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Background and History of the Community Plan  

 

After a community-wide conference on homelessness in 2008, the Thomas Jefferson Area 

Coalition for the Homeless (TJACH) created a Community Plan to End Homelessness to guide 

the broad system of care in responding to and reducing homelessness. This plan was formally 

adopted by the Thomas Jefferson Planning District Commission in March 2009. In response to 

a changing context for homelessness service providers, this plan was revisited in 2012 and 

resulted in additional activities to meet the original broad goals of the plan, which remained the 

same. These additional activities and their outcomes are included as an appendix and can be 

found on page 17. The Plan was revised once again in 2015 setting up specific annual system 

performance goals and action steps to come into alignment with the 7 guiding principles. These 

system performance goals and action steps and their outcomes are included as an appendix and 

can be found on page 15. This revised plan from 2015 was an explicit 3-year plan to be evaluated 

and updated in 2018 to reflect current needs and realities in the community.  

 

This plan is a result of an evaluation and update process that incorporates the existing 7 guiding 

principles from the original plan with new updated action steps, Annual System Performance 

Goals, and Annual Built For Zero Performance Goals. The strategies and goals laid out in this 

plan are intended to provide focus, support, and a path for our community’s homeless service 

system to follow in its work to make homelessness rare, brief, and nonrecurring.  
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The Changing Context  
 
Current Community Needs 

In preparation for updating the Community Plan to reflect the current needs and context of 

housing and homelessness, TJACH conducted a series of input sessions, interviews, and 

opportunities for feedback with the following groups: 

 Persons experiencing homelessness 

 The Service Provider Council 

 The Downtown Business Association 

 Stakeholders from the counties of Albemarle, Fluvanna, Greene, Louisa, and Nelson 

 Interested members from the community 

 

Some main themes were consistent and clear from the feedback and input: 

 The 3 most important barriers to overcome in making homelessness rare, brief, and non-

recurring were reported as the following: 

1. The overall lack of affordable housing  

2. Limited economic opportunities for households to increase their 

income  

3. Limited supportive services, especially mental health and/or 

substance use services  

 People experiencing unsheltered homelessness want access to affordable housing and 

gainful employment. Those interviewed reported that the following would be the most 

helpful for them: 

1. Rental assistance and security deposit assistance 

2. Affordable housing navigation 

3. Employment assistance  

 The 7 guiding principles of the plan are all still valid and should continue to be the 

foundation of our work 

1. However, overall feedback indicated that these 7 guiding principles have only 

been met satisfactorily, showing need for new strategies and updated efforts to 

incorporate these principles into our work in more meaningful ways 

 More focus should be placed on community education about homelessness; making data 

and stories accessible and especially highlighting successful programming and outcomes  
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Housing and Homelessness 

Homelessness is the lack of a safe place to call home, and its solution is not a mystery. Safe and 

affordable homes that are accessible for people of diverse economic, health, rental, criminal, and 

cultural backgrounds end homelessness.  

 

Community input and feedback across the board identified the lack of affordable and safe 

homes, throughout the 5-county service area and particularly in the greater Charlottesville area, 

as the main barrier for our community to overcome to reach its goal of making homelessness 

rare, brief, and nonrecurring.   

 

The City of Charlottesville’s Housing Needs Assessment, released in June of 2018, highlights the 

severe lack of affordable housing in the City. The Executive Summary includes the following 

description, “Charlottesville’s housing market is very tight with demand significantly exceeding 

supply. Rents and housing prices are too high for many of the city’s households to afford. For 

households earning less than 60 percent of the Area Median Income (AMI), the market 

shortcomings are forcing them to spend too much of their income for housing, live in 

overcrowded or substandard housing conditions, move outside the city to find less expensive 

housing, or face homelessness.” The report shows that 23% of the residents in the City of 

Charlottesville pay more than 50% of their income towards rent. Additionally, it found that, 

“Only 11 units on Zillow and 9 units on Craig’s List rent for less than $900 per month.” 

Representatives from the Charlottesville Redevelopment and Housing Authority report that the 

waitlist for one-bedroom units of public housing includes more than 1,000 individuals. This 

incredibly tight housing market creates a bottleneck, making it difficult to move out of public 

housing or other subsidized housing into market housing. This in turn prevents new 

opportunities to move into public housing or subsidized housing, an option that many 

households experiencing homelessness could otherwise utilize to exit homelessness to stable 

housing. Any limitations in affordable housing have exponential effects on our homeless system 

of care. 

 

Outside of Charlottesville, homelessness often takes on different forms. Feedback from 

stakeholders and community members from Fluvanna, Greene, Louisa, and Nelson highlighted 

that while unsheltered and sheltered homelessness is rare, severe housing instability like “couch 

surfing” or living in hotels was a primary concern for community members. It was reported that 

when households do fall into homelessness, they often relocate to Charlottesville or other cities 
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outside our service area for more economic, housing, and service opportunities. Stakeholders 

and community members reported the following main areas to address as they relate to 

homelessness and housing instability in rural counties: 

1. Increase available affordable housing 

2. Increase emergency financial assistance available to households at imminent risk of 

homelessness 

3. Create robust public transportation services 

4. Expand outreach services and staff to better engage with households at imminent risk of 

homelessness 

 

Health and Homelessness 

Time and time again, health and homelessness have proven to be intimately connected to each 

other. Homelessness is known to exacerbate health issues, given the heightened stress of not 

having a house or living on the street. Without a safe place to recover from illness, a person 

cannot heal fully. Furthermore, health is not a priority when one does not have a home and is 

struggling to survive day by day. Attaining adequate housing for the most vulnerable, chronically 

homeless households in our community is a life and death issue.  

To more fully understand the linkage between health and homelessness, TJACH partnered with 

Jacqueline Carson, a student at UVa’s School of Medicine, who performed in-depth analysis of 

self-reported health information from homeless service participants.  

Her findings showed particularly acute health issues and emergency service utilization among 

the chronically homeless population (households with long histories of homelessness and a 

disabling condition). She found that compared with the general homeless population, 

chronically homeless households were statistically significantly more likely to have alcohol use 

disorders (36%), both alcohol and drug use disorders (19%), chronic health conditions (66%), 

and physical disabilities (47%). 28% of chronically homeless households reported that they had 

to leave the place they were previously staying due to their physical health, compared to 9% of 

the non-chronically homeless population. On average, chronically homeless households 

reported that they had visited the emergency department of local hospitals 3.32 times in a 6-

month time frame, were taken in an ambulance 1.7 times in a 6-month time frame, and kept as 

inpatient at a hospital 1.68 times in a 6-month time frame. 40% of chronically homeless 

households reported high intensity use of local emergency health services, while 38% reported 
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that they avoided getting help when they were sick, leading to more frequent emergency health 

situations.  

Her full report is available at the end of this plan as Appendix A. 

 

A Balanced Homeless Service System 

The ideal homeless services system is one that has the capacity to address a variety of needs on a 

continuum. While a lack of enough Permanent Supportive Housing units for the most 

vulnerable, chronically homeless households is our system’s most pronounced deficit, filling the 

need for flexible financial assistance for households experiencing episodic homelessness is also 

integral for the overall health of our continuum of care. In short, we need to scale up resources 

at both ends of our system’s spectrum: increase the number Permanent Supportive Housing 

units for the most vulnerable, chronically homeless households (long histories of homelessness 

and a disabling condition), and increase “light touch” financial assistance and housing 

navigation available to households experiencing episodic homelessness. Additionally, a system 

that includes the availability of upward mobility out of subsidized homeless housing programs 

like Permanent Supportive Housing and Rapid Re-Housing and into the greater housing market 

is not only beneficial for those interested in moving to new housing, but it also creates new 

openings for households experiencing homelessness to attain stable housing through enrollment 

in programs. Like the previous example of public housing and housing choice vouchers, this type 

of upward mobility out of subsidized housing programs is only possible with a healthy array of 

available and affordable units in the community.  

 

Permanent Supportive Housing 

Our homeless service system is particularly hindered by a lack of Permanent Supportive 

Housing units for chronically homeless households. One way to visualize our homeless service 

system is through a simple flow-chart, with households experiencing homelessness on one end 

and services assisting those households toward safe and stable homes at the other end (see 

Appendix F: Coordinated Entry System Flow-Chart). A lack of Permanent Supportive Housing 

units has bottlenecked our homeless services system, making it very difficult for all households, 

not just chronically homeless households, to be assisted towards safe and stable housing.  

 

Permanent Supportive Housing provides indefinite housing subsidies and supportive services 

for households experiencing homelessness to ensure long term housing stability. It has long 

been proven to be the most effective way to end chronic homelessness. In our community there 
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are currently 129 units of Permanent Supportive Housing and program occupancy is 

consistently full. As of November 2018, an estimated 41 chronically homeless households 

remain homeless, living in shelters or on the streets. Exacerbated by the affordable housing 

shortage, participants’ options for moving on from Permanent Supportive Housing to other 

affordable housing units or to other subsidies is incredibly limited. This results in very few new 

openings for Permanent Supportive Housing on an annual basis. Assisting the remaining 

chronically homeless households find and move into affordable homes then falls to the other 

housing service providers in our homeless service system. However, these remaining housing 

services are time-limited and designed to assist households (experiencing episodic 

homelessness) with housing search and housing payments for a number of months as opposed 

to a number of years. These time-limited housing services provided to chronically homeless 

households are then utilized to their maximum time limit as most chronically homeless 

households cannot work due to their disabling conditions. As a result, fewer households are 

served, and the entire homeless service system is bottlenecked.  

 

Working towards ending chronic homelessness not only the saves lives of those most vulnerable 

in our community but helps improve the flow and performance of our entire homeless service 

system. 

 

Flexible Financial Assistance 

Flexible financial assistance like security and utility deposits and first month’s rent and 

affordable housing navigation were requested almost unanimously by people experiencing 

homelessness who provided input. Additionally, people experiencing episodic homelessness 

(non-chronically homeless) make up the largest group experiencing homelessness in our area by 

far. In fiscal year 2018, 77% of households accessing homeless services were new to our system 

(having no history of homelessness for the 24 months preceding their entry to our homeless 

service system) and 85% of households who utilized homeless services remained in programs for 

less than 30 days. Increasing “lighter touch” housing assistance like limited rental assistance, 

security deposits, and housing navigation available for these households would have 

tremendous impact on our system’s ability to assist households in quickly ending their 

homelessness.  
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Community Plan to End Homelessness - Overview 
 

Vision  
TJACH seeks to make homelessness rare, brief and nonrecurring in the city of Charlottesville 

and counties of Albemarle, Fluvanna, Greene, Louisa, and Nelson.  

 
Guiding Principles 

1. Focus on serving hardest to serve/highest risk homeless population  

2. Adopt and implement housing first strategies  

3. Use best practice approaches where possible  

4. Make decisions based on data  

5. Advocate for the availability of effective community support services outside the 

homelessness system of care  

6. Increase housing options for the very poor and people with barriers  

7. Provide strong leadership with focus on funding and advocacy activities  

 

Annual System Performance Goals: 2019-2021 
1. Reduce overall homelessness 

2. Reduce the amount of time people remain homeless 

3. Increase the number of people exiting homeless service programs to permanent housing  

4. Reduce returns to homelessness  

5. Increase the number of people engaged in homeless services who increase their income 
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Community Plan to End Homelessness – Detail 
 

Vision  
TJACH seeks to make homelessness rare, brief and nonrecurring in the city of 

Charlottesville and counties of Albemarle, Louisa, Fluvanna, Nelson and Greene.  

 

Guiding Principles for 2019 - 2021  
The following 7 guiding principles offer a foundational framework for the work of our homeless 

service system. Community feedback was clear that these guiding principles were all still 

relevant, but not all were necessarily being met to full fidelity. Updated action items are 

included with each guiding principle to address this. These aim to offer current and relevant 

steps to take to become more meaningfully aligned with each principle.  

 

1) Focus on serving hardest to serve/highest risk homeless population  

 

TJACH will continue to use federal, state and local resources strategically by focusing on 

households with the highest level of vulnerability. This is good financial policy and a 

compassionate approach. By addressing the needs of those at highest risk, TJACH responds 

to those households most likely to become or remain homeless and most likely to die from 

complicated health conditions further exacerbated by their homelessness.  This ensures that 

funding is used for those households who need it most. This also maximizes potential cost-

saving for the community by preventing additional expenses in the health care, criminal 

justice and safety net systems.  

 

TJACH updated its Coordinated Entry System policies and procedures in November of 2017 

and designated the VI-SPDAT triage and prioritization tool as the community-wide 

common assessment for all households experiencing homelessness who are interested in 

receiving assistance. This tool helps our homeless service system identify households who 

are the most vulnerable and at the greatest risk of dying on the streets. In addition, it 

identifies which type of housing assistance (Permanent Supportive Housing, Rapid Re-

Housing, or general assistance with no financial support) is the most appropriate for each 

household.  
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As TJACH seeks to target and prioritize households for the right intervention, in the right 

amount, at the right time, it is clear that more than one programmatic response is required. 

One size certainly does not fit all. To that end, TJACH supports five program strategies 

designed to meet the needs of households experiencing homelessness. This continuum 

includes:  

 Flexible, client-focused street outreach and day shelter services for literally homeless 

individuals and families to provide information on and engage them in available 

services, in order to meet basic needs  

 Prevention services to help households avoid literal homelessness  

 Low-barrier emergency shelter programs for households with no access to safe 

housing  

 Rapid re-housing services and subsidies for literally homeless households  

 Permanent Supportive Housing units for chronically homeless households that need 

ongoing services and support to maintain stable housing  

 

2019 Action Items: 

a) Create 28 new scattered-site Permanent Supportive Housing opportunities  

o Integrate new and existing Permanent Supportive Housing units funded 

through the Department of Behavioral Health and Developmental Services in 

the Community Case Review prioritization and referral process by March 1st, 

2019 

 Estimated 20 new units added in 2019 

 Estimated 3 units created through turn-over of existing units in 2019 

o Create an additional case manager position in partnership with Virginia 

Supportive Housing in order to implement a “Move On” program at The 

Crossings by October, 2019 

 Estimated 5 units created through turn-over of existing units in 2019 

b) Create 2 new street outreach positions 

o Apply for funding through Virginia Department of Housing and Community 

Development (DHCD) grant opportunities, Albemarle and Charlottesville Agency 

Budget Review Team (ABRT) grant processes, and SAMHSA grant opportunities 
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2) Adopt and implement housing first strategies  

 

Housing first is a philosophical approach to service delivery that focuses on connecting 

people experiencing homelessness to housing resources quickly and without unnecessary 

barriers to service. The underlying assumption of housing first is that people experiencing 

homelessness are in the midst of a housing crisis. Housing is provided to serve as the 

foundation from which individuals and families can focus on long-term stability. This 

approach is contrary to earlier service approaches aimed at selecting those program 

participants most likely to succeed or ‘ready’ for housing resources. Research and 

experience has revealed that these earlier approaches led to a focus on clients with relatively 

few needs while people with significant needs remained on the streets, in perpetual housing 

crises.  

 

There are five core principles of housing first as developed by Pathways to Housing of New 

York: 

1. Immediate access to permanent housing with no housing readiness requirements 

2. Consumer choice and self-determination 

3. Recovery orientation  

4. Individualized and client-driven supports 

5. Social and community integration  

 

2019 Action Items: 

a) Assess our homeless service system’s adherence to the housing first approach using 

HUD’s Housing First Assessment Tool to identify areas for improvement and 

barriers to lower by September, 2019 

b) Assist organizations in making programmatic changes to further adhere to Housing 

First  

 

3) Use best practice approaches where possible  

 

TJACH supports the use of approaches that work by providing practice tools and 

information on proven programming to area providers and by distributing funds to 

programs that implement them. To this end, TJACH has included a chart which identifies 
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five broad program strategies, including homelessness prevention, homelessness outreach, 

emergency shelter and transitional housing, rapid re-housing, and permanent supportive 

housing. Each strategy is described with recommended best practice approaches. This chart 

is attached as an appendix to the plan.  

 

2019 Action Items: 

a) Create and implement common diversion protocols at each coordinated entry 

system access point by June, 2019 

b) Increase staffing support for coordinated entry system access points through grant 

opportunities including the City’s Community Development Block Grant and the 

Virginia Department of Housing and Community Development (DHCD) Homeless 

and Special Needs Housing (HSNH) program  

 

 

4) Make decisions based on data  

 

TJACH is committed to collecting and analyzing data on individuals, programs, and systems 

to better understand the needs and housing barriers of people experiencing homelessness 

and evaluate our efforts at solving housing crises. This data is gathered on a regular basis to 

assess the system response to homelessness and the performance of service provider 

agencies. Coalition providers are required by the U.S. Department of Housing and Urban 

Development to collect and maintain data on a set of required data elements for every 

participating client and to collect and maintain data on a set of outcome measurements for 

every program. While funding through TJACH can facilitate this data collection effort, HUD 

requires that all providers, regardless of funding status collect and maintain such data. It is 

TJACH’s intention to ensure that every local homeless provider contributes data through 

the Homelessness Management Information System in real time. 

TJACH has established a monitoring protocol for collaboratively-funded projects which 

includes assessment of agency-level data collection process and agency-level performance. 

Agencies are monitored on a yearly basis with subsequent reports made to TJACH 

Governance Board. This monitoring tool may be found as an appendix to this plan.  
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2019 Action Items: 

a) Create and send monthly data quality reports to all HMIS users for ongoing 

improvement of data 

b) Host monthly HMIS Committee Meetings  

c) Make system performance data available and accessible to the public, elected 

officials, local government staff, and service provider staff on a quarterly basis 

 

5) Advocate for the availability of effective community support services outside 

the homelessness system of care  

 

TJACH will advocate for the development of an improved, comprehensive system of care for 

people in crisis, with an emphasis on practices, policies and programs for people 

experiencing a housing crisis. Without a robust system of care, TJACH’s efforts to meet the 

basic needs of people experiencing homelessness and move them quickly into permanent 

housing situations will not be successful. It is clear that people experiencing homelessness 

need access to ongoing mainstream services to achieve or sustain self-sufficiency. Solving 

the housing crisis addresses homelessness but may not address exacerbating issues such as 

chronic mental health, substance abuse, dental or physical health concerns, 

unemployment/underemployment, and/or victimization.  

 

2019 Action Items: 

a) Support the development of an affordable housing “hub” and continuum of housing 

services  

 

6) Increase housing options for very poor and people with barriers  

 

TJACH relies on a robust supply of low-income and supportive housing in order to move people 

out of a housing crisis. To that end, TJACH will engage in activities designed to create more 

flexible access to existing units and to develop additional units. 

 

2019 Action Items:  

a) Scale up resources for “light touch” housing assistance like security deposits and first 

month’s rent and housing navigation through private fundraising, and local foundations 
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b) Sustain a housing navigator through funding from the Virginia Department of Housing 

and Community Development (DHCD) Homeless and Special Needs Housing 

(HSNH) program to provide individual housing assistance to people seeking housing 

and systemic advocacy with existing landlords to improve access to housing for people 

with substantial barriers to traditional housing 

c) Support the success of the City of Charlottesville’s Landlord Risk Mitigation Fund 

through partnering to organize a landlord outreach/appreciation event 

d) Continue participating on the Charlottesville Housing Advisory Committee, and other 

regional housing councils  

e) Support the success of each local housing authority in administering a preference for 

households experiencing homelessness and a preference for stable participants in 

housing programs to “move on” to a Housing Choice Voucher or other subsidized unit 

f) Hold an annual Housing and Homelessness Symposium in partnership with the City of 

Charlottesville to share data, educate the community about homelessness and solutions, 

and to connect housing solutions to homelessness service providers  

g) Ensure that homeless-specific goals and action items are included in local jurisdictions’ 

housing strategies and comprehensive plans 

 

7) Strong leadership with focus on backbone activities  

 

TJACH will seek to provide strong and effective leadership for this community’s efforts to 

address homelessness. A strong ‘backbone’ organization will ensure that funding is secured from 

federal, state and local funders and is used in effective collaboration. TJACH will develop or 

maintain:  

 Paid staff so that service providers are not called upon to accomplish the responsibilities 

of the continuum of care in addition to existing duties  

 An effective Governance Board responsible for supervising staff, implementing the 

community plan, monitoring the use of funds, and establishing local policy with active 

committees on board development, data and evaluation, and service providers. 

 

The board’s activities will be directed by a written governance charter with established 

guidelines for coalition membership. The board will engage in transparent decision-making 

including:  

 Annual funding priorities  
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 Monitoring protocol and tools  

 Service Provider Council representation  

 Public meetings open to all  

 Web posting of minutes  

 

TJACH will solicit, prepare and submit collaborative funding proposals on behalf of the 

homelessness system of care to facilitate support for prioritized program activities. Collaborative 

proposals may include the HUD Continuum of Care, DHCD Homeless and Special Needs 

Housing, Charlottesville Affordable Housing Fund, local governments, Charlottesville Area 

Community Foundation, and United Way, among others. TJACH Governance Board will review 

progress made towards annual goals identified in this plan on a quarterly basis, revising the 

guiding principles and establishing new outcomes and subsequent year goals as necessary, 

through 2021. A new plan will be created to reflect any changes in policy and practice no later 

than 2022.  

 

2019 Action Items: 

a) Continue pursuing alternative funding mechanisms for the homeless service system 

including Pay For Success 

System Performance  

Regular evaluation of our homeless service system performance is absolutely integral to our 

success in reaching a functional end of homelessness. Simply put, we must know precisely how 

we’re doing as a system in order to make the necessary changes and improvements needed to 

reduce homelessness, or to identify areas of success to replicate and bolster. Individual service 

providers do not operate in a silo and our entire system is interdependent. It’s a complex system 

and it can often be difficult to identify where improvements need to be made or which successful 

aspects should be replicated. The following system performance goals will provide us with the 

tools to better understand how well our community is reducing homelessness. Perhaps most 

importantly these system performance goals help us identify whether the goals and principles 

outlined in this plan are having the intended effect. These updated system performance goals 

are also better aligned with HUD’s own System Performance Measures. 
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Annual System Performance Goals: 2019-2021 

 

1. Reduce overall homelessness 

a. Reduce the average number of people becoming homeless and entering the 

homeless service system each month to lower than the number entering 

homelessness (reduce to 18 people or less) 

b. Increase the average number of people exiting homelessness to a housing 

destination each month by 40% (from 13 to 18 people on average) 

2. Reduce the amount of time people remain homeless 

a. Reduce the average amount of time people remain homeless in emergency 

shelters by 15% (from 35 days to 30 days) 

b. Reduce the median total amount of time people remain homeless by 15% (101 

days reduced to 86 days) 

3. Increase the number of people exiting homeless service programs to 

permanent housing  

a. Increase the percentage of people exiting outreach, emergency shelter, and 

transitional housing programs to permanent housing by 15% (from 35% to 40%) 

b. Increase the percentage of people exiting rapid re-housing and permanent 

supportive housing programs to permanent housing by 20% (from 70% to 85%) 

4. Reduce returns to homelessness (the number of people who return to homelessness 

after exiting to permanent housing) 

a. Reduce the percentage of people who return to homelessness after exiting 

emergency shelter to permanent housing by 20% at 2 years from exit (from 31% 

to 25%) 

b. Reduce the percentage of people who return to homelessness after exiting rapid 

re-housing and permanent supportive housing programs by 21% at 2 years from 

exit (from 19% to 15%) 

5. Increase the number of people engaged in homeless services who increase 

their income 

a. Increase the percentage of people who increase their total income by 15% (from 

22% to 25%) 
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Built For Zero 

In late 2017, our community joined Community Solutions’ Built For Zero initiative with the help 

of a generous private donor. The Built For Zero initiative is a nation-wide effort to assist 

communities in their work of ending homelessness. Community Solutions’ staff brings technical 

assistance and support to communities through one-on-one coaching, peer learning 

opportunities, focused action planning, and data support. One of Built For Zero’s foundational 

tools to assist communities is the quality, active By-Name List. This is a real-time list of all 

households known to be experiencing homelessness in a given community. The reason this is 

such an important tool is that it allows communities to focus on the finer details of their 

homeless services system on a monthly basis, tracking the number of households falling into 

homelessness against the number of households leaving the homeless services system for 

housing each month. This level of accuracy is no small feat and requires regular and extensive 

use of the Homeless Management Information System (HMIS) by all homeless service provider 

staff. To this end, the following goals are laid out to guide our work of establishing and maintain 

a quality, active By-Name List and to use this By-Name List to track our progress towards a 

functional end of homelessness. 

 

 

Annual Built For Zero Performance Goals: 2019 - 2021 

1. Achieve a quality, real-time By-Name List of all people experiencing 

homelessness by March of 2019  

a. Ensure that guests at Salvation Army’s emergency shelter access the Coordinated 

Entry System and are entered into HMIS 

b. Ensure that families being supported in hotels by local DSS agencies access the 

Coordinated Entry System and are entered into HMIS 

c. Enter into a Street Outreach Coverage policy agreement with Region Ten 

regarding the PATH Program to ensure that proper coverage of our service area is 

defined and met 

2. Maintain a quality, real-time By-Name List of all people experiencing 

homelessness  

3. Achieve a functional end of Veteran Homelessness by July of 2019 

4. Achieve a functional end of Chronic Homelessness by July of 2020 
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Summary  

 

TJACH is optimistic about this community’s ability to make homelessness rare, brief, and 

nonrecurring. Dramatic shifts in operations and collaboration have been implemented and the 

dividends of this cooperation are evident. There is clearly more to do, but this community 

benefits from the financial resources, strong leadership, and brainpower needed to meet 

TJACH’s goals. TJACH seeks to create an effective, efficient, and balanced system of care that 

moves people experiencing a housing crisis into safe and stable homes quickly and flexibly and 

support them to facilitate holistic wellbeing and community integration. Using best and proven 

practices ensures we will use public and private dollars strategically and wisely. Reaching a 

functional end of homelessness is possible and within reach for our community. 
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Appendix A: Health and Homelessness in the TJACH Service Area 
 

Prepared by Jacqueline Carson, UVa School of Medicine Student 

 

Introduction 

Homelessness can happen to anyone, regardless of race, ethnicity, education level, or age. 

However, it is critical to identify characteristics of our specific homeless population in our 

service area so that TJACH can better serve our community. Using self-reported data collected 

in the Vi-SPDAT administered from January 2017 to June 2018, the demographics of 204 

individuals and 22 families experiencing homelessness in the greater Charlottesville area have 

been analyzed. It is important to note that the following data are not representative of the entire 

homeless population in the TJACH service area; however, the data provides a snapshot of the 

individuals and families who completed a Coordinated Entry intake assessment. 

Individuals Experiencing Homelessness Characteristics:  

38.1% of respondents identified as female, while 61.9% identified as male. Average age was 46. 

3.4% of the population were between 18 and 24, 83.3% were between 25 and 59, and 13.2% were 

over 60. 5.9% were veterans. Average monthly income was $597; median monthly income was 

$600.  

52.5% of individuals identified their primary race as African American or Black, 44.5% as White, 

1.5% as American Indian or Alaska Native, and 0.5% as Native Hawaiian or other Pacific 

Islander. 2.6% described themselves as Hispanic/Latino.  

41.5% described themselves as victims of domestic violence. Of the women who completed an 

intake, 70% were victims of domestic violence, compared to 24.4% of men. 23.5% of the 

occurrences of domestic violence were within the past three months while 45.9% were more 

than a year ago.  

30.9% stated they were staying in an emergency shelter, 55.7% were staying in a place not meant 

for human habitation, and 6.5% were staying with a family member or with a friend. 61.8% had 

been homeless for more than twelve months in the past three years while 13.3% had been 

homeless for less than 3 months. 50% had been homeless one time in the past three years, while 

19.8% had been homeless twice, 6.4% had been homeless three times, and 22.7% had been 

homeless four or more times.  
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Families Experiencing Homelessness Characteristics:  

22 families completed Vi-SPDATs, representing 78 total individuals in the families. Average 

family size was 3.36 family members while average number of dependents was 2.04. 54.6% of 

the families were headed by a single mother, 4.6% were single fathers, and 36.4% were two-

parent families. 0% were veterans. Average monthly income was $999.60; median monthly 

income was $1099.00.  

57.1% of families identified their primary race as African American or Black, 33.3% as White, 

and 4.8% as American Indian or Alaska Native. 4.8% described themselves as Hispanic/Latino.  

57.0% described themselves as victims of domestic violence. Of the women who completed an 

intake, 68.8% were victims of domestic violence, compared to 20% of men. Of the single 

mothers who completed an intake, 75.0% were victims. 30.8% of the occurrences of domestic 

violence were within the past three months, 46.2% were three to twelve months ago, while 15.4% 

were more than a year ago.  

31.8% stated they were staying in an emergency shelter, 36.4% were staying in a place not meant 

for human habitation, and 9.1% were staying with a friend. 40% had been homeless for more 

than twelve months in the past three years while 30% had been homeless for less than 3 months. 

18.8% had been homeless one time in the past three years, while 37.5% had been homeless 

twice, 18.8% had been homeless three times, and 25% had been homeless four or more times.  

Chronic Homelessness 

Chronic homelessness is defined by HUD as experiencing homeless for one or more years 

consecutively coupled with a disability OR becoming homeless four or more times in three years 

with the number of months homeless equating to a year or more also coupled with a disability.  

They are often the most vulnerable individuals and are the hardest to house.  

Using the strict HUD definition, there were 42 individuals and 1 family classified as chronically 

homeless, representing 20.6% and 4.6% of the population respectively. However, with 

adjustments for missing data, there were 53 individuals and 5 families, representing 26% and 

22.7% of the homeless population, respectively.  

32.1% of the chronically homeless identified as female, while 67.9% identified as male. Average 

age was 48.6 compared to the non-chronic homelessness average age of 45.6. 62.3% of 

individuals identified their primary race as African American or Black, 35.9% as White, and 

1.9% as American Indian or Alaska Native. This is compared to the non-chronic homeless 
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population, 49.0% identified as African American or Black, 47.6% as white, and 1.4% as 

American Indian or Alaska Native. 4% of the chronically homeless described as 

Hispanic/Latino.  

40.4% of the chronically homeless stated they were victims of domestic violence. Of the 

chronically homeless women, 75% were victims while only 25% of chronically homeless men 

were. 14.3% of the occurrences of domestic violence were within the past three months, while 

47.6% were over a year ago.  

5.7% were veterans. Average monthly income was $436.80, compared to average non-chronic 

monthly income of $655.30. 

28.3% stated they were staying in an emergency shelter, 54.7% were staying in a place not meant 

for human habitation, and 5.7% were staying with a family member or with a friend. The average 

Vi-SPDAT score for the chronically homeless was 8.53, compared to the non-chronic score, 6.81, 

a statistically significant difference (p=0.0003).   

Health and Homelessness  

Time and time again, health and homelessness have proven to be intimately connected to each 

other. Homelessness is known to exacerbate health issues, given the heightened stress of not 

having a house or living on the street. Without a safe place to recover from illness, a person 

cannot heal fully. Furthermore, health is not a priority when one does not have a home and is 

struggling to survive day by day.  

In order to tackle the issues of health and homelessness in the TJACH service area, it is first 

critical to ascertain the main health issues of our specific homeless population, identify the 

health services that are already available in the community for the homeless, and classify and 

assess the gaps between the health issues and the services.  

Health Related Data  

The Vi-SPDAT is a survey administered at intake to assess vulnerability of either an individual 

or family to determine eligibility for the Rapid Rehousing program. It asks 27 questions about 

various vulnerabilities, including history of homelessness, risks, wellness, and socialization. 

Some of these questions are related to health and healthcare utilization, such as how many times 

have you used the Emergency Room or been hospitalized as an inpatient in the past 6 months, 

etc.  
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Using the self-reported Vi-SPDAT answers, some of the main health issues for the TJACH 

service area homeless population were analyzed. It is important to note that this data was 

retrospective and self-reported, the health issues and health utilization data are likely under-

reported. Further, it serves as a snapshot of the population who came in for a Rapid Rehousing 

intake, which is not fully representative of the full TJACH area homeless population.  

Individual Health  

42.5% of individuals had health insurance, compared to 87% of the general Charlottesville 

population. 50% had a disabling condition. 24.5% individuals were identified to have alcohol 

abuse, 12.8% had drug abuse, 9.8% had both alcohol and drug abuse, 46.1% had a chronic health 

condition, 10.8% had a developmental disability, 37.9% had a mental health problem and 29.0% 

had a physical disability. 9.9% of women were pregnant.  

Those who said they avoided help when they were sick or not feeling well was 45.1%. 19.1% said 

they had a physical disability that would limit the type of housing they could access. 19.1% said 

they had been kicked out of an apartment or program because of their drinking while 19.6% said 

they had trouble maintaining their housing due to a mental health issue. 18.9% of individuals 

said there were medications a doctor told them to take that they were not taking.  

Average times an individual received health care at an emergency room within the past 6 

months was 2.4 (median 1).  Average times an individual had taken an ambulance within the 

past 6 months was 1.1 (median 0). Average times an individual had been hospitalized within the 

past 6 months was 1.0 (median 0). Average times an individual stayed one or more night in 

jail/prison within the past 6 months was 0.7 (median 0).  

25.5% were identified as high utilizers of health care (defined as 4 or more ED visits, 4 or more 

ambulance rides, or 3 inpatient visits in 6 months), while 33.0% were labeled as high intensity 

users (defined as 4 or more total interactions with the ED, ambulance, or inpatient use in the 

past 6 months).  

Family Health  

38.1% of families had health insurance while 36.6% had someone with a disabling condition in 

their family. 13.6% of families were identified to have a member with alcohol abuse, 9% had 

drug abuse, 4.6% had both alcohol and drug abuse, 18.2% had a chronic health condition, 0% 

had a developmental disability, 22.7% had a mental health problem and 0% had a physical 

disability. 23.8% of women were pregnant.  
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Those who said they avoided help when they were sick or not feeling well was 13.6%. 0% said 

they had a physical disability that would limit the type of housing they could access. 9.1% said 

they had been kicked out of an apartment or program because of their drinking while 4.5% said 

they had trouble maintaining their housing due to a mental health issue. 27.3% of individuals 

said there were medications a doctor told them to take that they were not taking.  

Average times someone in the family received health care at an emergency room within the past 

6 months was 1.0 (median 1).  Average times a family member had taken an ambulance within 

the past 6 months was 0.4 (median 0). Average times an individual had been hospitalized within 

the past 6 months was 0.4 (median 0). Average times a family member stayed one or more night 

in jail/prison within the past 6 months was 0.3 (median 0). 22.7% were identified as high 

utilizers of health care (defined as 4 or more ED visits, 4 or more ambulance rides, or 3 inpatient 

visits in 6 months), while 36.4% were labeled as high intensity users (defined as 4 or more total 

interactions with the ED, ambulance, or inpatient use in the past 6 months).  

Chronically Homeless Health  

Of the chronically homeless population, 58.5% had health insurance, compared to 36.7% of the 

non-chronic homeless population. Compared to non-chronic homeless individuals, they were 

statistically significantly more likely to have alcohol abuse (35.9% vs. 20.5%, p=0.05), both 

alcohol and drug abuse (18.9% vs 6.6%, p=0.03), a chronic health condition (66.0% vs 39.1%, 

p=0.003), and a physical disability (47.2% vs 21.9%, p=0.0005). 44.2% were identified as 

having a mental health problem and 13.2% had a developmental disability.  

37.7% of the chronically homeless noted they avoided getting help when they were sick. 28.3% of 

the chronically homeless stated they had to leave a place they were staying because of their 

physical health, compared to 9.3% of the non-chronic population (p=0.003). 30.2% answered 

they had a physical disability that would limit the type of housing they could access, relative to 

15.2% of the non-chronic population (p=0.02). 26.4% stated their drinking or drug use led them 

to being kicked out of an apartment or program where they were staying in the past, 

corresponding to 16.6% of non-chronic (p=0.12). 30.2% answered they had had trouble 

maintaining their housing due to a mental health concern, compared to 15.9% of non-chronic 

(p=0.24). 35.9% of chronically homeless answered there were medications a doctor told them 

they should be taking that they were not taking, while 26.5% of the non-chronically homeless 

answered the same (p=0.38).  

The chronically homeless also had statistically significantly higher averages of ED visits (3.32 vs 

2.13, p=0.02), ambulance use (1.7 vs 0.93, p= 0.03), and inpatient admissions (1.68 vs 0.8, p= 
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0.01) within the past 6 months relative to the non-chronically homeless. Average times stayed 

one or more night in jail/prison within the past 6 months was 1.21 for the chronically homeless 

and 0.5 for non-chronic. The chronically homeless were also statistically significantly more 

likely to be high utilizers of health care (52.8% vs. 26.0%, p=0.0004) and have high intensity 

usage (39.6% vs. 20.5%, p=0.006) than non-chronic individuals.  

Summary  

Based on the data, the individuals experiencing homelessness in the TJACH service area are 

disproportionately suffering from chronic health conditions, mental health issues, substance use 

disorders, and physical disabilities. The presence of these diseases likely contributes to the high 

utilization and intensity of use in health care for this population. Furthermore, those who are 

chronically homeless have significantly higher rates of disabilities and health care utilization as 

those who are non-chronic, suggesting the longer one is homeless, the worse their health 

becomes, and the higher their cost for care.  

There are a plethora of health care services where individuals experiencing homelessness can 

receive care in the Charlottesville area, including two major hospital systems, private practices, 

and nonprofit organizations. However, these services can be difficult to navigate and many 

homeless persons fall through the cracks. With increases in data sharing, provider partnerships, 

and care directed specifically towards individuals experiencing homelessness, many of the gaps 

in care can be addressed, creating positive change in the health of households experiencing 

homelessness in our community.  
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Appendix B: Input from Persons Experiencing Homelessness  
 

To better inform our Community Plan to End Homelessness, input was sought from individuals 

experiencing homelessness about what matters most to them, what they felt would best support 

them, whether they chose to panhandle, and the reasons they chose to panhandle. Over a few 

weeks in the Summer of 2018, homeless service provider staff participated in this outreach 

project and interviewed 40 people experiencing unsheltered homelessness in the greater 

Charlottesville area. The following simple questions were asked: 

 What are your main personal goals? 

 What would best support you in reaching those goals? 

 Do you choose to panhandle? 

o If so, what is the main reason you choose to panhandle? 

o If so, what would support you the most right now? 

A paper survey was used by interviewers to write down summarized responses to the questions. 

Responses to the questions were open-ended and afterwards were grouped into common 

themes. Respondents often identified more than one theme in their answer and each separate 

theme identified was documented. Tables listing each question, the common themes identified 

from the responses, and the percentage of respondents who identified each theme in their 

answers are below: 

 

What are your main personal goals? 

Themes Percentage of Respondents 
Attain Affordable Housing 85% 
Gainful Employment/Increase 
Income 48% 
Apply for SSI/SSDI Benefits 15% 
Improve Physical Health 15% 
Pay Child Support/Other Fines 3% 
Attain ID Card 3% 
Improve Mental Health 3% 
Access Emergency Shelter 3% 
Buy a Car 3% 
Be Able to Relax  3% 
Reconnect with Family 3% 
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What would support you the most in reaching these goals? 

Themes Percentage of Respondents 
Housing Financial Assistance and 
Navigation 38% 
Employment Assistance 28% 
SSI/SSDI Application Assistance 28% 
Assistance with accessing Health Care 18% 
Assistance with paying Fines or Child 
Support 15% 
Better Community Support/Relationships 8% 
Assistance with Attaining an ID Card 5% 
Relocation/Transportation Assistance 5% 
Connection to Mental Health Services 5% 
Basic Needs Assistance 3% 
Support in Staying Motivated 3% 
Criminal Record Assistance 3% 

 

Panhandling and Homelessness 
15 (38%) of the respondents reported panhandling at least occasionally. Tables showing 

responses to panhandling-specific questions are below: 

What is the main reason you choose to panhandle? 

Themes Percentage of Respondents 
Pay for Basic Needs 80% 
Pay Child Support 7% 
Pay for Transportation 7% 
Refused 7% 

  

What would support you the most right now? 

Themes Percentage of Respondents 
Access to Affordable Housing 33% 
Assistance with Basic Needs/Daily 
Expenses 33% 
Assistance with Child Support Arrears 8% 
Increased Income 8% 
Assistance with Medical Expenses 8% 
Access to Emergency Shelter 8% 
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Summary of Input 
The 40 individuals experiencing unsheltered homelessness who provided input almost 

unanimously (85%) cited attaining affordable housing as an important personal goal and nearly 

half (48%) cited attaining gainful employment or increasing their income as an important goal. 

This aligns with the other input and feedback received from community stakeholders, service 

providers, and the general public, but it also works to dispel the harmful stereotypes that people 

living outside choose to do so and don’t want to live in housing or be employed. 38% of people 

interviewed reported that they panhandle at least occasionally. Almost all reported that they 

panhandle to pay for basic needs like food and clothing while some reported additional specific 

concerns like paying for child support or transportation. These individuals reported that access 

to affordable housing and the ability to secure basic needs like food and clothing would be the 

most beneficial to them.  
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Appendix C: 2015 Action Items and Outcomes as of 2018: 
 
 Improve and expand emergency financial assistance services for people who are not in 

immediate risk of becoming literally homeless  

 

Status: The Pathways Fund, AIM, and PVCC all offer emergency financial assistance for 

people, regardless of their housing status. More work is needed to better align and coordinate 

all of these opportunities to focus and maximize their potential. 

 

 Improve and expand services for non-Medicaid eligible households so that they may access 

community-based mental health and substance abuse treatment and supportive services  

 

Status: In June of 2018, Medicaid expansion was passed in Virginia leading to Medicaid 

eligibility for almost all people experiencing homelessness in the Charlottesville area. More 

work is needed to determine which services specifically will be covered under the Medicaid 

expansion and how these might be brought to the homeless service system.  

 

 Improve discharge planning from institutions so that people do not exit such care into a 

housing crisis; coordinate with the Re-Entry Council where possible; encourage criminal justice 

institutions to release people with valid identification cards; coordinate care with local health 

and mental health systems  

 

Status: TJACH participates regularly in the Re-Entry Council on the housing subcommittee 

and data subcommittee. Research completed in April of 2018 found that there was a modest 

overlap (13%) in people experiencing homelessness (identified in HMIS) and people booked at 

ACRJ. In addition, other research found that housing instability was not a significant concern 

for the vast majority of people entering ACRJ. While this data shows that homelessness is not a 

significant issue for most people booked at ACRJ, work is still needed to better prepare for 

discharges from ACRJ for those experiencing long term homelessness. In June of 2018, a 

Confidentiality Agreement was signed by TJACH with the UVa Medical Center to conduct 

research on high utilizers of the UVa Emergency Department who are also experiencing 

homelessness. This represents a significant advancement in our efforts to identify high users 

and develop better programming to reduce ED usage and improve holistic wellbeing. This 

effort is ongoing. 
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 Train and support case managers in resources available through the homeless system of care 

so that provider staff are engaged in timely and effective interventions; provide community-wide 

training on Critical Time Intervention and Motivational Interviewing; develop case manager 

orientation curriculum; and establish clinical supervision group for area providers  

 

Status: Training on the Coordinated Entry System and how participants properly access the 

system has been provided to SHE shelter staff, DSS, and homeless service provider staff. 

Critical Time Intervention and Motivational Interviewing is made available to staff by some 

programs, but not all. More work is needed in this area to better facilitate these trainings for 

the entire service system.  

 

 Engage providers and agencies in rural counties for improved coordination of care and data 

collection  

 

Status: TJACH staff focused on this goal during 2017 and 2018, attending human service 

roundtables in each county on a regular basis. Engagement has occurred but must be 

continued to ensure efficacy moving forward. 

 

 Collaborate with school systems to respond to families in need  

 

Status: TJACH collaborates well with the Families in Crisis program at Albemarle County 

Schools to respond to families in need. More work is needed to replicate this same 

collaboration with the other counties in our CoC service area. 

 

 Advocate for improved understanding of and response to the needs of youth aging out of 

foster care  

 

Status: Progress is lacking in this area and more work is needed to achieve the goal. 

 

 

 Advocate for ways to access housing stabilization case management and self-sufficiency 

programming for people transitioning into housing from a housing crisis  
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Status: While housing case management is available for participants in rapid re-housing and 

permanent supportive housing programs, many people leaving the homeless service system to 

housing lack supportive services. More work is needed to identify ways that participants who 

are not engaged in any formal housing service programming can be connected with 

supportive services.  

 

 Support a variety of types of programs that serve families and individuals in need to match 

the diverse needs, barriers and strengths of people experiencing homelessness  

 

Status: While our system has good supports for chronically homeless households (though not 

enough) and Veterans, there is not the same level of service available to other homeless 

populations, especially families with children or individuals experiencing episodic 

homelessness. More work is needed to adequately address the needs of non-chronic and non-

Veteran households.  

 

 Continue support of a regional SOAR project so that people experiencing homelessness have 

streamlined access to Social Security Insurance and Social Security Disability Insurance  

 

Status: SOAR is currently fully funded for the 2019 fiscal year with support from the ABRT 

process and the UVa Community Health Grant. Work is required to ensure ongoing support. 
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Appendix D: 2012 Additional Activities and Outcomes: 
 

 Lead Organization on Homelessness: Strengthen TJACH’s role as the lead organization to 

implement and market this Community Plan to End Homelessness.  

 

Status: TJACH now serves as a local funder and monitor for state and federal grants and 

contracts, has re-tooled its governance structure significantly and adopted a new charter and 

operational guidelines.  

 

 Common Intake: Establish an intake protocol and utilize The Haven as a physical location for 

intake to: enroll clients, enter demographic information, and assign a case manager.  

 

Status: A coordinated assessment process has been implemented. Access is available every 

day at The Haven and assessment tools are available on the TJACH website. Providers outside 

the homeless system of care have access to community-wide homelessness and housing 

problem-solving teams.  

 

 Early Intervention and Prevention: Create a Local Housing Options Team as a TJACH 

program to coordinate prevention activities and provide crisis stabilization and/or mediation for 

those at risk of experiencing homelessness.  

 

Status: TJACH supports a housing navigator position at The Haven. The navigator meets 

weekly in housing planning sessions with stabilization case managers and rapid re-housing 

program staff, in addition to serving as a mediator for landlord/tenant concerns. A 

homelessness prevention program is funded by TJACH with funds from the Virginia 

Department of Housing and Community Development and implemented by The Haven.  

 

 Increase housing options: Pursue development of a variety of housing types for individuals 

and families by working with Community Housing Development Organizations, establishing 

housing trust funds, creating public-private partnerships, and developing incentives to connect 

under-utilized housing stock with case management support.  

 

Status: Virginia Supportive Housing opened The Crossings, which is a single-room 

occupancy building providing 30 units for chronically homeless individuals and 30 very low-
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income units. In addition, TJACH has been successful in marshalling funding for rapid re-

housing efforts using state and local dollars. Further, the Charlottesville Redevelopment 

Authority has re-established a preference for homelessness as part of its application process, 

which will open additional housing resources for families experiencing homelessness. The City 

of Charlottesville has made a commitment to develop self-sufficiency programming to assist 

families in moving out of subsidized housing into fair market housing, which will result in 

improved availability of subsidized units to people experiencing a housing crisis.  

 

 Supportive Services: Provide case management for individuals and families. Provide a 

tenancy protection program to prevent evictions and difficulties leading to evictions.  

 

Status: While case management services are available at many local service providers, there 

remains a gap in this area, particularly for those individuals housed through rapid re-housing 

programs. A Housing Navigator, funded through TJACH with funds from local governments 

and the Virginia Department of Housing and Community Development provides eviction 

mitigation and mediation services. Additionally, state funds may be used flexibly to increase 

deposit amounts for local landlords concerned about providing housing for people with 

negative rental histories.  

 Secure stable, sustainable funding: Seek funding from localities, private donations, and 

government and private grants. For long-term stability, TJACH should consider building an 

endowment.  

 

Status: TJACH has been successful in securing supporting funds through state and local 

public sources, as well as private grants; however, these sources are not permanent.  

In 2014, TJACH determined that a significant plan revision and update was required to 1) 

respond to the evolving federal and state policy context for homelessness services, 2) 

incorporate emerging research and best practice approaches, and 3) identify specific and 

quantifiable community goals for the system of care.  
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Appendix E: Best Practices for our Continuum of Homeless 
Services 
 
Best practice approaches for homelessness prevention include:  

 Access to services is made through the community-wide coordinated entry system 

 Prioritization of candidates is determined using structured decision-making tools to 

ensure services to those households most likely to enter shelter  

 Fast and flexible provision of financial assistance to stabilize households as quickly as 

possible  

 Housing navigation assistance  

 Referrals to mainstream resources  

 Progressive case management that matches the level of need with the level of case 

management services  

 

Best practice approaches for homelessness outreach include:  

 Access to services is made through the community-wide coordinated entry system, of 

which street outreach is an access point  

 Prioritization of candidates that are unsheltered or living in emergency shelters  

 Community Case Review and other multi-disciplinary teams to problem-solve difficult 

cases collaboratively  

 Housing-focused, low-barrier approach  

 

Best practice approaches for emergency shelter and transitional housing  

 Access to services is made through the community-wide coordinated entry system  

 Progressing engagement with a housing-focused approach  

 Low barrier eligibility and access requirements  

 Housing first approach with no requirements for service participation  

 Community Case Review and other multi-disciplinary teams to problem-solve difficult 

cases collaboratively  

 

Best practice approaches for rapid re-housing  

 Access through to services is made through community-wide coordinated entry system  

 Prioritization of candidates using structured decision-making tools to ensure services to 

households with the greatest needs 
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 Fast and flexible provision of financial assistance to stabilize households as quickly as 

possible  

 Housing navigation assistance  

 Referrals to mainstream resources  

 Progressive case management that matches the level of need with the level of case 

management services  

 Community Case Review and other multi-disciplinary teams to problem-solve difficult 

cases collaboratively  

 Housing first approach with no pre-conditions or service participation requirements  

 

 

Best practice approaches for permanent supportive housing  

 Access to services is made through the community-wide coordinated entry system  

 Prioritization of candidates using structured decision-making tools to ensure services to 

most vulnerable, chronically homeless households  

 Referrals to mainstream resources  

 Progressive case management that matches the level of need with the level of case 

management services  

 Community Case Review and other multi-disciplinary teams to problem-solve difficult 

cases collaboratively  

 Housing first approach with no pre-conditions or service participation requirements  
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Appendix F: Homeless Service System Flow Chart 
 

 

 

 

 


