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12/15/2017

1. Introductions and Announcements 
a) Welcome and Introductions 
b) Review 11/17/17 BOS SC minutes  - approved unanimously
c) Announcements 
· Next mtg, 1/19/18,12pm-3pm, there will be a short CT BOS SC mtg followed by a strategic planning session.
d) HUD Updates - tabled
e) Report on BOS Grants Trainings – approximately 60 providers attending the 12/14/17 trainings on Managing HUD Grants – fiscal and operations 
F/u: HI to make updates to slides and email out to all providers.

2.  Renewal Evaluation Updates
· Project info form and Agency Data form were due on 12/1/17 – providers did a great job of submitting the needed docs
· CCEH is running the needed APR reports from HMIS  for HI to evaluate
· Consumer Surveys are due on 12/29/17

3. HIC/PIT Updates 
· Point-in-time count (PIT) is 1/23/18
· Volunteers are needed to help conduct the PIT
f/u:  Sub-CoCs to reach out to communities to help recruit volunteers

4. Coordinated Entry  
a) Discuss policies related to  Compliance with HUD Coordinated Entry Notice 


· Sarah Fox from CCEH presented a draft of the statewide CES P&P.  The language was taken from ODFC and BOS P&P with updates and additions to meet HUD requirements.
· It was noted that CT is already ahead of the curve meeting HUD coordinated entry requirements
· All CoCs need to be in compliance with HUD CES requirements.  BOS needs to submit Coordinated Entry P&P to HUD Field Office by 1/23/18.  CCEH has reached out to HUD to find out how the policies need to be submitted.
· Timeline: BOS comments are due to CCEH by 12/22/17.  Comments can be sent to: sfox@cceh.org; CAN Leadership votes on P&P on 1/5/18; Updated version of P&P sent to BOS  SC on 1/12/18; BOS SC votes on 1/19/18.
· CT BOS P&P includes language on a requirement for RRH participants to pay 30% of income towards rent.  This language should have been removed when new language was added regarding percentages of rent that tenants are required to pay over time.
Motion:  To remove the following language from BOS P&P and Statewide Coordinated Entry P&P on page 25 regarding rent contraibution. Add clarification on rental assistance caps being based on rent on page 26.   Motion passes unanimously.
Remove this languageon page 25: 
· “All participants receiving rental assistance subsidies must contribute a minimum of 30% of their monthly adjusted household income towards their monthly rent. This tenant rent contribution may be adjusted at any time based on changes to household income, including, but not limited to at each 90 day reassessment.”
Make revision to the language on rental caps on Page 26 to xx% of “rent”, not “FMR” with parenthetic “(per FMR and rent reasonableness standards)” as shown below: 
· “Participants may receive rental assistance of no more than the following percentages of rent FMR for each of the indicated time frames (security deposits are excluded from these limits):
•Months 1-3 – 100% of rent FMR (per FMR and rent reasonableness standards)
•Months 4-6 - 80% of rent FMR (per FMR and rent reasonableness standards)
•Months 7 -9 - 60% of rent FMR (per FMR and rent reasonableness standards)
•Months 10-12 - 40% of rent FMR (per FMR and rent reasonableness standards)”
· ODFC noted their concern with following statewide Coordinated Entry P&P given they have their own policies.  It was noted that none of the statewide policies should be in conflict with local CoC policies and that the statewide policies follow HUD requirements.
f/u: CCEH to do a crosswalk of BOS & ODFC policies with Statewide policies.
· It was noted that it would make sense for BOS to have these policies replace Coordinated Entry policies in the current BOS P&P.  There would be statewide P&P with CANs setting up their own operations.
· Currently there is language on ESG policies in the statewide Coordinated Entry P&P.  CCEH is getting clarification if ESG needs to submit their own policies or if they can be incorporated into one statewide Coordinated Entry P&P document.  It was noted that if HUD allows it in one document, it would be more efficient and help coordination to have all ESG with the CoC Coordinated Entry policies.
· CCEH welcomes input on the document and feedback will be accepted up until 12/22/17.

5. RRH Policies
a)    Update on clarifying current policy/revisions (see motion above regarding rental payment)
b) Update on RRH work group – group will convene in January
f/u:  HI to convene RRH group.  Add Gary Beaulieu, Cathleen Meaden and Sonia Brown to group.

6. HMIS Updates   
a) HMIS SC Report
· Representation is now based on CAN, not sub-CoC.  Each CAN gets 2 votes.
· In October, there were HUD upgrades to system – providers faced challenges meeting the new requirements but are figuring out how to get in required data.
· Reminders:
· Include all  info on Helpdesk requests– grant #, etc.  
· Need to tell Nutmeg is there is a merger or new projects to be entered into HMIS.
f/u: Myles to forward GIW to CCEH/Nutmeg when it is completed in the spring as this should reflect all CoC grant mergers
b) Update on ESMS
· Agency is  back in HMIS working under a corrective action plan.  Agency is working closely with CCEH and Nutmeg to ensure that data are being entered correctly.
c) [bookmark: _MON_1563347693]System Performance Measures  - info to be presented at semi-annual meeting, following this SC mtg.



7. Reaching Home Updates 
· CAN Leadership met on CES P&P
· Youth and Young Adult Work group met on YHDP and upcoming plans

8. Updates from Opening Doors Fairfield County  - tabled

9. Other items/issues – tabled

10. Semi Annual Meeting – the last hour of the meeting was dedicated to the CoC Semi - Annual Meeting. Materials below: 




11.  Next Meeting Dates – all meetings are from 11:00 – 1:00 pm unless otherwise noted
· January 19, 2018  -- Brief Meeting followed by Strategic Planning Session – 12:00 – 3:00 pm
· Portland Library, Mary Flood Room, 20 Freestone Ave
· February 16, 2018  - 11am-1pm
· Portland Library, Mary Flood Room, 20 Freestone Ave
· March 16, 2018
· April 20, 2018
· May 18, 2018
· June 15, 2018 – Next Semi-annual meeting
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				System Wide Performance Measures







		

		

		



		

		

		

		[image: ]

		



		

		

		

		

		

		

		

		



				Run By broccapriore - Empowered Solutions Group on 12/4/2017 9:22:17 AM







		

		

		



		

		

		

		

		

		

		

		



		

		

				Report Period............... 
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				Drilldown Hyperlinks to Metric Universes 

		

		

		



		Metric 1a

		Metric 2a and 2b

		Metric 3.2

		Metrics 4.1 - 4.6

		Metric 5.1

		Metric 6a.1 and 6b.1

		Metric 7a.1
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				Metric 1a - Length of Time Persons Remain Homeless







		



		

		

		

		



				

		Current FY Universe

		Current FY Average LOT Homeless

		Current FY Median LOT Homeless



		Persons in ES and SH

		6677

		62

		39



		Persons in ES, SH, and TH

		7704

		121

		48







		

		



		

		

		

		









				

		

		

		



		

				Metric 1b - Length of Time Persons Remain Homeless - Including Element 3.17







		



		

		

		

		



				

		Current FY Universe

		Current FY Average LOT Homeless

		Current FY Median LOT Homeless



		Persons in ES and SH

		6677

		270

		94



		Persons in ES, SH, and TH

		7704

		326

		111







		

		



		

		

		

		









				

		

		

		



		

				Metric 2a - The Extent to which Persons who Exit Homelessness to Permanent Housing Destinations Return to Homelessness







		

		



		

		

		

		



				

		Total Number of Persons who Exited to a Permanent Housing Destination (2 Years Prior)

		Number Returning to Homelessness in Less than 6 Months (0 - 180 days)

		Percentage of Returns in Less than 6 Months (0 - 180 days)

		Number Returning to Homelessness from 6 to 12 Months (181 - 365 days)

		Percentage of Returns from 6 to 12 Months (181 - 365 days)

		Number Returning to Homelessness from 13 to 24 Months (366 - 730 days) 

		Percentage of Returns from 13 to 24 Months (366 - 730 days)

		Number of Returns in 2 Years

		Percentage of Returns in 2 Years



		Exit was from SO

		28

		11

		39

		1

		4

		2

		7

		14

		50



		Exit was from ES

		2217

		227

		10

		127

		6

		138

		6

		492

		22



		Exit was from TH

		531

		44

		8

		11

		2

		22

		4

		77

		15



		Exit was from SH

		0

		0

		

		0

		

		0

		

		0

		



		Exit was from PH

		1676

		57

		3

		46

		3

		58

		3

		161

		10



		Total Returns to Homelessness

		4452

		339

		8

		185

		4

		220

		5

		744

		17







		



		

		

		

		









				

		

		

		



		

				Metric 3.2 - Number of Homeless Persons







		



		

		

		

		



				

		Current FY



		Universe: Unduplicated Total sheltered homeless persons

		7704



		Emergency Shelter Total

		6677



		Safe Haven Total

		0



		Transitional Housing Total

		1236







		

		



		

		

		

		









				

		

		

		



		

				Metric 4.1 - Change in earned income for adult system stayers during the reporting period 







		



		

		

		

		



				

		Current FY



		Universe: Number of adults (system stayers)

		1563



		Number of adults with increased earned income

		108



		Percentage of adults who increased earned income

		7







		

		



		

		

		

		









				

		

		

		



		

				Metric 4.2 - Change in non-employment cash income for adult system stayers during the reporting period







		



		

		

		

		



				

		Current FY



		Universe: Number of adults (system stayers)

		1563



		Number of adults with increased non-employment cash income

		473



		Percentage of adults who increased non-employment cash income

		30







		

		



		

		

		

		









				

		

		

		



		

				Metric 4.3 - Change in total income for adult system stayers during the reporting period 







		



		

		

		

		



				

		Current FY



		Universe: Number of adults (system stayers)

		1563



		Number of adults with increased total income

		540



		Percentage of adults who increased total income

		35







		

		



		

		

		

		









				

		

		

		



		

				Metric 4.4 - Change in earned income for adult system leavers 







		



		

		

		

		



				

		Current FY



		Universe:  Number of adults who exited (system leavers)

		521



		Number of adults who exited with increased earned income

		107



		Percentage of adults who increased earned income

		21







		

		



		

		

		

		









				

		

		

		



		

				Metric 4.5 - Change in non-employment cash income for adult system leavers 







		



		

		

		

		



				

		Current FY



		Universe:  Number of adults who exited (system leavers)

		521



		Number of adults who exited with increased non-employment cash income 

		170



		Percentage of adults who increased non-employment cash income

		33







		

		



		

		

		

		









				

		

		

		



		

				Metric 4.6 - Change in total income for adult system leavers 







		



		

		

		

		



				

		Current FY



		Universe:  Number of adults who exited (system leavers)

		521



		Number of adults who exited with increased total income

		252



		Percentage of adults who increased total income

		48







		

		



		

		

		

		









				

		

		

		



		

				Metric 5.1 - Change in the number of persons entering ES, SH, and TH projects with no prior enrollments in HMIS 







		



		

		

		

		



				

		Current FY



		Universe: Person with entries into ES, SH or TH during the reporting period.

		6537



		Of persons above, count those who were in ES, SH, TH or any PH within 24 months prior to their entry during the reporting year.

		1992



		Of persons above, count those who did not have entries in ES, SH, TH or PH in the previous 24 months. (i.e. Number of persons experiencing homelessness for the first time)

		4545







		

		



		

		

		

		









				

		

		

		



		

				Metric 5.2 - Change in the number of persons entering ES, SH, TH, and PH projects with no prior enrollments in HMIS 







		



		

		

		

		



				

		Current FY



		Universe: Person with entries into ES, SH, TH or PH during the reporting period.

		8087



		Of persons above, count those who were in ES, SH, TH or any PH within 24 months prior to their entry during the reporting year.

		2641



		Of persons above, count those who did not have entries in ES, SH, TH or PH in the previous 24 months. (i.e. Number of persons experiencing homelessness for the first time.)

		5446







		

		



		

		

		

		









				

		

		

		



		

				Metric 6a.1 - Returns to ES, SH, TH, and PH projects after exits to permanent housing destinations







		

		



		

		

		

		



				

		Total Number of Persons who Exited to a Permanent Housing Destination (2 Years Prior)

		Number Returning to Homelessness in Less than 6 Months (0 - 180 days)

		Percentage of Returns in Less than 6 Months (0 - 180 days)

		Number Returning to Homelessness from 6 to 12 Months (181 - 365 days)

		Percentage of Returns from 6 to 12 Months (181 - 365 days)

		Number Returning to Homelessness from 13 to 24 Months (366 - 730 days) 

		Percentage of Returns from 13 to 24 Months (366 - 730 days)

		Number of Returns in 2 Years

		Percentage of Returns in 2 Years



		Exit was from TH

		0

		0

		

		0

		

		0

		

		0

		



		Exit was from SH

		0

		0

		

		0

		

		0

		

		0

		



		Exit was from PH

		0

		0

		

		0

		

		0

		

		0

		



		Total Returns to Homelessness

		0

		0

		

		0

		

		0

		

		0

		







		



		

		

		

		









				

		

		

		



		

				Metric 6c.1 - Change in exits to permanent housing destinations 







		



		

		

		

		



				

		Current FY



		Universe:  Cat. 3  SH, TH, and PH-RRH system leavers 

		0



		Of the persons above, those who exited to permanent destinations

		0



		% Successful exits

		







		

		



		

		

		

		









				

		

		

		



		

				Metric 6c.2 - Change in exit to or retention of permanent housing 







		



		

		

		

		



				

		Current FY



		Universe:  Cat. 3  PH-PSH system stayers and leavers

		5



		Of persons above, count those who remained in PH-PSH projects and those who exited to permanent housing destinations 

		4



		% Successful exits

		80







		

		



		

		

		

		









				

		

		

		



		

				Metric 7a.1 - Change in exits to permanent housing destinations







		



		

		

		

		



				

		Current FY



		Universe:  Persons who exit Street Outreach

		257



		Of persons above, those who exited to temporary  & some institutional destinations

		101



		Of the persons above, those who exited to permanent housing destinations

		88



		% Successful exits

		74







		

		



		

		

		

		









				

		

		

		



		

				Metric 7b.1 - Change in exits to permanent housing destinations 







		



		

		

		

		



				

		Current FY



		Universe:  Persons in ES, SH, TH and PH-RRH who exited

		5541



		Of the persons above, those who exited to permanent housing destinations

		2258



		% Successful exits

		41







		

		



		

		

		

		









				

		

		

		



		

				Metric 7b.2 - Change in exit to or retention of permanent housing 







		



		

		

		

		



				

		Current FY



		Universe: Persons in all PH projects except PH-RRH

		4658



		Of persons above, those who remained in applicable PH projects and those who exited to permanent housing destinations 

		4572



		% Successful exits/retention

		98
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1. Welcome and Introductions 



2. CT BOS CoC Overview 

a. Role of CoC

b. CT BOS Geography and Sub CoCs

c. Steering Committee



3. Data Overview & Outcomes

a. Overview of homeless trends in BOS CoC

b. Funding Summary 

c. BOS Accomplishments 

d. Outcomes: 

· System Performance Measures (SPM)

e. HUD Policy Updates 



4. Updates and Issues for Coming Year

a. Homeless Count 2018 – CT Counts 

b. CAN Updates 

c. HUD Youth Homelessness Demonstration Project 

d. DOH Updates

e. Continued support through trainings and monitoring



5. Feedback, Q&A and Closing 



6. Helpful resources and Upcoming Events 
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CT	Balance	of	State	
(CT	BOS)


Continuum	of	Care	
(CoC)


Semi-Annual	Meeting
December	15,	2017
Portland	Public	Library







o Welcome	&	Introductions	
o CT	BOS	CoC Overview
o Data	Overview	&	Outcomes
o Updates	and	Issues for	the	Coming	Year
o Feedback	and	Q&A
o Helpful	resources	&	Upcoming	Events


Agenda
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CT	BOS	CoC Overview
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4


• Greater	New	Haven
• Greater	Hartford		
• The	Valley	
• Windham/Tolland	
• Litchfield	County	
• Manchester
• New	London/Norwich	
• Middletown/Middlesex
• Bristol
• Danbury
• New	Britain
• Waterbury	


What	are	the	BOS	CoC	regions?	
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Role	of	CoC
◦ US	Department	of	HUD	Requirement
◦ Ensure	HUD	resources	are	well	spent	on	ending	homelessness	
and	HUD	requirements	are	met


◦ Manage	annual	funding	application	process
◦ Monitor	outcomes	of	systems	performance	and	adjust	practice	
and	policy	to	improve	results


◦ Monitor	and	evaluate	projects	to	improve	quality
◦ Coordinate	with	other	systems	of	care
◦ Develop	data-driven	systems	and	responses	to	end	
homelessness	for	all	sub-populations
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CT	BOS	Steering	Committee


Steve	Dilella,Co-Chair
CT	Dept	of	Housing


John	Merz,	Co-Chair
ACT


Individual
Melissa	Dzierlatka


CSH
Betsy	Branch


Veterans	Affairs
Linoska Cruz


CCEH
Lisa	Tepper-Bates


CT	Dept of	Education
Louis	Tallarita


CT	DMHAS
Alice	Minervino


Partnership	for	Strong	
Communities


Terry	Nowakowski


CT	Dept of	Corrections
Tomest Maskell


11	Sub-CoC Representatives


CT	Housing	Finance	Agency
Terry	Nash


CT	Coalition	Against	DV
Karen	Jarmoc


Support	Team	– Housing	Innovations


CT	Dept of	Children	&	Families
Kim	Somaroo-Rodriguez


CT	DSS
Cassandra	Norfleet-Johnson







7


CT	BOS	Sub	CoCs


Southeast	CT	
Kathy	Allen


Middlesex/Middletown	
Ron	Krom


Manchester	
Andrea	Hakian


New	Britain
Ellen	Simpson


Litchfield/Torrington	
Nancy	Cannavo


Danbury	
Jackie	Elam


Windham/Tolland	
David	Shadbegian


Bristol	
Phil	Lysiak


Greater	Hartford	
Matt	Morgan/
Crane	Cesario


New	Haven	
Nicole	Barnofski/
Silvia	Moscariello


Waterbury	
Belinda	Arce







Sub-CoC	Requirements
Requirements	for	Local	CoC	Steering	
Committee	representation:


Locality	must	have:


o Representative	to	share	information	
between	Sub-CoC	and	Steering	
Committee


o Functioning	CoC	or	planning	body


o At	least	4	mtgs	per	year	(and	provide	
documentation	of	mtgs)
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Sub-CoC	Representative	Responsibilities
o Share	CT	BOS	information	with	sub-CoC	members
o Provide	data	for	Con	Plan	
o Distribute	CT	BOS	SC	minutes	to	members
o Discuss	issues/decisions	with	sub-CoC
o Share	feedback	with	BOS	Steering	Committee
o Review	HMIS	Data	Quality	reports	
o Outreach	to	providers	with	poor	data	quality
o Assist	with	Housing	Inventory	Chart	and	Point-in-Time	Count
o Provide	info	for	CoC	Application	&	obtain	Con	Plan	sign-offs
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Point-in	Time	Count	of	Homeless	Persons
2016-2017	– reduction	of	13%
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Source:	HUD	HDX	CT	BOS	2016	&	2017	







CoC Funding
2017	Application
o Renewals:	$33,124,117	– 102	project	applications	
o New	Projects:	$2,294,108	– 3	project	applications	
o Planning	Grant	– $1,002,	403	– 1	project	application	


Funded	Activities
o Permanent	Supportive	Housing
o Transitional	Housing	
o Rapid	Rehousing	
o Homeless	Management	Information	System	(HMIS)
o Planning	
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BOS	Accomplishments
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o 98%	retention	or	exit	to	permanent	housing	from	PSH


o 100%	of	PSH	dedicated	to	CH	persons


o Maximized	federal	HEARTH	funding	for	the	CoC	
• $2	million	in	bonus	funds	for	PSH	for	chronically	homeless	in	


2015
• $815,000	in	bonus	funds	for	Rapid	Rehousing	in	2016	


CT	BOS	Accomplishments
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From	2016	to	2017:


• 31%	increase	in	RRH	units
• Reduction	in	homelessness:
o Families
o Individuals
o Veterans
o Chronically	homeless


CT	BOS	Accomplishments	– 2016-2017
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System	Performance	Measures
Analysis of the Balance of State SPM Data for FY’s 15, 16, & 


unofficial 17CT BOS Semi-Annual Meeting 12-15-17







HUD System Performance Measures
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System Performance Measures (SPM) are the way HUD will assess the performance of a coordinated 
system (at the CoC level), inclusive of all federally-funded projects within the system.  


The two sources of data used to compile the SPM are (1) PIT count data reported through HDX and (2) 
Unduplicated client level outcome data from CT HMIS.


Measure 1: Length of Time Persons Remain Homeless
Measure 2: The Extent to which Persons who Exit Homelessness to Permanent Housing Destinations 
Return to Homelessness
Measure 3: Number of Homeless Persons
Measure 4: Employment and Income Growth for Homeless Persons in CoC Program-funded Projects
Measure 5: Number of persons who become homeless for the 1st time
Measure 6: Homeless Prevention and Housing Placement of Persons defined by Category 3 of HUD’s 
Homeless Definition in CoC Program-funded Projects [This measure does not apply to CoCs in 2017]
Measure 7: Successful Placement from Street Outreach and Successful Placement in or Retention of 
Permanent Housing







Measure 1a: Length of Time Homeless


17


• There	was	a	3%	Increase	in	Average	LOT	Homeless	for	ES	only,	and	there	
was	an	11%	increase	in	the	Median	number	of	days	from	2016-2017.


• When	including	TH	projects,	the	Average	LOT	homeless	increased	2%	and	
Median	number	of	days	homeless	also	increased	2%	from	2016-2017.
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Measure 2: Returns to Homelessness


18


• The	street	outreach	numbers	need	to	be	reviewed	more	closely.	There	
is	a	large	number	of	inactive	records	that	may	be	skewing	the	data.


• Overall,	there	was	a	reduction	in	each	category	of	Returns	to	
Homelessness	with	the	exception	of	Street	Outreach.


31% 28%
20% 18%


24%


14%


31%


20%
13%


23%


50%


22%
15%


10%
17%


SO ES TH PH Total	Returns


Returns	to	Homelessness	Rates
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Measure 3: Changes in PIT & Annual Counts
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• There	was	a	13%	decrease	overall	in	the	PIT,	including	a	35%	decrease	
in	unsheltered	homelessness,	a	5%	decrease	in	ES	and	a	20%	decrease	
in	TH	projects.


• Annual	homeless	counts	overall	decreased	4%.
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Measure 4.4-4.6: Income Changes-Leavers
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• The	number of	leavers	with	increased	earned	income	declined	2%,	however	the	number of	
leavers	with	non	employment	income	increases	went	up	24%,	and	overall	the	total	number	
of	leavers	with	any	income	increases	went	up	14%.


• The	percentage of	leavers	with	increased	income	declined	2%,	however	the	percentage of	
leavers	who	increased	non	employment	income	was	up	4%	and	overall	leavers	with	any	
income	increases	went	up	2%.
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How can you help?
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• Run	the	2017	Data	Quality	Report
• Clean	up	inactive	records	(table	7	of	the	DQ	report)	for	ES	and	SO	projects
• Review	the	report	and	make	other	corrections	to	other	data	entry	errors


• Run	your	APR
• Review	your	APR	to	be	sure	you’ve	updated	project	level	data
• Be	sure	all	clients	due	for	Annual	Assessments	have	them	completed


• Aim	for	Real-Time	Data	Entry.	HUD	encourages	concurrent	documentation	as	it	
leads	to	better	data	accuracy	and	quality.


• Monthly	reports	webinars	are	available	on	www.cthmis.com
• Get	your	helpdesk	tickets	in	ASAP







Questions / Concerns


Contact info:
Brian Roccapriore Jackie Janosko
860.721.7876 x110 860.721.7876 x111
broccapriore@cceh.org jjanosko@cceh.org


Resources:
SPM Videos: https://www.hudexchange.info/trainings/system-performance-measures/
SPM intro guide: https://www.hudexchange.info/resource/3894/system-performance-measures-
introductory-guide/
Everything else: https://www.hudexchange.info/programs/coc/system-performance-measures/







Coordinated	Entry	Requirements
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• HUD	requires	CoCs establish	&	operate	a	coordinated	entry	(CE)	
process


• Recipients	of	CoC Program	& Emergency	Solutions	Grants	(ESG)	
must	use	that	CE	process.	


• HUD	expects	each	CoC to	establish/update	CE	process	in	
accordance	with	HUD’s	rules	 by	January	23,	2018.


• CoC P&P	must	include key	aspects	of	CE	design,	implementation,	
& management	addressing:	Planning;	Access;	Assessment;	
Prioritization;	Referral;	Data	Management	&	Evaluation


• BOS	to	adopt	Coordinated	Entry	Requirements	P&P	in	Jan	2018







Violence	Against	Women	Act	(VAWA)


oAnti- Discrimination	Provisions
oVAWA	Notice	of	Occupancy	Rights
oVAWA	Emergency	Transfer	Provisions
oVAWA	Lease	Requirements	&		Bifurcations
oVAWA	Incident	Certification
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VAWA	Forms
•Notice	of	Occupancy	Rights	Under	VAWA,	form	HUD	5380		
•Model	Emergency	Transfer	Plan for	Victims	of	Domestic		Violence,	Dating	
Violence,	Sexual	Assault,	or	Stalking,	form	HUD	5381	


• Certification of	Domestic	Violence,	Dating	Violence,	Sexual	Assault,	or	Stalking	
and	Alternate	Documentation,	form	HUD	5382


• Emergency	Transfer	Request	for	Certain	Victims	of		Domestic	Violence,	Dating	
Violence,	Sexual	Assault,	or	Stalking,	form	HUD	5383


When	there	is	a	mix	of	federal	funding,	provider	under	each	program	must	provide	Notice	of	
Occupancy	Rights	and	Certification	Form	
All	forms	available	in	English	and	14	additional	languages	at:
• https://www.hud.gov/program_offices/administration/hudclips/forms/hud5a
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Equal	Access	to	HUD	Programs
o Programs	must	be	open	to	all	eligible	individuals	and	families	


regardless	of	sexual	orientation,	gender	identity,	or	marital	
status.


o “Any	group	of	people	that	present	together	for	assistance	and	
identify	themselves	as	a	family… are	considered	to	be	a	family	and	
must	be	served	together	as	such.”	(HUD	FAQ	ID	1913)


o Families	cannot	be	separated	because	of	age	or	gender	of	
household	members.


o When	projects	serve	ANY	families	with	children,	they	must	
serve	ALL	families	with	children	(single	dad,	single	mom,	
same	sex	couple,	multi-generational,	non-romantic	groups,	
etc.)
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Equal	Access	to	HUD	Programs	
o HUD	prohibits	inquiring	about	sexual	orientation	or	gender	identity	to	


determine	eligibility	for	HUD-assisted	or	HUD-insured	housing.


o Services	for	transgendered	individuals	must	correspond	to	the	person’s	
identified	gender.


o Requirements	for	individuals	to	“prove”	gender	identity	are	prohibited.


o Projects	must	take	reasonable	steps	to	address	safety	and	privacy	concerns.	


o Providers	must	update	policies	and	procedures	to	reflect	Equal	Access	
requirements.
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What’s	Ahead
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CT	Counts:	Annual	Point-in-Time	(PIT)	
Count	of	Homeless	Persons		


January	23,	2018
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2018	Point-in-time	Training	Dates


Date 1/8/2018 1/9/2018 1/10/2018 1/11/2018 1/12/2018
Day Monday Tuesday Wednesday Thursday Friday
City Southbury Hartford Norwalk New	Haven Gales	Ferry


Location
Southbury	


Public	Library
CRT-Lumsden


Room


Norwalk	City	
Hall-


Community	
Room


United	Way	of	
Greater	New	


Haven


United	Way	of	
Southeastern	


CT
Times 10-12	or	1-3 10-12	or	1-3 10-12	or	1-3 10-12	or	1-3 11-1	or	2-4
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Updates	and	Next	Steps
üCAN	Updates
üHUD	Youth	Demonstration	Project	(YHDP)
üDOH	Updates
üContinued	Support	for	Programs
§Trainings	on	Implementing	Housing	First,	APR	prep,	
Employment	Strategies,	Benefits,	HUD	Compliance


§Guidance	on	complying	with	ESSA	and	other	policy	
changes	(Every	Student	Succeeds	Act)	


§Monitoring	on	HUD	and	BOS	requirements
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Upcoming	Events	&	Resources


o CT	BOS	– Strategic	Planning	Session	– 1/19/18,	12pm-3pm	– Portland	
Public	Library


o CT	Counts	– Annual	Point	in	Time	Homeless	Count	– January	23,	2018
o Next	Semi-Annual	Meeting	– June	2018
o RFP	for	new	CT	BOS	CoC projects	– Spring	2018
o SOAR		- training	on-line:	http://soarworks.prainc.com/
o Reaching	Home:	http://www.pschousing.org/reachinghome
o Link	to	CT	BOS	Page	on	CSH	Website:	


http://www.csh.org/csh-solutions/community-work/housing-development-and-
operation/2578-2/
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Upcoming	Events	&	Resources
CCEH/CCADV
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http://cceh.org/events/,


DATE TRAINING LOCATION TIME
12/19/2017 Shelter	Diversion	Training United	Way	of	Greater	New	


Haven,	370	James	Street,	New	
Haven,	CT


10am-2pm


1/4/2018 Anti-Trafficking	Webinar webinar 10am-11am
1/8/2018 Understanding	Adolescent	Brain	


Development
webinar 2pm-3pm


1/16/2018 Shelter	Diversion	Training (TBD)	Norwalk,	CT 10am-2pm
1/17/2018 Disabilities	in	Shelter	in-person	


training
The	Lumsden Center,	CRT,	
Hartford,	CT


10am-1pm


1/22/2018 Administering	SPDAT (TBD)	New	Haven,	CT 9:30am-
2:30pm


Feb	12-16,	2018 CT	Coalition	Against	Domestic	
Violence	(CCADV)	Week:	Feb.12-
Cross	Systems	Webinar	Feb.13-
16- In-person	workshops


webinar	and	in-person	trainings	
(TBD)


2/12/2018 Adolescent	Brain	Development webinar 2-3pm
2/20/2018 Shelter	Diversion	Training (TBD)	Middletown 10am-2pm


QUESTIONS?	training@cceh.orgCHECK	OUT:	http://cceh.org/events/







CT	BOS	– Meetings	and	Information
o Steering	Committee	meetings	open	to	public.	
o Held	monthly	(generally	on	3rd Friday	from	11:00	


am	– 1:00	pm)
o Materials	available	on	CT	BOS	website


http://www.csh.org/csh-solutions/community-
work/housing-development-and-operation/2578-2/


o New	website:	www.ctbos.org (in	development)
o E-mail:	ctboscoc@gmail.com to	be	added		to	


mailing	list
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Feedback,	Input,	Questions
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CoC	Support	- Contact	Info
CT	BOS	CoC
ctboscoc@gmail.com
Suzanne	Wagner
swagner@housinginnovations.us
Howard	Burchman
hburchman@housinginnovations.us
Lauren	Pareti
lpareti@housinginnovations.us
Myles	Wensek
mylesw@housinginnovations.us
Liz	Isaacs
episaf@comcast.net
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I. Purpose of Manual

This manual is a system guide for the CT Coordinated Access Network member agencies and their staff in Greater New Haven CAN, Central CT CAN, Greater Hartford CAN, Meriden, Middlesex, Wallingford CAN, Northeastern CT CAN, Southeastern CT CAN, Waterbury-Litchfield CAN, Fairfield County CAN and other individuals and programs involved in implementing the CAN strategy of the Balance of State Continuum of Care (BOS CoC) and Opening Doors Fairfield County CoC (ODFC CoC). It provides a description of the system and each component, the relationships between components, and the general principles that guide BOS/ ODFC. The manual also includes information about the way services are to be delivered to participants and how member agencies should remain accountable to the participants they serve.









































II. Connecticut Coordinated Access Networks  

A. General Overview

In 2014, the state of Connecticut initiated a process to improve the delivery of housing and crisis response services and assistance to single adults and families who are homeless or at imminent risk of homelessness by redesigning the community’s process for access, assessment, and referrals within its homeless assistance system.

Through the development of Coordinated Access Networks (CANs), Connecticut instituted a process to ensure consistent and uniform access, assessment, prioritization, and referral processes to determine the most appropriate response to each individual’s immediate housing needs. This new system of Coordinated Entry is not only mandated by HUD and many other funders, but is recognized nationally as a best practice which can improve efficiency within systems, provide clarity for individuals experiencing homelessness, and can help serve more people more quickly and efficiently with assistance targeted to address their housing needs.

This Coordinated Access System Policies and Procedures Manual provides guidance and direction for the day-to-day operation, management, oversight, and evaluation of Connecticut’s Homeless Response System. This manual will be updated and revised on an ongoing basis as the actual application and practical experience of Coordinated Entry principles are refined and improved.

B. Purpose and Background

In 2009, Congress passed the Homeless Emergency Assistance and Rapid Transition to Housing (HEARTH) Act. The HEARTH Act amended and reauthorized the McKinney-Vento Homelessness Assistance Act. Among other changes, the Act changed the focus of performance from individual program outcomes to how all programs work as a system to achieve results for an entire community.

As part of the new HEARTH Act requirements, the U.S. Interagency Council on Homelessness (USICH) and its 19 member agencies developed the first comprehensive strategy to prevent and end homelessness, entitled Opening Doors. In alignment with the federal plan, the State of Connecticut developed Opening Doors – Connecticut, a framework to prevent and end homelessness in Connecticut.

Under the requirements of the HEARCH Act, The Balance of State Continuum of Care and the Opening Doors Fairfield County CoC have implemented a coordinated access system.   Coordinated access is a powerful tool designed to ensure that homeless persons and persons at risk of homelessness are matched, as quickly as possible, with the intervention that will most efficiently and effectively end their homelessness.   

The Balance of State CoC and Opening Doors Fairfield County CoC work collaboratively with HUD CT and ESG in each CAN region to ensure that the entry process for coordinated screening, assessment, and referrals for ESG projects are consistent with the written standards for administering ESG assistance.

 The Opening Doors CT Retooling the Crisis Response and CAN Leadership Committees oversee the implementation of coordinated entry systems (CES) for the State of CT. These committees coordinate efforts with the CT BOS CoC Steering Committee, ODFC Executive Committee around policy and procedure development for Coordinated Access in CT.

The Balance of State CoC includes the following geographic areas, New Haven and it suburbs, Hartford suburbs, the Valley, Windham/Tolland Counties, Litchfield County, Manchester, New London/Norwich, Middletown/Middlesex, Bristol, Danbury, and New Britain. As part state-wide coordination efforts, Balance of State service providers have formed Coordinated Access Network (CANs) that implement the federal coordinated access strategy outlined in the HEARTH Act, including the Greater New Haven CAN, Greater Hartford CAN, Northeastern CT CAN, Southeastern CT CAN, Central CT CAN, Waterbury-Litchfield CAN, and the Meriden, Middlesex, Wallingford CAN. 

Opening Doors of Fairfield County (ODFC) is the regional entity in Fairfield County that has been tasked with implementing both the State and national Opening Doors Plans. ODFC is a collective impact organization supported by the backbone organization, Supportive Housing Works. ODFC is also a federally-recognized Continuum of Care (CoC) body, created in 2014 through the merger of the CoCs of Greater Bridgeport, Greater Norwalk, and Stamford/ Greenwich. Danbury is also part of the Fairfield County Coordinated Access Network (CAN) and works with ODFC for the purposes of planning and coordinating efforts to prevent and end homelessness, though it is part of the Balance of State CoC.

The coordinated access policies contained herein apply to Permanent Supportive Housing (PSH), Emergency Shelter (ES), Transitional Housing (TH), Rapid Rehousing (RR) funded with CoC and ESG Funds in the CT BOS CoC and ODFC CoC jurisdictions. The aim is to set statewide standards but allow for CAN level or sub-CoC level customization and tailoring to local circumstances.

Connecticut Coordinated Access Networks
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C. Guiding Principles of Connecticut’s Coordinated Access System[footnoteRef:1]:  [1:  CT Balance of State Policies] 


The CT BOS CoC has defined the following coordinated access guiding principles:



· Promotes collaboration among providers

· Honors client choice re: geography and services needed

· Incorporates provider choice in enrollment decisions

· Establishes standard, consistent eligibility criteria and priorities

· Eligibility requirements limited to those required by funding sources (and no additional requirements that are not required by funders) in order to accommodate as many people as possible

· Ensures quality housing and services are provided

· Ensures clear and easy access for consumers

· Improves efficiency, communication, and knowledge of resources

· Is cost effective and focuses on cost effective solutions to homelessness

· Uses systemic “Rapid Exit to Housing” approach

· Streamlines processing

· Accountability -The process must be transparent and consistent

· Leverage HMIS and the use of “real time” data whenever possible 

· Prioritizes Enrollment Based on Need

· Goal: a system that is clear and creates ease of access for clients

· All data collected is relevant to the process

· Staff are trained and competent in assessment



The Opening Doors Fairfield County CoC has defined the following coordinated access guiding principles[footnoteRef:2]: [2:  FFC CAN Manual] 


· Collective Impact

· Housing First

· Progressive Engagement



D. The Coordinated Access Network System is designed to: 

· Allow anyone who needs assistance to know where to go to get that assistance, to be assessed in a standard and consistent way, and to connect with the housing/services that best meet their needs; 

· Ensure clarity, transparency, consistency and accountability for homeless clients, referral sources and homeless service providers throughout the assessment and referral process; 

· Facilitate exits from homelessness to stable housing in the most rapid manner possible given available resources; 

· Ensure that clients gain access as efficiently and effectively as possible to the type of intervention most appropriate to their immediate and long-term housing needs; 

· Ensure that people who have been homeless the longest and/or are the most vulnerable have priority access to scarce permanent supportive housing resources.   

· Institute consistent and uniform assessment and referral processes to determine and secure the most appropriate response to each individual or family’s immediate and long-term housing needs. 



· Prioritize quality assurance to ensure consistency in tools, standards, staff training, and opportunity for people experiencing (or at-risk of) homelessness throughout Connecticut and ensure staff who interact with the CAN process receive regular training and supervision. Each provider must ensure that employees have access to ongoing training and information related to CAN system, including cultural competency, and trauma informed care.





E. CAN System Overview:
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 F.  Statewide CT Coordinated Access System Housing First Principles[footnoteRef:3] [3:  CT BOS Policies, FFC Manual] 




Housing First is a programmatic and systems approach that centers on providing homeless people with housing quickly and then providing services as needed using a low barrier approach that emphasizes community integration, stable tenancy, recovery and individual choice.



1. Low barrier approach to entry:

	Housing First offers individuals and families experiencing homelessness immediate access to permanent supportive housing without unnecessary prerequisites. For example:

a. Admission/tenant screening and selection practices do not require abstinence from substances, completion of or compliance with treatment, or participation in services.

b. Applicants are not rejected on the basis of poor or lack of credit or income, poor or lack of rental history, minor criminal convictions, or other factors that might indicate a lack of “housing readiness.”

c. Blanket exclusionary criteria based on more serious criminal convictions are not applied, though programs may consider such convictions on a case by case basis as necessary to ensure the safety of other residents and staff.

d. Generally, only those admission criteria that are required by funders are applied, though programs may also consider additional criteria on a case by case basis as necessary to ensure the safety of tenants and staff. Application of such additional criteria should be rare, and may include, for example, denial of an applicant who is a high risk registered sex offender by a project serving children, or denial of an applicant who has a history of domestic violence involving a current participant.

2. Community integration and recovery:

	Housing is integrated into the community and tenants have ample opportunity and   are supported to form connections outside of the project.

a. Housing is located in neighborhoods that are accessible to community resources and services such as schools, libraries, houses of worship, grocery stores, laundromats, doctors, dentists, parks, and other recreation facilities.

b. Efforts are made to make the housing look and feel similar to other types of housing in the community and to avoid distinguishing the housing as a program that serves people with special needs.

c. 



F.  Fair Housing, Nondiscrimination and Equal Access

The CT Coordinated Access Network System including CT BOS and ODFC permits recipients of Federal and State funds to comply with applicable civil rights and fair housing laws and requirements. Recipients and sub-recipients of CoC Program and ESG Program-funded projects must comply with the nondiscrimination and equal opportunity provisions of Federal civil rights laws, including the following:

· Fair Housing Act prohibits discriminatory housing practices based on race, color, religion, sex, national origin, disability, or familial status.

· Section 504 of the Rehabilitation Act prohibits discrimination on the basis of disability under any program or activity receiving Federal financial assistance.

· Title VI of the Civil Rights Act prohibits discrimination on the basis of race, color, or national origin under any program or activity receiving Federal financial assistance.

· Title II of the Americans with Disabilities Act prohibits public entities, which includes State and local governments, and special purpose districts, from discriminating against individuals with disabilities in all their services, programs, and activities, which include housing, and housing- related services such as housing search and referral assistance.

· Title III of the Americans with Disabilities Act prohibits private entities that own, lease, and operate places of public accommodation, which include shelters, social service establishments, and other public accommodations providing housing, from discriminating on the basis of disability.

· All CT BOS and ODFC CoC projects in Connecticut’s Coordinated Access Network System include a strategy to ensure CoC resources are eligible to all individuals regardless of race, color, national origin, religion, sex, age, familial status, disability, actual or perceived sexual orientation, gender identity, or marital status. 

· All CT BOS and ODFC CoC projects in Connecticut’s Coordinated Access Network System ensure that all people in different populations and subpopulations throughout the geographic area, including people experiencing chronic homelessness, veterans, families with children, youth, and survivors of domestic violence have fair and equal access to the coordinated entry process, regardless of the location or method by which they access the crisis response system. 

· All CT BOS and ODFC CoC projects in CT’s Coordinated Access Network System document steps taken to ensure effective communication with individuals with disabilities. Access points must be accessible to individuals with disabilities, including physical locations for individuals who use wheelchairs, as well as people in Connecticut who are least likely to access homeless assistance.

· Providing reasonable accommodations (i.e. changes, exceptions, or adjustments to a rule, policy, practice, or service that may be necessary for a person with a disability to have an equal opportunity to use and enjoy a dwelling), to include public and common use spaces. This may include allowing a service animal into shelter, arranging an inter-shelter move to accommodate an individual in a wheelchair, allowing nursing aid to come, providing private bathroom/room/space/eating, or access to a bottom bunk bed.

· All shelter providers  in the CT Coordinated Access System funded by the CT BOS CoC and ODFC CoC are expected to follow HUD’s "Equal Access in Accordance with an Individual's Gender Identity in Community Planning and Development Programs” rule which requires equal access to individuals in accordance with their gender identity and access to any family unit with minor children as they present, no matter their gender, age, or family composition. It is prohibited for any homeless facility to segregate or isolate transgender individuals solely based on their gender identity. It is also prohibited under the Fair Housing Act for any landlord or housing provider to discriminate against LGBTQ persons because of their real or perceived gender identity or any other reason that constitutes sex-based discrimination



III. Access 

CT Coordinated Access Networks provide individuals and families facing homelessness with a coordinated entry point to the homeless services system. The CT CAN Intake process meets all the state and federal guidelines related to determining eligibility, collecting data, explaining program options and responding to grievances[footnoteRef:4].The CT Coordinated Access Networks cover and are accessible to individuals, families, and youth experiencing homelessness throughout the entire geographic area of the state of Connecticut.  [4:  CT CAN Principles, Goals, and Objectives] 


CANs work to ensure that they are providing rapid access to initial intake appointments and that the initial intake process is clearly documented and consistently executed. Access to services through the CT CAN process is sensitive to the special needs of domestic violence victims, adults with disabilities, children with special needs, and youth. For those who are reluctant to engage with services or to seek assistance, each CAN has outreach specialists who work to engage those living outdoors or other places not fit for human habitation.  Each CT CAN will facilitate the implementation of targeted access sites for youth. 

A. Single Point of Entry

Our system uses 2-1-1 as the universal “front door” to homelessness assistance. 2-1-1 operates every hour of every day, and as such clients can call at any time to schedule a coordinated entry assessment. When an individual calls 2-1-1 and is experiencing a housing crisis, 2-1-1 works with the individual to help identify any resources that might be able to resolve their crisis immediately. If the individual’s crisis cannot be resolved with resources available through 2-1-1 (including utility assistance, emergency food assistance, and similar), 2-1-1 creates an intake appointment for the individual with the appropriate CAN.  

· The state-wide 2-1-1 Call Center provides a single point of entry for all of the Coordinated Access Networks in the State of Connecticut for homeless individuals and families seeking assistance. 

 Entry into the homeless service system should be exclusively through CAN and providers should not allow entry into programs through any other referral system or other “side doors.”[footnoteRef:5] [5:  FFC Manual] 




 Because some homeless persons, in particular those with very high levels of need, may not be aware of 2-1-1 or may be reluctant to initially access services, all CANS have DMHAS and state funded Street Outreach teams that work directly in the community to identify homeless individuals, families, and youth and assist them to engage in services.
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All households currently experiencing homelessness or housing instability who are seeking housing resources should be directed by service providers to 2-1-1. If an individual or family arrives at any agency or provider looking for homeless services or resources, staff members should do the following:

· Direct the household to contact 2-1-1 in order to access housing resources and other community resources.

· Staff should determine if the household has access to a telephone and if the household does not, staff should provide them with an appropriate place to make the phone call. This location should provide a space that respects their privacy and preserves confidentiality.

· If the client does not appear capable of making the phone call independently, staff should facilitate the call to 2-1-1 and any subsequent communication with the client.

· If household has presented at a shelter and temporary provisions can be made, see CAN Immediate Shelter Need Protocol (Insert 2-1-1 Immediate Need Protocol as attachment). 







B. 2-1-1 Contact Specialists

When an individual who is homeless or experiencing housing instability contacts 2-1-1, Contact Specialists at 2-1-1 will:

· Determine if the person has been previously screened or is a new caller. If new, get oral consent to perform an initial screening and to enter data into the Homeless Management Information System (HMIS).

· Perform an initial screening to assess the household’s current situation and needs. This should include an assessment for family safety/domestic violence and unaccompanied youth status.

· Make referrals as needed to help avoid homelessness and address any emergency safety issues. Contact specialists will work provide all appropriate and available resources that could prevent the household from needing homeless services should be offered to the household during this process.

· The 2-1-1 Contact Specialist shall schedule the next available CAN Assessment appointment with one of the designated providers in the community where the person resides using the protocol provided to 2-1-1 by each Coordinated Access Network. (Include 2-1-1 CAN protocol doc).

· 2-1-1 Contact Specialist shall take reasonable steps to ensure that the needs of minority, ethnic, and groups with Limited English Proficiency (LEP) are served through the single point of entry process (Discuss with 2-1-1; need a process in place for CAN Assessments as well). 





C. CAN Appointment Protocol

Each CAN has developed community-level appointment schedules in accordance with the needs of the members in the community and the availability of the providers that serve them. 

The length of each time block and the number of CAN Assessment appointments that can be accommodated in each block are established by each individual Centralized Intake Location and this information is furnished to 2-1-1.

Callers scheduled for CAN appointments are given information about the time, location, and purpose of the appointment and are recommended to bring with them any documentation that they have including birth certificates, social security cards, photo IDs, income documentation, homelessness verification, and disability verification, if applicable. They are also asked to call back if they need to reschedule.

As is the case with the entire Coordinated Access Network, the appointment schedule should consistently be evaluated and will evolve according to the needs of the community. Contact Specialists should make efforts to ensure that a balance is maintained across providers. While the system first and foremost must be responsive to client choice and ease of access, Contact Specialists should seek to refer in a fair manner that does not unreasonably overload some assessment locations.



D. HMIS and Release of Information 

All households referred to CAN Assessment must be entered into HMIS by the 2-1-1 Contact Specialist. The Contact Specialist should explain the types of data to be collected to the household and receive a verbal consent for Release of Information. The Contact Specialist will create a project entry in the “Coordinated Access 211” project.

E. Immediate Need Protocol

Where necessary, CT CANS will facilitate initial assignment to emergency shelter (or other short term sheltering option) to address the immediate crisis[footnoteRef:6]. Typically, households are not referred to shelter or added to a Regional Shelter Waitlist until an in-person assessment is conducted by a CAN Assessor and diversion is attempted. [6:  CT CAN Principles, Objectives, Goals] 


However, as there may be a significant amount of time between a household’s point of contact with 2-1-1 and the next available CAN Assessment appointment, the system also works to be responsive to the immediate needs of households in crisis. Because some Emergency Shelters can provide temporary shelter for literally homeless households in crisis who are awaiting their appointment, some providers have requested the ability to speak directly with the household at the time of crisis. The purpose of this phone call is to determine whether or not temporary provisions can be made to shelter a household in crisis as they await their scheduled community appointment. 2-1-1 maintains the list of Emergency Shelters that can make temporary provisions in each community.

In order to make an immediate referral to emergency shelter, Contact Specialists should do the following:

· Complete the initial screening and schedule a CAN Assessment appointment as described above.

· Instruct the household to contact the appropriate Emergency Shelter directly to see if any temporary provisions can be made until the appointment. The appropriate shelter is determined based on population type and the geographic location of the client.

· It is imperative that the provision of temporary shelter during crisis periods does not result in households bypassing the CAN (and/or other households on the Regional Shelter Waitlist) and receiving services by walking in or contacting providers directly.













F.  Access for Vulnerable Populations

Special efforts are made in each CAN to engage people who are at risk of and experiencing homelessness who might encounter the greatest difficulty reaching an access point due to geography, physical or mental disability, or concerns about personal safety. 

Individuals with disabilities are able to easily access the CAN system and have access to auxiliary aids and services necessary to ensure effective communication (e.g. Braille, audio, large type, assistive learning devices, and sign language interpreters. CAN policies document steps taken to ensure access points if physical locations, are accessible to individuals with disabilities, including accessible physical locations for individuals who use wheel chairs. 

1.  Street Outreach 

Connecticut has a comprehensive outreach system that allows for rapid response and implementation to identify, assess, and meet the needs of all homeless, both sheltered and unsheltered. Outreach staff play a key role in engaging persons who are unsheltered or staying in places not meant for human habitation and those who refuse or are not capable of contacting 2-1-1 themselves to seek assistance. Outreach staff are trained to engage with people who often have been homeless for longer periods, may be reluctant to engage with services or to seek assistance. The main function of Outreach  is to provide a “warm handoff” by facilitating the connection with 2-1-1 for street homeless people seeking housing resources and to assist with follow up and attendance at the CAN Assessment Appointment, if applicable.

Outreach staff regularly visit areas where homeless people are likely to be[footnoteRef:7]. They also share information and work with others likely to interact with homeless individuals such as law enforcement, merchants and community members. Outreach Specialists often engage with individuals over a period of time in order to develop trusting relationships prior to an assessment or a service engagement. This may be accomplished in part by assisting homeless individuals residing on the streets to address immediate needs by offering items such as food, hygiene kits, blankets, and clothing and linking them to emergency resources. Where possible, clients should be provided with mobile case management support and be linked to the larger homeless service system through 2-1-1. [7:  FFC Manual] 


2. Accepting People from Other Public Systems of Care[footnoteRef:8] [8:  BOS Policies] 




The McKinney-Vento Act, as amended by the HEARTH Act, stipulates that state and local governments have policies and protocols in place to ensure that publicly-funded institutions do not routinely discharge individuals into homelessness. Before accepting participants into CoC programs from the Mental Health, Foster Care, Correctional or Public Health Systems, providers will work to ensure that all other discharge options have been exhausted. Accepting a person directly from publicly-funded institutions should only be considered if there are no other viable housing options and the person meets the eligibility criteria for the bed or unit. 



3. Ensuring families with children are not denied admission or separated

To maintain family unity homeless shelters or housing funded by the CoC or ESG to serve families may not deny admission to any family based on age or gender (e.g. admissions policies disallowing entry for adult males or boys over 15 are not permissible).

The CT BOS CoC and ODFC CoC recognize that household composition may change during the course of a homeless episode. (For example, a family may enter emergency shelter as a parent with two teenage children but the plan is to re-unite in permanent housing with a younger child who is currently staying with a relative.) To the greatest extent possible, both the BOS CoC and ODFC CoC want to accommodate changes in family composition.

Participants in or applicants to any emergency shelter, transitional housing, rapid re-housing, or permanent supportive housing project operating within the CT BOS CoC  and ODFC CoC have the right to decide for themselves who is a member of their families and to be served together with their families. A family may include adults and children or just adults of any age, disability, marital status, actual or perceived sexual orientation or gender identity. This requirement applies whether the family initially presented together upon admission or the family composition changed post admission. It is the intent of the CT BOS CoC and ODFC CoC to allow families to form and change composition during their participation in projects, however that may not be feasible in every situation.

Projects may restrict changes to family composition in the following situations:

Unit is not large enough to accommodate additional family members in accordance with applicable federal, state, and local standards (Note that  CoC-funded programs are required to have at least one bedroom or living/sleeping room for each two persons and may not require children of the opposite sex, other than very young children, to occupy the same bedroom or living/sleeping room); and/or The services required to meet the needs of a new family member are not available; and/or Housing the family together would present an imminent health and/or safety risk.

When circumstances prevent a project from accommodating changes to family composition, projects should assist the family in accessing a different unit or work with their CAN and assist the family in accessing a different project that meets their needs and can accommodate them together as a family.





3. Domestic Violence Protocol[footnoteRef:9]  [9:  CT BOS Policies] 


An effective Coordinated Access System in CT:

Includes domestic violence service providers in the coordinated access systems in every community:

· Domestic violence providers are engaged in all phases of the Coordinated Access process from planning through implementation and evaluation.

· Domestic violence providers are included in the day to day operations of the Coordinated Access system, including daily identification and coordination of services for domestic violence survivors.

· Has safety assessment options for survivors of domestic violence and offers immediate referral to domestic violence services if needed;

· 211 call specialists, trained in working with survivors of domestic violence, will continue to serve as a front door for screening of domestic violence survivors and will make immediate referral to domestic violence services when needed.

· Provides an option for survivors to access the statewide network of domestic violence providers;

· Takes a trauma-informed approach;

· Recognizes the prevalence of trauma and how it impacts people and responds by fully integrating knowledge about trauma into policies, procedures, practices, and settings.

· Takes a thoughtful perspective on how assessment is completed and how many times survivors may be asked to tell their stories, the impact of these questions and the potential for re-traumatizing survivors in this process

· Screens for domestic violence in the initial steps of the coordinated access process;

· CCADV or their member agencies will provide training on how to best screen for DV issues.

· Screening questions for DV will be included in the HMIS Intake, that will indicate when referral to DV services may be needed

· Allows self-certification of homelessness for survivors of domestic violence (in accordance with federal law around eligibility for services that indicate that domestic violence survivors are considered homeless if they are actively fleeing)

· Provides for training of all coordinated access staff in the confidentiality and privacy rights of domestic violence survivors, included in the federal Violence Against Women Act (VAWA) and CT state law;

· To be provided by CCADV or their member agencies

· Permits survivors and others to decline having their personal information entered into HMIS, and maintains confidentiality, without limiting their access to programs and services, in accordance with the Violence Against Women Act;

· Allows for anonymous entry of domestic violence survivors into HMIS in order to meet funder data entry requirements with a protocol to be determined.

· Encourages referrals for domestic violence survivors that are made based on knowledge of the programs and program types that are most appropriate for survivors of domestic violence;

· Provides for training of coordinated access staff on issues related to domestic violence survivors, including risk assessment and delivery of trauma-informed services;

· Training will be provided by CCADV

· And recognizes that survivors connect to housing services most successfully when domestic violence service providers work in conjunction with homeless services providers.

· Rapid rehousing, transitional housing and permanent supportive housing resources are critical for all homeless households entering the services system including survivors of domestic violence.



IV. Assessment



Coordinated Access Networks (CANs) assess the housing needs of all individuals experiencing homelessness, with a focus on identifying those who may meet the criteria to be included in a special population (Chronic, Veterans, Families, Youth, and others). Once referred by 2-1-1, literally homeless or at risk of becoming homeless households whose housing situation cannot be resolved through referrals to services outside of the crisis response system are assessed at a CAN appointment to determine the appropriate level of services needed to resolve the immediate crisis and then matched to the program(s) best able to meet that need.[footnoteRef:10] [10:  FFC Manual] 


All households will work with a specially trained Assessor to complete a full CAN Assessment. Depending on the specific situation, a given household may or may not pass through the other steps of the Assessment process leading to a program match or being placed on the waitlist or by name list.

At each stage of Assessment process, staff should endeavor to divert households to utilize mainstream services to resolve the housing crisis. Diversion techniques should be used to help households to recognize and access resources immediately available to them, such as family and community supports.  

Dedicated CAN Assessors complete all appointments at designated Centralized Intake Locations. 



1. The CAN Assessor must ensure that all the following components are included in the CAN Assessment process[footnoteRef:11]: [11:  FFC CAN Manual] 




a. Assessment of needs related to housing and other basic needs (food, clothing, etc.) and referrals as appropriate

b. Diversion/problem-solving conversation and referrals to both formal and informal supports where possible

c. Completion of Releases of Information (ROI) to allow data entry into HMIS

d. Completion of the VI-SPDAT for all literally homeless households engaged by street outreach only. All other literally homeless households are given a 14 day window to self- resolve prior to conducting a VI SPDAT assessment.

e. Add household to Regional Shelter Waitlist and/or By Name List, if applicable

f. Record the information from the assessment and result of the appointment in HMIS.



All assessment staff are trained to use standardized messaging to ensure that the assessment process and its results are communicated clearly and consistently.

Additional detail regarding each step is as follows.

2.  Needs assessment 



The CAN assessor should determine if the household has any urgent health and safety needs such as needs for food, clothing, healthcare, etc. This should also include an assessment for safety including any domestic violence that may be present. Referrals to both mainstream resources and crisis services should be provided as indicated to ensure the health and safety of the household.

3. Diversion



[bookmark: bookmark17]Diversion is a strategy that prevents homelessness by helping people seeking shelter to identify immediate alternate housing arrangements and connecting them with services and, if necessary and available, financial assistance to help them maintain or return to permanent housing.

All CAN Assessment providers are expected to complete a thorough diversion screening and work with the household to exhaust all other options (including, but not limited to, staying safely with friends or family). Shelter beds should be viewed as a resource to be used only when absolutely necessary, and when all other resources have been exhausted. All CAN Assessors should be trained in diversion techniques through the Connecticut Coalition to End Homelessness (CCEH) and/or other qualified trainers.

The assessor should use the CT Statewide Coordinated Access Diversion Interview and Assessment as a tool to explore the options and/or resources available outside of the homeless response system to resolve the current housing crisis. This should be used as a framework to guide an interactive conversation, rather than an interview. The tool assists the Assessor to determine the household’s recent housing history and whether alternative housing arrangements might be available.

4. Release of Information and HMIS[footnoteRef:12]  [12:  FFC CAN Manual] 




The Assessor must enter the additional information collected at the CAN Assessment appointment into HMIS utilizing the client record initially created by 2-1-1. During the CAN Assessment, the Assessor will request that the head of household sign a Release of Information for the Coordinated Access Network and a Release of Information for HMIS and will make clear to the household how information may be shared. This will allow communication between all participating agencies region-wide, and allow member agencies to share information pertaining to the coordinated waitlists and by name lists, case conferences, etc.

5. Coordinated Assessments Forms (VI-SPDAT, SPDAT, TAY)

All Permanent Supportive Housing (PSH), Emergency Shelter (ES), Transitional Housing (TH), and Rapid Rehousing (RR) programs funded with CoC and ESG Funds in the CT BOS CoC jurisdictions are required to use common assessment forms as directed by their local CAN. CT BOS will use the VI SPDAT as its common assessment form at least initially.  CT BOS will use the Next Step Tool for transition aged youth[footnoteRef:13]. [13:  CT BOS Policies] 




[bookmark: _b3gpiiiwcycn]A. VI-SPDAT Assessment

The VI-SPDAT is a pre-screening, or triage tool, that is designed to be used by providers to quickly assess the health and social needs of those experiencing homelessness and to match them with the most appropriate level of case management support and housing Interventions that are available.  The VI-SPDAT assessment is available in HMIS, and VI-SPDATs should always be entered into HMIS as soon as possible to ensure that households are quickly added to the By Name List[footnoteRef:14]. [14:  Greater Hartford CAN Manual] 


The VI-SPDAT should only be completed with households who are currently literally homeless, and should only be completed once per household.  All emergency shelters should wait to administer the VI-SPDAT assessment until a household has been literally homeless for at least two weeks.  Only trained case management staff should administer the VI-SPDAT.  To check and see if a household has already completed a VI-SPDAT, please refer to the By-Name List in CT HMIS.

There are three versions of the VI-SPDAT, the VI-SPDAT for Individuals (25 years old and over), the Next Steps Tool (for individuals aged 18-24), and the VI-SPDAT for Families.  The VI-SPDAT for families with dependent children under the age of 18 who will be housed with the head of household.  For any all-adult family, all adults should complete a VI-SPDAT for individuals.  Parenting youth should still complete a VI-SPDAT for families.

 VI-SPDAT scores should not be shared with any household.  Instead, the staff should use the result of the assessment to start a conversation about which housing intervention may be a good fit for their service needs.  If staff does not believe that a VI-SPDAT has correctly indicated a household’s level of service needs, trained staff should complete a full SPDAT assessment with that household as soon as feasible.  

[bookmark: _7ums6poepnyn]Upon completion of a VI-SPDAT in HMIS, households will automatically be entered onto the Statewide By-Name List.  The By-Name List is one centralized list of all literally homeless households in each CAN, and is the list utilized when making referrals to housing openings.  

[bookmark: _yavs6evg71by]In general, the VI-SPDAT should only be administered once, but there are instances where it is appropriate to re-administer the VI-SPDAT rather than completing a full SPDAT.

[bookmark: _vz0oqq1u6bw4]B. When to Re-Administer the VI-SPDAT: 

[bookmark: _xxhq27uw9xk5] If there is an existing VI-SPDAT score and there has been a major life change within the last year, refer to major life change chart, re-administer the VI-SPDAT after approval from housing placement team. 

[bookmark: _ro0ofux7wkef][bookmark: _w1kwefrn30lo]If a new VI-SPDAT is being completed, staff should download the previous VI-SPDAT as a PDF from HMIS and upload it to the client “Files and Documents” section so the information from the original assessment is maintained in the client record.

[bookmark: _vto88ahb59qo]Significant Life Changes include: a new episode of homelessness, changes in the family unit, or significant changes in health.  

[bookmark: _nnk1knxos74n]C. Domestic Violence Victims and Survivors

Because Domestic Violence providers are unable to directly enter any data about shelter residents into the CT HMIS system, Connecticut has created a separate and secure process to consider households currently residing in domestic violence shelters for any housing openings in the Coordinated Access System.  Domestic violence providers are able to complete hard-copy VI-SPDATs with any households residing in their shelters for two weeks or more.  

Once a hard-copy VI-SPDAT has been completed, the domestic violence service provider will send the score information to the Connecticut Coalition Against Domestic Violence (CCADV).  CCADV will then share this score information, along with bedroom size, with the Connecticut Coalition to End Homelessness, and this household will be placed, with an anonymous identifier, onto the By-Name List.  No personal information will appear on the By-Name List, and domestic violence providers will join housing matching meetings with records of what identifier corresponds to the clients in their shelter.  This will allow for discussion of housing needs at the local housing matching meetings without compromising the security of the households’ information.

[bookmark: _obn0r1q624tl]D. Full SPDAT Assessment

The VI-SPDAT is the triage tool used throughout the state of Connecticut.  In some instances, a VI-SPDAT may not provide enough information to appropriately prioritize the household within housing matching meetings.  In some instances, a full SPDAT assessment may be required.

E. When to Administer the Full SPDAT Assessment

When there are 2 or more vastly contradicting VI-SPDAT Scores within the past year take the case to the housing committee and get approval to determine whether a full SPDAT should be administered. The new SPDAT should be done by a different provider. 

Once a client reaches 9 continuous months of homelessness or 3 episodes totaling to 9 months or more of homelessness and has a score of 3 or lower administer the full SPDAT in consultation with the housing committee. The new SPDAT should be done by a different provider. 

Paper copy of the SPDAT needs to be uploaded into HMIS or the SPDAT needs to be administered electronically in HMIS.  

If the provider thinks the VI-SPDAT has a wide discrepancy from the client’s vulnerability based upon review of the VI-SPDAT and the provider’s knowledge of the client, consult with the housing committee about administering the full SPDAT. 

For the purposes of quality control, only households who have been trained in the full SPDAT assessment or an authorized trainer can complete this assessment.  All staff who have been trained in the SPDAT must complete an annual recertification.

E. Assessor Training



The CT Coalition to End Homelessness provides training opportunities to organizations and staff persons that serve as access points to administer assessments. CCEH works collaboratively with the Balance of State COC and Opening Doors Fairfield County CoC to provide continuous updates and training protocol to Connecticut providers. All staff administering assessments in CANS have access to materials that clearly describe the methods by which assessments are to be conducted with fidelity to the CT Coordinated Access Network written policies and procedures.

V. Prioritization

The Balance of State Continuum of Care (BOS CoC) and Opening Doors Fairfield County CoC (ODFC CoC) resources have minimal screening criteria, providing housing and services regardless of perceived or actual barriers (i.e. substance use, no or low income, domestic violence history, sexual orientation, gender identity or expression, resistance to receiving services, mental health, and criminal record) and limited to only that screening criteria required by funding contracts. Programs may not establish additional eligibly requirements beyond those specified below and those required by other funders, including documentation, income, or employment. 

The BOS CoC and ODFC CoC have established uniform Establishment of uniform guidelines among components of homeless assistance (Rapid Re-housing, and Permanent Supportive Housing) regarding: eligibility for services, priority populations, expected outcomes, and targets for length of stay.

The BOS CoC and ODFC CoC have established policies and procedures consistent with CoC and ESG written standards under 24 CFR 578 (a) (9) and 24 CFR 576.4 and the HUD Prioritization Notice: CPD-16-11 for prioritizing persons experiencing chronic homelessness and other vulnerable homeless populations in permanent supportive housing. 

A. Determination of Eligibility and Priority for Service[footnoteRef:15] [15:  CT BOS Policies] 


1. Eligibility- Programs may not establish additional eligibility requirements beyond those specified below and those required by other funders.

2. Veterans ineligible for VA Services – Veterans who are ineligible for U.S. Department of Veterans Affairs housing and services shall be prioritized in CT BOS CoC funded projects.

3. Emergency Shelter – Applicants must be screened for diversion and admitted to shelter only if no other options (such as staying safely with friends or family) are available. Applicants must be, literally homeless, and able to be safely maintained in the shelter (e.g., behavior is not an obstacle to safety). For family homeless shelters, registered sex offenders are not eligible.

4. Transitional Housing – Applicants must be screened for diversion and admitted only if no other options are available. Projects may serve only participants coming from emergency shelter and unsheltered locations, including those who have been residing in an institutional care facility, including a jail, substance abuse or mental health treatment facility, hospital, or other similar facility, for fewer than 90 days AND who were residing in an emergency shelter or unsheltered location immediately before entering that facility. Projects may serve only participants with income below 30% of AMI. Applicants must be able to be safely maintained in the program, including not posing any danger to other participants.

5. Rapid Rehousing – Applicants must be homeless and have income below 30% of AMI. Rapid rehousing projects must serve only individuals or families coming from emergency shelters or the streets, with the exception of youth under age 25 who may also qualify under HUD Category 4 (i.e., fleeing domestic violence).

6. Permanent Supportive Housing – Must meet HUD definition of literally homeless and include at least one family member with disabilities.



B. Priority for Service[footnoteRef:16] [16:  CT BOS Policies] 


1. Emergency Shelter – There are no priorities for ES defined by CT BOS CoC. CANs and local sub-CoCs may establish local priorities provided they follow ESG, DOH and other funding guidelines. Opening Doors Fairfield County CoC and the FFC CAN prioritizes households for shelter that are literally homeless as defined by HUD and who are currently without appropriate shelter. In order to qualify as literally homeless a household must lack a fixed, regular, and adequate nighttime residence, meaning[footnoteRef:17]: [17:  FFC CAN Manual] 


· Has a primary nighttime residence that is a public or private place not meant for human habitation;

· Is living in a publicly or privately operated shelter designated to provide temporary living arrangements (including congregate shelters, transitional housing, and hotels and motels paid for by charitable organizations or by federal, state and local government  programs); or

· Is exiting an institution where (s)he has resided for 90 days or less and who resided in an emergency shelter or place not meant for human habitation immediately before entering that institution.



If multiple households have the same priority, they should be offered shelter on the basis of the date on which they go onto the list or presented for assessment.

[bookmark: _Toc500766645]2. Transitional Housing

· Not able to be diverted or slated for PSH AND

· At least one prior episode of homelessness (except for young adults) AND

· In one of the following life stage transitions

· young adults 18-24,

· family with children under age 5,

· interested in recovery

· fleeing DV and DV cause of recent homeless episode



3. Rapid Re-Housing

In accordance with HUD regulations (24 CFR Part 578), the CT BOS Continuum of Care (CT BOS) and Opening Doors Fairfield County CoC has developed, in consultation with ESG recipients, the following written standards for the provision of rapid re-housing (RRH) assistance. The standards contained herein apply to Rapid Re-housing projects funded by the U.S. Department of Housing and Urban Development (HUD) Continuum of Care (CoC) Program and located in jurisdictions covered by CT BOS and ODFC.



In addition to compliance with the standards contained herein, CT BOS RRH programs must comply with 24 CFR Part 578 (HEARTH Interim Rule) and the applicable CoC Program NOFA. CT Rapid Re-housing programs funded by State of CT Homeless Housing Account, U.S. Health and Human Services Social Services Block Grant, and HUD Emergency Solutions Grant Financial Assistance should refer to and comply with CT Rapid Re-housing Program (CTRRP) Policies and Procedures.



[bookmark: _Toc500766646]A. Participant Eligibility

· To be eligible for CT BOS CoC RRH assistance, at initial evaluation, households must: 1) demonstrate literal homelessness (i.e., HUD Category One); and 2) have household annual income of less than or equal to 50% of Area Median Income (AMI); and 3) have completed a VI-SPDAT or Next Step Tool for transition aged youth during their current episode of homelessness.

· Recipients and subrecipients must conduct regular re-evaluations, at least every 90 days, of program participants receiving RRH assistance. To continue to receive rental assistance, the program participant household’s annual income must be less than or equal to 30% of Area Median Income (AMI) at re-evaluation.

· Households with no income at initial evaluation and/or re-evaluation are eligible.

· As indicated by HUD, households who are eligible for PSH and awaiting PSH placement may receive RRH assistance and will retain their homeless and, if applicable, chronically homeless status.



B. Participant Prioritization[footnoteRef:18] [18:  CT BOS Policies] 


For sheltered households, those whose current episode of literal homelessness has been at least seven days in duration shall be prioritized for RRH assistance. RRH grant recipients and subrecipients shall determine whether households meet this prioritization criterion at the point of initial evaluation using HMIS data and, as necessary, permissible written documentation of unsheltered homelessness as defined by the HEARTH Homeless Definition Final Rule.

Unsheltered households shall be prioritized for RRH assistance regardless of the length of their current episode of homelessness.
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[bookmark: _Toc500766647]C. Determining the type of assistance & amount or percentage of rent each program participant must pay.

· CT BOS/ODFC  RRH programs are required to use a progressive engagement model, i.e., starting with a small amount of assistance for the shortest period of time possible to help resolve homelessness then adding more assistance, only as necessary, if the less intensive intervention is unsuccessful.

· CT BOS/ODFC RRH participants may receive eligible supportive services alone or a combination of eligible supportive services and rental assistance. At a minimum, all participants must attend monthly case management meetings in accordance with HUD regulations 24 CFR Part 578.

· All participants receiving rental assistance subsidies must contribute a minimum of 30% of their monthly adjusted household income towards their monthly rent. This tenant rent contribution may be adjusted at any time based on changes to household income, including, but not limited to at each 90 day reassessment. There is no minimum rent requirement and tenant rent contribution may be zero, for households with no income.

· In addition to rental assistance, eligible program costs are defined in 24 CFR Part 578 and include:



· Financial assistance (eligible under rental assistance): security deposits (up to 2 months), first and last month’s rent, property damage; CoC RRH assistance may not be used for payment of rent in arrears. Total property damage payments during a single enrollment in the RRH program may not exceed an amount equal to one month of the participant household’s rent.



· Supportive services:   Case management, child care, education services,

employment assistance and job training, food, housing search and counseling services, including mediation, credit repair, and payment of rental application fee, legal services, life skills training, mental health services, moving costs, outpatient health services, outreach services, substance abuse treatment services, transportation, utility deposits



[bookmark: _Toc500766648]D. Limitations on amount, frequency and duration of assistance

· In accordance with HUD regulations 24 CFR Part 578, participants may receive eligible supportive services for no longer than 6 months after rental assistance stops. HUD regulations 24 CFR Part 578 also indicate:

· Services may be provided to current residents of permanent housing who were homeless in the prior 6 months, for no more than 6 months after leaving homelessness to assist their adjustment to independent living; and



Rapid rehousing projects must require the program participant to meet with a case manager not less than once per month to assist the program participant in maintaining long-term housing stability.



As such, participants may receive eligible supportive services alone (i.e. without receiving rental assistance) for up to 6 months after leaving homelessness.



Participants may also receive short‐term (up to 3 months) and/or medium‐term (for 3 to 12 months) tenant‐based rental assistance alone or in combination with eligible supportive services.



· Participants must be re-evaluated at least every 90 days to determine the need for continued assistance. This requirement applies to both supportive services and rental assistance. Through each re-evaluation the recipient or subrecipient must determine that the continuation of assistance is necessary to avoid literal homelessness.



· Participants may receive rental assistance of no more than the following percentages of FMR for each of the indicated time frames (security deposits are excluded from these limits):



•Months 1-3 – 100% of FMR

•Months 4 to 6 - 80% of FMR

•Months 7 to 9 - 60% of FMR

•Months 10 to 12 - 40% of FMR



· If through the re-evaluation it is determined that a higher amount of assistance than the levels defined above for any period or the continuation of assistance is necessary to avoid literal homelessness, the recipient or subrecipient must submit an exemption request to the relevant Coordinated Access Network (CAN) or an entity designated by the CAN. Only the CAN or designated entity may approve exemptions. The co-chairs of CT BOS Steering Committee, ODFC Executive Committee shall authorize exemptions as necessary until the CAN is operational.  If an exemption is authorized, recipients or subrecipients must continue to re-evaluate participants at least every 90 days to determine the need for continued assistance. Under no circumstances may assistance be provided for more than the maximum period authorized by HUD regulations 24 CFR Part 578.



· Participants may be eligible for rapid re-housing assistance for multiple episodes of literal homelessness based on their need. To ensure the efficient use of resources, recipients may establish a maximum amount or number of times that a program participant may receive rapid re-housing assistance.







4. Permanent Supportive Housing

Purpose: This policy provides information to Coordinated Access Networks (CANs) and Permanent Supportive Housing (PSH) projects receiving Continuum of Care Program funds regarding the order in which eligible households should be served. This policy reflects HUD’s definition of chronic homelessness as amended by HUD’s Final Rule on Defining Chronically Homeless. This policy is intended to ensure that the individuals and families who have been homeless the longest and who have the most severe service needs  are  prioritized  for  PSH  and  to  support  progress  towards  ending  chronic homelessness in Connecticut.

A. Requirement to dedicate or prioritize PSH beds to people experiencing chronic homelessness:

All CT BOS CoC on ODFC CoC funded PSH beds are required to dedicate or prioritize 100% of their beds to people experiencing chronic homelessness. When filling vacant beds, CoC-funded PSH projects must seek referrals only through their local CAN from the Statewide By-Name List maintained by the local CANs and monitored by the Connecticut Department of Housing (CT DOH) and should be filtered for each CAN’s homeless population for prioritization decisions.

This by-name list uses the order of priority established in HUD Notice CPD-16- 11:   Prioritizing   Persons   Experiencing   Chronic   Homelessness   and   Other Vulnerable Homeless Persons in Permanent Supportive Housing. Relevant guidance  from  the  Notice  appears  below,  and  the  full  Notice  is  available at:https://www.hudexchange.info/resources/documents/notice-cpd-16-  11-prioritizing-persons-experiencing-chronic-homelessness-and-other-  vulnerable-homeless-persons-in-psh.pdf

The notice defines which chronically homeless people get priority access to PSH beds and how to prioritize PSH beds when no chronically homeless persons exist within the geographic area.

B. Prioritizing Chronically Homeless Persons in CoC Program-funded Permanent Supportive Housing Beds Dedicated or Prioritized for Occupancy by Persons Experiencing Chronic Homelessness[footnoteRef:19]: [19:  CT BOS Policies] 


When selecting participants for housing, CANs and CoC Program-funded PSH that is dedicated or prioritized for persons experiencing chronic homelessness are required to use the following order of priority that has been established by the CT BOS CoC, ODFC CoC, and the Statewide Coordinated Access Network Leadership Committee, which is consistent with HUD Notice CPD-16-11:

1. People who meet the HUD definition of chronic homelessness and have a VISPDAT 2.0 score of at least 8 for individuals, a Family VISPDAT 2.0 score of at least 9 for families, or a Next Steps score of at least 8 for homeless youth. Housing Placement Teams will determine prioritization within this category based on the VISPDAT score, the length of history of homelessness, and other knowledge of the individual or family that may help measure severity of service needs.



2. Exceptions to the specified order must be approved by consensus at the local CAN Housing Placement Committee. For example, an exception might be made by the Housing Placement Committee to prioritize an individual who has been living in an unsheltered location for 14 months and has a VI SPDAT 2.0 score of 17 over an individual who has been living in shelter for 15 months and has a VISPDAT 2.0 score of 13. When the Housing Placement Committee feels that the VISPDAT 2.0 or Next Step score does not reflect the individual’s true service needs, a full SPDAT may be requested or required by the local CAN Housing Placement Committee before matching the homeless individual to a PSH program. For example, it may be helpful to conduct a full SPDAT when someone has 22 months of homelessness but has scored a 2 on the VISPDAT. When there is no consensus in the Housing Placement Committee for an exception, approval should be sought by the HUD grantee and/or funder of the program with the opening. CAN Housing Placement Committees should document all decisions, including the rationale for any exceptions to prioritization in meeting notes.



3. Recipients must follow the order of priority while also considering any target populations served by the project as identified in the project application submitted to HUD. For example, a CoC Program-funded PSH project that targets homeless persons with a serious mental illness should follow the order of priority to the extent to which persons with serious mental illness meet the criteria. In this example, if there were no persons with a serious mental illness that also met the criteria of chronically homeless, the recipient should follow the order of priority for PSH when no chronically homeless person exists on the By-Name List (see below).



4. Due diligence must be exercised when conducting outreach and assessment to ensure that chronically homeless individuals and families are prioritized for assistance based on their total length of time homeless and/or the severity of their needs. CT BOS and the ODFC CoC recognize that some persons–particularly those living on the streets or in places not meant for human habitation–might require significant engagement and contacts prior to their entering housing and recipients of CoC Program-funded PSH are not required to allow units to remain vacant indefinitely while waiting for an identified chronically homeless person to accept an offer of PSH. CANs and providers should continue to make attempts to engage those persons that have not accepted an offer of PSH and these chronically homeless persons must continue to be prioritized for PSH until they are housed.



5. PSH projects must get CAN approval in order to deviate from serving the priority populations outlined above, or to alter the proportion of populations served. For example, projects that serve approximately half individual women and half families that wish to serve exclusively families as units turn over must obtain CAN approval to change such eligibility criteria[footnoteRef:20]. [20:  FFC CAN Manual] 




6. All PSH program participants must have come through the Coordinated Access Network, completed a VI-SPDAT, and have been entered onto the Regional Housing Registry. Exceptions can be made for households who are highly vulnerable and unable to navigate a traditional system and complete a VI-SPDAT.





C. Prioritizing access to PSH when participants are transferred from a different PSH project:

Existing PSH participants being transferred from a different CT PSH project are exempt from the order of priority established in HUD Notice CPD‐16‐11. Such transfers should be considered both within and across CAN’s and Sub-CoCs to best serve the needs of PSH participants and/or ensure efficient use of PSH resources. All PSH transfers must be coordinated through and approved by the appropriate local Coordinated Access Network(s) CAN(s) to ensure consistency with local priorities and that any resulting PSH vacancy is filled using the order of priority established in this policy and HUD Notice CPD‐16‐11, except in cases where existing CT PSH participant households exchange units. In all cases, PSH units must be prioritized for eligible applicants residing in the CoC, covered geography over eligible applicants residing in another CoC[footnoteRef:21]. [21:  CT BOS Policies] 


D. Order of priority for PSH when no chronically homeless person exists on the By-Name List or wants to live in the jurisdiction where the vacancy is:

When no chronically homeless person or no chronically homeless person who meets a project’s HUD-approved target population criteria (e.g. families with children, youth under 25, veterans, domestic violence, mental illness, substance abuse, or HIV/AIDS) exists on the Statewide By-Name List that is maintained by the local CANs, and monitored by CT DOH and should be filtered to each local CAN for prioritization decisions, CANs and recipients of CoC Program-funded PSH are required to follow the order of priority below when selecting participants. CT DOH will continue to work with CANs to match eligible applicants to vacancies in their preferred geographic area, and homeless people may decline referrals that are inconsistent with their geographic preferences. Projects are required to follow the order of priority below when there is no eligible chronically homeless applicant who wishes to live in the geographic area (local CAN region) where the vacancy exists.

· First Priority–Homeless Individuals and Families with a Disability with Long Periods of Episodic Homelessness and Severe Service Needs 

An individual or family that is eligible for CoC Program-funded PSH who has experienced fewer than four occasions where they have been living or residing in a place not meant for human habitation or in an emergency shelter but where the cumulative time homeless is at least 12 months and has been identified as having severe service needs as demonstrated by a VI SPDAT 2.0 score of 8 or higher, a family VISPDAT 2.0 score of 9 or higher, or a Next Step score of 8 or higher.



· Second Priority–Homeless Individuals and Families with a Disability with Severe Service Needs. 



An individual or family that is eligible for CoC Program-funded PSH who is residing in a place not meant for human habitation or in an emergency shelter for at least 8 months and has been identified as having severe service needs as demonstrated by a VI SPDAT 2.0 score of 8 or higher, a family VISPDAT 2.0 score of 9 or higher, or a Next Step score of 8 or higher.



· Third Priority—Homeless Individuals and Families with a Disability Coming from Places Not Meant for Human Habitation, Safe Haven, or Emergency Shelter Without Severe Service Needs.



An individual or family that is eligible for CoC Program-funded PSH who is residing in a place not meant for human habitation or an emergency shelter prioritized by the length of homeless history where the individual or family has not been identified as having severe service needs.



· Fourth Priority–Homeless Individuals and Families with a Disability Coming from Transitional Housing. An individual or family that is eligible for CoC Program-funded PSH who is currently residing in a transitional housing project, where prior to residing in the transitional housing had lived in a place not meant for human habitation, or in an emergency shelter. This priority also includes individuals and families residing in transitional housing who were fleeing or attempting to flee domestic violence, dating violence, sexual assault, or stalking and prior to residing in that transitional housing project even if they did not live in a place not meant for human habitation, an emergency shelter, or a safe haven prior to entry in the transitional housing. The bed will continue to be a dedicated or prioritized bed, however, so when that bed becomes vacant again it must be used to house a chronically homeless person unless there are still no persons who meet that criterion within the sub- CoC’s geographic area at that time.



· Severity of Service Needs: (a) For the purposes of this Notice, an individual who has the most severe service needs is one for whom at least one of the following is true[footnoteRef:22]:  [22:  ODFC Housing Systems Operation Manual] 


a. History of high utilization of crisis services, including but not limited to, ER’s, jails, & psychiatric facilities; 



b. OR Significant health or behavioral health challenges or functional impairments which require a significant level of support in order to maintain permanent housing.  

 

Severe service needs should be identified and verified through data‐driven methods such as an administrative data match or through the use of a standardized assessment tool that can identify the severity of needs.  The BOS CoC and ODFC utilize the VI SPDAT for such purposes.  The determination must not be based on a specific diagnosis or disability type, but only on the severity of needs of the individual or family.

E. Projects that serve 100% CH Veterans, and are unable to locate a CH Veteran to fill a vacancy, will follow the prioritization process detailed in the CT BOS Policies and Procedures which are based on Prioritizing Persons Experiencing Chronic Homelessness and Other Vulnerable Homeless Persons (http://www.csh.org/wp- content/uploads/2015/04/CT-BOS-Policies-revised-4.6.15.pdf) to house a NON-CHRONIC homeless Veteran. For projects that have dedicated units for Veterans, but do not serve 100% Veterans, and are unable to locate a chronically homeless Veteran to fill a vacancy, the project will follow the prioritization process noted above to house a chronically homeless non-veteran.

F. Prioritization and Fair Housing

 The Fair Housing Act prohibits discrimination in housing on the basis of race, color, religion, sex, family status, national origin or disability. Other than prohibiting the seven bases of discrimination listed above, the Act does not limit the considerations that may be taken into account in making a housing decision, or prevent the adoption of preferences as long as those preferences do not violate the rights of one of those seven classes. The Act permits preferences for persons who are disabled.

VI. Referral

The CT Coordinated Access System including CT BOS and ODFC includes a uniform and coordinated referral process for all beds, units, and services available at participating projects for housing and services. All BOS and ODFC program recipients and subrecipients use the coordinated entry process established by the CT Coordinated Access System as the only referral source from which to consider filling vacancies in housing and/or services funded by CoC and ESG programs. 

CT BOS and ODFC participating projects work to ensure that potential project participants are not screened out for assistance based on perceived barriers related to their service needs. Housing providers are encouraged to keep secondary screening to minimum and to “screen-in” rather than screen out as many referrals as possible. Reasons for denials are tracked on the BNL and discussed at CAN case conferencing[footnoteRef:23].  [23:  FFC CAN Manual] 


BOS CoC and ODFC CoC and all agencies participating in the CT Coordinated Access System comply with equal access and nondiscrimination provisions of Federal civil rights laws. 

The BOS CoC and ODFC CoC referral process is informed by the Federal, State, and local Fair Housing laws and regulations and ensures that participants are not “steered” toward any particular housing facility or neighborhood because of race, color, national origin, religion, sex, disability, or presence of children. 

A. Statewide By-Name-List

The Statewide By-Name-List (BNL) is a centralized and prioritized list of individuals, families, and youth experiencing homelessness. An individual and family is added to the BNL when a VI-SPDAT is completed and entered into HMIS. VI-SPDATs are only completed on clients who are literally homeless, based on HUD guidelines, as residing in a shelter or place not meant for human habitation (i.e. car, abandoned building, train station, etc.)[footnoteRef:24]. The statewide BNL provides CANs with a uniform process to be used for matching individuals and families to appropriate interventions and prioritizing placement into housing.  [24:  CT BOS Policies] 


All CoC-funded RRH and PSH projects are required to accept referrals ONLY from the Statewide By-Name List that is maintained by each CAN and monitored by CT DOH, and should be filtered for each CAN’s homeless population for prioritization decisions. The single prioritized list is updated frequently to reflect the most up-to-date and real-time data as possible[footnoteRef:25]. [25:  CT BOS Policies] 


This requirement does not include homeless veterans, who have separate processes for prioritization for PSH projects that are dedicated to these populations.

B. Referrals from CAN Centralized Priority Lists and By-Name Lists[footnoteRef:26]  [26:  CT BOS Policies] 


1. Emergency Shelter

When issuing a referral for Emergency Shelter that cannot be immediately accommodated because no vacancy exists, the Coordinated Access Network may assign the singles and families seeking services to a priority list.





2. Permanent Supportive Housing

The Statewide By-Name-List (BNL) is a centralized priority list for PSH. Each CAN has BNL for their geographic area. When a provider has a vacancy, the next eligible person on the list will be referred to the program with the vacancy within 2 business days.  To ensure that vacancies are promptly filled, the Coordinated Access Network may issue up to 3 referrals per vacancy.

3. Transitional Housing and Rapid Rehousing

When issuing a referral to Transitional Housing or Rapid Re-housing when there are no vacancies, the Coordinated Access Network will assign the person/household seeking services to the priority list for TH or RR using the prioritization criteria described above.

When a vacancy becomes available, the Coordinated Access Network will, within one business day of receiving the vacancy notification, based on the prioritization criteria, determine the next single/family on the applicable priority list and refer them to the program. To ensure that vacancies are promptly filled, the CAN may, at its discretion, issue up to 3 referrals per vacancy.

C. Notification of Vacancies[footnoteRef:27] [27:  CT BOS Policies] 


All Programs: All Emergency Shelter, Transitional Housing, Rapid Re-housing, and Permanent Supportive Housing Programs are required to report vacancies to the CAN within 12 hours of unit/bed availability. If providers know of an impending vacancy, they are required to report the anticipated availability date within 72 hours of being made aware of such availability. Programs must update vacancy information in HMIS within one business day of a unit/bed being filled.

D. Time frames and expectations for Responses to Referrals by Providers[footnoteRef:28]  [28:  CT BOS Policies] 


1. Emergency Shelter

Provider must make a determination within two hours of a referred client presenting at the shelter regarding whether the client can be accommodated that night and must notify the CAN and enter that decision in HMIS within one business day.   If at 7pm the referred individual or family does not arrive at the shelter to claim a bed, the ES program may offer that bed to another eligible client.

2. Transitional Housing and Rapid Re-housing

For RRH, within two business days of intake interview and receipt of a complete intake packet, and for TH, within three business days of the intake interview and receipt of a complete intake packet, staff will determine eligibility and acceptance or rejection into the program.

3. Permanent Supportive Housing[footnoteRef:29] [29:  CT BOS Policies] 


Within three days of intake interview and receipt of a complete intake packet, staff will determine eligibility and acceptance or rejection into the program.

E. Client/Consumer Choice – Preference and Decline Policy[footnoteRef:30] [30:  CT BOS Policies] 


Consumers may decline a referral because of program requirements that are inconsistent with their needs or preferences. There is no limitation on this decline. For example, consumers may decline participation in programs requiring sobriety. The Receiving Program must document the reason for client rejections.

The Coordinated Access Network will, at their discretion, require a case conference to review and resolve rejection decisions by consumers.  The purpose of the case conference will be to resolve barriers to the client receiving the indicated and desired level of service.

F. Provider Decline Policy – Information to be provided, rules regarding rates of acceptance[footnoteRef:31] [31:  CT BOS Policies] 


1. Emergency Shelter

Emergency Shelters may only decline individuals and families found eligible for and referred by the Coordinated Access Network under limited circumstances, such as there is no actual vacancy available, the household presents with more people than referred by the Coordinated Access Network, or based on their individual program policies and procedures the Emergency Shelter has determined that the individual or family cannot be safely accommodated. The Emergency Shelter must report the reason for any decisions to reject a client. If the rejected client has not otherwise been accommodated for the night, the Emergency Shelter must refer the client back to the Coordinated Access Network, and document that outcome in HMIS.

2. Transitional Housing, Rapid Rehousing and Permanent Supportive Housing Receiving Programs 

TH, RRH, and PSH receiving programs may only decline individuals and families found eligible for and referred by the Coordinated Access Network under limited circumstances, such as there is no actual vacancy available, the individual or family missed two intake appointments, the household presents with more people than referred by the Coordinated Access Network, or based on their individual program policies and procedures the Receiving Program has determined that the individual or family cannot be safely accommodated or cannot meet tenancy obligations with the supports provided by the program.  Programs may not decline persons with psychiatric disabilities for refusal to participate in mental health services except as required by a funder. Providers must accept at least 2 of 3 referrals.

An intake decision notification will include at a minimum:

· First available move-in date, if applicable

· Reason the client cannot enter the program, including reason for rejection by client or program, if applicable.

· Alternative recommendation regarding indicated housing model/exit option for the client with justification, if applicable. Instructions for appealing the decision, including the contact information for the person to whom and time frame under which the appeal should be submitted.



If the homeless individual or family is accepted, the Receiving Program must document that acceptance and notify applicant of acceptance within one business day. In all cases, best faith effort for prompt unit turnover should be made and, on average, units should be turned over within 5 business days.

If the homeless family or individual referred by the Coordinated Access Network has not presented at the Receiving Program within 3 business days from the intake appointment the Receiving Program must notify the Coordinated Access Network and document the no show. Should the client present at or call the Receiving Program after more than 3 days from the appointment, the Receiving Program must refer the client back to the Coordinated Access Network.

G. Clients Declined by All Referrals

The Coordinated Access Network may convene a case conference in the event that a client is declined by 3 programs. The purpose of the case conference will be to resolve barriers to the client receiving the indicated level of service. The Coordinated Access Network will determine, which parties will attend the case conference, including but not limited to the Assessment Entity, the Receiving Programs, the Funding Agency, the Client, and other Collateral Contacts as determined necessary.

H. Returns to Homelessness and Discharges without a Stable Placement

If an individual or family residing at a permanent housing project is at risk of returning to homelessness or an individual or family is being discharged from a transitional housing project or shelter without a stable placement, the service provider is required to notify the local CAN at the earliest possible point in the process. The CAN will convene a case conference to evaluate the situation, determine intervention(s) that might help to preserve housing or secure an alternative placement, plan for the best possible outcome and try to prevent a return to homelessness. This requirement does not apply in situations of imminent risk to self or others.

I. Holding Beds/Units to Locate People-Emergency Shelter[footnoteRef:32] [32:  BOS Policies] 


Once a referral is made to emergency shelter, the provider is required to hold a bed until 7pm (or the latest time possible given staffing limitations).

J. Holding Beds-Transitional Housing, Rapid Rehousing and Permanent Supportive Housing

Once referral/s have been made by the Coordinated Access Network, the Receiving Program is required to hold the unit vacant for 5 days in order to locate and inform the individual/household of the availability of housing and arrange the intake.

K. Grievance and Appeal Policies

All households shall have the right to appeal eligibility determinations and individual program acceptance decisions. Appeals of program acceptance decisions should be first made to the receiving agency using their grievance process. The entity receiving the appeal must respond in writing to all appeals within 14 days.

All appeals of eligibility decisions made by a CAN and appeals of receiving program acceptance decisions that could not be resolved to the satisfaction of the applicant through the receiving agency’s grievance process shall be managed in accordance with the CT Department of Mental Health and Addiction Services Appeals Process. That process entails these steps: 1) Informal conference with the Shelter Plus Care Screening Committee or an equivalent body that replaces S+C Screening Committees post full CAN implementation 2) Hearing with the DMHAS Appeal Panel 3) Final review with the Director of Housing and Homeless Services. Each step is available to the applicant if the previous step did not result in satisfactory resolution.  

DMHAS funded programs must comply with their appeals process. 

L. Process for Referrals to DV, VA and other non-HMIS programs including paper referrals

If the household does not wish to seek DV specific services, the household will have full access to the Coordinated Access Network programs and services.

Veteran’s Referral Process to be developed. 















VII. Data Management



Since 2004, communities across Connecticut have been entering data into the CT Homeless Management Information System (HMIS). The system is managed by the CT HMIS Lead Agency which is tasked with coordination and provision of data management services to Homeless programs, including emergency shelter, transitional and supportive housing programs, and other HUD funded programs that are required to participate in a CT HMIS.

Use of HMIS is a required of all providers in the CT Coordinated Access System. This statewide database has collects client demographic, service usage and length of stay information on unduplicated clients. CT HMIS has privacy and security protocols for: (1) obtaining program participants’ consent for collection, use, storage, and sharing of their information, such as a release of information ROI), and (2) protecting information that is stored or shared outside of HMIS. Training on confidentiality, privacy, and security is required, as is ensuring agencies are taking necessary precautions to protect client information

Detailed information regarding the requirement of participating agencies can be found at http://www.cthmis.com. The website includes a detailed policy and procedure manual as well as updates and training materials for users.



VIII. Evaluation



The CT Coordinated Access System strives to create the best possible design for coordinated access, as well as a mechanism for performance improvement. Ongoing oversight of the system and review of system performance will allow for adjustments to be made as needed. CT CAN Leadership will work closely with CT BOS and ODFC to make timely decisions that incorporate regular feedback from stakeholders, including consumers. 

Data from the CT Coordinated Access System will be reviewed monthly by CAN Leadership using various reports such as CAN Data Dashboard, CAN Data Dashboard CAN Comparisons, Family Homelessness Data Dashboard, Rapid Re-Housing Data Dashboard, and monthly housing reports. 

A full system review and evaluation will be conducted on an annual basis reviewing the above data as well as a Consumer Satisfaction Survey, administered to formerly homeless individuals and families, as well as currently homeless individuals and families to provide an ongoing system improvement process.

CT Statewide Coordinated Entry Policies and Procedures will be reviewed and updated at least annually, or as required by HUD regulatory guidance change.
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