically
homeless”.

As implementation oT he Blueprint’spolicy recommendations is accelerated, it will
significantly reduce all types of homelessness, inalydhronic, among families, youth
and single adults who experience episodic homelessiiégsBlueprintwill guide the
Chattanooga region’s effort to end homelessness ovee#t@acade by investing our
resources in a coordinated, sustained effort that addrédssenderlying causes of
homelessness. This effort will:

* Reduce the number of people who become homeless.

* Increase the number of homeless people placed into pennhousing.

» Decrease the length and disruption of homeless episodes.

* Provide community-based services and supports that prevemeiéssness before it
happens and diminish opportunities for homelessness ta recur

A new mechanism will be established to ensure timelyediedtive implementation of
The BlueprintThe Homeless Blueprint Oversight Committee (HB®@i ensure
implementation oThe Blueprint promote consistent performance standards, provide a
forum for community-wide collaboration and help promote pudlvareness of homeless
problems (and progress towards solutiontsBOCwill ensure that accurate data and
research guide, support and justify all planning efforts ahidypaitiatives.

6 From 2006 Homeless Health Care Center data.

7 “A New Vision: What is in Community Plans to End Homelessfi& National Alliance to End Homelessness
(November 2006)
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FurthermoreHBOCwill ensure that appropriate systems and objective pediocm
measures are developed to monitor progress and effecveigse Blueprint
implementation.
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ll. Guiding Beliefs

* Homelessness is a tragedy not a crime.

* People who are homeless should have the same freeddmdse their life’s path
(including path to recovery) as anyone else.

» Perceptions of the community regarding people who amelass are a reality to be
considered when exploring possible solutions. But, rdttzer molding a solution to
accommodate a misperception, the focus should be oectiog the misperception; a
solution based on assuming the worst about people whHmareless is no solution.

* Ending homelessness is a bold and ambitious goal. k#esfforts to achieve such a
goal are focused on the people in need, the conditian¢ethto their situation and
the system of support (including housing); not just orptiesence or visibility of
homeless people in specific locations of the commurtifyorts that primarily focus
on the presence or visibility of homeless peoplegegc#Hic locations may appear to
produce positive results in the short-term but wilinadttely do very little to achieve
the desired goal. Neither does this kind of effort sendnaegsage of hope or
compassion to our community members in need.

lll. Homelessness Today

The Blueprinenvisions a new approach to delivering services and housimgeless
people. One strategy of this new approach will be to engtltistical analyses to track
homeless people’s use of emergency shelter and seavidesther publicly-funded
systems. By collecting and analyzing more homelesstdatewe do now, and matching
it with data from psychiatric centers, prisons and otiistesns, we can ascertain when
and where people are most at risk to become homelbssswot being served and what
programs show the most success in returning homelestegeqgermanent housing.

Much of this data is collected at present: between #mailtbn County Department of
Health’s 15-year database of Chattanooga Homeless HemiehCenter users and the
Coalition’s Service Point Homeless Management InformaSigstem, the Chattanooga
region has considerably more advanced and reliable diégaton and analysis capacity
than most localities of its size. These data systdready provide a solid foundation for
future planning needs, and they continue to evolve and expany: enth, new
providers join the ServicePoint reporting system, new filgltés are added and the
information collected becomes more accufate.

8 The Service Point Homeless Management Informatiore®ysst an integrated database system that collects
information from a majority of Hamilton County’s nonptofjovernmental and faith-based providers serving homeless
people. The Chattanooga Regional Homeless Coalition hastepéne Service Point homeless management
information system for six years. At this time, SeevPoint does not collect data from youth sheltersesdomestic
violence shelters and four relatively large faith-badwalters. It is anticipated that additional providers jwith the

Service Point system in 2004. The Hamilton County Departrof Health’'s Homeless Health Care Center has
collected data since 1988. This data is especially ukefldngitudinal trends and analyzing the characteristi¢hef
single adult homeless population that depends on the Horhtdakh Care Center and the co-located Community
Kitchen.
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There are limits, however, to what we know about élessness in Chattanooga today.
For example: there are still some shelter and seprizeders that do not report to
Service Point; without data matches with other syst&are, it is difficult to confirm
much self-reported data; and some crucial informatioct) &s who occupies shelter beds
each night, is not yet collected.

The Blueprinthas begun a process of reviewing data collection andsasalgtivities that
will continue in the coming months. This review will helgtablish baseline data that will
enable the Chattanooga region to set goals for, anchtieemately measure, program
performance improvements and homelessness reducti@ou@e, an increase in the
number of providers reporting to ServicePoint over the feex years may create the
appearance that homelessness itself is increasing, wioethet such a rise actually
occurs. As ServicePoint use grows, system adminissratitirhave to take this statistical
distortion into account when doing their analyses. hWhe cooperation and commitment
of providers, efforts begun durifidhe Blueprinforocess will soon transform
Chattanooga’s data systems from first rate to world class

Enough data has been collected in the past few yeah®to the potential for improved
coordination and better decision making that comes frome mata. In 2007, the level of
data being collected continues to increase, presentiequally important challenge:
Data quality. Interfacing with information systemsotiier community organizations can
help complement (and provide validation of) ServicePoitd dad help complete the
picture of how the community is fully impacted by hoessiness. Such interfaces,
whether electronic or just organizational, are critiogproviding a truly coordinated
community effort to address homeless issues. Untiltiingt the following overview
consolidates the most accurate information we haveteoaddnomelessness and the
services available to homeless people in the Chattanmeggam today.

Homelessness over the Course of One Year

Over the course of a year, more than 4,094 individugereenced homelessness in the
Chattanooga region. This total figure only counts thadigiduals who have identified
themselves as homeless and have been entered witmel&ss” designation in the
ServicePoint database. This group has been recordeccasngaservices in fiscal year
2006 from nonprofit, faith-based and government agencies andizagans reporting to
the ServicePoint databa$€his figure includes many of the 1,091 children who
experienced homelessness in Hamilton County in 2006 (6 Heltess, 416 living
doubled up)’. An additional estimated 2,848 individuals experienced hessakss in the
region surrounding Hamilton County at some point betv@etiober 1, 2006 and
September 30, 2007

These numbers include only people who experienced actoeléssness, i.e. at one
time during the year, they resided in an emergency shalteginsitional housing program
and/or in public spaces. With the exception of the 416ad@ge children living

9 The Coalition’s fiscal year is from Jul§ fo June 3¥.
10Tennessee Department of Education
11 Service Point data and Coalition and provider extrapaktnd estimates
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doubled-up, the numbers above do not include thousands ofGithanoogans who
live doubled up with relatives and friends, reside in suloistad or overcrowded housing,
or face other housing-related problemnsall, 1,328 different homeless individuals (950
single adults and 378 members of families) spent atde@shight in emergency shelter
or transitional housing in Hamilton County during FY2006.estimated 789 others
utilized Hamilton County shelters not reporting to SexRigint at some point during the
year. The remaining 852 or so — most, but not all of tleemgle adults — resided in
places not meant for human habitation or in public epaalthough this number may
inadvertently include some doubled-up families receiving servitesare wrongly
reported as homeless. A significant portion of the Hessepopulation alternated
between both shelter and outdoor livifig.

Homelessness in One Night

When measured in a single night, rather than oveerthiee year, the number of
homeless people in Chattanooga is, of course, smalde some people are homeless
for years at a time (people often described as “chrogibalneless”), most people
experience episodes of homelessness alternated wibldgar which they are housed.
On January 25, 2007, the Chattanooga Regional Homelestid®oabllaborated with
service providers and volunteers to conduct a point-in-tgtreet count” of homeless
people living in public spaces. Combining the results of theescount with data from
Service Point and information about shelters not regptt ServicePoint, we know that
on any given night, approximately 407 unduplicated homelesaduiils reside in
shelters, transitional housing programs and public spag@lsatitanooga. These include
319 unaccompanied single adults, among them:

* Approximately 188 homeless single adults in six emergeneljesh and five
transitional housing programs reporting to Service Point.

* Approximately 50 homeless single adults in three faitledb@snergency shelters that
do not report to Service Point.

* Approximately 96 homeless single adults on the streetsmps and in other public
spaces.

Every night, approximately 87 family members in 37 famiéies homeless in

Chattanooga, including:

* Approximately 87 family members in four emergency sheledstwo transitional
housing programs.

* An estimated 82 family members in public spaces, mosilycal campgrounds (did
not have any families to report living in camps during thetgaoitime count in 2007)

Homeless families who are victims of domestic violemag/ gain access to 40 beds in
emergency shelters and transitional housing progranasisie for the domestic violence
population. If there is no domestic violence involved,ife® must compete for 159 beds
at 6 emergency shelters.

12 Service Point data, FY2006.
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Demographic Information

The Chattanooga region’s homeless population can be divitketbur major subgroups:
Unaccompanied single adults, Adults in families, Childrefamilies and

Unaccompanied youth under a@dart 1 breaks down the population between these four
groups, using data both from the Homeless Health CareCamd Service Point’

Chart 1

Homeless People in the Chattanooga Region

© Unaccompanied
Single Adults

Adult Family Members

56% B Children in Families

[l Unaccompanied Youth

These percentages vary slightly from the national gestaChattanooga’s homeless
population has a smaller percentage of children and a higiysentation of single
adults than the nation as a whole. This may be bedmusng is less expensive than in
many other parts of the United States. A mother who watrkdow-wage job or receives
entitlements is more likely to be able to break intohtiesing market in Chattanooga
than in cities with high housing costs.

At the same time, single adults in the Chattanoogamegye more likely to be among
those most vulnerable to homelessness because, umiikalzer of states, Tennessee
does not offer public assistance to single adults. Witthesisafety net, single adults
who cannot maintain full-time employment and do not quéifydisability entitlements
are more likely to experience a housing emergency.

Further analysis of the Homeless Health Care CamteiServicePoint data shows that

the homeless population in the Chattanooga region hdsliheing characteristics:

* The Chattanooga region’s homeless population is spliy #enly by gender, with
men slightly outnumbering women.

13 These estimates combine data from the Homeless KzakthCenter (which serves a clientele that is 66%
unaccompanied single adults) and Service Point shelter arsitiomal housing use data (which is skewed 55% to
family members because only three of the reporting fi@silaccept single men). Using additional information gather
from the street count and knowledge of non-reporting sheltgracity produced the estimates above.
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* The Chattanooga region’s homeless population is 48% white ABGéan-American
and 2% Latino.

* Most homeless people in the Chattanooga region (61%)eaneen the ages of 30
and 54 years old; 3% of the homeless population is 60 géhoy older and 24%
consists of children 18 years of age or younger.

* Approximately 34% of homeless people served by the HomEleakh Care Center
report having been “treated for nerves,” indicating a serand persistent mental
illness. Approximately 29% of homeless people known to SeRant self-report
having mental iliness. Providers estimate that the psxgerof unaccompanied
homeless single adults with serious mental illnesgisdnj in the 40-45% range.

* Approximately one-third of homeless people known to Serkigint self-reported
having abused drugs or alcohol. Providers estimate thatdigence of substance
abuse is closer to 50% among unaccompanied homeless slaoljte and less than
15% among adult members of families.

* Providers estimate that about half of the homelesstafly ill population also has a
secondary diagnosis of drug or alcohol addiction.

* A survey of 98 homeless individuals in Fall 2006 found that 24&%& currently
working and 46.9% had worked in the last 6 months.

* Approximately 15-25% of homeless single adults are vetefihe armed forces.

* As much as 40% of the homeless family population has exped recent domestic
violence. Many more have histories of domestic violencBmization.

* Providers estimate that approximately 80% of all homedesple in Chattanooga
grew up or have family ties in Hamilton Courity.

Homelessness Trends

After appearing to decrease during the height of the esmrmoom of the late 1990s,
homelessness in the Chattanooga region rose in 200@veldHat has remained
relatively stable until 2003 and has steadily increasethsiti¢hree year€ Outreach and
shelter providers report some periods of higher demand fergemcy shelter among
unaccompanied single adults this winter. Faith-based amgrofit organizations report
that the number of households requesting emergency assidtariood or housing has
risen. Demand is high enough that the Chattanooga regioéstion of pantry
packages is now totally distributed to needy householdsnutitki first two days of the
week. Previously, demand was such that emergency food sulgstied at least five
days. A 2007 review indicates that the food shortage rigmtly even more acute than
when the originaBlueprintwas published®®

14 Fall 2006 Survey by Tammy Garland, PhD (University of Tesee at Chattanooga)

15 All ethnographic statistics extrapolated from the HeseHealth Care Center 2003 data, Service Point, provide
interviews and program observation.

16 From a review of the number of people served annuallyebliomeless Health Care Center (the only longitudinal
data available that measures homelessness in Chataowegthe last decade). After dropping from 2,328 people
served in 1996 to 2,091 in 1997, the number served in 20000r85808 and remained within 100 of that number until
2003. In 2006 the number was 3,058. Homeless Health Care tkt&i&®4 client visits (of which 7,251 were
medical visits).

16a Chattanooga Area Food Bank
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Chronically Homeless vs. Non-Chronically Homeless

On November 7, 2007 HUD announced an 11.5% reduction in numblerasiically
homeless from 2005 to 2006. This is a very positive signregipect to nationwide
chronic homelessness. However, the results are mixatid southeast region (See Table
1 below)*. The decrease of 3,707 people who are chronivaiheless in the Southeast
was more than offset by the increase of 10,877 people mehamomeless but do not fall in
the chronic homeless category. Tennessee has thectiestiof being the only state in the
Southeast for which both chronic homelessness andhmomnic homelessness increased
from 2005 to 2006. These statistics point to the urgent weaddress the needs of the
non-chronically homeless population while pursuing the evieldaased approaches that

show promise in reducing chronic homelessness or elsertfugunate trend will

continue. The fact that the non-chronic homeless ptipanleoday could become the
chronic homeless population of tomorrow suggests thagntieng (and prevention) of all
homelessness must be implicit in the effort to endrbrhomelessness.

Table 1 — Chronic and Non-Chronic homeless populationerSbutheast

#Non- #Non-

#Chronically #Chronically Chronically Chronically

#Persons #Persons homeless homeless homeless homeless

homeless in  homeless in persons in persons in persons in persons in
State 2005 2006 Change 2005 2006 Change 2005 2006 Change
TN 8156 9560 1404 2183 2338 155 5973 7222 1249
AL 4707 5579 872 1543 1091 -452 3164 4488 1324
KY 4934 7045 2111 892 697 -195 4042 6348 2306
NC 11350 12414 1064 2414 2215 -199 8936 10199 1263
SC 7663 9614 1951 1882 1550 -332 5781 8064 2283
FL 62461 62229 -232 13698 11014 -2684 48763 51215 2452
Total 7170 -3707 10877

Grand total change in #people who are homeless (from 2005 to 2006 in TN): Increase of 1,404 persons
Grand total change in #people who are homeless (from 2005 to 2006 in above states): Increase of 7,170 persons

Critical Point: Reducing the number of people who are chronically homeless is a positive sign.

However, it is important to note the increase of 10,877 non-chronically homeless people in the region.

The gains with chronic homelessness will be lost if we do not provide more supportive services and affordable

housing to the non-chronic population (who could easily fall into the "chronic category in a matter of months).

Notes:

-TN was the only state listed above to experience an increase in both chronically homeless and non-chronically homeless populations
- This report is based on point-in-time information provided to HUD by Continuums of Care (CoCs) in the 2006 and 2005
Continuum of Care Homeless Assistance Programs applications and has not been independently verified by HUD. The user

is cautioned that although CoCs are required to provide an unduplicated count of homeless persons, a standardized

methodology to determine unduplicated counts of homeless persons within CoCs has not yet been implemented and the reliability of

different street count methodologies can vary. Furthermore any data within this report that aggregates information above the CoC

level is not unduplicated for homeless persons that may have been counted in more than one CoC.

For inquiries about data reported by a specific Continuum of Care, please contact that jurisdiction directly. CoC contact information can
be found on the HUD web site.
* _ Data for both 2005 and 2006 was not available for Georgia and Mississippi
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Individuals and Families

Chattanooga’s homelessness roughly reflects the natiopalierce. Some larger cities
have seen substantial increases in homelessness,snfaller cities have noticed less
extreme, but still significant, increases in homeless and housing instability. Overall,
the December 2006 Hunger and Homelessness Survey by thd Btates Conference

of Mayors found that 68 percent of the survey cities tegaoincrease in requests for
emergency shelter during the last year. People remoaneless for an average of 8
months in the survey cities. Across the surveygitiee average increase in requests for
emergency shelter by homeless families with childras & percent. Nashville (one of
the 23 cities in the survey) experienced a 20 percentaiserna requests for emergency
shelter by homeless families. During the last year, 8Fepé of the survey cities say that
there was an increase in homeless children in thegemey shelter system; 13 percent of
the cities said that there was no increase.

Veterans

Convergent sources estimate that between 23 and 40 pefrbem@ess adults are
veterans. The U.S. Department of Veterans estimasesas many as 200,000 homeless
people are veterans, and that over the course of theagemany as 336,627* veterans
experience homelessness. They are veterans ofettiffeonflicts, including World War
lI, Korean Conflict, Vietnam Conflict, Grenada, Panairebanon; research indicates
that those serving in late Vietnam and post-Vietnanaexat greatest risk of
homelessness. Recent media accounts highlight alsmatowing trend of veterans
from Iraq and Afghanistan showing up in sheltérs.

*Note: Due to a calculation error, an earlier version of the report incorrectly listed the estimated
number of homeless veterans over the course of a year as 495,400. The correct estimate is
336,627.

Tennesse€?

Number of veterans in 2005: 509,881

Number of veterans with severe housing cost burden* in Z)087

Number of homeless veterans in 2005: 2,515

Number of homeless veterans in 2006: 2,844 (a 13.1% increas&005)

.49% of veterans were homeless in 2005

* - Severe housing burden is considered to be paying 50% @raharcome for housing
(rent)

Veterans Returning from Iraq and Afghanistan

Are veterans who are returning from Iraq and Afghaniseoming homeless? The
Department of Veterans Affairs (VA) has reported thatdreds of Operation Iraqi
Freedom (OIF) and Operation Enduring Freedom (OEF) vetararfsomeless.

17 U.S. Conference of Mayors — Sodexho Hunger and Homele&umesy - December 2006
18 National Alliance to End Homelessness web site

19 National Alliance to end Homelessness, “Homeless &fetdn America” web link:
http://naeh.org/section/data’/homelessnessinst/_naeh_pageséattd/15/07)
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According to a report prepared by the Congressional Rgs&arvice, “300 OEF/OIF
veterans have used VA services for homeless veterahsh@iVA has classified 1,049 as
being at risk of homelessnes8.Research on Vietnam veterans shows that significant
time had passed before they became homélésis unclear if the same pattern will hold
for OIF/OEF veterans. Some data indicates that OdFCHBF veterans may experience
homelessness sooner than their counterparts fromafetSome troubling indicators
include a large number of veterans who served after Sbptelth who are paying too
much for rent, and a number of troops returning from Irabfedghanistan who have

high levels of Post Traumatic Stress Disorder and Traameain Injury (TBI).

High Rates of PTSD and TBI

Recent studies suggest that veterans returning from Iragfghenistan may face high
risks of homelessness because of mental health prakd@mercent of Iraq veterans
reported a mental health problem, compared to 11.3 percédmse teturning from
Afghanistar?? It appears that combat exposure is an important coritripfsctor, as
rates of PTSD for those returning from Iraq were alnhog&te the PTSD rates before
deployment. Concern about the number of returning vetevaing raumatic Brain
Injury, which is caused by concussive force, is alsosreisThe symptoms of TBI
“...are similar to PTSD. Survivors may appear normal beir tmemory is diminished;
they lose their temper, cannot maintain family retatiops and get in trouble with the
law.”?® Headaches, dizziness, and trouble concentrating olirgleafe also side effects.
The extent of the problem is still unknown. Governmepbrts find that 65 percent of
the veterans who served in Iraq and Afghanistan tredté¢hlter Reed Hospital were
diagnosed with TBf?

Weak Social Networks

Social networks made up of family and friends are impoftargéveryone, but they are
especially critical for those who are returning homeihat often looks like a changed
world. For returning veterans, adjusting to civilian lifehe first major challenge. This
includes reconnecting with family and friends, adjustméatk of a structured lifestyle,
addressing mental health or disabling conditions, identifymgreavigating veteran’s
services, and finding employment and housing. Adjustingvibagi life could be more
difficult for veterans returning from lragq and Afghanistaatause of longer tour duties of
up to 2 year$> Research shows that the greatest risk factoroimetessness are lack of
support and social isolation after discharge. Veterams low marriage rates and high
divorce rates and, currently, one in five veteranwisg alone.

20 Perl, L. 2007. CRS Report for Congress: Veterans and lessness. Washington, DC: Congressional Research
Service.

21 As cited in Perl, L. 2007. CRS Report for Congress:rdrteand Homelessness. Washington, DC: Congressional
Research Service.

22 Hoge, C., Auchterlonie, J., & Milliken, C. 2006. Mentahltie problems, use of mental health services, andiaitri
from military service after returning from deploymentréq or Afghanistan. Journal of the American Medical
Association. 295 (9): 1023-32.

23 Swords to Plowshares Iraq Veteran Project. RiskPaoidctive Factors for Homelessness Among OIF/OEF
Veterans. Prepared for the National Coalition for HaseNMeterans. June 6, 2006.

24 U.S. House of Representatives Veterans’ Affairs CoreeiPress Release issued July 18, 2007.

25 Swords to Plowshares Iraq Veteran Projeistk and Protective Factors for Homelessness Among OIF/OEF
Veterans Prepared for the National Coalition for Homeless k&te. June 6, 2006. This source was cited in the “Vital
Mission Ending Homelessness Among Veterans” report byohatiAlliance to End Homelessness, November 2007
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Social networks are particularly important for those Whwoe a crisis or need temporary
help. Without this assistance, they are at high riskémnelessne<s.

26 Swords to Plowshares Iraq Veteran Projeistk and Protective Factors for Homelessness Among OIF/OEF
Veterans Prepared for the National Coalition for Homeless k&te. June 6, 2006. This source was cited in the “Vital
Mission Ending Homelessness Among Veterans” report byohatiAlliance to End Homelessness, November 2007

Final 2007 Revision Page 26 Blueprint_Rev020608b



V. Causes of Homelessness

Widespread homelessness is caused by a combinationarsfdaot many parts of the
country, housing development has not kept pace with popualgtowth. In most
communities, improvements in housing quality, the growirgcaty of land and
increasing administrative barriers to development lcavebined to increase housing
costs, making most unsubsidized housing unaffordable togeathl very low incomes.

The sharp rise in the cost of housing has far outpdeethbdest growth of employment
and entitlements income, especially for people withuilsas or low job skills. By
conservative estimates, nationwide the number of l@esre renters exceeds the
number of affordable units by more than 5 millidn.

The shortage of affordable housing means some low-intoeeeholds will become
homeless. Those most at risk are people with dis&silifoor work histories, mental
illness and/or addictions. These individuals and famdassbenefit from services and
supports to overcome these barriers. But a successlaention must also include
decent and safe housing affordable to their incomes.

Housing Supply: Housing in the Chattanooga region is more abundant tharany

areas of the United States. The vacancy rate fealreousing in Hamilton County was
8.6% in 2000 (and 10 percent in 26%)4compared to 2-5% in the most crowded citfes.
As a result, housing here is also relatively inexpengivecent report calculates that an
American family must, on average, earn at least $163bar to afford to rent a two-
bedroom apartment. The Stamford-Norwalk, CT area haHigfest Housing Wage*
($30.62), while rural areas of Louisiana had a Housing Wa§8.42, the lowest for an
area outrssoide of Puerto Rid®y comparison, Chattanooga MSA'’s housing wage is $11.69
per hour:

* Housing Wage is the full-tin¥e hourly wage you would need to earn in order to pay wiiD dstimates to be the
Fair Market Rent for a home where you live spending no tiare 30% of your income on housing cO”§tiNational
Low Income Housing Coalition, “Out of Reach, 2006")

27 National Alliance to End Homelessness web site

28 Housing and Urban Development, Comprehensive Market Asdtgports Analysis of the Chattanooga,
Tennessee Housing Market as of August 1, 2004”

29 Chattanooga Community Research Council, Quick Table DRflleRsf General Demographic

Characteristics: 2000 U. S. Census.

30 “Out of Reach, 2006: America’s Housing Wage Climbs,” Mafic.ow Income Housing Coalition,

2006. The report uses the federal government’s Fair Marketf( Rdiit) standard and defines rents as “affordable”
when they cost no more than 30% of total household income.

31 Full-time work is defined as 2,080 hours of annual employi@® hours per week, 52 weeks per year). In fact, this
is a conservative estimate of the requisite wage bet¢hasnecessary income must typically be earned in far fewe
hours of annual employment (roughly 34 hours a week or 1,760 hgeas)aSee The Employment Situation: October
2006 retrieved November 19, 2006 from http://www.bls.gov/schéatatéves/empsit_nr.htm#2006.

32 The Housing and Urban-Rural Recovery Act of 1983 made theoBO%ome standard applicable to all current
rental housing assistance programs. This standard hamesghin place since.
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Availability of Affordable Housing in the United States

Affordable Housing

—o— Affordability Index
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* The composite affordability index is the ratio of mediamifg income to qualifying income. Values over 100
indicate that the typical (median) family has more tharigeifft income to purchase the median-priced home.

Source: Publication of U.S. Housing Market Conditions — Feb. 2007,0&8. of Housing & Urban
Development — Office of Policy Development & Research (Soudaafor publicationNational
Association of Realtors, http://www.realtor.org/research.nsf/pages/Housinglnx)

The US Department of Housing and Urban Developmentrtepanillion extremely
poor households paying >50% of income for housing or living inregvsubstandard
housing Source:-National Low Income Housing Coalition)
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Availability of Affordable Housing in Tennessee

“A 2003 study by the Tennessee Department of Mental HaalltDevelopmental
Disabilities reported that 2,000 persons live in 212 assistad facilities for the
mentally ill. In addition, 20 percent of those in tmargnal justice system and 25
percent of the homeless have a diagnosed mentakillabsut 12,000 Tennessee
citizens. Programs such as the Creating Homes Initiative helped address this
need, but appropriate permanent units have been develapgedsahan a quarter of
the population with special housing needs. In 2001, a statstidg estimated over
180 persons remained in Tennessee’s Regional Mental Hestlitutes because they
lacked appropriate supportive community housing placemermtnspt?”

33Tennessee Department of Mental Health and Developmeriaabilities,Creating Homes
Initiative (CHI) Phase Il 2005 MoreMarch 27, 2003, pp. 1-3.

Source: State of Tennessee Comptroller of the Treasury-OffResearch, “Seeking a way out
Services and challenges affecting Tennessee’s poor”, April 2004

“As of March 31, 2004, THDA had 5,844 Section 8 vouchers avail@bluse in
5,844 units across the st&f@HDA has another 5,557 families on waiting lists for
vouchers®The agency reports a 36 percent success rate for voubhetker words,
THDA generally issues two vouchers that expire beforeueher-holding family
finds a suitable unit® Section 8 vouchers are generally good for 60 days with a
possible extension up to 120 days. Administrators notestimaé families have
housing requirements that are hard to fill (i.e., |degeilies, suitable location),
making them less likely to secure housing. Local housing atytlz@ministrators in
rural, urban, and suburban areas report that familtes oked more than the
maximum allowable time to find suitable housing. Theytmeapply and begin again
sometimes ending up on waiting lists for rental asst&a@r moving into public
housing developments.”

34 “Number of Units by County as of March 31, 2004,” Tennessesikig Development Authority,
http://10.171.13.4/s8ralunitsxcty/asp, accessed April 7, 2004.

35 “Families on Waiting Lists by County as of April 7, 2004¢nfhessee Housing Development Authority,
http://10.171.13.4/s8ra/waiting.asp, accessed April 7, 2004.

36 Interview with Janice Myrick, Executive Director, TEDPNov. 25, 2003.

Source: State of Tennessee Comptroller of the Treasury-OffResearch, “Seeking a way out
Services and challenges affecting Tennessee’s poor”, April 2004
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Availability of Affordable Housing in Chattanooga/Hamilton County

Occupants with Housing Cost Burden in Hamilton Cotinty
Percpaying 30% or more
in€Eome for housing

Type of Occupant Year----> 2002 2005
Owners with mortgage---------------------- > 26% 28%
Owners without mortgage- - ------------------ > 5% 10%
Renters - - ---------mmmmmm e e e e o > 34% 44%

Estimated Qualitative Demand for New Market-Rate Ré#taising Chattanooga HMA
(August 1, 2004 to August 1, 200%)

One Bedroom Two Bedrooms Three Bedrooms
Monthly Monthly Monthly
Gross Units of Gross Units of Gross Units of
Rent ($) Demand Rent ($) Demand Rent ($) Demand
500 325 650 675 800 500
550 275 700 550 850 400
600 250 750 500 900 375
650 225 800 425 950 350
700 200 850 350 1,000 300
750 150 900 275 1,100 250
800 125 950 225 1,200 225
900 100 1,050 175 1,300 200
1,000 75 1,150 125 1,400 175
1,100 and 1,250 and 1,500 and
higher 50 higher 100 higher 100
Note: Distribution above is not cumulative

Source: Estimates by Analyst

Income: A more important factor in local homelessness is ireofe Chattanooga
region’s unemployment rate is relatively low, but sewaages. Most entry-level jobs for
people with few or no skills pay close to minimum wagenlyloffer only temporary or
inconsistent employment. Homeless people face additianakrs because of the stigma
of homelessness, and because many available jobs aee@md or third shift, the only
times shelter beds are available.

Lack of transportation is also a major barrier to emyplent because many available jobs
are not accessible by public transportation. The perceonfdgaiseholds in Hamilton
County that do nobave access to private transportation has increasedbf#oim 2002 to
8% in 2005°°. Therefore, this transportation “gap” is also a learto employment for
formerly homeless people or people who are on th& lofilmomelessness.

37 U.S. Census Bureau, American Community Survey (for 20P20%)

38 U.S. Dept. of Housing & Urban Development — Office didydevelopment & Research, Comprehensive Market
Analysis Reports “Analysis of the Chattanooga, TennessasihtpMarket as of August 1, 2004”

39 U.S. Census Bureau, American Community Survey (for 2002 & 2005
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With steady employment, most homeless people cartlgnearn enough to move
back into permanent housing. But the struggle to find anthratab while homeless
usually delays most people’s housing placements. Manyegbbs available to workers
with low skills are seasonal or offer only interraitt hours. The lack of a steady income
regularly threatens the stability of formerly homslpsrsons once they are housed.

Chronic unemployment and/or underemployment are pantigidggnificant risk factors
for homelessness in Tennessee because Tennesseetdofsr public cash assistance to
single adults without children. Also, single adultslanged to no more than five months
of federally-funded Food Stamps per year in Tennessea.résult, any interruption in
employment income can instigate a housing emergencydimgée adult.

For people unable to secure employment due to a disahifityding housing is a
considerable challenge. A physically or psychiatricaiyatled individual eligible for
Supplemental Security Income (SSI) receives $603 per mahile, the fair market rent
for a one-bedroom apartment is $516 per mdhitaddition, many disabled individuals
are unable to meet the stringent eligibility requireteem complete the lengthy
application process for SSI.

A single mother may qualify for Families First, Tenreess name for the federal
Temporary Aid to Needy Families (TANF) entitlement. Bdamily of three, this will
amount to approximately $185 in cash per month, supplementedipvio $371 a month
in Food Stamp$' Tennessee families receiving TANF now face a federaiydated
five-year time limit on eligibility. These familiesilvbe at high risk for homelessness.
Both SSI and welfare recipients usually need supplembaoteing assistance to prevent
homelessness. They may receive this assistance thpobiib housing, a federal Section
8/Housing Choice rent subsidy or placement in a groupehés of November 18, 2007,
there were waiting lists of 582 households for public housimy3,383 households
waiting for Housing Choice vouchefs.

Other Contributing Factors to HomelessnessOf course, many other factors combine
with low incomes and high housing costs to cause peojledame homeless. In
addition to the loss of employment or entitlemenbme, people most often become
vulnerable to homelessness because they also havarstdbabuse or mental illness
issues, physical disabilities or poor health, inadequateadogclimited work
experience, criminal histories and domestic violence. @rebecome homeless, the
limited availability of treatment slots — particularly feubstance abuse — makes it
difficult for them to get access to assistance.

40 “Out of Reach, 2006: America’s Housing Wage Climbs,” Matfitow Income Housing Coalition, 2006.

41 Tennessee Department of Human Services Rate Sheel, 1RE03.

42 The federal Section 8/Housing Choice program adminiskgréte Department of Housing and Urban
Development is the most important tool for reducing andngridbmelessness. It provides an annual allocation of
ongoing, renewable rental subsidies to states andHoaalng authorities. These “Housing Choice” vouchers pay
private landlords approximately $550 per month for a one-bedamamiment in Tennessee, while also requiring
tenants to contribute 30% of their incomes toward renprésent, there are 32,586 Housing Choice vouchers in use in

Tennessee. The Chattanooga Housing Authority manages 3,0&ef while the counties surrounding Chattanooga
control approximately 1,140 additional vouchers. Source: @matga Housing Authority, 2007

Final 2007 Revision Page 31 Blueprint_Rev020608b



What do people who are homeless give as the reason for thearhelessness?

Ranking

Primary Reason for Homelessness

1

Unemployment

Substance Abuse

Evicted

Mental lliness/Disability

Domestic Violence

Moved to Seek Work

Other

Unable to Pay Rent/Mortgage

(o} FooR ELNE N} F6p 1 ) NVR I \V]

Underemployment/Low Income

=
o

No Affordable Housing

Source: Chattanooga Regional Homeless Coalition — 2006
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V. Current Response to Homelessness

Without employment or entitlement income, it is verfficlilt for homeless people to
afford housing. And, of course, it is very difficult iad employment or apply for
entitlements when homeless. When homeless peopleaisosovercome other barriers to
housing stability, such as mental illness or addictionising placement becomes even
more challenging.

Chattanooga’s present response to homelessness acknesvibdge challenges by
reserving scarce resources primarily for those individaradsfamilies who demonstrate
motivation to address employment, mental health and #@aldissues. As a result,
transitional housing programs and other homeless servig&ers may achieve a higher
percentage of positive outcomes than they would if #oegpted homeless individuals
and families into their programs regardless of theelle¥ motivation. But this informal
policy can also have the effect of directing limitéelser, program and housing slots
away from those lower-functioning homeless people kgalstto advocate for themselves
and most in need of assistance. Members of the meoeneeful, higher-functioning
group are more likely to secure available assistanes #wough they may have
eventually returned to permanent housing with or withoait éissistance. Members of the
second, less able group cannot compete with the firdhdolirhited amount of services,
shelter and housing assistance available, even thoughsBistance is absolutely
necessary if they are to be re-housed.

Today, all homeless people in Chattanooga can get noéatlsing and showers, as well
as appointments for primary medical care and somalsservices at the Community
Kitchen and Homeless Health Care Center located v&tlidet. But emergency shelter is
considerably less available, particularly for those whkbibit barriers to independent
living. Transitional housing and treatment beds and permémoersing subsidies are
similarly difficult to secure, with even motivated fdies and individuals often waiting
months to get accepted into programs and housing.

The following is a brief overview of homeless servizethe Chattanooga region:

Emergency ServicesHomeless people in Chattanooga typically first turrhielp to the
multi-service complex of programs for homeless pefmaated on East 1 5treet, just a
few blocks from the Chattanooga city center. The catleat Chattanooga Community
Kitchen, Homeless Health Care Center and the Intleriflomeless Network collaborate
to address the varied and often complicated needs of éssnatople.

In 2006 The Community Kitchen provided 117,650 meals to homeésxgsle in four
sittings each day. It also meets many other immede¢es of homeless people, such as
clothing, showers and laundry facilities. In additioathbthe Community Kitchen and the
Homeless Health Care Center employ case managersvesk together to begin to
address the most urgent needs of the people they sEmveugh partnerships with 45
area congregations, the Interfaith Homeless NetworkabgeB65 days and evenings
yearly providing day and overnight shelter, meals, caseg®ment, supportive services,
links to community resources and follow up services for 2tbhomeless individuals in
families.
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The volume of requests for assistance at the compledécome so large that case
managers’ time and resources are limited. They makgatsf¢o other agencies,
programs and shelters, including the HELP Il job traininggam and the VIP intensive
outpatient substance abuse recovery program, both dboatsite at the complex. The
case managers also act as gatekeepers for the SteMatdnd St. Catherine’s shelters
and the Interfaith Homeless Network. Finally, they Helmeless people secure
entitlements and resolve a host of other personahogsic and bureaucratic issues they
face each day.

In addition to case management and service program@htitéanooga Homeless Health
Care Center provides primary medical care to homelegseef all ages. Funded
predominantly by the county and federal governments, wittesucial additional
assistance from the State and City, the HomeleskHeare Center offers a full-service
on-site clinic as well as outreach teams that providdical services in area shelters. The
health care services offered by the center are compsele and easily accessible to
homeless people. Often, the center’s provision otheakre services presents a vital
opportunity to engage otherwise distrustful clients iivises. Demand greatly exceeds
capacity for some services, such as dentistry, optoraattysychiatric evaluations and
care.

Outreach and Case ManagemenftThere is some limited street outreach services to
homeless people living in public spaces, but they hale gitielter or housing to offer.
There is no shelter available in which homeless peopieagtive substance abuse issues
can be engaged and convinced to enter treatment. Withsutrtiwial step, it is difficult

to draw homeless people into treatment.

Homeless people with mental iliness face a more dagictiallenge in that they must
often wait weeks for Tenncdr@approval in order to receive prescribed psychotropic
medication before they can gain access to sheltenedomeless individuals with
mental iliness can obtain a few weeks’ medicationythiatric care from programs
operated by Volunteer's Joe Johnson Mental Health €antkthe Fortwood Mentall
Health Center. But these programs’ resources areetinaind not universally available,
leaving many unable to secure the clinical help and medicttey need. Case
management services that help people with psychiatabitlites remain stable are
mostly directed to people who are already housed. Tarsive level of day-to-day
assistance required by many homeless people to becomel lamasaddress addictions,
mental iliness and other issues makes it difficultnfioist providers to offer case
management to the homeless population. The few casegararspecifically serving
homeless people are often overwhelmed by the dematidefoiservices. Without the
time to develop and then implement ongoing, comprehessméce plans with clients,
they mainly offer what is better described as crisisrvention rather than ongoing case
management.

Emergency Shelter:Homeless single adults can line up for one of twels la¢ the
Salvation Army shelter. If they are lucky or ent&simg enough to get one, they must pay

43 Tenncare is the Tennessee State-administered medigainos program that, until recently, operated under a
federal waiver to fulfill the role of Medicaid.
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$8 per night, although stays are limited to a week or tv@dDtdays at the most. About
one hundred additional free emergency shelter beddsravailable in various other
faith-based shelters. These are also in high demaaualy nequire attendance at religious
services. No shelter is available for single adults ddmot have proper identification,
are inebriated, have serious mental illness that afféeir behavior or who are employed
on night shifts.

Homeless families who are victims of domestic violemag/ gain access to 96 beds in
emergency shelters set aside for the domestic violgmgelation. If there is no domestic
violence involved, families must compete for 159 bedsean@rgency shelters and the
Interfaith Homeless Network, a system of rotating chumed synagogue-based shelters
administered by volunteers.

Transitional Housing: Most transitional housing programs in the Chattanoogameqgi
have relatively high eligibility standards, making itfigifilt for many homeless people to
get the help they need. Many transitional housing progoanysaccept homeless
families and individuals who are employed, looking for kyar enrolled in mental
health or substance abuse treatment. Some transiiousing programs require family
heads of households to be employed before they wdtbepted, a difficult task for
someone who has just lost his/her housing.

Often, residents of a transitional housing program “graduadt to permanent housing,
but to another transitional housing program where theystayfor many more months.
While this ensures that they continue to receive a mbease level of services than they
could otherwise receive in the community, it also prg®their homelessness. Homeless
families and individuals with service needs tend to stagdo in transitional housing in
the Chattanooga region than in most other localities.

Three transitional housing programs offer substance dbestenent to homeless persons;
another is for homeless individuals with mental leslues. These require demonstrated
sobriety at all times and consistent program atterelartoey enforce a “zero tolerance
policy” for those who relapse, discharging them fromptegrams. Another transitional
housing program serves homeless youth in State custodyoffer transitional housing
programs serve homeless families, including one thatsofounseling and support in
apartments to families and single women who are viobha®mestic violence. These
programs also enforce firm eligibility standards and regaihigh level of participation

and program compliance.

There is high demand for transitional housing programseatrg can take weeks or
months. This is especially true for substance abusereea beds. Existing residential
substance abuse treatment programs cannot meet the camgartd among homeless
people. In addition, despite these programs’ successigaimany members of this
population, there are many more homeless individuals suibstance abuse issues who
do not respond well to treatment modalities currentlylalvie in the Chattanooga region.
An expansion of treatment options would increasenthmber and types of homeless
people who could receive treatment.

Community-based Supportive ServicesEormerly homeless people with psychiatric
disabilities can receive case management services fieenrnanagers funded through
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TennCare. These case managers provide effective supparidoetls of people with
disabilities housed in the community. However, Tenn@ans for only three visits per
month per client, making it difficult to provide an adequat®ant of support for
formerly homeless people with intensive service neeesnTare will pay a higher
reimbursement rate if the individual with mental illadgs been hospitalized for more
than 30 days in the past year. This more intensive tfhedse management allows ten
visits per month, and is focused on providing the support abdist necessary to
reduce the individual’'s heavy use of hospitalization ahér publicly-funded services.

People living with HIV/AIDS can receive comprehensive aasmagement services, rent
subsidies and specialized medical care from Chattanoaiges G nonprofit serving
people with HIV/AIDS in the Chattanooga region. The wreapdad nature of the
services offered by Chattanooga Cares can serve as afoofiglire expansions of case
management capacity.

Placement into Permanent HousingThe limited availability of rent subsidies and
support services for people living in permanent housing ipringary barrier preventing
homeless people from returning to permanent housing. ThéaGbaga Housing
Authority (CHA) and other authorities in the regiadnanister over 4,000 Section
8/Housing Choice vouchers. But the program is oversubscrilibd tbcal level with a
CHA waiting list of 3,383 households. Public housing also He&2ahousehold waiting
list, though it is somewhat more accessible. Howestect eligibility requirements
prevent most homeless people with criminal or substabase histories from gaining
access to either of these resouféatith few housing subsidies available, transitional
housing residents must be employed or receiving full emtéhts and have accumulated
savings in order to move into permanent housing. This greatigases their length of
stay in transitional housing programs. The dearth odreies in transitional housing
programs in turn reduces movement out of the emergémitess and reduces programs’
ability to help people off of the streets. Usually,shtnomeless people with the greatest
barriers to returning to permanent housing — untreated miémeas and active substance
abuse — are the ones left unserved. In 2005, 919 individualsidgrvbe Homeless
Health Care Center reported being homeless for thareone year; in 2006, the number
was 1,089%°

44 Until a few years ago, the Chattanooga Housing Authgaig homeless families priority for housing placements
and subsidies. While this allowed some homeless faniliesove more quickly into public housing, it also
inadvertently encouraged ill-housed (but not yet homelesslid¢arto declare themselves homeless and enter shelter in
order to gain access to affordable housing. To be surg; oidghese families had serious housing needs; in some
cases, placement into subsidized housing was the correaraBait it is important not to create incentives that
encourage people to become homeless to gain access to randseyvices.

45 Homeless Health Care Center
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VI. Current Impact of Homelessness

The Financial Costs of Homelessness

The disruption caused by a homeless episode can havealgwpahd lasting
repercussions for the individual and his or her familyntglessness can depress people’s
health, educational achievement and employment opportunoitegshe long-term,
especially for children who become homel&ss.

Homelessness is not only a personal tragedy, howeveexpensive to the public as
well. Research has clearly documented that homelesamereases people’s use of costly
emergency interventions, such as emergency medicalpsy@hiatric hospitalizations,
shelter and incarceration. A 2001 study by the UniversiBerinsylvania of 4,679
homeless mentally ill individuals in New York City fod that the average homeless
individual with mental illness cost the public $40,449 a yeaniergency

interventions®’

While New York City may spend more on these intervergtilnan most municipalities,
homelessness presents consistently high costs pubtie in every American city. As
much as 70% of these costs are borne by states, fdriggichospitalizations and
additional Medicaid spending. Counties also spend sulkstantns in un-reimbursed
medical costs and incarceration expenses relateditelbssness, while localities
providing shelter and other emergency assistance papfoelessness as wéil.

Spending on Homelessness in the Chattanooga Region

An initial review of the costs of the services for héess people described above finds
that, all told, over $7.3 million is spent each yeapoesling to homelessness in
Chattanooga and Hamilton Courgsee chart 2§° This includes $3.3 million in annual
funding for emergency shelters and transitional housiograms for homeless people.
It also includes approximately $1.4 million spent annuallpther non-medical
emergency services delivered to people while they are hespalech as food, clothing,
engagement activities and referrals to programs.

46 Margot B. Kushel, et al., “Emergency Department Alseng the Homeless and Marginally Housed: Results from
a Community-Based Study,” American Journal of Public Hedth, 92, #5, pp. 778-784, May 2002; “Report of the
Kids Mobility Project,” Family Housing Fund, Minnesota, 208Housing and Schooling,” Citizens Housing and
Planning Council, The Urban Prospect, Vol. 7, #2, MarchlR001.

47 Culhane, Metraux and Hadley, “The Impact of Supportivesiig for Homeless Persons with Severe Mental
liness on the Utilization of the Public Health, Corrent and Emergency Shelter Systems: The New York/New York
Initiative,” Housing Policy Debate, 2001.

48 Sharon A. Salit, M.A., Evelyn M. Kuhn, Ph.D., ArthuHartz, M.D., Ph.D., Jade M. Vu, M.P.H., and

Andrew L. Mosso, B.A., “Hospitalization Costs Assoeivith Homelessness in New York City,” New England
Journal of Medicine, Vol. 338:1734-1740, #24, June 1998; Proscio, “Siygpddusing and Its Impact on the Public
Health Crisis of Homelessness,” Corporation for Suppeitousing, 2000. Culhane et al., 2001.

49 Chattanooga/Hamilton County Regional Homeless Servigeding for 2004, Chattanooga Regional Homeless
Coalition. $7.3 million spending on homelessness is fraginad Blueprint A comparable figure for 2006 was not
obtained, although it is expected to be of the same magritutiiee original amount reported. The total amount
currently being spent annually will be obtained as patti@implementation plan to improve data accuracy and
completeness of data. The amount received by the communitigkhtioe Continuum of Care has decreased by nearly
25% since 2003, the funding for supportive services through thebGative Grant has ended and not been renewed,
and we are forced to serve more homeless with feweuress than in the past.
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The figure for total spending on homelessness does notléspending on persons with
mental illness who receive case management servicdsdithrough Tenncare and also
happen to be homeless or formerly homeless. Spendingmapent housing for
formerly homeless people is similarly underreportedséhfigures include only housing
programs that specifically target homeless people anel dagervice component attached
to the housing. In addition, the chart does not incluseesspending on homelessness in
the counties surrounding Hamilton County because itumgsrifiable at the time this
report was published.

Chart 2: Spending on Homelessness in the Chattanooga Region

Type of Program Total Spending
Transitional Housing $1,827,000
Emergency Shelter 1,511,000
Primary Health Care & Clinical Services 1,122,000
Emergency Services 998,000
Permanent Housing & Supportive Services 995,800
Outreach & Case Management 295,000
Coordination, Planning & Advocaty 287,000
Re-housing Assistance 152,500
Employment Services 135,500
TOTAL $7,324,000

Funding Sources

Approximately 40% of all spending on homelessness in tat@nooga region is funded
by the federal government (although many of these fedendkfare passed through or
managed by the State or local governments). This is nthighan even greater amount
of funding (43% of the total) donated by faith-based comtiasjiprivate philanthropy,
foundations and the United Way of Greater Chattanoogmilkbn County also makes a
significant contribution towards homeless services tinos primary healthcare
delivered by the Homeless Health Care Center.

Chart 3: Regional Funding Sources for Homeless Services

Funding Source Spending
Federal $2,905,000
State 481,000
County & City 691,500
Program Incomé’ 64,500
Philanthropy $3,182,000
Total $7,324,000

50 “Coordination, Planning and Advocacy” includes the ChattanBegéonal Homeless Coalition budget for
managing the Continuum of Care federal funding application pspopsrating the Service Point database and other
planning and advocacy efforts.

51 “Program Income” is predominantly cash contributions frmmeless people themselves to defray the costs of
some emergency shelter and transitional housing programs.
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Investments in Affordable Housing

In addition to spending on emergency services, the CBhattanooga’s sustained
commitment to affordable housing development and presenveiatinues to be a major
factor in mitigating and preventing homelessness in tist&nooga region. This funding
is primarily used to assist low and moderate incomedimmids to purchase or repair and
preserve affordable housing, although some of it has beentaihelp build transitional
and permanent housing for homeless and formerly homedegde.

In FY 2006, the City spent $3.7 million in CDBG and HOMEdsmon affordable
housing development; in the previous year, $2.6 millionallasated to affordable
housing. Approximately $2.6 million of this spending comes from Clatbga’s
allocation of federal HOME and Community DevelopmelatcR Grant (CDBG) funds,
as well as income derived from prior investments ofatieads. The City consistently
allocates 60 - 65% of its HOME and CDBG budget to affordablesing>?

In addition, the Chattanooga Housing Authority manages 8000 units of publicly
subsidized housing, funded with $14.2 million in federal fudgsadditional $16
million in federal funds pays for Section 8/Housing Chaiental subsidy vouchers in
Hamilton County. Recently, CHA used tax credits to faadstruction of a 57-unit
community and the renovation of a 98-unit developm&nt.

52 City of Chattanooga Office of Economic and Community ypraent, 2006.
53 Information provided by Chattanooga Housing Authority (CHA), 2007
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The Personal Costs of Homelessness
“In the past two decades, there has been a dramatia tise number of homeless
students enrolled in U.S. schools. Overwhelmed sghersbnnel lack adequate
resources and skills to successfully address the myricldiEnges — especially those
outside the scope of academics — faced by homeless childi®res like hunger,
inadequate housing, poor health care, emotional diffisldemestic violence, and
family substance abuse, among others, have prompted educaknok increasingly
toward collaborations with social service agencies pgssible solution.”
“Achieving their educational potential is difficult for hetass children as they are twice
as likely to repeat a grade or be suspended from schoahamygattend three or more
different schools in a year (Better Homes Fund, 1999).”

Source: “Collaborations of Schools and Social Service Agencies’Mlaore, National Center for
Homeless Education, December 2005

Percent

Asthma Rate of Homeless Children Nationwide 20
Asthma Rate of All Children Nationwide 7

Homelessness also leads to higher rates of geneedst 54% of these

children become sick more often after becoming homeless.
Article: Family Homelessness in New York City — April 2001
Source: Institute for Children and Poverty; National Center fealth Statistics
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Prevalence of selected symptoms in the past monthdingdp housing status.

54 “Determinants of Health and Service Use Patterns indtes® and Low-income Housed Children”, Linda Weinreb,
Robert Goldberg, Ellen Bassuk and Jennifer Perloff ( hitgww.pediatrics.org/cgi/content/full/102/3/554)
PEDIATRICS Vol. 102 No. 3 September 1998, Page 557
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In 1988, the Institute of Medicine of the National Acaxyeof Sciences found that
homelessness and poor health were strongly correlatadee ways:

Health Problems Cause Homelessnefdf of all personal bankruptcies in the

United States result from health problethand it is a short downhill slide
from bankruptcy to eviction to homelessness. Moreoveredwealth problems
that are more prevalent among homeless people thiha general population
such as addictions, mental illnesses and HIV/AIDS — apgvkrio undermine
the family and social supports that provide a bulwark aghmselessness for
many vulnerable people.

Homelessness Causes Health Probldtesple without homes are mercilessl
exposed to the elements, to violence, to communicablas#iseand parasitic
infestations. Circulatory, dermatological and muscultetképroblems are
common results of excessive walking, standing, and sigesaiting up.
Homelessness and malnutrition go hand-in-hand, increaslngrability to

acute and chronic illnesses. Stresses associated witklégsness also reduce

resistance to disease, account for the emergencenef s@ntal illnesses, and
enhance the false promises of relief offered by alcahdldrugs. Homeless
people experience illnesses at three to six times ths eaperienced by house
people>’

Homelessness Complicates Efforts to Treat Healtbl®nws. The health care
delivery system is not well attuned to the realitiebvarig without stable
housing. Health care facilities often are locatedrtam where homeless peop
stay, public transportation systems are insufficiemamexistent in many
places, and most homeless people don’t have carsc @bpointment systems
are not easily negotiated by people without telephooesyliom other surviva
needs (finding food and shelter) may take priority. Stahttaatment plans
often require resources not available to homeless persoch as places to
obtain bedrest, refrigeration for medications, properitiut or clean bandage

y
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55 Institute of Medicine, Committee on Health Care fontdless People. Homelessness, Health, and Human
Needs. Washington, D.C.: National Academy Press, 1988 /Wiipv.nap.edu/openbook/0309038324/html/

56 Himmelstein DU, Warren E, Thorne D and Woolhandler SsiBlays for a National Health Plan. lliness and
Injury as Contributors to Bankruptcy. Journal of Health Affaleb Exclusive, February 2005:
http://www.pnhp.org/news/2005/february/bankruptcy study hig.php

57 Wright JD. Poor People, Poor Health: The health stédtie homeless. In: Brickner PW, Scharer LK, Conan
BA, Savarese M, Scanlan BC. Under the Safety Net: TladtliHand Social Welfare of the Homeless in the United
States. New York: WW Norton & Co., 1990: 15-31.
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“The experience of homelessness both causes and leatepoor health. Homeless
people are at higher risk for chronic, uncontrolled mediocaditions such as asthma
(4-6 times higher), cardiovascular diseases (2—4 timesrhigimel diabetes (up to 2
times higher) than are people in stable housing (Borah 2004, Zerger 2002). In
national studies, overall prevalence rates of chrowdical illnesses range from onet
third to one-half of surveyed homeless populations, compeitbdess than one-
guarter of the housed population (Zerger 2002).”

Source: Medical Respite Care for People without Stable Housifpbert Donovan, MD; Dawn Dee, RN, PHN;
Lisa Thompson, RN, ND;Patricia Post, MPA; Suzanne Zerger (RUblished by Health Care for the Homeless
Clinicians’ Network National Health Care for the Homeless Cadutmre. in Homeless Health Care Case Report:
Sharing Practice-Based Experience Volume 2, Number 3 | March 2007)

“Homeless persons have been shown to have high mortatigy in studies from
Atlanta®® and San Francisc8.In Philadelphia, the mortality rate in a cohort of
homeless adults was 3.5 times that of the general papuldHwang and colleagues
in Boston found that homeless men aged 18 to 24 years V@etiem&s more likely to
die gji;lan housed counterparts, and men aged 25 to 44 yearsritiaeenore likely to
die’”

58 "Deaths among the Homeless: Atlanta, Georgia," Moykéditl Mortality Weekly Report 1987; 36:297-299.
59 "Deaths among Homeless Persons: San Francisco, 1985#@8idity and Mortality Weekly Report 1991;
40:877-880.

60 Hibbs JR, Benner L, Klugman L. "Mortality in a CohdrHmmeless Adults in Philadelphia,” New England
Journal of Medicine 1994; 331:304-309.

61 Hwang SW, Orav EJ, O'Connell JJ, Lebow JM, Brennan CAuses of Death in Homeless Adults in Boston/"
Annals of Internal Medicine 1997; 126:625-628.

Life Expectancy

US Population: 77 years

Homeless in Boston: 47 years
Homeless in Atlanta: 44 years
Homeless in San Francisco: 41 years

Source: The National Health Care for the Homeless Council publication
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VII. System of Community Support — Key Perspectiaed
Emerging Challenges

Key Perspectives

Looking at acommunity’s service delivery system to help people whaharaeless
(near-homeless)we see five key perspectives:

= Homeless (near-homeless) perspectivéEirst-hand experience of
homelessness and being a recipient of services helpfydgwecific gaps in the
service delivery system and opportunities for improvement.

= Service provider perspective: Seeing how a segment of the service delivery
system operates can provide insight into barriers and ghgted to specific
services.

= Homeless service delivery perspectivet.ooking at the issues contributing to
homelessness and the mix of services/housing that ptalg & recovery can
provide a holistic view of homelessness and potentialisokit

= Systems perspective:Looking at the interaction of processes (assessnas#, C
management, providing services, measuring performance,fidiegtyaps,
implementing improvements) that make up a system proveslarity and
objectivity to work towards sustainable improvements.

= Community perspective: The foundation of any service delivery system is the
community in which the system operates. Thereforegconemunity must be able
to see that the service delivery system is effectideedficient and that there is a
positive impact on the broader community.

Key Emerging Challenges
Data Quantity and Quality

The social service environment today is characterizeddatgr demands that must be
met with fewer resources. Increasingly, funding souacesnore concerned with an
agency’s ability to demonstrate positive outcomes assgipto just measuring output
(services provided). Furthermore, the myriad of fact@difeg to homelessness presents
a complex problem best solved by compassion and colkouided by accurate
information.

The challenge of building an information system to collecadequate quantity of data
still exists but is now being joined by a subsequent clggtemdequate quality of data
(data integrity). Many service providers collect data grily for reporting activities to
funding sources; not for analysis to improve process@teatifying service gaps. Such
data collection emphasis and under-utilization of data puinbers and reality on
divergent paths that, at best, will lead to lost oppatiesiand, at worst, wrong policy
and agency decisions.

62 Section VII comes from Chattanooga Community ResourneeCECCRC] report (not yet published as of
November 2007)
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To illustrate a data integrity issue, we can compareldssification of one group of
individuals who have been entered into two informatiotesys®® The results are as
follows:

Six hundred thirty two people had their homeless statusdless or not) specified in
both systems. Of those 632 people, 229 had discrepanchesrindmeless status (i.e.
were listed as homeless in one system and not hasralése other system). Another
subset of people appearing in both databases showed thatt @fal89 had race
discrepancies and even 9 out of 178 had gender discrepancies.

Both of these organizations work diligently to collectl @mter critical community data.
These discrepancies (a data integrity issue) shoulcefiett negatively on their
operations but should demonstrate the need for morestemsdefinitions and
classification processes across community systems.

Performance Measurement

The measurement of outcomes presents another challSageice providers are being
held more accountable for producing positive outcomes.tifRosutcomesre more
client-dependent than the traditional outpiasures. An output measure like “number
of meals provided” can be more easily controlled by an@agthan an outcome such as
“percentage of clients maintaining stable housing for 12thsdn Agencies without
guality processes that can be documented and validateokvatithe mercy of chance
outcomes that ultimately will indicate poor performand&en, when confronted with a
poor performance, the service providers with inadequate mexesll have a difficult
time obtaining funding to sustain operations. Conversetyjee providers who can
demonstrate a quality process can better “weathetdh@’sof occasional negative
outcomes that are inevitable when working with people.

Data quality and performance measurement challengestumique to homelessness or
the Chattanooga region, as shown by just one of mamynahefforts regarding these
issues:

“The National Working Group to Improve Child Welfare Datanprises representative
from state child welfare agencies and is facilitatedhiey@hild Welfare League of
America. The National Working Group collaborates wékearchers, other national
organizations, and the Children’s Bureau to address data cuaditgomparability
between states. In the Fall of 2005, the National Wgridnoup released a new report pn
data comparability—Pefining Reunification for Consistent Performance Measurement
The group also has initiated an effort to develop commanitdehs to promote more
uniformity in state data reporting, and ultimately morsamngful comparison among
state data and outcome measures. Reports can be dcaebtp://ndas.cwla.ory

[72)

Source:_Child Maltreatment 2004Department of Health & Human Services Administration fald@dn and Families

63 Analysis done as part of CCRC research. Data Sourcataiooga Regional Homeless Coalition ServicePoint
Homeless Management Information System and Hamilton C&hwyiff Department
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“Finally, one of the original charges to the Work Grougswo ‘itemize accountability
and evaluation processes.’” This called for establismiogitoring and evaluation
benchmarkgpertaining to chronic homelessness. However, the ebsdrdata to inform
the Department about a baseline suggested considerableptaeeatal work would be
needed before empirical benchmarks could be establishweel. the past several years,
the ability to demonstrate results towards ending and regihoimelessness in a
guantitative fashion has increased, and thus, whereitfiead plan included a
recommendation for this work, a more focused effort teelbgyvdata and performance
measurements will be critical to documenting future sicaad is a key component to
the revised strategic action plan.”

Source: “Strategic Action Plan on Homelessness” U.S. iapat of Health and Human Services, March 2007

Collaboration

There is an overwhelming need for better collaboraimong service providers and
other community organizations to improve the service dglisgstem. The fact that
nearly all funding sources are placing more emphasgotaboration has increased the
urgency to work together. It is critical to note, hoem\that a collaboration system that
works in one community may not work in another witheate modification to
“localize” the approach.

A similar note of caution is expressed by the Nati@eter for Homeless Education in
the context of schools collaborating with sociavgsr agencies:

“There’s no doubt that successful collaboration ifiaift to accomplish. It requires not
only pre-planning but constant monitoring as the collabggatiatures. Unfortunately,
there seems to be no one size fits all pattern lidflmration. A collaborative group must
examine each member’s organizational capabilities to detertime overall goal. They
must also be flexible and creative enough to chooseghelits and pieces from other
collaboratives to emulate and fuse them in the rightlination to create their own
opportunity for success. What leads to a very successifaborative effort in one
situation may not be at all useful in a differentigiion.”

Source: “Collaborations of Schools and Social Servicenggs”, Jan Moore, National Center for Homeless
Education, December 2005

The National Center for Homeless Education also poiatshat “Starting the
collaboration with a small manageable project willdaonfidence to maintain
momentum and undertake larger tasks.”
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VIII. The Blueprint Planning/Revision Process

In September 2003, Mayor Bob Corker of Chattanooga joinddtiet Chattanooga
Regional Homeless Coalition to initiate a planning protesswould, for the first time,
create a comprehensive vision for the Chattanooga regespsnse to homelessness.

Both the mayor and the Coalition began with a stronglg-bonviction that
Chattanooga, Hamilton County and the Southeast Tenneggen has a wealth of good
programs and effective providers serving homeless people. tBgayproving
coordination of these efforts and identifying missing el i@ the homeless services
continuum, Chattanooga would build upon the strong foundaiatretiready exists. And
by specifically expanding homeless families’ and individuatcess to affordable
housing, the mayor and the Coalition hoped to establisimprehensive homeless
services system that would serve as a model for servtha@rsing homeless people in
mid-sized cities across the nation.

Chattanooga was able to embark on this planning process tioatflesgenerous
assistance of the Butler Family Fund, which provided a $2@64@ toward the effort.
The City of Chattanooga provided additional funding. Fundgwsed to pay for public
planning events, administrative support and for the sereicapolicy consultant. Early
on in the process, the mayor and the Coalition agieeddrdinate this planning process
with the present federal administration’s effortetal chronic homelessness.

They adopted a format being used by over 60 municipalitiesdrtihe country;The
Blueprint to End Chronic Homelessness in Ten Ye#rs.”

The mayor and the Coalition announced the commencerh@&hedlueprinfplanning
process on September 18, 2003. They were joined by Philip igadvia, the Executive
Director of the United States Interagency Council omelessness, the White House
office charged with coordinating the federal responsetoetessness. At the
announcement, the mayor named fourteen Chattanoogans«teitisiee experience and
expertise in homelessness, housing, mental health andemgrservices to lead the
effort by serving on a Blueprint Steering Committ&€he mayor and the Coalition
realized from the start that, to be successful, thie would have to address not just the
homeless service and housing needs of Chattanooga, batdhblamilton County and
Southeast Tennessee as well. Accordingly, Mayor Cadauested and received the
assistance of Hamilton County Mayor Claude T. Ramadyhés administration, as well
as the participation of the Southeast Tennesseeldpement District and the Southeast
Tennessee Regional Representative of the State DepardiiMental Health and
Developmental Disabilities’ Creating Homes Initiatfd&ven before the official
announcement, the City and the Coalition had begun gaghieformation about
homelessness in Chattanooga. Information that formeetldhis of the recommendations
included inThe Blueprinttame from a number of sources, including local service

64 More information on efforts to end homelessness natiomadlyn other localities can be found at
www.endhomelessness.org

65 See Appendix Al for a list of the members of original glure Steering Committee.

66 An initiative of the Tennessee Department of Mentalthl@ad Developmental Disabilities, the Creating Homes
Initiative (CHI) created and expanded affordable, safe, pgemand quality housing options in local communities for

people with mental iliness in Tennessee. In three yhatbegan in August 2000, CHI subsidized, developed and
funded supportive services for 3,329 housing units for peopeserious and persistent mental illness.
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providers, housing developers, government administratorsjddion executives,
business and community leaders, national experts and herpelegle themselves. To
ensure that all of the voices of the community werdheand the full extent of national
knowledge and expertise were utilized, The original Blu¢i@iaering Committee
gathered information in a number of ways, including:

* A public forum where nationally-known providers of innavatprograms for
homeless people spoke and over 100 participants traded infomralbut the present
system of homeless services in Chattanooga. Partisipane from all walks of life
and levels of expertise. They spent the day identifyingtitengths and needs of the
present system of services and envisioned what a traredosystem would look
like.

» A public forum where 35 homeless people and front line pessidhared their
experiences with homelessness in Chattanooga.

* A multi-media interview project that allowed homelps®ple to talk about their lives
in Chattanooga.

» A series of focus groups with executive directors, progtmectors, administrators,
case managers and front line workers of nonprofit, faétéed and government
programs serving homeless people. These focus groups tratedron specific
aspects of homeless services, such as prevention, dutred@ngagement,
emergency shelter, transitional housing and permaneningous

* Regular steering committee meetings where membensssisd issues facing
homeless people, government and the provider communityelaasypolicy options
to improve services and access to housing.

* An extensive series of phone and in-person interviews gavvernment and nonprofit
administrators, front line workers and other stakeholders

* An analysis of all existing local data gathered throughCibelition’s Service Point
homeless management information system and the ChaggarHomeless Health
Care Center’s database, as well as other local ddéztion systems, surveys,
planning documents and a review of local and national podiggrts on
homelessness.

» A series of drafts of he Blueprintvere reviewed by a variety of stakeholders.

Process for 2007 Update Die Blueprint

In July 2007, Mayor Littlefield asked a broad range of comtgumembers to form the
Blueprint Task Force. The mission of the Blueprint Tasic& was to update the
Blueprint to ensure it meets the challenges of homadsssin 2007 and to develop an
implementation plan. All Task Force members wereasdully engage people who
are homeless in the process by either inviting individwals are homeless to participate
in discussions or by reflecting the homeless perspebtiged on focus group discussions
and experience helping people who are homeless.

The Task Force consisted of a Steering Committee aaddib-committees with
guidelines listed below:
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Steering Committee:

Ensures adherence to timeline and process.
Establishes scope of Task Force assignment.
Prepares report to be given to mayor.

Each Sub-Committee:

Works on assigned issue within its assigned scope.

Provides the necessary focus on a specific issue.

Makes recommendations to Steering Committee regardsigreed issue.

Is free to engage other members of the community ¢gseary to fully address a
specific issues that arises).

Membership of each Sub-Committee should ideally have appateiyn/ members with:

At least one member having extensBlaeprintknowledge.

At least two members who are experts on the Sub-Ctieamssue.

At least one member representing homeless/formertyeliess population.
One or two members to provide business, faith-based aedad@uablic
perspectives.

Scope of activity for each Sub-Committee:

Specifies incidents/examples that illustrate howgassl issue interacts with
issues of other Sub-Committees.
Make recommendations to Steering Committee regarding:

1) Adding/Dropping/Emphasizing specific elements ofBheeprint.

2) Revising any numeric goals stated in Bheeprint.

Guidelines for each Sub-Committee:

Sub-Committee would have speciBtueprintelement(s) on which to focus.
Sub-Committee only makes recommendations regardingnasselements.

Sub-Committees:

Housing — AssigneBlueprintelements: Recommendations #1, 2.
Services — AssigneBlueprintelements: Recommendations #3, 4, 5.
Prevention— AssigneBlueprintelements: Recommendations #6, 7, 8.
Planning/Coordination— Assign&lueprintelements: Recommendation #9.
Community Reintegration — New.

Timeline:

July 13, 2007 - Mayor Littlefield convened the Blueprint TRekce

July 14, 2007 - October 15, 2007: Sub-Committees met to disaigaesissue(s)
August 28, 2007 - Subcommittee updates given to Blueprint Task For
October 26, 2007 - November 20, 2007: Steering Committee reviewisions and
discussion of implementation issues
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IX. Design Guidelines

The Blueprinbffers specific recommendations, policies and investméuoigether, these
will accomplish its ambitious, but wholly achievable, godlhe change in approach can
best be summed up by the following nine principles:

1. Every effort will be made to prevent homelessnegséd happens.

2. The goal of efforts to address homelessness ispiceheh homeless person quickly
secure and then maintain a place in permanent housing.

3. Whenever possible, services and supports will be commiadtel and delivered to
people in permanent housing.

4. Service delivery must be coordinated among nonprofit andcpadsiice providers
and across different systems of care, with an emploasincreasing homeless people’s
access to mainstream service systems.

5. Homeless and formerly homeless people will be affet®ices in service and housing
provision and consulted in all planning and implementatitaorts.

6. The effort to reduce and end homelessness must be adgfiuaded and sustained
for a long-term period, and made a priority for all lsvel government and community
organizations.

7. The effort to reduce and end homelessness must havly defined targets and
measurable outcomes, with regular public reports that orotsteffectiveness.

8. Programs and initiatives will be based on “best pregtiand guided by proven
research and periodic evaluation.

9. TheBlueprintis a “living document” whose relevance must be maintatheough
periodic revision to respond to current needs and new chalien

X. A New Approach

A Tradition of Care

Over the past twenty-five years, the Chattanooga rdmsimesponded to the challenge of
homelessness with care and concern. Chattanoogdisbesed community has
established emergency shelters for families and individaalsell as the Community
Kitchen homeless services center on Eleventh StféetHamilton County Department

of Health’s Homeless Health Care Center, also ondfih Street, is a model for
delivering primary health care services to homeless peGplaborations with all levels

of government have yielded transitional housing programstip homeless people
address mental health and substance abuse issues.

The efforts of the Chattanooga community have saved lesgrives by providing basic
emergency assistance to individuals and families wieynhecome homeless — food,
clothing, medical care and temporary shelter. They hseehelped many homeless
people overcome mental iliness and addiction, gain em@Eay and return to lives in
permanent housing.
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A New Focus: Reducing Homelessness

But as impressive as the many individual success stonesbagen, Chattanooga’s
network of homeless services has been unable to réldeioxerall number of homeless
people in the region. Chattanooga is hardly alone: tnoatities are experiencing
increases in homelessness, the result of socio-atoractors largely beyond the control
of local governments. These include: the disappearanob®for low-skilled workers;
the growing disparity between rich and poor; the inadegaadyinaccessibility of
entitlements for disabled people and families; increasstcerations; and the lack of
affordable housing, to name a few.

If we are to end homelessness, these larger, strusuals will have to be addressed at
the federal level. There are, however, severabreathat Chattanooga’s response to
homelessness does not do more to reduce the probleexdmaple:

* Most services related to homelessness in the Chatgan@gion focus on addressing
the emergency needs of at-risk households aftéyr they become homeless. Very
little social service and financial support is availabl@itevent at-risk families and
individuals from becoming homeless in the first place.

* Many homeless and at-risk individuals and families haffieulty gaining access to
the services and supports they need to achieve or mastadifity. Mainstream
medical care, mental health services, substance al@asmént, employment
programs and other supports are often unavailable, in sinopty or ineffective at
reaching many of the homeless people most in need. Desasgecially high for
substance abuse treatment and support service slotsetmbar responsive to the
needs of homeless people.

*  When homeless people are re-housed, the level of suppgmdéed to remain stable
and build on their success is unavailable to them ic@ahamunity. This lack of
community-based supports can often delay homeless pedgiie’s to permanent
housing or allow them to become homeless again, sonstapeatedly.

* Because there is a dearth of funding for community-bsspgortive services, the
affordable housing that is developed fails to meet the geent housing needs of
homeless persons.

By addressing these and other gaps, the Chattanooga regiorakarts system of
homeless services and housing more responsive to theafdemiseless people.

The Blueprintecommends strategies that will move homeless peaglagh emergency
and transitional programs more quickly. This will freeshplter and program space to
allow transitional programs to serve a greater numbbowofeless people each year. In
most cases, these families and individuals can be Isettezd by investing in an
expansion of ongoing, community-based supportive services lite them in
permanent affordable housing. If these efforts are combwuitecadditional resources for
rent subsidies, supportive services and treatment frofiedeeal government, we can
end homelessness in the Chattanooga region.

The Cost Savings of Supportive Housing
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The costs of homelessness are daunting. But the Unwefdtennsylvania study also
pointed the way to a solution: supportive housing — affordadiising linked to on-site
or visiting supportive social servicsWhen the individuals in the study were placed
into supportive housing, their use of emergency intervesititecreased, reducing public
costs by 40%. For every unit of supportive housing developegublic saved $16,282
per year in reduced emergency service costs. This paitl but 995 of the annual cost
of building, operating and providing services in the housinghe study, the majority of
the service use reductions (and cost savings) achieveadgghomeless individuals
with mental illness into supportive housing occurred inthesdrvices, including an
average reduction of 27 days of psychiatric and medical engatospital care per unit
constructed. The New York State Office of Mental Hebh#hefited most from the
reduced number and length of hospitalizations made possiltlee creation of
supportive housing, saving $8,260 per unit constructed. Becauskdsptalization
costs and housing development costs reside in theeQifiMental Health’s budget,
much of these savings could be applied directly to additisupportive housing
development by the agency.

The study also found that the costs of incarceratorgdiess people with mental iliness
were greatly reduced by their placement into supportive hgugithile comparatively
small when measured against the substantial healthaangs, placement into
supportive housing reduced the number of individuals withtahdmess entering jall
each year by 26%. The number entering State prisonsedasead by a striking 63%. In
addition, jail days consumed fell by 38% and prison daysword fell by 85942

Prevention, Rapid Intervention and Community-based Supprtive Services

The Blueprintbases some of its recommendations on the reseavalinghthe cost-
effectiveness of supportive housing. It will greatly expthedavailability of supportive
services and case management in the community, and éak Hervices to affordable
permanent housing units. Following these strategies wilbnly help better serve and
house people who are homeless, but also save taxpdiges @dpent by the City, County
and State governments on emergency care for homelgsie peo

The Blueprinialso recommends ways we can help families and indisdeahain stable
in housing so that they do not become homeless inrstgface. And when people do
become homeles$he Blueprinbffers strategies to help them return to permanent
housing as quickly as possible to minimize the disruphewy experience. Once in
permanent housing, they will have ready access teupports and services they need to
remain stably housed.

It will take time to achieve these goals. Chattanooijehave to look beyond its
traditional homeless services system to larger maerstservice systems and resources.
Mainstream employment programs, entitlements, mengdirhand medical care systems
will be helped to better engage and serve homeless aistt @eople with their existing
programs.

67 See Appendix B for more on supportive housing.
68 Culhane et al, 2001.
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Chattanooga’s new approach reflects a national changeiagy now occurring
nationwide: using an array of best-fit strategies to helpdiess people become self-
sufficient. Rather than restricting a communityisistgy to a “one size fits all” effort,
the Blueprintpromotes client-driven, research-based approachestimgnize the best
solution is one that takes into account the unique clygkepresented to different
segments of the homeless population. For examplefitws to help chronically
homeless people build on what is often referred ® ‘@ousing first” approach: low
barrier entry into housing (with the required supportiveises). The “housing first”
approach is also one of the approaches that can beoukelb tother segments of the
homeless population obtain and maintain stable houSheyBlueprintefocuses efforts
away from mitigating the discomfort of homeless peayple toward actually trying to
end their homelessness. An array of best-fit, setpusmecific, evidence-based
approaches is believed to be an effective strategy to endlbéssness, while addressing
the unique needs of the most vulnerable members of ounaaity.

The goals off he Blueprintare ambitious. It will take time to achieve them. Chaitgga
will have to look beyond its traditional homeless sewiggstem to larger mainstream
service systems and resources. Most important, endimglaesness will require an
expansion of resources for housing and services fronetlezdl government. With
additional federal support, the governments, nonprofitrozgtions and faith-based
communities can work together to implement the reconalagons put forth in this
document. If the sustained commitment and resolve thatablo@gans traditionally
apply to major initiatives in their community is emydal in the implementation dhe
Blueprint then we can make great progress in ending homelegarteesChattanooga
region.
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XI. RECOMMENDATIONS

Toward a New System of Homeless Services

The Blueprintwill help transform our response to homelessness lgibg on the
effective services, shelter and transitional housingrarog that already exist. Using
these as a foundatiofhe Blueprinbffers a comprehensive plan that relies on five
spheres of activity, each with its own recommendedegjied and actions:

>

Expanding customer-focused paths to (and opportunitieof) permanent
housing

Increase access to services and supports

Prevent homelessness

Establish a mechanism for planning and coordination

Community reintegration

moow

The first two “spheres” of activity are the most cafiin helping people who are
homeless obtain and maintain permanent housing. Housthgugpportive services are
not independent of each other when it comes to endimglessness. The most effective
approach involves an increase in availability and intgrgisupportive services that is
proportionate to the increase in affordable housing. Smeople who are homeless and
provided housing are able to maintain their housing and benwmre self-sufficient.
However, many people who are homeless need supportiieeseand a social network
to maintain their housing long-term. Furthermore, proviginty housing to someone
who also needs supportive services runs the risk of adagginy experience that may
discourage the landlord from making housing units avail@bl®meless people in the
future.

Community Reintegration

The first four spheres of activity above are supplentebyea fifth one not included in

the originalBlueprint Community Reintegration. This activity is a crititask that
extends well beyond the traditional system of serviagstegrating people who are/were
homeless into the broader community and providing a wettp, supportive
environment in which to move toward self-sufficiency.

What often makes the difference between homelessmnestable housing for someone
experiencing personal or economic challenges is a positiwial network. Such a
network goes beyond any clinical network of support and helipd the relationships
needed to fully connect a homeless/formerly homeles®pédo the broader community.
The opportunity for such connections is a vital stepstoreng a sense of citizenship.
The essence of community reintegration has been achiev@eople who are/were
homeless when each person feels welcome to be afacoonmunity and to participate
(or not participate) as they desire.
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Jack Webste¥is seventy years old and his health is failing. Living on coffee and
cigarettes and the occasional hot dog, he often gets dizzy and weak. Thoeghives a
modest Social Security check each month, it is not enough to allow hifortbaaf
apartment, or even a room, in Chattanooga. Too old to work and with no waydasac
his fixed income, he has been homeless for years. It wasn’tsallwayway. Jack’s life
reads like an epic tale of the@entury. As a runaway kid in the late 1940s, he toured
the South in a carnival playing “The Mysterious Alligator Boy.” “Thegdi$o cover me
with this concoction of mud and oatmeal, so | looked all scaly. Theyedldimas ‘the
sad product of the most unholy union of a fallen woman and a bull alligator, cedceiv
one moonlight night in the swamps of Louisiana.’ It was quite a show.”

As an adult, Jack’s personal drive and ambition helped him beat the odds, and he
realized great success as a contractor in Virginia and North Carolinaad making a
lot of money. I'd fly from one construction site to another in my Biper-Cherokee.”
But when his wife died, he began losing his battle with alcohol abuse andsiepres
Eventually he lost his business. Later, age, depression and his constdanglrendered
him homeless.

After years on the streets of various cities in the South, he sasgjstance at the
Chattanooga Community Kitchen on East 3tteet. The case managers there hooked
him up to the VIP outpatient substance abuse program co-located at the Easegi
complex and helped him find refuge in the basement shelter of St. Mattiewch.
With the support of the program and his shelter mates, he has been cleabantbs
more than a month.

But without increasing his income, Jack has not been able to secure anampais he
ages and grows weaker, he is less and less able to fend for hideselécared of what
will happen to him if he loses his bed at the shelter.

What Jack needs is supportive housing — affordable housing linked to flexible and
effective supportive services. With the stability of a permtaaqgartment, the services
will not only help him maintain his sobriety, but also assist him withisuhousehold
needs and keep him as healthy as possible. With his history of alcoholthbusese
managers at the Community Kitchen know that Jack would be a perfect carfididate
supportive housing, if only there were units available. But the suppbidivging that
does exist in Chattanooga only serves people with serious mental eindssen’t know
what I'll do next month,” Jack says bravely. “But I'll survivealways do.”

69 The names and some identifying details of the indiviqualied in The Blueprinhave been changed to protect
their identities.
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A. Expanding Customer-focused Paths to (and Oppibieta for)
Permanent Housing

The number of people experiencing homelessness in thea@bagfa region at some time
during the course of each year is increasing, especialn@gnfamilies. In 1993,
homeless children comprised approximately one-quartereaitial number of homeless
on the streets. This estimate has increased to approkin@te-third of the total
homeless population as the economic circumstancesChattanooga’s low-income
population have worsened and the amount of affordable fpasailable has decreased
over the years, in spite of increased availability amfiging vouchers, public housing and
shelter plus care vouchers for specific homeless popuoati The growth has not kept
pace with the decline in affordable housing in the privateketglace, especially with
the number of neighborhoods asking for and obtaining zodexgsions that cause
properties formerly zoned for multi-family to revertRel zoning.

Not only have we seen an increase in the number ofidughls and families on the

streets and in shelters, thousands more of the regiesidents live doubled up in the
homes of family and friends or live in hotels on eek to week basis. Many of these
individuals are at imminent risk of homelessness, livimgemporary, substandard or
overcrowded housing they cannot afford.

In 2003, The Blueprint to End Chronic Homelessness in the Chattanooga Region in Ten
Yearslaid out the foundations for a long-range, comprehensiae i help homeless
people in our area return to healthy and stable lives in g@nt housing. The
Committee appointed to re-examifée Blueprintand make recommendations for
improving the Region’s chances of either ending or sigmflgaeducing homelessness

as it relates to moving people toward permanent housingekamined housing
conditions in today’s economic climate. The Committee worked diligently to ensure
that while we move people and families toward permahensing we do not overlook

the need for safe, sanitary and decent shelter whil®r@ permanent home is being
prepared for them.

As its original title clearly indicatedhe Blueprintplan was intended to end long-term,
or “chronic” homelessness. But the scopelbé Blueprintwas not limited to chronic
homelessness and neither are these recommendatibagpolicy recommendations must
also result in a significant reduction of all types ofrelessness, including homelessness
among families, youth and single adults who experieps®dic homelessness.

To do this, we must invest resources in a coordinatecqisadteffort that addresses the
underlying causes of homelessness. This effort will:

* Reduce the number of people who become homeless each yea
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» Decrease the number of homeless individuals and familesare unsheltered on
any given day or night.

* Increase the number of homeless people placed into pennhousing each year.

» Decrease the length and disruption of homeless episodes.

* Provide community-based services and supports that prevemidssness before
it happens and diminish opportunities for homelessneeto.

Housing Issues

In 2003, The Blueprintrecommended creating 1,400 units of permanent affordable
housing for homeless people by 2014. This was to be adisbegh through a
combination of rental subsidies, preservation and nexldpment. The region has seen
an increase in 671 units of housing become available for leesnéndividuals and
families and an increase in allocation of resourcesdegpvation and new development.
However, we have lost nearly as many affordable housmig through demolition,
obsolescence, deterioration, rezoning and conversiormtrkét-rate” housing as we
have seen an increase in “affordable” units. Moreovening restrictions and
neighborhood opposition to multi-family and special neeaunissimg in the Chattanooga
region has resulted in the loss of grants and investrdeflars that could have
significantly moved the community toward the housingdpiction goals initially set
forth by The Blueprint.

In 2003 there did not appear to be a need to increase emogrgieelter and transitional
housing capacity, except for some specialized populatsutd) as youth. Insteadhe
Blueprint recommended that we move homeless people through emgrgemt
transitional programs more quickly in order to free ugtehand program space to allow
transitional programs to serve a greater number of lems)\@eople each year. In 2007, it
is still true that shelters and transitional prograresednto be focused on transitioning
their clients into permanent housing and evaluated basedthe number of
persons/families who achieve and remain in permanentrigoo®re than 12 months, but
the original recommendation did not fully account fog fact that there is shelter space
for less than half of those who are homeless on amngiight. Nor did it recognize that
(1) there is not enough affordable housing available icdinemunity to meet the current
demand, let alone the demands of those who are hom@gHse affordable housing that
is available is often not in areas where the homefedigidual or family would like to
live; (3) there is not enough either, temporary or ftemmal shelter capacity to provide
safe, decent places to stay while they are waitingpEnmanent housing to become
available; (4) even when, either a housing voucher or hgpusiit becomes available,
there can still be anywhere from a 2-week to 6-month efore they will actually be
housed; (5) even with a voucher in hand and knowledge aff istavailable that they can
afford, homeless individuals and families have diffigigetting to the units in a timely
manner due to lack of transportation; (6) when they domecnwith a landlord, they
often have difficulty overcoming the landlord’s precemed stereotypes of homeless
persons, their lack of a positive housing history andotiating with prospective
landlords to take a chance on them and working wittfsdetion 8 housing program; and
(7) there are additional costs of getting into permaheunsing that are often overlooked,
such as security and utility deposits, furniture, householdg@nd cooking utensils.
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The Costs of Homelessness and the Savings of Supportive Hogsin

It is a fact that homelessness is itself expensitega@ommunity due to the use of costly
emergency services by unsheltered and unsupported individuhlfamilies and that
supportive housing where housing is linked to on-site or migiiase managers and
counselors can reduce these costs. However, theafagipportive housing must still be
factored into the equation as well. Following the lessiearned from the Collaborative
Grant to End Chronic Homeless which served 50 chrogitelimeless with a mentally
illness diagnosis, providing both subsidized housing and stipgpaervices for 1,400
homeless individuals would require an investment of bet2en $44 million annually
by the community. The evaluation of the Collaborat&mnts nationally revealed that
about half of the participants were still in permaneotiding after three years in the
program, about one-quarter were back on the street anat abe-quarter treated the
program much like transitional housing and moved back i@tivate sector as a result
of the program.

The recent research quoted above, as well as otlearchslisted in the appendix to this
report, suggests that transitional housing programs can bdyesuedessful for helping
homeless individuals and families who are not seryoontally ill move into and retain
permanent housing without the ongoing more intensive andly cagpportive services
associated witlsupportive housing.These transitional programs must maintain contact
with and provide minimal support for a period of 6-12 monthgraduates in permanent
housing to obtain the highest levels of successful plangnbut such follow-up is not
nearly as costly or long-term as the supportive housigein

RECOMMENDATIONS

To help address these shelter and housing isShesBlueprinfocuses on expanding
opportunities for homeless people to gain access tpdedent, affordable and
appropriate permanent housing, including housing linked to ongajmgprtive services.
This can be accomplished through three main stratebiexpanding permanent housing
opportunities, 2) increasing the availability of trawnsitil shelter units that move people
to permanent housing, and 3) providing permanent special headmg and

alternatives.

Additional recommendations for expanding access to and funding for supportiveservi
linked to housing are discussed in Parts B and C of this report.

Recommendation #1: Expand Permanent Housing Opportunities.

1.1) Create a minimum of 200 affordable housing units for homelegeople per
year through the provision of rent subsidies, new housing delepment and
the preservation of affordable housing stock.

Rental Subsidies Rental subsidies will be provided through these strategies
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1.1.1) Increase the number of federally-funded Se&ibiousing Choice rental
subsidy®vouchers available to people who are homeless or hae@bkpe
needs in the Chattanooga region, from the followingcesir

* Fifty vouchers recently awarded to a collaboration o¥plers and
government agencies through the federal Collaborativat@dielp End
Chronic Homelessnegs.

 Thirty Five tenant-based vouchers recently awarded & caunties in
Southeast Tennessee through the federal Continuum efp@acess

» Additional Shelter Plus Care vouchers awarded annuatytjin the
federal Continuum of Care process.

» Additional Mainstream Housing Choice Vouchers for Pesseith
Disabilities annually allocated to the Chattanooga Housing
Authority(CHA)."?

* In 2005, Chattanooga was one of 11 cities around the caontegeive a
two-year grant through HUD's nddousing for People Who Are
Homeless and Addicted To Alcolppbgram, a special initiative designed
to assist homeless persons who also struggle with chatmabolism. The
grant provided housing vouchers for 100 people in Chattanooga and the
surrounding counties (with matching supportive services todedad by
local service providers).

» Other vouchers annually allocated to the Chattanooga ktp@ésithority
(CHA), the Tennessee Housing Development Agency (TH&W) other
regional housing departments, including Fair Share and qibeia$
voucher allocation§®

1.1.2) Develop a local program to provide a time-limitedalesubsidy of 4
months to 2 years to homeless peoflébsidies will be primarily directed
to employable individuals and individuals receiving Supplententa
Security Income (SSI). This cost-effective progran afiirm the value
of work and will be linked to intensive job search adegtand supportive
services for tenants, as needed. This subsidy buildseogoréven success

70 The federal Section 8/Housing Choice voucher progradminastered by the United States Departmentof Housing
and Urban Development (HUD), as are the similar Shelter ®are, Mainstream, Special Needs and Fair Share
vouchers allocated to specific populations. Section 8/iiguShoice vouchers provide ongoing rental subsidies to
low-income tenants in permanent housing. The subsidy paysfdifterence between 30% of the tenant’s monthly
income (the tenant’s contribution) and the monthly rent.

71 For more on Chattanooga’s collaborative grant, see Appéndi

72 In 2002, the federal Department of Housing and Urban DeveloghlgbY) allocated 260 vouchers to

the CHA for people with special needs. The demand for sucthemiis considerably higher and the allocation should
be increased to meet demand.

73 At present, CHA's Section 8/Housing Choice voucher proggamersubscribed. It is unclear whether and when
the federal government will make new vouchers available Atinginistration’s recently released 2005 budget
proposal cuts funding for the Section 8/Housing Choice progsa#ii.7 billion per year nationwide. If adopted, this
could cause 250,000 poor households to lose their housing sulsidibe threatened with homelessness. As ending
chronic homelessness has been identified as a federal pitastginticipated that in the near future the federal
government will reverse this proposal and will instead piegtates and localities with additional Section 8/Housing
Choice vouchers, the most essential and effective do@rfding homelessness.
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of such similar efforts as the Individual Self-Suffieeg Initiative (ISSI)
in Massachusett4By the end of the local subsidy’s time limit, recigien
will either earn adequate income to remain housed or hédpba
Section 8/Housing Choice voucher.

74 For more information on the Massachusetts ISSI and athidarsprograms, go to
http://www.state.ma.us/dhcd/publications

Final 2007 Revision Page 59 Blueprint_Rev020608b



Housing Preservation -Affordable housing will be preserved through two new
efforts:

1.1.3) Monitor the stock of all existing affordable housindgsutd encourage
one-for-one replacement of any publicly-subsidized hgusiits that are
lost to demolition or redevelopment.

1.1.4) Prioritize funding for small cash grants or lo@ngrivate landlords to pay
for minor repairs in return for making housing units alal# and
affordable to homeless or at-risk households. Link to aemaployment
training program that teaches construction skills to hessehnd formerly
homeless peopl€.

New Housing Development New affordable units will be developed as needed:

1.1.5) Develop new affordable housing units through new comistnyc

acquisition and major rehabilitation, using the followregources:

» Ten percent of Tennessee’s allocation of the fedeyal Income Housing
Tax Credit earmarked for people with special needs.

» Ten percent of Tennessee’s allocation of federal H@MEars earmarked
for people with special needs.

* Fifteen percent of Tennessee’s allocation of fede@WH dollars
earmarked for Community Housing Development Organizations.

» Federal 811, 202, 221(d) and 236 housing development programs.

* Federal Community Development Block Grant (CDBG) altamn to the
Chattanooga region.

* Grants and discounted loans from the Federal Home Bank of
Cincinnati’®

» Federal HOME and CDBG funding allocated to the City cht@dnooga,
as well as annual program income from prior investmenisese funds.
In addition, the Chattanooga Housing Authority has bondirtgority and
the City will soon establish a $1 million Community &pment Loan
Pool for housing and economic development. These resduragsn
array of important affordable housing programs. The Citiyoentinue to
invest these funds in affordable housing, while exploriegctieation of a
preference for projects that include supportive housing.unit

1.2) Facilitate housing placements

Even when homeless people are able to earn or otheseasee an adequate
income, they still encounter barriers to obtaining apprtehausing.
Inconsistent rental histories, bad credit, criminakigagunds, unattractive

75 The associated training program will be modeled osuheessful “Youthbuild” employment training program for
youth managed by the Chattanooga Housing Authority.

76 Annually, 10% of Federal Home Loan Bank profits are akattd loans and grants for affordable housing
development for low-income and special needs populationsfurtdsng amounts to about $20 million per year
invested in affordable housing in the Federal Home Loan Bagikn that includes Tennessee and neighboring states.
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personal appearance, the stigma of homelessness, BIS/&nd physical
disabilities, and other associated issues can dissuasigeptive landlords from
renting to homeless, at-risk and formerly homeless peMaay of these barriers
also hinder homeless and formerly homeless people’g®ffosecure
employment.

Discrimination against individuals and families solelgdngse they are homeless
or formerly homeless must be vigorously opposed. Homeadessa a temporary
(if sometimes persistent) condition, not a defining ti@imilarly, the population
of homeless, formerly homeless and at-risk people tenéahigh percentage of
persons who belong to other marginalized groups. They soagéncounter
discrimination based on race, HIV/AIDS status, agejtaigllness and physical
disabilities. This discrimination can prevent homef@sssple from renting
permanent housing or obtaining employment, and makes dtenigeholds
vulnerable to losing the housing or employment they ctiyréave.

In some cases, however, landlords’ reservations@rdiscriminatory and are
sometimes well-founded: many homeless people need ongoingsuppo
services in addition to rental subsidies to succeed mament housing. Without
these services, homeless individuals and families plategermanent housing
are much more likely to miss rent payments, damage agatsndisturb
neighbors or resume behaviors that can cause thencammbenomeless again.
Certainly, without the promise of ongoing social and feialsupport, few
landlords will take a chance on renting their housingameless people.

Placements of homeless families and individuals intonpaent housing will be

facilitated by:

1.2.1) Funding a “Housing Ombudsman” who can negotiate wittldeds on
behalf of homeless persons and coordinate the linkageeéetwhe
landlord, homeless persons and support agencies to detiredsgusing
search time for homeless persons and families. THeudsman should
also arbitrate or mediate conflicts between landlordd a homeless
family/individual to help keep the family/individual in hongi once
housed.

1.2.2) Providing preferences for homeless people in puldidhgidized
permanent housing. Populations that could be prioritizedude
homeless people who have successfully completed swlstabuse
treatment or who are discharged to homelessness fraitutiosial care.
Recipients of these vouchers would be linked to apprepriangoing
supportive services.

1.2.3) Creating a local community housing subsidy prograbwitiabridge the
affordability gap for individuals until either employmeand income
increase eliminating the need for the subsidy, or morengent
affordable housing alternatives become available.

1.2.4) Implementing a Community Furniture Bank to provide furaitand
household goods to homeless individuals and families wlomaving
into permanent housing.
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1.3.

1.4.

1.5

1.2.5) Providing a fund to cover the initial costs of peremarhousing such as
security deposits, utility deposits, excessive utility spahd damages and
repairs to units cause by a formerly homeless familgdividual.

Implement inclusionary zoning ordinances to encourage, ifot require, the

development of affordable housing as a percentage of other hougin

development in the community (see Appendices D1-D8 for aasel zoning
code from the American Planning Association)

Provide incentives for developers to build affordable housgy

1.4.1) Ensure that adequate public transportation is availablserve such
affordable housing to increase marketability of the housing.

1.4.2) Provide tax breaks for developers who include affoedadlising.

1.4.3) Reduce the barriers to obtaining building permits faeldpers who
include affordable housing in their plans.

Work with schools, employers and businesses moving to tbemmunity or

developing new sites to include the purchase of land thatuwe be developed

for affordable workforce housing near the properties beng developed for
educational, industrial, business or commercial use.

Recommendation #2: Increase the availability of transitional shedtr units that
move people to permanent housing.

2.1)

2.2.

Provide adequate transitional shelter space to provide safelecent and
sanitary shelters for homeless individuals, families anglouth until adequate
and appropriate permanent housing is available

2.1.1) Persons entering transitional housing programs shreulolaced on the
waiting list for permanent housing as soon as feasiderat wait until
they have completed the program before seeking permhoasing.

2.1.2) Transitional programs should be funded to providenammam of twelve-
months follow up once a family or individual moves inpermanent
housing unless they move into a supportive housing program.

Increase funding for emergency or short-term housing #t fills the gap

between becoming homeless and finding either transitionalr permanent

housing

2.2.1) Increase the number of shelter beds for homeles®nse especially
women and families

2.2.2) Increase the number of shelter beds for ingantlies (mother/father and
siblings of all ages) instead of separating families dasesex and age.

2.2.3) Increase the number of units available for horsedgsancipated teens
separate from adults

Recommendation #3: Provide Permanent Special Needs Housing aflilernatives.

3.1)

Ensure that adequate housing is available for those populatis that need
more intensive long term case management and supportive sems
3.1.1) Housing for persons with disabilities.
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3.2)

3.1.2) Housing for elderly.

3.1.3) Housing for persons with mental iliness.

3.1.4) Housing for persons with substance abuse issues.

Develop housing policies that recognize that, despite obest efforts, not all

persons we serve will choose to accept the supportive seescdesigned to

help them address their mental health or substance abeisssues and will be
faced with eviction and homelessness. Such episodic homelessness and
violations should not exclude them from assistance irfuhee, either through
alternative programs, therapeutic communities or beirfgpused in a supportive
housing program.

3.2.1) While we believe that homeless and formerly hessepeople should be
offered choices in services and housing, it is also iniperdahat we
recognize they have the right not to accept the choitesed.

3.2.2) Services must be delivered to people both in and oupgdeanent
housing settings.
3.2.2.1) Attention must be paid to preparing people for permtane

housing and the expectations association with obtaining and
retaining permanent housing.
3.2.2.2) Once they get into housing, attention must Gesfed on issues
ensuring that they maintain and retain their housing:
- Paying bills on time.
- Budgeting.
- Increasing income (employment, etc.).
- Dealing with conflict with neighbors and landlords.
- Accessing services.
- Property damages and responsibilities.
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Five years agoBobby Slocumb’dife hung in the balance. He was smoking crack when
the police raided the house he was in. “I was staring right into theebafra

policeman’s gun. | thought, I'm going to die in a crackhouse. And all mjyfengoing

to go to my funeral, knowing | died in a crackhouse.” Bobby didn’t diertiggut. Instead

he went to prison for a year. Upon release, he swore he wouldn’t godadKe of
addiction. But it wasn’t so easy. Homeless, with no job prospects lendthy criminal
record related to his longtime drug abuse, Bobby started to think itusas jmatter of

time before he ended back in prison. That was when he was approached byra worke
from the Victory In Progress (VIP) outpatient substance abuse traapregram

located at the East 1 Street multi-service complex. Bobby signed up for VIP, and soon
he was living at St. Matthew's shelter, clean and sober. Upon graduation/A@nme
enrolled in the co-located Homeless Employment Life Skills ILEHE program, a job
training and supportive service program for homeless people. With HEBBRby

began working at the Chattanooga Community Kitchen’s recycling department 20 hours
a week. “Now THAT was a crappy job,” he smiles. “But | knelacbuld just keep doing

it, one day at a time, | could crawl back out of this hole | wds i

And crawl back he did. After a few months, Bobby was promoted toterfeilwarehouse
job at the Kitchen. In 2002, he graduated from HELP Il and moved intoams o
apartment. HELP Il assisted Bobby with the rent deposit, household fungssiind
furniture, but his move was delayed while he saved up enough money totbay for
required utility deposits.

Soon, he was promoted again to Assistance Maintenance person. Within a yesat, he
become the Maintenance Supervisor at the Kitchen. He is planning tagetdand,
with the help of a subsidized mortgage for first-time homeowners, hasahdure wife
have just bought a house.

After a life of drugs and crime, Bobby is extremely proud of hismaptishments over the
last five years. He'll share his story with any of the Kitchdwmeless clients he thinks
can benefit from hearing it. In his mind, his success is due mmgletermination, but
also because the service programs and supports were available to hirwingthe
needed them most. He knows he now stands as a symbol of what canvezlaelien as
he realizes there aren’t enough treatment slots or jobs at the Kitoraalable to
everyone who needs one. But he’ll soldier on. His favorite re@pygroblem can be
heard most every day around the Kitchen, “No excuses, buddy, it can bé done.
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B. Increase Access to Services and Supports

Chattanooga's present system of homeless services dietisshas had great success
assisting motivated homeless people to get the helmgexy/ to return to permanent
housing. But many homeless people are not "motivated.” aieegften distrusting,
depressed and discouraged. They may require more sogiaessupport before they are
motivated to work toward housing, sobriety, employnsent other hallmarks of social
stability. They have been promised help many times bedmiek have often failed or been
failed. They require a more intense level of engagement

The current structure of services has little capacitywgage and serve homeless people
with more complicated service needs. For a numberasbres, the outreach, case
management and other supports necessary to reach thaot aterently available:

* The high caseloads of case managers and outreach wadezst difficult to
spend the time necessary to engage members of this group.

» There are few places or opportunities for developing ptijdasting therapeutic
relationships.

» Case managers have little access to the subsidies ammdutoty-based services
and supports necessary for difficult-to-reach homelesple¢o succeed in
housing.

» Many workers serving homeless people struggle to keep inforntedpato date
on resources and procedures.

All too often, workers on the front lines are reducedélping people survive
homelessness, rather than helping them to become honsed@gain. To assist homeless
people with more complicated service needs to returotsihg, we will need to make

an investment in case management: to increase coveedgege caseloads, improve
training and supervision, and provide aftercare. Investme e tools case managers
need to operate effectively - access to shelter bedsortation, psychiatric
evaluations, rent subsidies and petty cash, to name fiest -awill also be required.

Increasing Residential Stability is Cost-Effective

This investment will pay off for Chattanooga. The horselpeople who are not
receiving the services they need are precisely thosecadtdhe public the most in
emergency spending, whether for medical or psychiatre carincarceration and other
emergency expenses. They need to be prioritized for ser¥oe this group,
engagement and transitional services alone will n@noeigh. Permanent housing that
will accept them must be more readily available as.wethddition, many will require
community-based services and financial supports to ensuréhéyatemain stably
housed.

At the same time, homeless people who are alreadiyaihed to address their mental
health and substance abuse issues must continue éovbd.sThey must be assisted to
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move to permanent housing more quickly, in order todpeprecious space in
transitional housing programs. Once there, they too nauable to gain access to the
supportive services they need to remain housed, emplogestavie.

Homeless people's access to services and supports camdzesed by investing in and
reconfiguring case management to emphasize an indiviagaftiipation in service
plans and rapid placement into permanent housing. Coordirsate®f outreach efforts
with case management will also help move people intsing more quickly. Improved
case management will also facilitate formerly horsleeople's linkages to mainstream
resources like day care, medical care, job training awkment and other activities. The
provision of ongoing, community-based supportive servicesrtodrly homeless people
in permanent housing will help expedite placements aci@ase their chances for
success.

Recommendation #4: Reconfigure case management to be assertiv®rdinated
and focused on placing and maintaining homeless people in p&inent housing.
Prioritize funding both for case management to homeless pe@pand continuing
case management and supportive services to formerly homeles®ple placed in
permanent housing.

In theory, case management services help people whom@eddss or disabled get
access to the services and supports they need to liubniglfives in the community.
It is the cornerstone of any effort to end, reduce orgneethe recurrence of
homelessness.

Case managers work on an ongoing, regular basis watfit€lin their homes and
neighborhoods to develop and implement individualized seplares. Service plans for
homeless people usually focus on obtaining housing, treaamdrémployment. Case
management of formerly homeless people who have l@esed typically focuses on
maintaining sobriety and psychiatric, social and econataibility with an emphasis on
employment and other meaningful activities.

The case manager helps clients accomplish the stepssay to achieve their goals,
advocating on their behalf to various systems, providingcadsnd offering
personalized, flexible support. Often, case managemeant@mpanied by a seamless
array of other services, such as money managementajalmgy, instruction in the skills
of daily living, counseling and other financial and sociavise supports. Good case
management ensures that people are linked to the progreynsetd, when they need
them.

There are a number of case managers serving homatksiisabled people in the
Chattanooga region. Some, paid through Tenncare, provideeeagawf three contacts
a month. This level of supportive services is adequatedory stably housed people
with disabilities. But many agencies find it a challetmserve people destabilized by
homelessness without providing more intensive careoat frequent intervals.
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Other case managers focus specifically on serving hosnpéeple. Transitional housing
programs provide case management as part of a menu akeseavid supports focused
on employment and housing. Volunteers in faith-based pnogyoften perform many of
the same duties as case managers. General case manbalgeitdomeless Health Care
Center and Community Kitchen are forced to spend masteaftime on crisis
intervention. They must contend with so many requestadsistance that it is difficult to
provide ongoing case management with clear service plahsnanageable caseloads.

Most case managers are energetic, resourceful and éahgedble about the local
services and supports available to their clients. But esgsg manager has gaps in
expertise, and many work without knowledge of other systagencies and services that
could help their clients. Other case managers need@ulitraining on counseling
homeless people and on issues of housing and employment.

Case management can be reconfigured and coordinated to éeasjoonsive to
homeless people by taking steps to improve and expand coyvaragey providing
additional tools and resources to support case managergiextRecommendations
include:

Improve and Expand Case Management

4.1) Maximize current funding and seek additional funding ér case management
and supportive services to homeless and formerly homelessopée. A variety
of existing funding sources can maximize case manageangwities,
supplemented by TennCare and additional funding as it becavadable. This
will allow nonprofit and faith-based agencies serving hessepeople to choose
to hire more case managers, lower caseloads, provide adtlgigpervision
and/or increase salaries to attract and retain eféeetnployees. Agencies can
also use funds to provide case management and supportivesdovformerly
homeless people placed into permanent housing. Some egemzy choose to
assign the same case manager to continue providingeseand supports before
and after placement into housing.

4.2)  Appoint a lead agency to support a Case Management Coordinatposition
and establish a Training, Resources and Practices committés guiding
and coordinating case management provisiorthe committee will be
comprised of representatives from nonprofit and faitledasse management
providers, including supervisors and frontline case manageveelaas
representatives from government agencies serving honagiddsrmerly
homeless people. A full-time Case Management Cootinatl lead the
committee. Under the Coordinator's leadership, the cae®nitill oversee the
coordination of case management activities for homglegple. The Committee
will review standards, establish best practices andhmearks, oversee training
activities, identify new resources and jointly reviewdabcases. The Committee
will also provide a forum for establishing confidentialityrstards, operating
procedures and safeguards to maximize use of the ServicbéBoiatess
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4.3)

4.4)

4.5)

4.6)

management information system. The Committee wilbadte as a group for
the interests of case managers and their clients.

Develop and implement a system-wide standards and trairgrprogram for

case management to homeless and formerly homeless people.

4.3.1) Link to other training and licensing programs.

4.3.2) Include training in local resources and procedures, ingleXkpedited
entitlements application procedures.

4.3.3) Establish clear guidelines for designing case manageemice plans
with measurable milestones.

Reduce average length of stay: use increased case manageroapécity to
move homeless families and individuals through emergency stesland
transitional housing programs more quickly. With additional case management
support, transitional housing programs can accept moreenbaip residents

from emergency shelters. With more affordable housings @available to
homeless people, residents of transitional housing @nagican move into
permanent housing more quickly, as long as they have sugpystems for
success in place. This support can be delivered either &y aase manager or
by allowing the transitional housing program to fund tbhase managers to
follow up with the formerly homeless households thecet. Formerly homeless
clients may receive financial and other incentives totaa regular contact with
case managers.

Develop a community scorecard, or similar instrumenthat links service
providers to best practice standards of case management througimnual
reporting of actual outcomes by provider. In order to encourage and be
accountable for best practices in our community, ite@®mmended that the case
management committee establish best practice standartte ftase management
services and report results to the community on an anagal. bAs the funding
environment turns to results-oriented, performance-baséehsysit is essential
that the case management committee incorporates thisaagbpinto their work.

By tracking provider specific results, continuous qualitpiavement initiatives
can maintain and raise the overall service standakdsual reporting to the
community will raise the community’s awareness and, tthesr engagement with
this issue.

Create specialty case titles for Case Manager3.o ensure seamless services, it
is necessary to distinguish whether a “case manag&#dimed on best practices.

Also, for homeless services providers, it is necedsadistinguish whether a case
manager primarily serves the homeless for crisis SE3\0C permanency services.

Create Additional Tools and Resources for Case Managers

4.7)

Establish a four-month to two-year rental subsidy that Wl help employable
homeless people to move into permanent housing immediate®he rental
subsidy will be linked with intensive job search actestirelapse-tolerant
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4.8)

4.9)

4.10)

outpatient treatment (if necessary) and other casegaarent supports. In some
cases, the subsidy, or some part of it, will take dnenfof a loan, in order to
stretch scarce dollars further.

Create permanent supportive housing for formerly homelesor at-risk

youth. This program will provide case management and supportive esrvic
focused on employment and independent living skills. Eneices will be more
intensive and comprehensive than in most case manageméets. They will
offer supportive services designed to address issues facingamaitelivered
on-site in the housing. These will include money managgrhensehold
management, cooking and shopping, job training, educational supponseling
and other services.

Solicit additional private funding and in-kind donationsfor flexible use by
case managers for client moving costs, rents and deposits, kaent and

other expenses associated with moving into permanent housingdaather

goals of case management service planghey will be made available to clients
of approved nonprofit and faith-based agencies for anyhasexpedites
placement into permanent housing.

Agreements should be initiated with business reptatees to discount required
deposits. In addition, many items such as furniture andaaygplk are needed
when moving into permanent housing. Arrangements with aamtgngroups
and businesses can assist in supplying the furniture and eaquiipeeessary to
equip a home.

Donations from the public, community groups, and busineseesiacessful in
outfitting a new home. Warehouse space must be avaitaktere furniture,
appliances, equipment, etc. until claimed by the horaglesson moving into
housing.

Support case management with links to other specializedrvices, such as
money management, representative payee arrangements, credit oseling
and budgeting assistance, medication management, legal serviges,
development and placement, and other program$lonprofit, faith-based and
government agencies alike, from the Partnership for kspiChildren and
Adults to the Chattanooga Housing Authority, offer a ravigaupportive and
specialized services that promote household stabilityngraovariety of
populations. Some of these services may need to be expanaeet increased
demand.

Recommendation #5: Improve the effectiveness of outreach andgagement of
homeless people living in public spaces.

Most homeless people who reside in public spaces hawealrliness, substance abuse
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and other barriers to living independently in housing. Tieese rejected or have been
failed by the systems of care intended to assist therhelp members of this group get
off the streets and back into permanent housing, it idlyswecessary first for outreach
workers to reach out and engage them into trustingoektips. Outreach workers must
be willing to meet homeless individuals where they lind an terms in which the clients
have some control.

Outreach workers' success in engaging homeless individugilblic spaces depends on
two things: 1) having the time to build trust and continuitywheir clients; and 2) being
able to respond quickly to the needs identified by cligdiee the outreach worker can
prove that he or she will advocate for the clierdt ean produce results, the homeless
individual usually becomes more willing to cooperate withrer@mbitious goals, such as
entry into shelter, treatment and ultimately, permahensing.

Chattanooga has a handful of outreach workers working odiffefent programs who
are charged with engaging homeless people in public spacgstimeir dedication and
considerable skills, these outreach workers currentlg fittle to offer their clients that
will encourage and allow them to move toward treatmedtheusing. For example:

» There are few emergency shelter beds available toleesnpeople coming right
off the streets; none if the individual is mentallyathd unmedicated, or actively
abusing alcohol or drugs.

» Direct placement into permanent housing with supportivaces is similarly
unavailable.

» There are few places for homeless people to go duringathehere they can feel
safe and be engaged into conversation and service plans.

» Even compliant individuals can wait days or weeks betloeg can get a shelter
bed, and weeks or months for placement into a tranaltlmyusing program.

The delays caused by these issues regularly frustratsaohtefforts, as already reluctant
or skeptical clients change their minds about entergggritent or shelter while waiting
for program space to become available.

As a result, outreach workers are limited predomindntiyroviding food, clothing,
blankets and referrals to medical and, sometimes, pskicldate. This assistance
addresses real emergencies and allows outreach waskemgage homeless individuals
into therapeutic relationships. But with no shelter begstment slots or housing
immediately available, this assistance often dods fitbre than facilitate homeless
people's ability to continue living on the streets.

Outreach and engagement of homeless people living indboaiga’s public spaces can
be improved by reconfiguring existing outreach efforts imangegrated, client-centered
system that focuses on placing homeless people intoneatand housing. To be
successful, outreach activities must be seamlesslylitabed with case management, so
that homeless people are not handed off from one wtkaother and forced to endure
repeated assessments. By providing outreach workers ¥ath additional tools and
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housing options, they can become much more effectinealizing their original goal: to
reduce street homelessness.

Improving the effectiveness of outreach and engagemdneguire improved
coordination and training. More importantly, outreach wskeeed to have quick access
to shelters and housing in which they can place newlygetgaomeless people. Finally,
outreach workers need new tools that will expeditgotheement process. These three
strategies can be implemented through the followingmeeendations:

Coordinate Outreach

5.1) Redeploy and coordinate existing outreach staff to focus seach and case
management activities on helping homeless people living in Ipiic spaces
gain quick access to treatment, housing and employmenwhile additional
case management staff is desperately needed, these & ated for additional
outreach workers to meet current street outreach nedtisaittanooga (outreach
needs in other areas in the region will be studied) t® be effective, street
outreach must be backed up by a swift and seamless prtagedure, with
immediate access to crisis intervention services anchgyic evaluations.
Outreach workers will continue to provide crisis intemi@n services and carry
small caseloads (no more than five to ten clients pekev) of engaged clients
who are attempting to follow treatment and housing seplees. Outreach will
be closely coordinated with additional case managenuaffit sllowing outreach
workers to "hand off' engaged clients to case managerswilirovide ongoing
support.

5.2) Evaluate outreach staffs training and supervision needspurs of
employment and pay scales€nsure that outreach staff is familiar with all
available service and housing resources and applicatioosdanees. Train staff
on outreach techniques for engaging different homelgssigaons, including
runaway youth and people with substance abuse and meaital issues.

5.3) Coordinate outreach efforts with policeBuild on the successful HELP Il
(Homeless Educating Local Police) cross-training modwhag;h train police
officers on how to work with homeless people and providersvide police with
information on available resources so that they catemaferrals to appropriate
services and shelter. Outreach workers will work witlcedo ensure that
residents of disrupted encampments receive priority planes into shelter,
treatment or housing.

Improve Access to Shelter and Housing

5.4) Establish a drop-in center that provides a safe placerfhbomeless people to
go during the day.Outreach workers will have a place they can bring hesse
people to continue the engagement and placement procesdtdiiin center can
provide a base for case management services, counselingigbsy@valuation
and care, medication and money management, as welti@ational activities
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and other forums for engaging homeless people into senelousing.

5.5) Prioritize funding for security and additional socialservices staff to allow
two existing emergency shelters to accept unaccompanied hoesd single
adults directly from the streets.With these additional resources, two shelters
will be able to accept more readily individuals living irbpa spaces who are
engaged by outreach workers. The shelters will haveapacity to serve a
clientele with a wider variety of needs, including indivals with active
substance abuse and mental health issues. The sheit¢iseodce staff will
immediately assess new referrals, provide days or wdedtelter, then quickly
place them into appropriate transitional or permanentihgus

5.6) Develop a community collaborative approach and seek fedefanhding for
adequate services to homeless youth, including transitionaéspite and
independent living programs. A successful transitional living program that
provided shelter and flexible supportive services for horegtesaway and
“aging out” of foster care youth was closed in 2002 whéosttfederal funding to
other priorities. This program filled a critical gap #ovulnerable population by
providing a readily accessible safe haven for homgiegth. Additionally, the
state funds local services for youth “aging out of fostae” for only three
months and this is not enough to ensure self-sufficidgfugding will be sought
to create a transitional living program that will, ongaia, fill this need. A new
program will incorporate evidence-based practices idedtifiethe federal
Interagency Council on Homelessness and the Departhelgalth and Human
Services from a joint report on strategies to end ybathelessness.

5.7) Increase access to permanent housing for homeless pedplag in public
spaces.Through a new program begun in March 2004 and funded through the
federal Collaborative Grant to Help End Chronic Honsless, chronically
homeless people with disabilities had access to 50 pentnhoesing units
supported with intensive case management and wrap-arouncam@diychiatric
and social services. Additional permanent housing units stggpaith services
will need to be made available to this population to m&etré needs.

For more on Chattanooga's Collaborative Grant, see Appendix C.

Expedite Placements

5.8) Expand and expedite homeless people's access to pateici evaluations,
prescription medications and dentistry.Homeless people need better access to
psychiatric evaluations (including evaluations for substahcese), medication
(especially psychotropic drugs) and dental care. Some s¢ gexvices may be
supplemented with volunteer efforts and philanthropy. [Haygc services need
to be particularly responsive to outreach workers, caseagers and homeless
people living in public spaces.

5.9) Work with the Tennessee Department of Human Servicés expedite the
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entitlement applications of homeless people, especially tleolsving in public
spacesThis may include the creation of a temporary identifaragard or
computer ID file accessible through Service Point. @ibtgi TennCare medical
insurance quickly is especially important for homelesgpf@ewith disabilities.

5.10) Create a fund to help transient homeless people frooutside the Southeast
Tennessee region return to stable placements in their h@acommunities.
Outreach workers and case managers will have accessdt¢ofgppay
transportation costs for people who can prove they hasppropriate place in
transitional or permanent housing waiting for them.

Recommendation #6: Link homeless and formerly homeless peoptemainstream
services and resources.

Homelessness first became commonplace in the 198a8sdeetow-income people with
mental iliness were no longer able to get access taatieeand support they needed from
the mainstream mental health system that had formserlyed them. As the mental health
system was transformed from a system primarily basetsiitutions to one based in the
community, some former inpatients who needed additiomahcial and social services
support "fell through the cracks" and became homeless.

During the rush to respond to the new homeless crigdjdcally-strapped mental health
system (still struggling to learn how to deliver servicesh@axcommunity) ceded
responsibility to more responsive nonprofit organizatiassing new federal funding
streams created specifically for homeless people. $mthnner, an entire parallel system
of mental health, substance abuse, health care andymeait services targeted to
homeless people was created over the past twenty ydasssystem is effective at
answering homeless people's emergency needs, but iteffestiveness has allowed
mainstream systems to pull back even more from servinglesspeople. Today, people
become homeless because mainstream supports have disdm®hbecause they can
only gain access to the services they need in the bemsystem.

In the past few years, homeless shelter and serviéteray have begun attempting to
connect their clients back to the mainstream systeadgionally responsible for their
care. This transformation has been encouraged anddtedliby the federal government.
It is hoped that by doing so, the greater resources oh#estream systems of care can
once again serve and house homeless people (withastigh®a of operating separate
programs for "the homeless"), while the homeless sesystem can free up resources
for housing development and concentrate on serving tiestato-reach homeless
individuals.

The Chattanooga region has identified a number of maamstservices and funding

resources that can serve homeless people along withlothéhcome populations. To
be successful, those mainstream systems and resowrsebaradequately funded to
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absorb homeless people into their care. With statethanéderal government both
continuing to face fiscal problems, it will be a chadjerto transfer the care of homeless
people into mainstream systems. Federal and state fufadia§fordable housing and
substance abuse treatment are especially criticals@fioirt.

Homeless people will be linked to mainstream resourctgifollowing ways:

6.1)

6.2)

6.3)

6.4)

Use Workforce Investment Act (WIA) funding and prograns to train and
place homeless and formerly homeless people into employmeHbmeless
people will be supported by additional case managemehasthey can
participate in WIA-funded programs. Conversely, Workfdroeestment Act
programs will need to be more responsive to homelesdgieopeds. To help
facilitate the mainstreaming of homeless people into Yi#grams,
representatives of the homeless services communitgitviin the Hamilton
County Workforce Investment Board.

Create job opportunities for homeless and formerly homess individuals.
Programs for homeless people offer many entry-lexebjaportunities. Openings
in suitable employment positions within programs servingdiess people will
be made more accessible to them. In addition, smaihbss opportunities such
as a copy shop, delivery service, demolition and construeid other services
can also be piloted as supportive work environments to giveeirly homeless
people with no work histories a chance at employment.

Improve homeless people's access to transportation and dzgre. These are
two essential elements for a successful employmentrplde Yet they are often
barriers to people attempting to escape homelessnesspbrtation is
particularly crucial to improving access to services and stgpo addition to
overcoming the barriers to employment. Transportatiomiges access to
medical care, substance abuse and mental health tréa®neices, counseling
services, day care, job training and placement. Theesudt iis to move
homeless people into mainstream service systemsCithevill explore ways to
make these two systems more responsive to the needmefdss people.

Transfer to other federal funding streams some sutasce abuse, mental
health and other service programs for homeless people thate currently
funded with federal McKinney-Vento Homeless AssistancAct/Continuum

of Care homeless funds administered by HUDI he McKinney Act, the primary
federal funding stream for homeless services and housimgidpd $910,084
million to fund various homeless service and housing progiathe
Chattanooga region in 2006 for the local Continuum of Garmeled through
the Chattanooga Regional Homeless Coalition. Howewany of these
programs provide similar or identical services as progyzaitsfor by other
federal funding streams, including the Substance Abuse Boant, the
Community Services Block Grant and the Mental HeadttviSes Block Grant.
Identify the state and federal governments’ funding opporesraind use these
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6.5)

6.6)

6.7)

6.8)

other funding streams to pay for services, housing and pregoarhomeless
people, thereby freeing up McKinney funds for new priorgied initiatives.

Review the Chattanooga region's current array of inpatient andutpatient
substance abuse and mental health treatment services to examthe
adequacy of existing capacity, treatment modalities and afterca supports.
The Chattanooga region has some effective substanse ahd mental health
treatment programs. But capacity is limited and low-inedvmmeless and housed
people alike often wait weeks or months to be acceptedreatment. Medical
detoxification is not readily available. Homeless pea@péeparticularly
disadvantaged by the inability of outreach workers and rcasggers to place
them immediately into treatment. When homeless gean@ able to gain access
to treatment, many do not respond well to existing treatmedalities. A
comprehensive review of the substance abuse and meali&l tieatment system,
undertaken jointly by treatment providers and the prograats¢ly on them, will
help identify service gaps and strategies to address glapse

Expedite enrollment of homeless and formerly homeletamilies and
individuals into TennCare and food stampsin 2006, 90% of people receiving
medical services at the Homeless Health Care Cdimterot have health
insurance, even though 95 % had incomes equal to or belgpoteety rate. The
lack of TennCare coverage means that the County ancafegeernment pay
much of the costs associated with medical and psycharé Creating a process
that expedites TennCare, food stamps and other entitleapplications for
homeless and at-risk households will increase succgdatidments.

Develop a plan and implementation strategy to expand homedesnd
formerly homeless people's access to Veterans Administrati services At
present, homeless veterans have difficulty secunmglyi treatment and
assistance from the VA. Access to VA services isand for many veterans in
the Chattanooga region, as the nearest full-servicka&&thcare facility is
located in Murfreesboro. Providers serving homeless amsewill work with the
VA clinic in Chattanooga to identify and implement waysnake its services
more accessible to homeless people, especially substhnse treatment and
psychiatric services.

Improve homeless, at-risk and runaway youths’ access to fdgncounseling
and other supports.Helping to strengthen intra-family relationships is
particularly important as a homelessness preventratesfy. Efforts will be made
to link homeless youth to all services and supports availalileem.
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WhenCassie Reynoldsmiles, it just breaks your heart. At just four months old she’s
small for her age, but her grip is strong. The day after she was Sloenand her mother
Vivian were discharged from the hospital — to the streets. Withmgutoordination
between hospital social workers and case managers serving homelessipéople
community, Cassie, Vivian and her on-and-off boyfriend Kevin (Ca$aib&r) became
another tale of homeless hospital discharges who “fall through the cratkg family
spent the first days of Cassie’s life living under a tarp by ther riwith Cassie in a baby
carriage covered in plastic bags to keep her warm. This makeshity/ffound their way
to the Community Kitchen, where workers quickly prioritized tfoerbeds in the
Interfaith Homeless Network, a volunteer shelter program that rotadeneless families
between houses of worship in Chattanooga. But Cassie’s future is anythingurat se
Her father comes and goes. Sometimes he tries to work, otlesrharjust disappears for
awhile. When he returns, he’s broke and apparently nursing a hangover.

Her mother Vivian gets frustrated. She’s bored and angry hanging out at theKead
day. Developmentally disabled, she doesn’t have the skills she neakis tare of
Cassie on her own. She’s already proven that by losing five previodsechib foster
care or death. Vivian will often ask the staff to watch Caskikewhe goes outside to
chain smoke or visit other people. If Cassie is asleep, Vivian pfst leaves her in her
basket on the floor of the dining area.

Of course, Cassie should not have had to spend the first days of loer tife streets.
However, there was no medical justification for keeping her and hdrembbspitalized,
and the hospital social worker could not find a temporary placement wheredb&&l go
in the brief time they were at the hospital. The week the fapeigt homeless was
terrible and unnecessary, but perhaps inevitable: there are no beds iatatedi
available for homeless people discharged from acute hospitals who no longeerequir
hospitalization but still need support and some medical care. Moreoyanesent,
coordination between hospital social workers and case managers serving homeless
people is intermittent and inadequate.

Cassie starts life with a host of challenges in front of her, thonghwen’t face them
alone. The entire team of Interfaith Homeless volunteers, ComnKitahen case
managers and Homeless Health Care Center health professionals are lathgvor
together to look out for her. They will try their best to getarivand Kevin into the
transitional programs they need to develop a more stable household life &e OA%th
all of their help and support, and no small measure of good fortune, mayeitad of
Cassie will be the event that helps end her family’s cycle oflassmess
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C. Prevent Homelessness

While preventing homelessness can be very challenging, comniigs do have the
opportunity to address the need in a systematic and effeeg way. We recommend
that a lead agency be designated with the expertise to demglnew resources,
coordinate existing services and implement both short and Ignterm plans to meet
the needs of chronically homeless individuals as well as fdies currently in crisis or
potentially homeless.

Focusing on the prevention of homelessness presentsanalignges. Individuals may
be unaware they are at risk of losing their housing #et are dealing with multiple
issues that make finding permanent, safe housing prob&er@atthey may be discharged
from a system and have little or no resources and ttesgary skills

to move on to the next step of their lives. It istftese and many other reasons that
most localities for years have focused the majoritsheir resources on interventions that
help people only after they become homeless. But whelegnoting homelessness can be
very challenging, regions do have the opportunity to addresgergien in a systematic
and effective way. Preventing homelessness beftiapjpens can save public dollars as
well as lives.

Area Residents At Risk for Homelessness

According to the 2000 United States Census, 12.1% of Han@ounty residents, or
36,308 individuals, live below the poverty line. A total of1¥2 individuals in the nine
surrounding Southeast Tennessee counties, or 16.30%elox the line. In fact, a little
over 25% of the residents of Bledsoe County live belapthverty line. Almost all of
these impoverished individuals and families, in both tlhamand rural areas, are at risk
of homelessness.

Any life event or situation can tip these families ihtomelessness. Other populations at
particular risk include:

* Youth aging out of foster care

* The near elderly who may be unable to work but whanatejuite old enough to

receive either Social Security or Medicare

* Individuals with mental illness

* Individuals discharged from health care

* Those discharged from jail/prison

* Family violence victims

* Families who are just above the limit for TennCard&/ledicaid

» Families at risk of foreclosure/bankruptcy

* Those in danger of eviction

* People in substandard housing

» Those displaced by natural disasters

* Families whose residences are burned
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» Travelers who are passing through without resourcesmince

This is just a sampling of those at risk. For eachadnkese homelessness feeder
systems, there are different questions to ask; for shemne aire existing services that are
not being utilized. Some need help on an emergency basle, others need long term
care plans and/or treatment. Those who are honfeleti® first time present very
different opportunities and challenges than the long-termetiess. The solutions vary
as widely as the individuals involved.

In addition, recent events, as well as changes isdbrml services delivery systems,
affect the need for interventions to prevent hometssnThere have been massive
changes to TennCare in the last two years. Tenrie$smmilies First Waiver has
recently expired causing big changes as well; theraésvastatewide provider and
transportation services and training options have beeimalied. It has become harder
to apply for bankruptcy and many families on the margirfaimg crippling increases in
their Adjustable Rate Mortgages. There is no limthfactors, or combination of
events, that can cause homelessness. It is imptotaaie a lead agency appointed to
insure access.

There is value in asking the right questions to assuesado existing available services,
training for service providers, advocacy for system chatingeavoidance of the
duplication of services, and continually collecting theadeeeded to make informed
decisions to prevent homelessness of all kinds. Focosittige customer, not existing or
proposed service delivery systems, gives a communitylzefeer chance to prevent
homelessness.

While it makes good sense to stop homelessness befa@pieis whenever possible to
save money, save lives, and keep families intact,dvastices indicate that intervening
as early as possible increases the chances for thetdtsuccess of the interventions.
Interventions that concentrate on keeping at-risk fasidind individuals housed allow
social service delivery systems more chance for sticcess. Interventions with those
homeless for the first time can be particularly sgstid in preventing the establishment
of patterns than can lead to chronic long-term homedsssn

Long range care plans that allow for continuous housitly adequate appropriate
supportive services afford communities the best avenugdqgorevention of all kinds of
homelessness.

A business case needs to be developed that includeslzeoesit study, accurate data, an
audit of existing resources, a gap analysis of servieedeaeand a marketing plan. While
the long term implementation plan is being developedet agent needs to institute
short term interventions to meet the needs of faewibo are in crisis now. The lead
agent also needs to make a concerted effort to cultivatieadership and support that
can bring both expertise and resources to the tabeonmAnunity champion could
galvanize the region’s response to preventing homelesbpgssviding the visibility

and credibility needed to assure lasting change and stribectj\@ advocacy.
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Recommendation #7: Establish an organization or give the responsiity to an
existing organization for Blueprint implementation which will include promoting
prevention of homelessness and providing quick assistance tofilies and
individuals at risk of homelessness. This agency will béarged to identify at risk
individuals and families, coordinate service response, edate and train service
providers and advocate for the homeless. An Operations Coun@én assist agenc
personnel in program development and will stress early tervention, case
management, client responsibility, the sharing of best praittes and appropriate
use of data tracking software. The lead agent will be cust@nfocused and
responsible for beginning a redesign of the service deliwesystem. The regional
dialogue will be diverse and ongoing, considering all sources foinding to provide
services to the most vulnerable at-risk for homelessnessa customer focused way.

By providing access to information and services as eafpssible for at-risk families
and individuals whose housing situations are deterioragfgy® they suffer full-blown
housing emergencies, we can minimize both the disrugi®nexperience and the costs
of assisting them.

There are a number of opportunities for early identificadf households at risk for
homelessness. Before they become homeless, dteisleholds often turn for help to
religious congregations, United Way 2-1-1 emergency callfwvices, the County or

City Departments of Social Services, the Departmerturhan Services, the Department
of Children’s Services, the Workforce Development syste myriad of formal and
informal social service delivery systems.

It is imperative to identify groups of those at risk fonfelessness and who are homeless
for the first time. By identifying the critical pointghere individuals and families are at
risk more effective strategies can be developed to addeesls Most households facing
the immediate or eventual threat of homelessnesbeatentified and assisted at any
one of these junctures. An effective interventiat specifically address housing along
with other needs. Followed up with an appropriate levebhgé management support,
these early interventions can make the differencedssilbecoming homeless or staying
housed.

It is important to acknowledge that preventing homelesssigedifficult and there are no
pat answers. A region dedicated to preventing at riskicheils and families from
becoming homeless must commit to a continuing focusl@mtifying pressure points that
can vary due to multiple factors, both within and withiwet service delivery system.

The Service Point Homeless Management Informatiore8ysitill play a key role in the
prevention effort. Such a system will:

» track people’s movement through different systems i&f aad their use of
various forms of assistance, allowing better coordinaifcservices.
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» identify early predictors of homelessness and opporésnitir preventive
interventions.

» evaluate the effectiveness and cost-effectivenesdfefefit interventions.

» use shelter and service use data and information on last glaesidence to
identify neighborhoods, blocks and even buildings that aetyybroduce high
numbers of homeless people.

» design and enforce eligibility criteria and safeguardsisuee that interventions
target households in need of housing assistance.

e can serve as a common base for emergency preparedmessglin the
community.

» provide regular feedback to service delivery agencies ancbthenunity, both
aggregate and agency specific data.

The homelessness prevention system allows houselodtésidentified as at-risk of
homelessness soon after they first turn to whatnew be a network of community-
based supports available to them through public, nonprofitaatidifased resources.
Early identification and monitoring provides additionalégifor interventions and
improves the entire network’s ability to prevent and respdiedtesely to housing
emergencies. It also reduces the need for emergentgrsdned services.

Recommendation #8: Help at-risk households remain stably houséy providing
emergency assistance, maximizing their incomes and improviragcess to
supportive services. The lead agent will be responsiblerfassisting at-risk
households with emergency assistance, including brief cas@nagement and
ultimate entry into the case management system for long-terplanning.

Early identifications of at-risk households will redunmanelessness only if they are
quickly followed up with effective interventions to helgsie households stay housed. In
some cases, emergency interventions will need tollosvied up with ongoing case
management and supportive services, both to ensure contiocess to supports and to
ensure the participation of some households who maglipitefuse services.

Preventive interventions to help at-risk householdsanerstable will focus on three
assistance strategies:

8.1) Expand the availability of emergency assistance to prevemadncial and
personal emergencies from becoming destabililzing criseAt present,
households facing financial and personal emergencies edlirihed Way 2-1-1
emergency call-in service, turn to local congregatiaply for emergency
assistance from the Chattanooga or Hamilton County Depats of Social
Services. These already effective services will jgaved through the following
steps.

8.1.1) Strengthen linkages and offer cross-training betweetlifre emergency
assistance programs and service resources availabke ¢ortmunity,
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such as counseling, training in basic household maintershiitse
employment training and job search activities, treatniegél assistance,
child care, transportation and other services.

8.1.2) Increase the funding for and availability of emecgdimancial assistance,
using additional resources from government, private philapthand
faith-based communities.

8.1.3) Identify and eliminate barriers to at-risk househ@ldsess to services
and financial supports.

8.2) Reduce the gap between poor people’s rents and inconbgsexpediting
and expanding access to subsidies, entitlements and emplanh Many
families and individuals who apply for emergency finahassistance face an
ongoing imbalance between their housing costs and incomes.

8.3) Offer at-risk households ongoing case management and suppegtservices

to address the underlying causes of instabilityA one-time reliance on
emergency assistance can be enough to help some hbuis&holds successfully
stave off homelessness. But many at-risk householdsrhatitiple barriers to
stability and will require ongoing assistance to remtabls. Households that
make repeated requests for financial or social servitgtasse, or are otherwise
identified as being at-risk for homelessness, will bessd and linked to
supportive services and case managers specializing in rssme$s prevention.
These case managers will provide ongoing support to at-risseholds, helping
them to secure entitlements, employment and treatamehgain access to other
services that keep them stable in housing. Their effaltbe coordinated
through the entity designated as coordinating entity for@loeimplementation.

Recommendation #9: Prevent people from becoming homeless whéey leave
institutional care, such as jail, prison, shelter, hospélization, treatment, foster
care, by developing permanent housing plans prior to releasend establishing
clear responsibility in the community.

Low income individuals leaving institutional care facestgvated risk of homelessness.

Discharges to homelessness are very common fronmgrasad jails.

* Inmates committed to the Hamilton County Jail who sglerted as being

homeless during the period of July 1, 2006 through June 30, 2007 neahie!.

» Atotal of 83 persons were arrested on multiple occadiotialing 268 times.
* The remaining 286 commitments were one-time only arrests.
* Tracking these individuals we see that:

0 42 were released by their own recognizance.

o 81 made bond.

o0 163 releases were by suspended sentence.
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o A total of 189 were transferred to the Silverdale Workhdoise
confinement.

0 Seventeen were released by time served.

o0 Thirteen were still in custody at the end of the repgnbariod.

o Thirty six were transferred to other jurisdictions fozarceration or
deportation.

o Four were released to a community corrections program.

o0 Nine were released based on their cases being dismissed.

Of the actual 541 persons released:

* Two hundred twenty nine were transferred to another confinefaeility or into
a community corrections program.

* The 81 who made bond leads one to believe that theg Fadily member of
financial means to make the bond.

» The 42 released on their own recognizance spent on averagiys in custody
with 34 actually spending less than a day.

* There were 189 released upon returning from court (suspendets) time
served, cases dismissed). This final group of inmateageerll.5 days in
custody.

While it is possible to develop a transition plan bat¢k the community for those who

are in the system for a sufficient length of timas wery difficult to address the needs of
whose who stay in custody less than two or three.d@iie longer a person stays in
custody, the easier it is to reach by assessing, idewfiheeded resources, and
developing a reentry plan into the community. What igledas a screening mechanism
at the jail booking area to identify individuals (otherthhose self-reporting) as being
homeless or having the potential for homelessness.s@manager trained to assess this
screening instrument can then interview individuals detextnto be at risk of
homelessness to determine their needs and develop iidrapi&n.

In most instances discharged individuals’ housing needsaaradequately addressed in
their discharge plans, or they may be ready for digehar release before housing plans
can be made. In other cases, responsibility forubeessful implementation of
discharge plans has not been clearly assigned. Soesetavently discharged
individuals require more intensive case management suppartsimow available in
order to cooperate with and follow through on dischargesplaAny institution should be
required to notify the organization charged with the pregardgi homelessness of
persons ready for discharge for whom a housing plaotiavailable. This type of
information can be used for determining what type of ressuand how much are
needed to prevent this problem.

Efforts to prevent homelessness must also look begonanunity-based solutions to
systemic reform. Some system-wide policies promulgdtdueastate and federal levels
adversely affect the Chattanooga region’s ability to redmceend homelessness. This is
another example of the importance of the policy adegcole of the homeless lead
agency regardless of where it is located.
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To reduce the number of people who become homeless eging institutional care,
the following initiatives will be implemented:

9.1)

9.2)

9.3)

9.4)

Expedite entitlement applications for individuals leavig institutional care.
Project SOAR and other initiatives designed to expeditefiigporocess will be
expanded to meet the needs of discharged individuals edwto access
TennCare, Food Stamps and other entitlements salthegt experience gaps in
coverage that can cause medical, psychiatric or finbreses and homelessness.

Establish clear responsibility for implementing disharge plans in the
community. Often, institutions may develop a realistic discharga ffbr an
individual, but no community-based agency has been identdiedplement the
plan. Or there may be a gap of a few days beforechahiged individual is linked
to a community-based provider. In the critical days aftahdirge, such a gap
can be the difference between a successful housingmpéatt and homelessness.
To ensure that the transition from institutional dareommunity living is
successful, a referral system will be created soaltaise manager from a
community-based agency will be assigned to and will ioefetre or at discharge
any individual deemed at risk of homelessness. The lead fageBlueprint
implementation will be notified and charged with identiy what resources are
needed to prevent the discharge of individuals into hazseéss. An ongoing
committee of community-based service providers, staffathdyead agency, will
meet regularly to discuss future and past discharges and ienthr®apacity of
all institutions and community-based providers to respondetaelds of those
leaving institutional care.

Provide access to alternative level of care transitional & to provide a few
days or weeks of respite care to disabled and medically frandividuals
awaiting placement into permanent housing.A small but significant number of
disabled and medically frail individuals need 24-hour assistéor a few days or
weeks after discharge while they recover or await hgusiscement. Yet they
do not qualify for or require placement in skilled nursing d¢acdities, and
existing shelters and transitional housing resourcesatoffer this level of care.
It is necessary to provide access for this populationdd-s&rm transitional
respite care beds, either in existing transitional mgusr skilled nursing care
facilities.

Work with the criminal justice systemto

9.4.1) facilitate individuals’ reentry from incarceratimncommunity living.

9.4.2) avoid incarceration by developing and implementingrakdiversion as
well as post trial alternatives for persons with mettitedsses to be placed
in treatment and housing facilities in the community.

9.4.3) establish a screening mechanism at the jail bookindaamentify (other
than those self-reporting) as being homeless or havingateatial for
homelessness. A case manager needs to assess tmsgengechanism,
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9.5)

9.6)

9.7)

9.8)

interview these persons, determine their needs, andogesvdransition
plan.

9.4.4) Collaborate with government and private agencids\telop a temporary
identification card program which would enable recentlglthsged
individuals from local confinement facilities to have soform of official
identification to assist in accessing various commueispurces (i.e., bus
passes, accessing various benefits, library servicesoymgnt
opportunities, check cashing, etc.).

Develop a resource guide and map to provide to inmates ane of discharge.
This would include a variety of information on local resmsrand their location.
Information could include housing, employment, meals, substaibgse
assistance, transportation, clothing, health caretahbealth care, showers,
homeless children assistance. Distribute climate apptepiothing to be issued
at time of discharge for those whose clothing is inadedfoa the weather or
based on its wear and tear is unsuitable.

Institute a strong transition to adulthood program for youthleaving foster
care to ensure comprehensive support, education and housifay as long as
necessary to achieve independenc®articipation in foster care is a strong
predictor of future adult homelessness. According to KmisnG The State of the
Child in Tennessee 2006, only 54% of youth “aging out” of fosaee graduate
from high school, less than half have jobs within fpeears, 25% experience
homelessness, 30% have no health care and 60% of theayidgiven birth
within four years. Chattanooga will take a leadershipwatle the State
Department of Children’s Services to ensure that all ytaging out” of foster
care receive significant case management, employmaning and placement,
college scholarships and encouragement to attend collegédnsubsidies and
mentoring until they are capable of independent living.

Establish emergency temporary housing opportunities fondividuals and
families that leave institutional care between 6 p.m. and 8. and on
weekends.

Provide structure and funding for low income persons tragling through our
community who would otherwise be homelessThese persons must be on their
way to gainful employment or appropriate living situations.
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The Blueprint to End Homelessness in the Chattanooga Region64

Joe Boykinsis 60 years old and a hard worker. Fit and focused with no substance abuse
problems or mental iliness, he’s got a sunny outlook and is exceedingéy paspite all

of his positive attributes, however, Joe was homeless. Aftexa2® working at the same
factory as a training supervisor in forklifts and heavy machinery, héhlegob when the
factory closed. “I didn’t plan it that way. | just got laid off, arieete aren’t that many

people out there who want to hire a 60 year-old man.” Joe’s luck changed ctexdge

as the result of the most basic kind of service coordination: pre/itdéiing among each
other about challenging cases they couldn’t solve. While efforts to coorderaiees

usually focus on management, service coordination must also include thesnairke

every level of the system. Joe had been living in his car andnhgarétd jobs for almost

a year when he heard about a forum being held at the Chattanooga Community Kitchen,
where he often got his meals. As part of The Blueprint procasg, Blueprint Steering
Committee members were meeting with homeless people to discissie from a

frontline point of view. Joe impressed everyone there withrtal/ses of the problems
faced by homeless people in Chattanooga. Along with a number of the otheppat$ici

he was invited to a second public forum on homelessness, where he aiboteshkeen
observations about the issue.

After the second public forum, in which over 100 providers, government attatimis,
area residents and homeless people participated, some of the participaritadvinet
Joe inquired about how they might help him. “I just want a job,” he repiean, the
phone calls and emails were flying among providers, government folks and gmdunte
many of whom had never spoken with each other before, all looking tcageesition
for Joe might be found.

Within a week, a part-time opening at the Chattanooga Food Bank warehouse was
offered. Joe eagerly accepted. Three paychecks later, he wainmhiitknd, with a lead
provided by another forum participant, moved into a room with a weekly“rent.

really grateful for the help,” he says. “All | ask for is a chariceearn my keep.”

Certainly, Joe’s hardworking attitude and steady demeanor made it possilblienfto

get off the streets. But it would have taken much longer if it hadegit for the public

forum that had brought together Joe and the people who helped him. By meeting togethe
in one room, Joe and his case manager connected with a City employee, véhwispok

a few providers, who knew of a possible employer, who in turn trusteguthggment and
offered Joe a job.

And Joe wasn’t the only person helped that day: a homeless family wad plac
transitional housing as a result of the forum as well. In both cassishaving a forum in
which they could connect allowed case managers, providers, employerdarsitot
collaborate on a specific problem and solve it quickly. Even more impptt@nsuccess
of the placement established relationships among different agencies andsvibatewill
continue to help homeless people return to housing for years to come.
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D. Establish a Mechanism for Planning and Coordbinat

When homelessness first became widespread twenty-fars ggo, the Chattanooga
region’s faith-based organizations led emergency effongovide shelter and feed
indigent families and individuals. City government responddti¢ crisis by developing
and subsidizing affordable housing for low-income houselartasng other efforts.
Hamilton County established the Chattanooga HomelessiHeate Center and funded
other critical interventions. Various nonprofit organiaai from around Southeast
Tennessee used private funds to leverage state and fed&ed tioprovide services and
housing to homeless people with special needs.

These disparate efforts have grown over the yearayMave become effective
programs. As new needs were recognized, new serviceslexe®ped to answer them.
The Chattanooga Area Food Bank, homeless servicestdstreet, Chattanooga Cares’
health clinic and The Home Place, a transitional mguprogram for people living with
AIDS, as well as the AIM Center’s clubhouse and suppwhivusing programs are just
some of the many successful examples of mature, commmigheservice programs
providing an array of supports to Chattanooga’s homelesiskaand formerly homeless
residents.

Today, however, Chattanooga’s homeless services comnfaods a host of challenges.
Many efforts operate in isolation of one another. &@mograms or services have
expanded their scope so that they now duplicate othemgxmtograms. Other programs
would benefit from linkages to complementary providers bue tittle interaction with
them. Many frontline case managers are unaware of se@ekresources that could
help their clients. Some providers developing programsadvoerefit from the expertise
of others who have faced the same challenges previdudijic and private funding
organizations often have difficulty evaluating the perfance and mission of many of
the programs they fund.

Creating a Coordinated System

The next stage in the evolution of Chattanooga’s regptineomelessness will require
better coordination and more responsive managemerntarfiprehensive systeoi
services to at-risk, homeless and formerly homelesgl@eGovernment, nonprofit and
faith-based agencies and organizations need a forum in wWiggltan share ideas,
coordinate efforts and plan for the future togetherasitad, but diverse, body.

Advances in information technology comprise a key paédfforts to coordinate and
manage the homeless service and housing system. As deatech$ty the information in
Section lll, “Homelessness Today,” the Chattanooga negieady has a strong
homeless management information system in place.sybiem is considerably more
advanced than in most localities of similar size.
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Moving forward, this capacity must be further expanded toegattitical information
about how homeless people use the region’s systemerfjency shelters, transitional
housing and permanent housing. By more closely examinirigishee patterns, lengths
of stay and client profiles, we will be able to idepaind direct people to under-utilized
shelter beds and programs. By matching data from the hasegce system with data
from the corrections, mental health, welfare andtheare systems, we can identify the
system junctures where people become homeless and gl@adiltes and reforms to
minimize these occurrences. By tracking housed people’sfusmergency assistance
programs, we can identify households facing an immedsitef homelessness more
accurately and earliéf.

The increased reliance on data to guide system improvsmeguires an increased
emphasis on quantity and quality of data. Coordination df anceffort is critical to
building the network of data systems needed to guide decmiwhallocate community
resources.

Attracting New Resources

The process of developing the origidlieprint helped expand the region’s capacity for
attracting the funding necessary to end chronic homedsssn the Chattanooga region.
Early meetings during the originBlueprintplanning process led a number of area
providers to develop a successful joint proposal that wa®bonly thirteen projects
funded nationwide under the competitive federal Collaberarant to Help End

Chronic Homelessneg8.

Another result of area cooperation among service provisiéng Serial Inebriate Grant.
This grant, awarded in 2005, provides assistance to 100 chrommoatkyless individuals
with alcohol dependency issues. The grant involved agratiip between several service
providers in the Chattanooga region (including outlying counties)

By working together, all of the Chattanooga region’s progi@ed administrators will
become stronger and more effective. They will contioueperate independently, each
with its own distinct organizational culture and missiBut they will have mechanisms
that will allow them to collaborate with each othesrenreadily, respond more
seamlessly to new demands and to share information,tisep@nd resources more
quickly and responsively. The resulting network of serviceshousing will answer
public and private funding sources’ concerns about programrpehce and
accountability, and position Chattanooga to pursue and daalditional resources.

77 All data matching and research activities must be strdctareomply with all regulations and protocols
protecting client confidentiality and privacy.
78 For more information on the Collaborative Grant, see AgigeC.
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Recommendation #10: Establish thélomeless Blueprint Oversight Committee

The revisedlueprintproposes a new mechanism, H@meless Blueprint Oversight
Committee (HBOCY)o improve coordination of community efforts and enhance
homeless service planning and implementation. The mamgt@and coordination
strategies of best-practice organizations and the feaweshbency Council on
Homelessness will provide input to help guide HOC effort.

Homeless Blueprint Oversight Committee (HBOC)

The mission of HBOC is to ensure that the Blueprimnglemented (in a timely
manner), progress is monitored and efforts are leveragedxonize funding for ending
homelessness in the Chattanooga region.

The strategy for accomplishing the above mission inwikieHBOC taking lead
responsibility in performing or ensuring performance offttiewing tasks:

10.1) monitoring progress of Blueprint implementation and adhegnce to
policies/standards as specified in the Blueprint.

10.2) increasing the number of service provider agencies ciied by the Homeless
Coalition as adopting and implementing best practices.

10.3) providing a forum for increasing collaboration between for-pofit,
governmental, nonprofit and faith-based agencies to support inipmentation
of the Blueprint.

10.4) promoting public awareness of progress on the Bluepriminplementation.

Performing the above tasks will require a high degremldboration with networks and
coalitions in disciplines such as; social servicealthegovernment, business, education,
and faith-based organizations.

Examples of initial collaboration include:

- working with the Chattanooga Regional Homeless Goalib improve data
quality of its ServicePoint Homeless Management InfolonaBystem, a major
data source for monitoring Blueprint progress.

- working with community-oriented organizations (correcél facilities, medical
facilities, etc.) to collect data that supplementsHbeneless Management
Information System data.

- monitoring compliance to certification standards dtgwed by the Chattanooga
Regional Homeless Coalition.

HBOCwill be a collaborative body and will promote effottsit implement (or are
consistent with) the BlueprintHBOC will include representatives from the following
stakeholder groups:

» Homeless/formerly homeless member of community.
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- Someone who has experienced homelessness and witling to give feedback to
HBOC and participate il BOC meetings.
* Representative appointed by Chattanooga City Mayor.
* Representative appointed by Hamilton County Mayor.
* Representative appointed by the Chattanooga Regional Essn€balition.
* Regional representative to be jointly appointed by thengogovernments of Tennessee
counties near Hamilton County. SETHRA, an organizatiith representation from
each rural county, is an example of one organizatianhabuld fill this role.
» Education
- A representative from an educational institution watsearch, data analysis, and
process evaluation experience.
* Social services
- A representative from a social service agencyishatowledgeable about effective
collaboration and that provides direct servicegdople who are homeless.
* Faith-Based Organizations
- A representative from a faith-based organizatian pinovides direct services to
people who are homeless.
» Health Care
- A representative from a major health care prowdss has experience and
knowledge related to emergency health care of hespleople.
» Workforce Development
- A representative from a business that interagtsworkforce development
organizations to develop skills necessary to obta&intain and advance in
employment.
» Law Enforcement
- A representative from either Chattanooga Citydeadir Hamilton County Sheriff
Department who has experience supervising otheeodfend working with people
who are homeless.
» Business community
- A representative who is from the general busigessmunity and can provide a
business management perspective.

Five members of HBOC would form the Operations Countieé Dperations Council
would represent the five Spheres of Activity referredisevehere in the Blueprint and
would fully develop the implementation plan and be diygavolved with putting it into
operation. (See Operations Council detail below).

It is critical that Operations Council members eittegaresent organizations actually
implementing Blueprint tasks or are in regular comatit organizations actually
performing Blueprint tasks. Therefore, the above lisepfesentatives may need to be
supplemented by a few additional members to ensure propeosdion of the
Operations Council. HBOC will be most agile andaadint if it contains no more than
seventeen members (including Operations Council represesjat

In addition to the above list of representativestdhveill be a Chairperson of HBOC.
There are future plans to look at funding an HBOC ExeeuDivector position. The
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Executive Director position would be a full-time, fundedaigion and HBOC would be a
501¢(3) organization.

Duties of the Chairperson position are to:
- CallHBOC meetings.
- Set agenda for meetings.
- Ensure that meeting minutes are kept.
- FacilitateHBOC meetings.
- GuideHBOCIn setting goals and objectives.

Quialifications for the Chairperson position are:
- Extensive knowledge of (and vested interest in) tlhe@int.
- Senior level administration experience working vatBoard of Directors.
- Ability to see that clerical/administrative dutiee @roperly performed.
- Positive working relationship with City and County governtrend with
community organizations.
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Implementation Guidelines f¢t#BOC

The Operations Council would consist of five members (@amber from each of the
five Implementation “Spheres of Activity” listed below)

Prevention
- Lead organization or committee for implementing thee¥fntion” recommendations.

Services
- Lead organization or committee for implementing thevies” recommendations.

Housing
- Lead organization or committee for implementing thesing” recommendations.

Community Reintegration
- Lead organization or committee for implementing therff@anity Reintegration”
recommendations.

Systems & Performance

- Lead organization or committee to facilitate dataembibn and preparation of
evaluation reports for HBOC.

Terms of Membership:

Members of HBOC will serve one three-year term. &foge, one third of the
membership will rotate off every year.

A representative’s membership BBOC can be terminated prior to the end of his/her
term with a vote of at least two thirds of tHBOC membership.

Special Membership Terms:

- Three members of the inititllBBOC Board will have a one-year term. Another
four members of the initidiBOC Board will have a two-year term. The
remaining initiaHBOC members and all succeeding members will have three-
year terms._NoteSelection of term length for initial members will ivade at
first HBOC meeting.

- Interim replacements — If alBOC member vacates their position before the end
of his/her term then the remaining membersIBOC will select a replacement to
complete the term. Person filling the interim menesition is eligible to serve
an additional full term provided the total serving timeRBOC does not exceed
four years.

HBOC may, at its discretion, call together ad hoc taskd@mommittees to address
specific issues.
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The HBOC will have an advisory role on how certain CountytyCiederal and private
funds are spent on homelessness. Such advisory povildss Viinited to assessing the
degree to which programs and policies are consistent atBlueprint. Such an
assessment includes a review of the Continuum of Qguiecation.

An annual review of progress on Blueprint implementatdhbe performed byHBOC.
Interim reports will also be produced at a frequency detexarnoyHBOC after
consideration of current progress and stage of impleatientplan.

The Blueprint document will be reviewed annually and updateé@sssary to keep it
relevant to current conditions and needs of the Chadtganregion.

HBOCwill develop procedures for:
* monitoring progress of Blueprint implementation and adherémpolicies/standards as
specified in the Blueprint.
* increasing the number of service provider agencies cdrbffethe Homeless Coalition
as adopting and implementing best practices.
* providing forums for increasing collaboration between fafiprgovernmental,
nonprofit and faith-based agencies to support implertientaf the Blueprint.
» promoting public awareness of progress on the Bluepriniemmghtation.
» guidingHBOC review of Chattanooga Regional Homeless Coalition seqwiovider
certification process.
* newHBOC Board Member Orientation.
» addressing data collection and data quality issues such as:
- Specifying data needs and consistent definition of keyser
- Identifying sources of data (current and desired);
- Evaluating quality of data.

The Planning/Coordinating Committee will recommend origitBOC board members.

However, the Blueprint Task Force Steering Committéehave final approval of
HBOC original membership.
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E. Community Reintegration

The four spheres of activity above are supplemented htiGattask that extends well
beyond the traditional system of services: Reintegraifqpeople who are/were homeless
into the broader community.

What often makes the difference between homelessmestable housing for someone
experiencing personal or economic challenges is a pgsibwial network. Such a
network goes beyond any clinical network of support and helipd the relationships
needed to fully connect a homeless/formerly persahadoroader community. The
opportunity for such connections is a vital step in r@sjoa sense of citizenship. The
essence of community reintegration has been achievgetdgrle who are/were homeless
when each person feels welcome to be a part of (amdlmator to) the community and

to participate (or not participate) as they desire.

The goal of community reintegration is made all the nabifecult when the degree to
which the person has become disaffiliated from soasetpnsidered. Mental illness,
substance abuse, and personality characteristics offact their history of relationships
with the rest of society, and many experiencing homeésssbear deep seated problems
of self esteem, isolation and abilities to relate t@isth

The reintegration process can be said to begin withsopakdecision by a homeless
individual or family that their present circumstances o longer acceptable, and a new
path needs to be forged. The decision may be a padistharge plan from mental
health facility or hospital. It may be a caseworkevised personal development plan
begun as part of a jobs program or shelter experientenaly occur in the middle of the
night in a jail cell. In any case, it is criticabttthe process begin immediately or as soon
as possible following a decision, in order to have thé dience of success.

A formerly homeless person or family may be consideteccessfully reintegrated, or
making progress to reintegration, when they are:

- living in a safe place.

- reestablishing contact with broken ties.

- medical or treatment programs are ongoing.

- employment or satisfying activity allows them to giaekto the community.

- self-esteem is reestablished.

- they have the means to maintain their housing situatio

- support services are in place.

Community reintegration services that promote recofferypeople with mental illness
who have been incarcerated]:

- services that provide customized services.

- comprehensive, co-located services (“one-stop” fad)itie

- services available during convenient hours

- supported housing that does not discriminate against mentidl beasumers ¢
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persons with experience in the criminal justice system

- aliving wage, businesses owned and operated by formedeffe and
consumers, and employment commensurate with indivaliblties and/or
limitations.

Policy recommendations:

- Address fragmentation in mental health service sysigor example, by creating
one-stop service centers that engage in outreach and-igtin

- Circumvent criminal history as a barrier to employneamd assist rehabilitation
by expunging and sealing records and by providing certificdteshabilitation.

- Take a holistic approach to housing and employment.

- Develop outcome measures to improve accountability afrpros.

- Create one-stop transition centers.

- Create links among the criminal justice system, ti@thll service providers, ang
peer-run programs in the communities.

- Provide the services of job coaches, retraining edtg;diasiness mentors, and
consumer-run employment agencies.

- Constitute transition teams whose members undefstaitiple community
systems.

- Establish technical assistance centers to guide profiedsiand consumers on
issues at the intersection of the mental health andr@l justice fields.

- Train transition teams to address access to housigtance use and mental
health treatment, and employment.

- ldentify and create evidence-based practices and promisiogges.

Source: “Building Bridges — Consumers and Representatives ofehtaMHealth and Criminal Justice
Systems in Dialogue”, U.S. Department of Health and Humariceéen2005

Community reintegration recommendations focus on foumifbable barriers to a
homeless/formerly homeless person fully re-conngdtinthe community; Linking to
Case Management/Follow-up, Support Services, Housing, and ¥angrhb.

Recommendation #11: Develop a central intake point to start therpcess of
linking a homeless/formerly homeless person to the case managmt and other
assistance and follow-up support they need to become mordfsuifficient.

Case Management Committed case management can mean the differeteedn
successful reintegration or failure and a return to hesseess. Caseworkers attentive
to the needs of their caseload can head off problersebifey happen. Caseworkers
currently are often tied to programs guidelines, unableltmifdhe individual once he or
she leaves that program. Caseloads are overwhelmswypport service is not funded
once the client moves into housing. Funding for the nurmbeaseworkers needed is
nowhere near adequate.

11.1) Develop a central intake point, accessible at all hours @fery day, to access
immediate needs and start a person on their way to housing.
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11.2) Developing a model for casework, using the resources bétHuman Services
Department at the University of Tennessee at Chattanooga, andhetr models
which focuses on the short, mid, and long-term needs pdiau to the various
segments of the homeless population.

11.3) Utilize more volunteers, particularly faith-based group, to assist
caseworkers in follow-up and support, problem solve, and enarage newly
housed persons. Access Americorp volunteers.

11.4) Develop improved follow-up systems, able to trace housinapements
through the first year of housing and prevent dropping throughthe cracks.

11.5) Increased use of Service Point or other data based infornat tools.

Recommendation #12: Make mainstream resources (food stamps, S8ic.), health
services, day care services, case management services andrgegersonal
identification documents more accessible by either convemielocation or available
transportation.

Support Services. Where support services are included in care plans, ithare
noticeable difference in success rates. Without supfmrday care, emergency
assistance, transportation, etc., it is all too ¢asgturn to homelessness.

12.1) Expanding assistance and convenience to food stamp applioatiother
documentation, driver’s license or other picture ID, e.gfood stamp
application at satellite locations, social security services alN Career Center.

12.2) Close contact by case managers or volunteers re medica¢dg,
prescriptions, and transportation to appointments to maintan and improve
health.

12.3) Accessing assistance in areas of startup deposits, fdodyiture, utility and
rental assistance.

12.4) Better communication between service providers as to seres provided,
overlaps, gaps and coordination through the Chattanooga Regional Homeless
Coalition to provide a seamless system.

Recommendation #13: Provide assistance in re-establishing a home.

Housing. In Tennessee’s Third District there is a deficit of 7,48drdable rental
housing units to serve 29,447 extremely low income and weryricome families.
Convenience to public transportation, work sites, mediaead and schools, or
inaccessibility to persons with disabilities further gdicate the issue.

Even when housing preferences for the homeless arada,phcome for startup utilities,

supplies, furnishings, transportation, is difficult to comye Casework can help to
navigate the rigors of reestablishing a home.
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13.1) A centralized point of contact for housing resources witaccess to all
available housing units and connections to casework charged Wwitmentoring
through the reintegration process, following along for 6 monthso 1 year.
Continue to expand web-based housing inventory programs, e.tHousing
Within Reach” and “My Community Rents”.

13.2) Coordination and collaboration of organizations providing immediate
supports, e.g. furniture, financial assistance for rentahnd utility deposits.
Database of organizations who maintain a furniture and household gosd
bank, e.g. First Centenary UMC.

13.3) Apply Habitat principles of “sweat equity” to earn housingcredit.

13.4) Continuous and early planning for the Continuum of Care granto provide
the most creative and broad housing programs, with concentratioon the
bottom line number of new units to come on line.

Recommendation #14: Connect homeless/formerly homeless peof@eommunity
services/education that help them obtain, maintain and advanae employment to
their fullest potential.

Employment. Too often-homeless individuals do not possess the latidt seeded to
make them employable, and many possess language barr@rsportation to work,
particularly for second and third shifts, is unavailabllsmarse. Clients do not possess
the documentation, e.g. driver’s license, birth certiic&ocial Security card, required
by employers. Once employed, they often cannot omeecor maneuver around
problems such as day care, family responsibilities, andtpality.

14.1) Expanded use of TN Career Center to obtain documentatipskills training
and employment counseling.

14.2) Inclusion of employment preparation in discharge plannig and care plans.

14.3) Emphasis on soft skill training in programs funded throgh the Continuum
of Care and elsewhere.

14.4) Job coaching to smooth over workplace problems.

The Community Reintegration Committee listened to enams stories of efforts of
individuals and families to reintegrate into the communithere supports are in place,
and case management is ongoing, success has a farchatiee. When it is not, failure
is almost predictable. Over and over again, the comenigturned to the glaring fact
that rarely is there one point that can get a pestanted on the reintegration process and
take them all the way through to a happy ending.

We strongly recommend more coordination, and more aodgsr case management.

The cost will be significant, but the cost of not depéng a workable system will
continue to drain public and private resources even mordisanly.
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For a person trying to make a new start, the communityeaa forbidding place. Many
people can be generally unaccepting of differences, ankdeseelessness as a personal
weakness and of no concern to them. Chattanooga is Koowallaborations for
economic development and revitalizations. Our achiewsrae celebrated and
legendary. Revitalizing human beings is a much more dliffchallenge. Our efforts
are disjointed, under-funded, and sporadic. Is it posaiblean apply our formula for
success with places to our work with people?
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IX. Conclusion

As described irsection lllof this report,'Homelessness Todayhomelessness in the
United States is the result of a number of nationeibseconomic trends. Ending
homelessness will require not only the sustained lelaigpen$ the federal government,
but also an expansion in the federal government’s investmeaiffordable housing,
substance abuse treatment and community-based supportivesdoviow-income
families and individuals. Without an ongoing federal cotmmant to solving the problem,
localities attempting to reduce homelessness will héke $uccess.

However, with the full partnership and support of the fedgovernment, local
governments can do much to improve the effectivenesswéseystems serving
homeless people. More than most localities, the @hatiga region is well-positioned to
make significant and lasting improvements to its alregfthctive network of services
and housing for homeless people.

By implementing the programs and improvements enumenataéégs document, the
Chattanooga region can prevent homelessness befopp#iig provide comprehensive
case management and offer homeless people accesstortheinity-based resources
they need. Most important, this document shows howt@mabga can also expand the
availability of permanent housing through subsidies, preservand new development.
The Blueprint to End Homelessness in the Chattanooga Risgisst the first step in a
long-term process of system transformation. Suchnsftvemation will take time. It will
require identifying and attracting new resources and resiiarsome existing ones. By
working together, groups will provide assertive leadershighensisue of reducing
homelessness. By fully implementifige Blueprinplan, we will end homelessness in
the Chattanooga region.
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APPENDIX Al

The Original (2004) Blueprint Steering Committee

Jim Schmidt (Co-Chair)

Executive Director

Chattanooga Regional Homeless
Coalition

David Eichenthal (Co-Chair)

City Finance Officer/Director, Office of
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City of Chattanooga

Judi Byrd

Director of Social Services
Hamilton County

Phyllis Casavant

Director, Area Agency on Aging &
Disability

SE Tennessee Development District
Eva Dillard

President
The United Way of Greater Chattanooga

Ron Fender

Homeless Advocate
Chattanooga Church
Ministries/Community Kitchen

John Hayes

Deputy Director, Planning and Program
Development
Chattanooga Housing Authority

Anne Henniss

Chairperson
Chattanooga Housing Authority

Linda Katzman

Health Programs Supervisor,
Homeless Health Care Center
Hamilton County Dept. of Health

Jerry Konohia
President
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Chattanooga Neighborhood Enterprise

Earl Medley

Executive Director
Fortwood Mental Health Center

Mary Simons

Regional Housing Facilitator, Creating
Homes Initiative

Tennessee Dept. of Mental Health &
Developmental Disabilities/AIM Center

Rayburn Traughber

Administrator, Department of
Community Development Services
City of Chattanooga

Bernadine Turner

Administrator of Human Services
City of Chattanooga

Staff Support and Other Participants

Janna Jahn Blueprint Coordinat@ity of Chattanooga
Marilyn Forsythe Administrative Suppofity of Chattanooga
Mo Mullen Research Analys€ity of Chattanooga

Karen McReynolds Director of Planning, Chattanooga Regldoaleless Coalition
Stacy Jones Research Analyst, Chattanooga RegionaglelesrCoalition
Shakir Rashed Sr. Vice President of Corporate Aff@ihgttanooga

Neighborhood Enterprise

Angie Hatcher Sledge V. P., Impact ServicEse United Way of Greater Chattanooga/

Center for Nonprofits
Ted Houghton Consultant
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APPENDIX A2

The 2007 Blueprint Revision Committee

Committee Issue: Housin

g

Name

Title

Organization

John Hayes

Director, Building Stable Lives

United Way

James Sherrill

President, Local AIA Chapter

Ameribrgstitute of Architects

Donna Maddox

Director

Johnson Mental Health Center

Julianne Crow

Chattanooga Regional Homeless
Coalition Board Chair

Chattanooga Regional Homeless
Coalition / READ

John Atherton

Habitat for Humanity

Bob Dull

Executive Director

Chattanooga Housing Authority

Dianne White

Housing Rehab / CDBG

Mary Ellen Galloway

Executive Director

Interfaith HonsdeNetwork

Susan Greene

Regional Housing Facilitator,
CHI Initiative

AIM Center

Committee Issue: Service

2S

Name Title Organization
Wayne Owens SETHRA

Hamilton County Homeless Healthc:
Karen Guinn Director Center

are

Charlie Hughes

Executive Director

Chattanooga Communithi€n

Sandra Hollett

Executive Director

Adults

Partnership for Families, Children ar

Maj. Jim Lawrence

Salvation Army
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Lou Garcia

Tennessee Department of Human

Susan Kirk Services
Bill Staley UTC / SGA President
Erin Creal Executive Director Chattanooga Room in the Inn

Committee Issue:
Prevention

Name

Title

Organization

Phyllis Casavant

Deputy Director

Southeast Developmésttict

Pete Cooper

President

Community Foundation

Earl Medley

Executive Director

Fort Wood

Bernadine Turner

Administrator

City of Chattanooga Humani&=s

Jim Hart

Hamilton County Sheriff's Departmg

ent

Britt Tabor

Chief Financial Officer

Erlanger

Lee Ann Burke

Principal

Brown Academy Elementary School
Principal

Mike Feely

Executive Director

St. Andrews Center

Howard Roddy

Memorial Hospital

Captain Tracy Arnold Captain Chattanooga Police Department
Committee Issue:

Planning & Coordination

Name Title Organization

Karen McReynolds

Executive Director

Chattanooga Regional Homeless

Coalition

Final 2007 Revision

Page 102

Blueprint_Rev020608b



Chattanooga Community Resource

John Dorris Project Consultant Center
Manny Rico Councilman City of Chattanooga City Council
Eva Dillard Executive Director United Way of Greater Ghadoga

Charlotte Boatwright

President

The Coalition Against Domestic &
Community Violence of Greater
Chattanooga

Dr. Roger Thompson

University of Tennessee at

Professor, Criminology DepartmenChattanooga

Ralph Anderson

Professor, Department of Political
Science/Public Administration & Nor
Profit Management

niversity of Tennessee at
Chattanooga

Merri-Mai Williamson President Application Researchéls;
Committee Issue:

Reintegration

Name Title Organization

Clare Sawyer Executive Director Chattanooga Area Foodk Ba
Ron Fender Outreach Case Manager Community Kitchen
Gary Thornton Disability Program Navigator Tennessae&aenter
Moses Freeman Resident M.L. King Neighborhood
Barry Kidwell Pastor Preacher

Gina Turley AIM Center

Kay Andrews Chamber of Commerce

Jamie Bergman

Vice President - Impact Services

Unitay

Lieutenant Tom Kennedy

Chattanooga Police Department
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APPENDIX B

What is Supportive Housin§®?

“Supportive housing” is a general term for programs thatlgne affordable housing
with on-site or visiting supportive services intended to tatants with barriers to
independent living stay stable and housed. Supportive housing lcassiudy ended
homelessness for tens of thousands of very low-iecpeople with chronic health
conditions across the country.

Combining Affordable Housing and Comprehensive Services

Supportive housing offers decent, safe and affordable howusinthined with on-site or
visiting social services that encourage residents’ indeperdprrsonal growth, active
lives and employment. Supportive housing residents tygioadide in their own
apartments and are provided only with the services thel/toegevelop and maintain
independent living. These may include counseling, money managemeztication
management, employment training, socialization, inswadti skills of daily living and
referrals to other more specialized services like medaad, mental health services and
substance abuse treatment.

Supportive housing residences house people with a wide canmgEmes and service
needs, including people who were homeless, or have didabilities, as well as many
who are employed in low-wage jobs. The mix of a widegeaof residents helps
supportive housing blend in with the rest of the commuBitypportive housing residents
are tenants. They sign leases, pay rent and enjoathe gride in their homes as their
neighbors. Some may eventually choose to move on te mdependent living.

Strengthening Communities

Supportive housing looks like the housing around it. Apartiemetéocated in new or
rehabilitated buildings that fit in with their neighbodds. Supportive housing does not
look institutional: it can be a renovated YMCA offerifugnished single room occupancy
apartments; or a multi-family building where tenanthwlisabilities live alongside
working families and individuals with low incomes; océn be scattered apartments or
duplex housing located throughout a neighborhood served lbngisocial services

staff.

Supportive Housing Helps End Chronic Homelessness
Supportive housing helps end chronic homelessness by:

» Creating stability: Unlike other modes of care, residents are not requirect@ imn
to other settings as soon as they achieve some meastabibfy.

» Fostering self-sufficiency:Supportive services — including mental health care, job
training, on-site work opportunities, counseling, educatmhlzasic life skill

79 This description of supportive housing is adapted from rmit@ublished by the Connecticut Corporation for
Supportive Housing.
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development — are designed to help tenants help themselderinimize long-term
dependency on government safety nets.

» Facilitating employment: Support staff help tenants who are able to work make
connections to vocational training and adult educatiom, hiedp them to secure and
retain appropriate jobs.

* Minimizing the need for emergency health careTenants are linked to primary
health care providers and assisted with maintaining goaithh€onstant interactions
with on-site staff allow for early detection of deteated health, relapses and other
health conditions. Supportive housing has been proven toagedenants’
emergency room visits, inpatient hospital days,, substabase relapses and
incarcerations.

* Rebuilding social supports:By fostering tenant interaction, tenant associatan
peer support groups, supportive housing helps tenants rebuildubport networks
of family and friends.

* Integrating tenants into the community: Because supportive housing serves tenants
with a mix of incomes and needs, and because it loké&sHe surrounding buildings,
tenants with special needs do not experience the sagswriated with most
institutional care.

Supportive Housing is Cost-Effective

As the University of Pennsylvania study demonstrated, suppodiv&rty’s stability and
focus on prevention sharply reduce tenants’ dependenocgensve emergency
servicesOther studies confirm these findings and demonstrate thelmhefits of
supportive housing:

* In San Francisco, formerly homeless tenants of stippdrousing had reduced both
emergency room visits and the number of days spent inempaiare by more than
half.

* In Connecticut, formerly homeless tenants of supportesimg had reduced their
use of Medicaid-reimbursed inpatient medical care by 7186 afoving into
supportive apartments.

* Also in Connecticut, a recent evaluation of thatessaSupportive Housing
Demonstration Program found that supportive housing strengtiocal economies:

* The surrounding neighborhoods of eight out of nine suppdrbwsing residences
already developed in Connecticut saw their property va@oegp by more than 30%
after the residences were built.

* The overwhelming majority of neighbors and neighboringri@ss owners said the
neighborhoods looked better or much better than befersupportive housing
projects were completetllot onerespondent said the residences had any negative
impacts on neighborhood appearance.

» The study also found that the supportive housing’s totalaoa and fiscal benefit
to the State and local communities was over $72 miliigti, an annual benefit of
$2.9 million per year, in the form of jobs, taxes, cacts for services and other
related economic activity.
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* In all, the Connecticut Supportive Housing Demonstratiamgfm yielded $3.43 in
economic and fiscal benefits to the State and localauoes for every one dollar of
State investment.

Communities that have welcomed supportive housing havedsssled homeless

people failed by other systems of care become contributergl@rs of their

communities. Formerly homeless people placed into supptiising reduce their use
of expensive emergency services, such as emergency shefpitalizations, psychiatric
emergencies and incarcerations. Once-blighted buildings leen rehabilitated as the
anchors of revitalized blocks in newly vibrant neighbaxdie® The overwhelming success
has created a diverse consensus championing supportive hdagingludes elected
officials of both parties, government administratoeslthcare advocates and
preservationists, and even once-skeptical neighborhoaghgreho have seen how
supportive housing has strengthened their communities.
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APPENDIX C

The Chattanooga Collaborative Initiative to Help End Chronic Honelessness

In September 2003, Chattanooga housing and service providenshdth government
and the nonprofit sector, were awarded a competitiveadédeant under the
“Collaborative Initiative to Help End Chronic Homeless&3 he Chattanooga
Collaborative Initiative was awarded $2,677,155 in federaldwver five years.
Chattanooga’s successful application grew out of thalsothtion initiated byrhe
Blueprintplanning process and can be counted as the first of whapéxted to be many
significant achievements initiated e Blueprint Chattanooga’s application asked for
federal funding to establish an Assertive Community Tneat (ACT) team that will
serve 50 chronically homeless individuals in scattered4sermanent housing subsidized
with Shelter Plus Care rental subsidy vouchers,rimgg in March 2004. The
comprehensive, “wrap-around” services of the ACT Team lamdtability provided by
the housing subsidy will allow former chronically hdess individuals to pursue and
achieve independence, sobriety and employment.

Proposed Program Design

The Chattanooga Homeless Healthcare Center will ereyadjassess 50 chronically
homeless individuals currently living in Chattanooga’s canypidges, abandoned
buildings, river banks and other public spaces. Theybailleferred to the ACT team
operated by Fortwood Center with new funding from thee&dhstates Department of
Health and Human Services (HHS) Substance Abuse anthMégalth Services
Administration (SAMHSA).

The ACT team will place the 50 individuals as soon asiplessto permanent,
scattered-site one-bedroom apartments subsidized yeSR&ls Care rental vouchers
managed by the Chattanooga Housing Authority (CHA). Approximaiaf of the 50
apartments will be provided out of the 600 rental units mahhge_hattanooga
Neighborhood Enterprise (CNE).

Staffing

The ACT team will be comprised of: a dedicated psychkiat home health psychiatric
nurse, a licensed master’s level supervisor, a mastees mental health therapist, a
licensed alcohol and drug counselor, five case manager4d (HD arovider to client
ratio) and two peer counselors. The multi-disciplin@ayure of the ACT team and its
mix of professional and paraprofessional staff withallit to address a wide range of
clinical and psychosocial needs, while maintaining & kegel of cultural competency
with chronically homeless people.

Services Offered

After placement, services will be inextricably linkedwihe housing. The ACT team
will deliver services primarily on-site in the homegioé program participants. The
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services will be tailored to the needs and preferenceaatf resident, emphasizing client
participation and individualized treatment plans. Serviadsnelude: mental health and
substance abuse counseling, medication and money managienessiye case
management, training and support in activities of daily livprg;vocational activities,
rebuilding family relationships and social networkspiioving physical health and
nutrition, employment and other services as needed.

Replacing Funding with Mainstream Resources

From the beginning of the Collaboration, the ACT teathl& operated with the explicit
goals of 1) gradually reducing the intensity and frequenclgeo$ervices and 2) assisting
project participants to gain access to mainstream seramgesupports. During the first
year, services will be as intensive as required to @adestabilize the participant in
permanent housing. As the resident becomes more stabl&CT team will assist him
or her to begin using less intensive case managementeseon-site at the Fortwood
Center, funded through AdvoCare, the behavioral headtlrance program of Tenncare.
These services will only be reduced as determined by theipartis’ level of need. The
individualized treatment plan will anticipate a step-dd@regular case management and
mainstream resources, but only when the participant dyr&ased on prior experience
working with chronically homeless individuals, Fortwooenter anticipates that 15
participants will step down to regular case managemevitssrafter the first 12 months;
20 additional participants will step-down after 24 months; thie remaining 15
participants will step down at the end of 36 months.

During the first year, primary medical care will be yided by the Homeless Health Care
Center. Because a majority of the Collaboration’gpam participants will have been
referred from the Center, this will help ensure thatgérticipant will enjoy continuity of
care from a medical provider he or she knows and trOstse the Homeless Health Care
Center and the ACT team decide that the participanatiasisved a reasonable level of
residential stability (expected to be achieved within ifs¢ year in permanent housing)
medical care responsibilities will be transferredhi® Southside Community Health
Center, the Dodson Avenue Community Health Centes private physicians,
depending upon the resources of the individual. If the aatit is a veteran, the
Veteran’'s Outpatient Clinic will become the primary ltieaare provider to the
participant.

In addition to formal mental health and medical sawjgarticipants will be integrated
into mainstream neighborhoods and will have acces¥domal networks and supports.
To achieve the anticipated service reductions, the ACT teadlimmake full use of the
array of services and supports available in the Chattarmogaer community. From
the beginning of the program, the ACT team will, whengassible, utilize referrals and
linkages to other mainstream providers and programs. At thefehe five-year period
of the Collaboration, the 50 Shelter Plus Care resthsidies will be replaced by either
client income or a Section 8 voucher supplied by the @hattga Housing Authority.
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Funding and Budget

The total Chattanooga Collaborative Initiative receive®%2,155 in federal funds, or
$10,709 per client per year for five years. The costs inch&léllowing:

e Approximately $1,374,000 over five years ($274,800 per year) to CHBO@helter
Plus Care vouchers, paid from the HUD portion of thegDoltative

Initiative to Help End Homelessness

» Approximately $1,303,155 over three years to Fortwood Centé&QGdrteam
services, from the SAMHSA portion of the Initiativeele federal funds will
leverage other funding, including:$750,000 in development cos&bfanits
specifically set aside by Chattanooga Neighborhood Eiderfar the Collaborative
Initiative

e $38,000 in supervisory time and equipment donated by FortwoodrCente

* $50,000 in donated food, clothing, and furniture collected primemityugh the faith-
based community

e $333,000 in regular case management costs paid for by TennCatgifile
participants as they move to mainstream medical caeddihl cost of the five-year
initiative is approximately $3,350,000, or $13,400 per client per e five years.
Anticipated savings in reduced emergency shelter and hozgitati costs will
decrease this amount considerably.

Participating Entities

Like almost all of Chattanooga’s efforts to responthtoneeds of homeless people, the
Collaborative Initiative will rely on the cooperatioha number of public and nonprofit
housing and service providers. The primary partners imtt@tive include the

following participating agencies:

* Fortwood Center, a licensed community mental health center and the lGtbdive
Initiative’s lead applicant, will be responsible for theng and supervision of the
Assertive Community Treatment (ACT) team, funded by S/AWA

» The Chattanooga Housing Authority (CHA) will administer the 50 Shelter Plus
Care permanent housing subsidies, funded by HUD.

» Chattanooga Neighborhood Enterprise (CNE)a nonprofit developer and manager
of affordable housing, will supply at least half of therp@nent housing units for the
project and help facilitate all housing placements andidad-tenant relations.

* The Chattanooga Homeless Health Care Centea JCAHO-accredited 330h
subsidiary of the Hamilton County Health Departmenli, provide primary health
care services, as well as initial outreach and refeafgbotential participants.

* The Chattanooga VA Outpatient Clinic will provide primary and other specialized
health care to program participants who are veteratiee@armed services.
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* The Chattanooga Regional Homeless Coalitiomn alliance of area homeless
providers, will help coordinate services and track prograrfopeance.

» Secondary providers include the City of Chattanooga, thetiGgddomes Initiative,
Joe Johnson Center, AIM Center, Erlanger Medicat€emnd others.
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Destorel Brown A Discussion Paper Prepared byThe Brookmsgisution Center on
Urban and Metropolitan Policy, October 2001

APPENDIX D4:
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Over Voluntary ProgramsBy Nicholas J. Brunick, ZONING PRACTICE, AMERICAN
PLANNING ASSOCIATION

ISSUE NUMBER NINE INCLUSIONARY HOUSING-PART ONE, $tember 2004

APPENDIX D5:

“Inclusionary Housing:Proven Success in Large Citi&y’Nicholas J. Brunick,
ZONING PRACTICE, AMERICAN PLANNING ASSOCIATION

ISSUE NUMBER TEN INCLUSIONARY HOUSING-PART TWO, Calber 2004

APPENDIX D6:
“Zoning Affordability: The Challenges of Inclusionary Hongi, By Lynn M. Ross,
ZONING News, AMERICAN PLANNING ASSOCIATION, August 2003

APPENDIX D7:

“INCLUSIONARY ZONING: LEGAL ISSUES”, CALIFORNIA AFFORDABLE
HOUSING LAW PROJECT of the Public Interest Law Projged WESTERN
CENTER ON LAW & POVERTY, December 2002

APPENDIX D8:
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to the Report of the Advisory Commission on RegulatayrBrs to Affordable Housing
U.S. Department of Housing and Urban Development, Feb200y
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APPENDIX E

Information Gathering and Statistical Analyses

The Chattanooga region presently collects personal avideseise information on
homeless people who use publicly funded services througmbaodatabase systems,
the Hamilton County Department of Health’s HomelesaltheCare Center and the
Service Point Homeless Management Information Systamaged by the Chattanooga
Regional Homeless Coalition.

These two reporting systems provide a wealth of data@Chattanooga region’s
homeless population, including ethnographic data, personaatbastics, service needs
and patterns of service use. The comprehensiveness andaycetithe data now
collected by Chattanooga compares quite favorably withafhather similar-sized
localities.

With the implementation of the recommendations predosThe Blueprintthe
Chattanooga region’s homeless information managementigap@timprove even
more. Collection of data will be expanded to track mof@mation about homeless
clients. Data reporting will also be expanded to inclodee providers reporting their
activities. Equally important, Chattanooga’s capacitynalyze the data collected will
be greatly increased through the establishmemhefHomeless Blueprint Oversight
Committee.

By improving both the quality of the data collected andctiygacity to analyze it,
Chattanooga will be able to identify funding priorities andhagge its system more
efficiently. Matching data with other public databases (sagcthe databases of the
mental health and criminal justice systems) will allGhattanooga to identify predictors
of homelessness, system junctures where people ateatmagk of homelessness,
segments of the homeless population who are being undsiisand a host of other
guestions facing our network of homeless services.

It will also help case managers and other frontline woréeosdinate with each other
and improve the delivery of services to homeless indivgdaiad families. By facilitating
the sharing of information (while continuing to ensuré thant confidentiality is
protected), the needs of homeless people will be addrexsedquickly and
comprehensively. By collecting information about how tenddeds are utilized, we can
manage the shelter system’s resources more effgctinel efficiently. Some of the
statistical information thaiBOC can help collect, match and analyze will include the
following:
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APPENDIX E (cont’d)
Counting Homelessnesgorganized by characteristics - age, family, Ml, A &dix.):

# of individuals NEW to Service Point system or the Hos®ldealth Care Center # of
individuals in the Homeless Health Care Center/SeRa@at systems who newly qualify
as chronically homeless each year # of individualsoth bf these systems who
“disappear” from HHCC/Service Point (and never re-etitersystem)

Measuring Activities (organized by program):

# of individuals placed in emergency shelter annually

# of individuals placed in transitional housing annually

# of bed-nights spent in emergency shelter and transitimusing

# of bed-nights spent in Moccasin Bend

# of bed-nights spent incarcerated

# of individuals placed in permanent housing from emergemeles annually

# of individuals placed in permanent housing from transitibaasing annually
# of individuals placed in permanent housing who are kale 6 months later
# of individuals placed in permanent housing who return t€8Fbervice Point
annually

Data Matches Match the following data groups with HHCC and Service Pdata to
identify individuals who are in both systems or moving frome system to another):

All individuals released from Moccasin Bend

All recently released federal and state prisoners

All youth who “age out” of foster care

All individuals with Tenncare or no insurance released lyealospitals
All households taken off Families First (TANF) or Foadi8ps rolls

All households applying for emergency assistance

All evictions
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APPENDIX F - Definitions

Homeless:

The term "homeless individual” means an individual wbksldousing (without regard
to whether the individual is a member of a family), unlthg an individual whose
primary residence during the night is a supervised public catpriacility that provides
temporary living accommodations and an individual who ssalent in transitional
housing.

--Public Service Health Act, Section 330(h)(5)(A)

A homeless person is an individual without permaneosimg who may live on the
streets; stay in a shelter, mission, single rooaupancy facilities, abandoned building or
vehicle; or in any other unstable or non-permanent &tuaf recognition of the
instability of an individual's living arrangements is catito the definition of
homelessness.

--Bureau of Primary Health Care, HCH Principles ofcHca, Program Assistance Letter
99-12

Chronically Homeless:

HHS, the U.S. Department of Housing and Urban Developitd¢UD), the U.S
Department of Veterans Affairs (VA) and the U.S. tageency Council on Homelessness
(USICH) have agreed on the following definition of chraific homeless: “An
unaccompanied homeless individual with a disabling comtibo has either been
continuously homeless for a year or has had at leasepisodes of homelessness in the
past three years.”

Homeless Family:

HHS definition: For the purposes of the HHS Strat&jan, a homeless family is defined
as one or two adults accompanied by at least one mindrwhd are either not housed
or who have had recent periods during which they lacked tgpusi

At-Risk Individuals:

HHS definition: For the purposes of the HHS Strat&jan, homeless youth are defined
as persons between the ages of 16-24 who do not haveafaupport and are
unaccompanied — living in shelters or on the street. rQthiaerable groups at-risk of
homelessness include individuals with disabilities, imangs, persons leaving
institutions (e.g., incarceration, inpatient care feyghiatric or chronic medical
conditions), youth aging out of foster care, frail elglgpersons experiencing abuse, and
disaster victims.
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