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We applaud the thoughtful and important initiatives launched by HUD and HHS to identify new approaches to working with local communities to end homelessness for those who are chronically homeless, many of whom are disabled by chronic health conditions such as mental illness and chemical dependency.  We appreciated Secretary Martinez’s speech last month to those attending the National Alliance to End Homelessness conference, when he committed HUD “to the task of providing appropriate support, and finding homes – permanent homes – for the chronically homeless”.  We agree with the Secretary’s assessment that “this is not an impossible goal”, and that “it is time for the federal government to stop simply maintaining the status quo and invest in more permanent solutions to the challenges of homelessness.”

As HUD, HHS and other departments undertake this important effort to maximize the effectiveness of federal resources, and to strengthen inter-agency coordination to provide both permanent housing and the supportive services needed to end homelessness and remove barriers to employment, we recommend, based upon our experience assisting with the creation of 12,000 units of permanent supportive housing around the country, the following principles as a framework to guide these efforts.  

1. Build upon current evidence to invest in strategies that work to end homelessness – with a strong emphasis on the creation of permanent supportive housing.

2. Establish and sustain effective interagency partnerships by providing adequate resources and the authority to accomplish the goal.

3. Do no harm – sustain and stabilize effective programs that serve and house homeless people.

4. Use both targeted federal homeless assistance programs and partnerships with states and local governments to leverage, incentivize and guide more effective investments from mainstream programs to end homelessness.

5. Provide federal leadership to reduce fragmentation and provide the tools and incentives to support service integration and systems integration in local communities. 

These principles, and their implications for federal policy development, are discussed in greater detail in the attachment.

Recommended Next Steps.  
In recent weeks we have had the opportunity to meet with the staff who have been assigned to the joint HUD/HHS task force, and provide input into their deliberations.  We are encouraged by their commitment, while recognizing that they face significant challenges that are in many ways comparable to those we have seen in our work with state and local government agencies.  We would welcome the opportunity to assist in their work.  Often we have found that by playing the role of a facilitator or “honest broker” we can help government agencies work together to better align their programs in order to make more effective investments of public resources.  CSH has entered into a collaborative partnership with SAMHSA in planning for their December conference, and would like to play a role in providing facilitation and technical assistance when HUD and HHS convene state officials in an upcoming “Policy Forum” on chronic homelessness.  Both of these meetings will provide important opportunities to gather information about the potential for using federal assistance more effectively to end chronic homelessness, and to launch or expand substantial commitments by state and local governments to invest in real systems change to better align the resources administered by HUD and HHS.
We also urge HUD and HHS to take immediate, concrete steps to assist local communities in aligning their resources to more appropriately meet the needs of homeless people, and in increasing the supportive housing opportunities available to chronically homeless people.  To that end, we recommend that you:

· Include a question in the 2002 HUD SuperNOFA for Homeless Assistance funds which asks local applicants to identify the obstacles to accessing mainstream funding from programs that operate with support from HHS and other federal agencies, and ask them to identify the federal assistance that could reduce those obstacles.  Valuable information will be gained if applicants are assured that their responses will have no negative impact on their eligibility for HUD funding.
· Revise reporting requirements for the major programs funded by HHS and administered by states (e.g. TANF, Mental Health and Substance Abuse block grants) to include data regarding housing status and housing outcomes for program participants, and reporting regarding the extent to which planning for the expenditure of these funds is integrated with mandated planning for the expenditure of funds for housing and homeless assistance.

· Invest in building the capacity of community-based and faith-based organizations, and state and local governments to integrate funding from HUD, HHS, and other mainstream programs – particularly employment and training programs;

· Shift the renewal of the Shelter Plus Care program and the operating support provided by the Supportive Housing Program to the Housing Certificate Account; and if that cannot be achieved for the upcoming fiscal year, ensure that the funding for these renewals is provided in addition to, not as part of, the annual McKinney appropriation.
· Establish a new targeted HHS program to lay the groundwork for the scale of investment needed to match HUD’s commitment of resources for permanent supportive housing for people who are chronically homeless.  New targeted resources from HHS should be used provide a significant investment of flexible funding for a broad array of services needed by chronically homeless people – linked to the creation of new supportive housing.  Any new targeted resources should be structured and used to explicitly leverage additional investments and support from mainstream systems of care – both to ensure that adequate resources are available to produce and sustain supportive housing at the scale that is needed - and to facilitate effective linkages and continuity of care for consumers with chronic health conditions.

We are heartened by the potential for strengthening and re-aligning the commitment and resources of HUD and HHS toward ending chronic homelessness, and we urge HUD and HHS to use the Interagency Council on the Homeless to also engage in serious consideration of the role that the Departments of Labor and Education can play in addressing the employment and training needs of homeless people.  While many those who are chronically homeless face multiple barriers to employment, we have found that when given the base of stable housing and the supportive services needed to address their disabilities, many residents of supportive housing are ready to become working members of their communities. 
Attachment:  Detailed Description of Issues

1. Build upon the evidence: We know what works to end homelessness.  

For chronically homeless people – often disabled by mental illness, addiction, or other health conditions – the solution is permanent supportive housing, which requires effective integration of affordable housing and supportive services.  Studies have repeatedly shown that 80% of formerly homeless tenants of supportive housing remain housed there after one year.  Researchers from the University of California found that, in the first year of a supportive housing placement, the same population reduced its use of hospital emergency room services by 58% and its use of inpatient hospital services by 57%.  

A study recently released by the University of Pennsylvania’s Center for Mental Health Policy and Services Research tracked the costs of nearly 5,000 mentally ill homeless people in New York for two years before and after placement in supportive housing.  The study found that it costs more than $40,000 per year to keep mentally ill people homeless – with 86% of these costs borne by the public health care and mental health systems.  Supportive housing provided major reductions in the costs and utilization of services across health care, mental health, criminal justice, and shelter systems.  Savings totaled $16,282 per occupied supportive housing unit per year, almost fully offsetting the costs for creating and operating high quality supportive housing.  72% of the savings were in the health care system. 

Simply put, today we have the technology to end chronic homelessness.  It is now a question of deploying it at the necessary scale.  Investments in supportive housing for people who are homeless and disabled by mental illness, chemical dependency, and other chronic health conditions can not only end homelessness for those who might otherwise remain in our streets and shelters for months or years, but also achieve substantial savings for overburdened public health care and mental health treatment systems and hospitals. To achieve the scale needed, we must have appropriate ways to finance both the affordable housing and the supportive services that are needed to assist chronically homeless and disabled people to achieve housing stability and receive care for their chronic health conditions.

  Not all homeless people are, or will become, chronically homeless.  For other very poor people (many of them children, and parents who are working) who experience shorter, but still miserable and damaging, spells of homelessness – the solution is appropriate emergency and transitional assistance tied to access to housing that is affordable to people at the lowest income levels.

2. Establish sustainable interagency partnerships with the resources and authority to accomplish the goal of ending widespread and chronic homelessness.  

As indicated in Secretary Martinez’s recent comments, HUD must continue to administer resources minimally at the current level, preferably at a higher level, in order to provide the housing, and we must expect HHS to fund the services that homeless people need.   By setting aside 30% of McKinney Vento funding to create and operate permanent supportive housing for homeless people, and through its other programs that subsidize affordable housing for low-income and disabled Americans, HUD is making a very significant investment in permanent supportive housing, particularly for those disabled by chronic health conditions.  HUD’s investment in housing for homeless people must not be reduced in order to “transfer” resources to HHS for services to homeless people.  Rather, for this housing to be accessible to and effective for people who are chronically homeless,  HHS, as well as other federal agencies, must make a complementary investment, to fund the services. The establishment of truly effective partnerships will demand that each federal agency take concrete actions to reconcile funding and program requirements and to align – not transfer – responsibilities for federal programs with a responsibility to the homeless and at-risk.  Such a strategy will make  the resources of each agency available in a coordinated and sustained way to communities, enabling them to provide the services needed in permanent supportive housing and other effective homeless programs.  

3. Do no harm – sustain and stabilize effective programs that serve and house homeless people.  

New policies and program realignment should build on the investments and accomplishments of local communities in recent years.  State and local government and their faith-based and mission-based non-profit partners have done an extraordinary job  overcoming  obstacles to siting homeless programs and affordable housing, hiring and training dedicated staff, and engaging troubled clients who once seemed beyond the reach of our social safety net.  

But the nation’s current homeless housing and services system is in some respects a fragile one, especially vulnerable to drastic changes in federal policy.  Existing programs, particularly those operated by community-based  organizations, are often precariously funded and have limited experience with the administrative requirements of current HHS-funded programs.   As HUD and HHS undertake changes in funding and program responsibilities, organizations that now provide services to homeless people primarily with HUD moneys will need to establish new contract relationships and administrative capacity, while more traditional ‘mainstream’ service providerswill be challenged to create new partnerships with groups that have focused on serving homeless people.  Federal policies should recognize the challenges local organizations may face while transitioning to these new requirements.  In order to stabilize and sustain that already successfully serve homeless people using HUD funds, an investment will be needed to build their capacity to access new sources of funding and to meet new requirements 

4. Use both targeted homeless assistance and partnerships with states and local governments to guide more effective investments from mainstream programs to end homelessness.

Targeted homeless assistance programs in both HHS and HUD were created in part because mainstream systems were not effectively addressing the problems of homeless people.  The targeted programs, such as PATH and the Health Care for the Homeless Program, as well as the McKinney-Vento homeless assistance programs administered by HUD, have been a source of innovation, flexibility, and commitment to meet the complex needs of homeless people.  These programs provide the “floor” guaranteeing some minimum level of services for extremely vulnerable people who might otherwise receive no care.  

In many communities, the people and organizations that use these targeted funding streams have become the “voice” to articulate the needs of homeless people within larger systems of health care, employment services, and housing programs.  At their best targeted programs serve as the “doorway” that offers homeless people a way back into community life,  by linking them to more comprehensive systems of health care and treatment services.  

But these targeted programs are comparatively small – and in some cases their existence has allowed the creation of separate and unequal systems of care for homeless people.  The huge challenge of solving the problems of homelessness has been delegated to a corner of our public health, social services, and employment and training systems.  Services supported with targeted homeless assistance funding too often operate on the fringes of, and without access to the resources of much larger systems of health care, treatment, and employment services.   

Simultaneously, many of these larger systems – hospitals, treatment programs, and even forensic services, have become a costly ‘trampoline’ – where homeless people enter, receive brief periods of treatment, and then return to homelessness.  If HHS provides the right incentives, these larger systems could instead act as an entryway to housing stability, improved health status, and increased workforce participation.

At present, there are no federal requirements or incentives to stimulate meaningful coordination in the planning and implementation of services and housing funded by HHS and HUD programs targeted to homeless people, or coordination between targeted and mainstream health and human services programs.  Where local communities strive to integrate investments in permanent housing for homeless people with the full array of services needed to end chronic homelessness--particularly for those disabled by mental illness, chemical dependency or other chronic health conditions-- they face a baffling array of inconsistent program requirements, eligibility criteria, definitions, funding cycles, and reimbursement mechanisms.  Targeted programs can be made more effective and efficient if federal agencies work toward streamlining program administration by, for example, putting in place consistent definitions and funding requirements across programs in different agencies.  Additionally, the federal government must clearly encourage local communities to engage in coordinated planning and integration that spans these funding streams.   

While this work is already underway, CSH’s experience with state and local government around the country indicates that, with respect to addressing chronic homelessness,  an incremental and strategic HHS investment is needed to spur the allocation of mainstream services resources needed to match HUD’s commitment of housing resources for permanent supportive housing  These new targeted resources from HHS would provide  flexible funding for a broad array of services needed by chronically homeless people – linked specifically to the creation of new supportive housing.  They would, moreover, be structured and distributed to operate as a “magnet” to leverage additional investments from mainstream systems of care.  In this way,  HHS could ensure adequate resources  to produce and sustain supportive housing at the scale that is needed and facilitatelasting linkages across targeted and mainstream systems of care.

5.  Federal leadership is needed to reduce fragmentation and provide the tools and incentives to support service integration and systems integration

Homelessness imposes huge costs on mainstream systems – particularly health care systems.  As previously noted, it currently costs over $40,000 annually to keep mentally ill people homeless in New York City, and 86% of these costs are borne by public health care and mental health systems.  At San Francisco General Hospital one quarter of all emergency room visits and inpatient stays are used by homeless people.  Resources used for ineffective, unnecessary, or avoidable health or psychiatric crises should be reinvested into strategies that are effective in ending homelessness and treating chronic health conditions.

The federal government needs to create substantial incentives for states and local governments to allocate their mainstream housing and health & human services resources to address the problems of homelessness, and the needs of very low-income people with disabilities.


For example, more than half of homeless people do not have access to federal government’s major health insurance program for the poor.  The Urban Institute’s recently published national study of homeless clients (insert footnote) found that only 30% receive Medicaid, although 66% report serious health problems such as mental illness or substance abuse, and about half report having chronic health conditions such as diabetes, cancer, arthritis, or high blood pressure.    Because the majority of homeless clients lack medical insurance, the health care providers who serve them often rely on grant funding from HUD or other sources to pay for uncompensated care.  

For many people at risk of chronic homelessness, effective solutions are those that address mental illness and substance abuse and housing and social services and employment in an integrated way.  In the past decade communities across the country have worked to integrate the systems that are responsible for health care and treatment social services, and affordable housing.  We have learned what it takes to create integrated and effective systems to address complex needs.  HUD & HHS need to identify the obstacles to sustaining and replicating these efforts and provide resources to support systems integration so that local communities can effectively utilize the resources of mainstream and targeted programs.

Categorical (and too often fragmented) HHS mainstream programs have often failed to effectively serve homeless people, as well as other vulnerable people with multiple challenges.  Local communities need the flexibility to eliminate fragmentation and blend or integrate categorical funding to fund effective strategies to address the needs of the poorest people who are disabled by chronic health conditions.  This local flexibility must be accompanied by appropriate standards for an inclusive local planning process and accountability to consumers, funders, and the public.
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