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10 Year Plan to End Long Term Homelessness

Meeting #2 - February 22, 2006, 8:00 a.m.

“Brainstorming solutions”

Fargo City Commission Room

1. Introductions


Jessica Thomasson, Fargo Community Development Planner, reviewed the agenda of today’s meeting.  She said that today we will begin to identify solutions that will help end long term homelessness in Fargo.


Brief introductions were made by all attending meeting.
2. Update: Results of January 25, 2006 Point in Time Survey

Jessica reviewed the Point in Time Survey results from January 25, 2006.  The first table shows the number of homeless persons.  The “chronic” homeless number is based on the HUD definition and only includes individuals with a disabling condition who have been homeless for at least one year or four or more times in the last three years.  This does not include families or individuals that stayed with family or friends.  The “Long Term” Homeless number includes families (not just individuals) and people who are doubled up with family and friends.

Jessica noted that while last year’s survey did not include any homeless from Region 3, this year two agencies, including the Turtle Mountain Housing Authority, reported in Region 3, which increased the statewide count from 2005. 

A question was asked if the survey was held in January last year.  Jessica said that it was conducted the same time last year in January.   

A committee member asked if the survey results could include a breakdown of children by age.  Jessica said that she can include that information in the profile.

Jessica reviewed the table of where individuals spent the night before the survey was taken.  12% were unsheltered is 12% and 67% stayed in Emergency Shelter. This was consistent with the expectation of the committee members.  19% stayed in transitional housing and 3% were doubled up.  

The average length of time a long term homeless individual has been homeless is 4.5 years and the median length of time was 3 years.  Jess reviewed how many homeless were with family other than themselves on the night of the survey.

The survey results this year provided a breakdown for “Youth head of household” to try and answer the question about children aging out of foster care. While the numbers are small, it presents a unique issue. Even if a youth household can afford housing they can’t get it because they are too young to sign a lease.


Jessica reviewed the basic demographics of the homeless population as per the survey (gender, race, age, education). Level of education showed that a large majority of individuals had at least a high school diploma or GED.

The next chart showed the characteristics of survey respondents.  Jessica noted that respondents could choose more than one characteristic.  The biggest issue, as reported by the homeless individuals surveyed, is an inability to afford rent (71%), followed by substance abuse at 65%.  Medical problems were reported by more people in 2006 than in 2005. Money problems, unemployment, bad credit, mental illness and veteran status were also relatively large percentages.  The number of persons reporting developmental disability was largely increased.

Jessica noted that inmates that are in jail the day of the survey are not included in the survey.  In the future, we might want to include this population.  A representative from the Cass County Jail said that in 2005 150 homeless people (unduplicated) went through the county jail system.  

A committee member noted that some people choose to be homeless and don’t want shelter.  


A committee member asked if people were surveyed on street.  Jessica responded that the SEHSC Path coordinator helped to find people in locations that otherwise would not have been surveyed.  There was not, however, a coordinated volunteer effort to find unsheltered individuals on the street. 

The next chart notes the reason for homelessness and shows that substance abuse is the highest response at 54%.

When the service utilization question was asked of respondents, over ¾ of people are receiving basic needs services such as shelter, food, and clothing.  The proportion of people receiving medication assistance was also very high.  Jessica asked for insight from the committee on this issue. Judy Green explained that many people that come to the YWCA are on medication and receive some assistance with medications.

The service utilization table also showed that transportation and permanent housing were the most difficult services to access, regardless of region in the state. 

When asked what services would most help in obtaining housing, people responded that a job and affordable housing would be most beneficial.  
Our Philosophy

Housing First v. Housing Ready

Ms. Thomasson asked the group to talk about the differences between Housing Ready and Housing First.  A summary of the conversation follows.
Housing Ready is being ready for housing before you get it.  
Question: how this is done here?  Response: the system views housing as a responsibility and a person has to be ready to accept the responsibility of maintaining the housing before they can get it.  Along those same lines, to access emergency shelter in the FM area people have to meet certain behavioral criteria.  This can make it difficult at times for them to find shelter.
Question: If a person is homeless what services do they have access to?  If they have no address how do they get services?  The response was that many use emergency shelters as stepping stones to other assistance. Others noted that people are led through the system of services with the intention of preparing them to be ready for housing.
The current waiting list for a Section 8 housing voucher is about 6 months.

Housing is a responsibility so you need to be able to accept that responsibility.  Services are provided to help them succeed and if used properly they can work toward achieving housing.

Housing First is where the first referral is for housing, after which a case manager works with individuals to connect them with the services they need to maintain that housing.
Question: how many households can one case manager handle?  Ms. Thomasson responded that some of the literature she has seen notes a caseload of 25 households per case manager as a target.  Ms. Kathy Hogan felt that number is very high because of the intensity of services needed, perhaps looking at a 1:15 max ratio.
Housing first is consumer focused where housing ready is system focused.
There are people that are vulnerable which will always need support and will not be able to live completely on their own.  We accept their care as a social responsibility.

In Housing First, the first problem to be addressed is the housing – not substance abuse or mental illness. In Vet’s Manor, 5 of the 11 units are currently filled.  
Commissioner Coates questioned how people are expected to heal if they have no place to lay down, to live, etc.

The systems that we are currently using works with 95% of people.  It’s the 5% that we are looking at in this planning process.  (to be more accurate…the ratio is 69%/31%)  So do we need shift the system for entire population or just for the few that are chronically homeless?
Mr. Dan Fremling stated that he feels it could be both models, not one or the other.
Question: how we would fund a housing first program?  How do we deal with mix of population issues?  Ms. Thomasson replied that we need a number of different locations to find/create appropriate housing.
The group consensus is that scattered site housing is preferred over developing congregate housing.
Mr. Steve Stoner noted that there should not need to be significant new construction because there is a lot of housing available in the market. 
We need to consider cultural competencies also.  There are different ways of living that are part of each different culture.  For the Native American population we need to consider the spiritual issues and services need to be available that respect that.
Jessica suggested that the committee might want to discuss the need to set a preference between the housing first and housing ready models.  She added that in order to make a plan work, the first choice might be to assist people in finding scattered site housing.  However, when that doesn’t work, there needs to be a support system in place, because there is always going to be a population that needs support.  For the long-term homeless, some variation of the housing first model may be the philosophy we need to initiate in order to house the most difficult population to house.

Ms. Helgeland stated that if housing first is a reality, the community will see a reduction in arrests, emergency visits to the hospital, etc.  She added that would be a huge success.  
Mr. Gilleshammer mentioned the people in this room could probably identify every person in this community that is chronic/long-term homeless.  He added that we could try to mentally connect specific individuals to specific housing models, creating a kind of flow chart that would identify housing for the whole population.  He stated that in the end, there is probably a place for everyone in the system.  Ms. Thomasson mentioned the next step is to talk about that and identify the gaps in the system.  

Mr. Gilleshammer mentioned the costs for jailing, treatment, etc. and the cost savings of having housing available.  He suggested comparing that cost to the cost of providing housing first.

Ms. Thomasson asked people to get together as groups to discuss the cracks/gaps in the current system.  There are four themes to discuss in the groups.  The first addresses general “system” issues; the second focuses on “housing issues” (ex. how to afford rent); the third is “service issues” (ex. who is eligible); and the fourth is “prevention” (how to keep from becoming homeless).  Each group can answer the question – what do we need to do to achieve our goal of ending long term homelessness?
System

· An enhancement of the medical evaluation for mental health issues that goes beyond “imminent danger” and then access to services to help them become stable.  --- Individuals come to shelters to get help and the shelter can’t handle the condition and they send them to the hospital.  The hospital then discharges because there is no imminent danger and sends them back to the shelter.  The shelter still can’t work with the individual because original issue was not addressed.  We would like to see a 72 hour hold where the hospital can stabilize the individual and then bring the shelter workers in to work with individual.  Currently there is privacy laws in affect where that if the patient isn’t in imminent danger to themselves or others they can’t keep them.
· Additional funding is needed.  There are large cuts in federal funding in all services across the board which is making the current system start to crumble.  Another person pointed out that this then puts more pressure of the non-profit organizations in the communities to “pick up the slack”. The decrease in federal funding in all locations is causing the system to crumble due to lack of funding.  This then puts more pressure on non-profits in communities, including the faith community.
· Re-frame issue for public - youth, faith, examine core value conflicts.  Concerns were raised about how different cultures and ethnic backgrounds aren’t being addressed adequately, which makes it difficult for these individuals to receive assistance.

· Quantify economic benefit.  Suggestion was made to review dollars spent on covering expenses for jail time, hospital care, etc and compare to cost of shelter.

· Opportunity to reorganize service provision to enhance coordination (homeless center concept).

· Confidentiality is a barrier to assisting/referring clients.  Look at legislation to change confidentiality requirements.

· Can we identify people at beginning of “chronicity” and have group case management approach.  This could be a subset of street smart group for case management,

· “Church auxiliary” to homeless system, enhanced support/targeted support.  Ex. the Mayor of Denver challenged the local faith communities to “adopt a homeless person”, providing for their needs including money for housing.
· Better knowledge of legislation that impacts homelessness and our goal.

· Build metro-area governance support of issue.
Housing
· Limited creation of targeted housing.  Funding and public awareness is needed throughout the entire community.  Education needs to start with youth.
· Chronic alcoholism - provide housing without behavior restrictions. Housing must be available where people can live and drink.  Concept is not widely accepted here.
· Provide flexible payment options; give alternative payment/lease options. Use private sector housing stock by building public/non-profit partnership/connections.
· Give landlords incentives for providing housing.  Most landlords don’t have the flexibility to allow rent payments every other week rather than once a month.  Public partnership to help assume risk so income isn’t lost for landlord.
· Affordable housing
Services

· Offer AA/NA meetings at alternate locations
· Enhance availability of Payee/Guardianship services
· Provide 24 hour crisis assistance to housing and service providers working with this group of individuals
· Is there a way to organize system to recognize individual survival needs
· Drop-in programs to support the housed but non-serviced
· Note: there is a 30 day “residency requirement” for assistance in Moorhead

