Memorandum

To: 
 Liz Curtis, Laila Bernstein

From:
Pamela Schwartz

Date:
October 15, 2010

RE:  Case Studies, July-September, 2010
Family Success (Best Practice:  cash assistance plus housing stabilization services)
Rosa, a mother of young children, works as a preschool aide at $15.38/hour.  Her rent is $700/month and she fell 3 months behind as of January, 2010, after her husband suddenly left her and refused to contribute to the rent.    
Rosa came to New England Farm Workers under the imminent threat of eviction.  She qualified for ICHH assistance.  Her landlord recognized she was a good tenant and was willing to work with her.  With ICHH funds to pay her back rent, the eviction was dismissed.  

Through NEFWC’s case management support, Rosa began to receive fuel assistance and maximized both her income and budgeting skills.  As of an August check-in, Rosa continues to be employed, continues to pay her rent on a timely basis ever since the eviction dismissal and recognizes that she has a “good life ahead and that she is the one who must always be responsible.”  ICHH assistance, with NEFWC support, made this possible. 

Chronically Homeless Individual Success/Challenge (Best Practice: REACH model; Challenge: complexity and depth of need Submitted by Jay Levy, CHS-Elliot Homeless Services
For the last 18 months, I have been working with a 48-year-old, chronically homeless Hispanic male in Springfield. This client has never been married and his highest level of education is the first grade. He has rudimentary skills in both English and Spanish. 
Unfortunately, this individual’s vulnerability index is high. He has a history of chronic alcohol dependency and has been the victim of physical abuse in the past. On or about the evening of September 24, 2009, he was assaulted in front of the Fifth Alarm (behind the 769 Worthington Street homeless shelter).  He was found unconscious and the paramedics transported him to Bay State Medical Center (hereinafter referred to as “BMC”) where he was later admitted to the ICU. The client’s blood alcohol level was elevated. I provided the ICU nurse in charge with additional information and urged that the client be transitioned from BMC to DETOX.  I also advised the ICU nurse that this individual was chronically homeless and living on the porch of an abandoned house within walking distance to the homeless shelter. I expressed concerns that this gentleman may return to the hospital again if no supportive services are provided. However, on Saturday morning, September 26, 2009, the client’s breathing tube was removed and during the afternoon, the individual was discharged directly from ICU to the street with absolutely no transitional services provided.  
This client has severe delays in oral language development, aphasia, deficits in memory skills, and difficulty with problem solving skills. He also has significant delays in the development of adaptive behaviors, such as self-help and self-care skills, difficulty learning social rules and relating to others in his social environment, as well as a severe disturbance in executive functioning, and a lack of social inhibitors. He is unable to sign his name to documents. It would have been very difficult if not impossible for this client to obtain and maintain permanent housing if it were not for the REACH program. This particular client now has his own private apartment and there is hope that the quality of his life will be significantly enhanced by the services of Mental Health Associates (MHA) in Springfield. I am continuing to provide temporary transitional services for this individual in conjunction with intensive REACH support services.  Significant challenges remain as we try to build pathways toward engaging the client into meaningful daily structure, as well as needed treatment for mental health, addiction, and medical issues.  This client lacks insight into these formidable issues, though progress has been made toward sustaining a trusting relationship and ongoing set of support services for this vulnerable client.      

Network organizing success (Best Practice: RELATIONSHIP-BUILDING WORKS):
The Network’s successful organizing can best be captured in the continued development of relationships among our family and individual providers.  In the face of unexpended Network funds that required reallocation, providers engaged in a collaborative decisionmaking process that reflected 18 months of relationship-building.  Individual providers as a group agreed to reallocate funds to the family providers, recognizing the current level of crisis in family homelessness.  Family providers across the region recognized the extraordinary demand in Hampden County and agreed to allocate funds to this sub-region.  And within Hampden County, family providers examined how the funds would be disbursed most quickly with the greatest impact and agreed to allocate funds to providers on that basis.  This seamless and cohesive process was an outgrowth of months of bringing people around a table, building connections and confidence in our shared investment in each other and our work.  There is no stronger testament to the value of the Network’s existence.
Network challenge: Data progress requires extraordinary patience and investment of staff resources
While the Network continues to make great strides in data collection, one of the greater organizing challenges is the lack of resources to do the necessary outreach to engage all providers and provide technical assistance to ensure quality and uniform data entry.  
One piece of data that we thought should be simple to collect was a Point-in-Time count of the number of families and individuals in emergency shelter on a monthly basis. This information proved difficult to obtain through the existing HMIS due to two factors:  provider participation and data quality.  Not all providers in western mass participate in HMIS at this time, and when they do, exit dates are often inaccurate, making it appear that there are many more people in shelter on a given night than is actually the case.  The extensive data collection and quality control work required to solve these problems will ultimately be facilitated at the CoC level by the Three County Continuum’s transition to Social Solutions as well as the hiring of a HUD funded administrator for that continuum, which shares many providers with the Springfield CoC.  
In the interim, we need to measure our impact. Phone calls and emails to providers to gather our data were attempted on the network level but the lack of resources to support this task and lag time in responses prohibited its effectiveness. 
The intermediate solution is to capitalize on the existing data collection process that was started with the monthly ICHH reports.  To this end we created an online survey using Survey Monkey, which will go directly to individual and family shelter providers at the beginning of each month to collect the Point-in-Time counts for the last day of the previous month.  This is information they can extract easily from their in-house data systems.  With this quick and easy tool, we will also continue to collect diversion, prevention, and re-housing numbers from our providers.  
Similarly, we will use this tool to collect information on chronically homeless individuals who have been housed in the region through programs outside of REACH.  Again we will use the data collection procedures that started with the ICHH pilot and expand the participant list to include other providers outside of REACH who are engaging and housing chronically homeless individuals each month.
We feel we have chosen the least cumbersome interim solution, but because data reporting to our network is not a requirement for all providers, and given the reporting burdens that already exist for them, the challenge to ensure provider participation is a real one.  We will provide incentives by reporting back useful information and featuring their efforts on our blog. Though this too requires time, it also serves the desired end of measuring and communicating our effectiveness, with the added benefit of providing a check on data quality as the Social Solutions system is implemented and new providers are added to HMIS.  It is, in a sense, the “legwork” needed to make that happen, and as such will serve multiple needs at once.  

