Client Case Studies/Network Development

Third Quarter Report

October-December, 2009

I.  Client Case Studies

Successes
Submitted by Jay Levy of Eliot CHS-Homeless Services
WF60’s Homeless more than 7 years… Major Mental illness.  Very delusional and has lived primarily out of her car and out of storage lockers in the Westfield Area.

Elderly services referred her to the Samaritan Inn shelter where she met up w/PATH Outreach Clinician - Charlyn.  They engaged well over 2 month period.  Shelter staff decided to ban the client based on behavioral difficulties due to delusions.  Client would falsely accuse others, say racially biased things, and was very private regarding her personal information.

PATH Outreach Clinician continued to work with the untreated, chronically homeless, elderly woman by doing street outreach.  Together they filled out housing applications and she got priority based on age for Chicopee housing.  Although she remained untreated for MI, which the client adamantly denies, she does have some problem recognition around hoarding issues and need for support in order to maintain housing.  On January 1 client successfully moved into subsidized housing and the PATH Clinician will provide support services until another housing stabilization service can be acquired via CSP or C-SPECH.  Client is being tracked for support service openings via Westfield/Holyoke Sub-regional housing meeting.
WM50’s, Homeless for 13 consecutive months, long alcohol Hx, Severe depression, threatened wife, while intoxicated leading to restraining order, so he had to leave home.   He ended up at Samaritan Inn shelter during 11/08 where the outreach clinician met him.  During stay at Samaritan Inn he was picked up for violation for restraining order – for Sending wife and kids Christmas card and presents.  Shelter banned him for this violation.  Client resorted to living in a cardboard box on the street.

PATH clinician provided street outreach and connected him to Grove St. Shelter.  The client stayed there several months, but wanted to return to Westfield to be closer to family.  He applied for Westfield housing and was disinterested in treatment or supportive housing, but very focus on eventual re-union w/family.  His time expired at Grove St. shelter without adequate progress, so he found a set of bushes outside his mother’s apartment house… where he resided for the next couple of months.  During this time period the client continued to meet with the PATH clinician and realized that getting Westfield Subsidized apartment w/WHA and reunification with family wasn’t going to occur any time soon.  He then became more workable and agreed to begin treatment at the local MH clinic, as well as apply for DMH services with the hopes of qualifying for Shelter Plus Care or Reed House.
The PATH clinician facilitated the referrals, filled out eligibility application and the client was accepted for DMH services.  By November 2009 he was attending therapy sessions and signed up for a psychiatry evaluation.  He was assigned via the Sub-regional housing meeting to REED House.  The PATH Clinician supported this transition and the client moved in during early January.

Submitted by Rachel Taylor Doward of ServiceNet:

TM was homeless for years in downtown Northampton.  He would come to drop-in center looking for his friend, but rarely took advantage of any of the services we had to offer (shower, laundry, breakfast or even a cup of coffee).  Then one day I saw TM sitting in the living room at the Drop-in Center with the kind of boots on both his feet that one usually sees on those who have had a broken foot or leg. I asked him what had happened and he told me that he had gotten frostbite on his feet and ankles over the winter, and had spent a few weeks in the Hospital. While at the Hospital he was diagnosed with Congestive Heart Failure, and told that if he didn’t stop drinking he would most certainly die soon. 

TM had been staying in a Motel for 3 weeks when he decided to come down to the Drop-in Center to see if we could help him find housing. I  learned that he served in Vietnam, that he is lover of  Blues music, and still has close ties to his brothers further north in New England.  I also learned that he has the will to stay alive and stay healthy. TM hasn’t had a drink in 7 months.

TM was an excellent candidate to move into one of  ServiceNet’s Permanent Housing locations in Northampton. TM signed his rental agreement and was handed the keys to his apartment in October.  He is still in his apartment today, although sleeping in the living room, continuing to receive the support services he needs so that hopefully one day soon he will feel comfortable sleeping in his own bedroom.

Submitted by Luz  Alvarado of HAPHousing:
A young mother of  three children and victim of domestic violence lived in a church shelter in Puerto Rico for 6 months..  She came to Massachusetts to escape further threat of abuse and doubled-up with her sister and nieces until her sister could not house her any further.  She entered a shelter with her children in early December.  HAP located a project-based subsidized apartment in Holyoke and with ICHH assistance, she and her children are moving into their new home by the end of January. 

Comments on Housing Court collaboration by Judge Robert Fields:

I have numerous cases where without the funds and very importantly without the staff to stand before me in open court and report on the availability of those funds, I am certain that there would have been no basis to work out a payment plan and avoid eviction.  In almost each case, the families would have ended up in shelter.  Additionally, in two or three cases, DSS would have either not returned children to their families because of the housing situation or would have possibly taken them away due to homelessness.  

 

Three cases I am referring to are those "one time" financial hits due to loss of wages but the tenants are now back to work and if not for the ICHH/HPRP monies, the financial hole was simply too big to fill and eviction was certain.  My sense (and hope) in each of these cases is that the solution will be long lasting.

 

Lastly, I want to report that the crucial difference I am feeling in the court---in addition, of course, to actual funds being available---is that we now have actual staff from outside agencies present in court to process and report on these situations.  By way of example, on January 12th, HAP had staff present during the court session and the staff person came before me with the tenant in at least four cases. She was the difference between eviction and tenancy preservation.  

Challenge
Submitted by Jay Levy, Eliot CHS-Homeless Services
The PATH Outreach Clinician (Meg) has successfully engaged a chronically homeless man living on the streets of Amherst for at least 3 years, with substance abuse and major mental health issues including paranoid delusions and auditory hallucinations.  He was arrested approximately 11 months ago for disorderly conduct, but the PATH Clinician has followed up with Veteran services in an attempt to offer a housing plan with treatment via Soldier On-transitional program, as opposed to incarceration.  The client was successfully placed there during February 09 and did well through August, but had a significant relapse during September and has returned to living outside.  This client has now been granted a VASH voucher through the VA, but the housing search is delayed due to his recent relapse and decompensation.  The Amherst PATH Clinician continues to provide outreach services for this client and had to place him inpatient via section 12 in order to address acute issues.  He is now more stable, but still refusing ongoing treatment and/or supportive housing options at this time.

Submitted by Luz Alvarado, HAPHousing

II.  Network Development Success

The coordinated publication across the region of multiple opinion editorials about the Network’s mission offers the most exciting success of the third quarter.  At every step of the process, it reflected an ideal of Network collaboration:
1. Concept was collaboratively generated in the Steering Committee in response to a brainstorm around how to connect to the National Hunger and Homelessness Week and the impending Thanksgiving Holiday.

2. Strategy was devised in Steering Committee to recruit multiple local authors suitable for each county’s publication, each working off the same template, to be produced by network coordinator and steering committee member (Gerry McCafferty).

3. The nature of the project (opinion editorial) itself created an excellent opportunity to bring in less active but important members of the Leadership Council and the community, e.g., Senator Ben Downing and Mayor Higgins as signers.

4. More generally, the project created an opportunity for many members of the Network to provide critical assistance (e.g., localizing the template, being a signer, recruiting a signer), building both investment and faith in what the Network can accomplish.
5. The success was clearly measurable and contributed to a sense of community and connection across all four counties of the region.  A group building experience at its finest.
