Dallas Commission on Homelessness
Interim Report
I.

Background

On May 9, 2016, Dallas Mayor Mike Rawlings and other community leaders announced
the formation of the Dallas Commission on Homelessness (the “Commission”). The Commission
was formed in response to concerns about the current level of homelessness in Dallas.
The Commission was charged with analyzing our community’s current system of
addressing homelessness, comparing it to the best practice of similar communities, and
delivering a focused set of strategies and recommendations for the city and county to consider
going forward.
Forty community members comprise the Commission, and include an appointed
representative from each of the fourteen city council districts. Diversity characterizes the
Commission with property owners, real estate developers, business leaders and several
managers of local nonprofit organizations at the table. Several formerly homeless citizens sit
on the Commission as well. Staff from the city, Dallas County, the Metro Dallas Homeless
Alliance, CitySquare, United Way of Metropolitan Dallas, the United States Interagency Counsel
on Homelessness, the Corporation for Supportive Housing and many volunteers have
generously supported the Commission’s work. No city or county funds were expended to
produce this report.
Even though the work of the Commission continues, this interim report is delivered in
order to inform the immediate steps required to address the most urgent needs of the
community and our homeless neighbors.
The Commission has met as a full group on four occasions. Much of our work has been
accomplished through the work of the following subcommittees: (1) community engagement;
(2) homelessness prevention and discharge planning; (3) technology, data, and innovation; (4)
street outreach, unsheltered homeless, and health and supportive services; (5) shelters and
related services; and (6) housing and financing of supportive housing.
II.

Community Engagement

The Commission actively sought to engage the community to understand the opinions
held by all those affected by homelessness and to afford an opportunity for our neighbors to

offer solutions. The engagement strategies included topical forums held across the city,
surveys, and a design-thinking-inspired series of structured charrettes.
Forums covered the following topics:
“Sheltering the Homeless”
Date: June 20
Location: Dallas City Hall
Attendees: 100
Panelists:
Bob Sweeney, Executive Director, Dallas Life
Daniel Roby, Executive Director, Austin Street Center
Wayne Walker, Executive Director, OurCalling
Blake Fetterman, Executive Director, Salvation Army
Moderator: Eric Nicholson, Staff Reporter, Dallas Observer
Video: http://dallastx.swagit.com/play/06202016-958
“Homeless in East Dallas”
Date: June 21
Location: Harry Stone Recreation Center
Attendees: 90
Panelists:
Mark Clayton, Councilmember, District 9
Larry James, Chief Executive Officer, CitySquare
Ikenna Mogbo, Housing Outpatient Operations Manager, Metrocare
Services
Jesse Moreno, Community Leader
Moderator: Kathy Wise, Executive Director, D Magazine
Video: http://dallastx.swagit.com/play/06212016-1096
“Homelessness and Mental Health”
Date: July 5
Location: Dallas Public Library
Attendees: 170
Panelists:
Dr. Theresa Daniel, County Commissioner, District 1
Ron Stretcher, Director of Criminal Justice, Dallas County
Judge Dominique Collins, Criminal District Court No. 4, Dallas County
David Hogan, Crisis Intervention Unit, Dallas Police Dept.
Moderator: Tanya Eiserer, Reporter, WFAA
Video: http://dallastx.swagit.com/play/07052016-1057

“The Alliance Homeless Forum”
Date: July 8
Location: Dallas Public Library
Attendees: Need number
Panelists:
Need detail
Moderator: Need info
Video: Need link
“Homeless Youth”
Date: July 19
Location: North Dallas High School
Attendees: Need number
Panelists:
Mark Pierce, Manager, DISD Homeless Education
Carlotta Hooks, Principal, Ignacio Zaragoza
Regina Levine, Vice President-Programs, Promise House
Teresa Keenan, Executive Director, Incarnation House
Moderator: Bill Zeeble, Reporter, KERA
Moderator: Need info
Video: Need link
“Affordable Housing”
Date: July 20
Location: Need location
Panelists:
Bernadette Mitchell, Director, City of Dallas Housing/Community Service
Department
Linda McMahon, President and CEO, The Real Estate Council
Troy Broussard, Senior Vice President and COO, Dallas Housing Authority
Moderator: TBD
Video: N/A
The survey and tabulated results may be found here: [Need link]
The findings of the charrettes may be found here: [Need link]
The compiled results of these processes have guided the work of this Commission and
provided the themes that form the basis of our work. Those themes are that:


We cannot accept the current level of homelessness in Dallas.

III.



All North Texans – nonprofits, city and county government, businesses, and
community members – must coordinate to address homelessness as a
community. All fourteen city council districts will participate in housing
solutions.



To effectively address homelessness, we must make it a civic priority.



We must establish a centralized system of accountability to ensure that our work
advances, that organizations align, and that we spend resources wisely.



Acknowledging that there is no silver bullet to end homelessness, we must
continually analyze an array of strategies, and review and implement them
based upon the needs of our community and, most importantly, our homeless
neighbors.

Current Environment

Like much of the United Sates, Dallas suffers the effects of homelessness severely and
pervasively. It wears on our neighborhoods, depresses our businesses, and shocks our visitors
when they see extreme deprivation alongside spectacular prosperity. The human condition in
our numerous tent encampments is deplorable. We have virtually no excess shelter capacity,
and no community wide supportive housing plan to relieve the pressure on the system and
move our homeless neighbors into housing. Simply put, we have many fine organizations
serving the homelessness, however, we don’t have alignment among them or a coordinated
system of response in Dallas.
A.

Poverty and economic disparity

Surprisingly, Dallas is among the most impoverished cities in the United States.
According to a 2014 study, over 300,000 citizens live in poverty and another nearly 600,000 live
in housing-distressed households. We lead the nation in children living in poverty. The Black
and Hispanic communities south of Interstate 30 suffer the worst by far. According to a 2015
study by the Urban Institute, we also lead the nation in neighborhood inequality among major
U.S. cities. The main reason cited was the extreme low average wages of those living in our
poorest neighborhoods. These underlying economic conditions contribute greatly to the
current environment and, if not moderated, heighten the risk of a more extreme and
challenging homeless environment in the future.
[LINK TO BRAY REPORT]
[LINK TO URBAN INSTITUTE REPORT]

B.

Fair Housing

The City of Dallas has a long and challenging history as it relates to the provision of
affordable housing to those with low incomes and supportive housing for its homeless. Despite
access to federal subsidies and resources to invest in affordable housing and community
development in areas of need and opportunity, public investment in Dallas to make housing
affordable for low- to moderate-income members of our community has fallen greatly short of
the need. With such limited affordable housing, the marketshare for supportive housing, or
housing targeted to those vulnerable and in need of longer term supports, is incredibly limited.
As will be discussed later, many of our poor neighbors with federally subsidized rents have no
apartments willing to take them resulting in tens of millions of dollars a year of further federal
investment for those in poverty going to waste.
C.

Homeless Population

The 2016 point-in-time count suggests that the number of homeless in Dallas County
has increased 21% over the last year. On the day of the count, nearly four thousand homeless
neighbors were identified. Most were men; the majority were black; 300 were veterans.
Seventy-five percent of the unsheltered homeless had experience with the criminal justice
system. Over 700 lived on the street, under bridges, and in cars. Annualized, the point-in-time
numbers suggest that over 10,000 neighbors suffer homelessness at some point in the year. As
of July 19th the City estimates there are more than 60 homeless encampments, as defined by
HUD, throughout the City. The largest encampments are in the downtown area. The issue
affects all council districts.
[CHART OF PIT COUNT]
[MAP OF UNSHELTERED]
Other data strongly suggests the number of homeless in Dallas is even greater. DISD
reports nearly 3,700 enrolled, homeless students. Our primary intake shelter, The Bridge North
Texas, reports approximately [8,000?] individual guests per year. The five largest shelters
indicate they are at, or near, maximum capacity.
D.

The Nonprofit Organization/Continuum of Care

Forty-two nonprofit organizations comprise the Dallas and Collin County Continuum of
Care (“COC”). The lead agency, collaborative applicant for federal funds, and Homeless
Management Information System (HMIS) lead agency is the Metro Dallas Homeless Alliance
(“MDHA”). MDHA was formed in 20__, and up until ____ was the organization responsible for
managing The Bridge. MDHA was spun off as a separate nonprofit in _____. The COC homeless

agencies realize nearly $16.5 million of federal funding per year. However, this funding is under
threat in communities across the nation in communities that do not take systematic
approaches to ending homelessness nor use evidenced based practices to serve those most in
need.
[LINK TO LIST OF AGENCIES]
CoCs are scored and ranked annually by the US Department of Housing and Urban
Development HUD, the largest source of federal funding for homeless assistance in our
community. The most critical performance metrics in this national competition involve our
progress in reducing chronic homelessness, improving coordination, increasing housing
stability, fully embracing best practices of housing first to remove barriers to housing and
building a data driven performance based system of care beyond just the HUD funded
programs. Our local CoC scored in the bottom quartile nationally in 2015 primarily due to a lack
of utilization and reporting from a single client data system (Homeless Management
Information System “HMIS”) and adoption of a system-wide coordinated assessment
prioritization process to strategically target resources and hold homeless services and housing
providers accountable. The result was a loss of nearly $1 million in Federal resources. The
2016 competition will again show poor performance by our system because of this lack of
coordination, which may result in a second straight year of funding cuts.
E.

Data Gap

The lack of system-wide data about our homeless population, available services, and
available housing accounts for much of our low performance. Notwithstanding a clear directive
from HUD, local providers of homeless services have been historically reluctant to input data
into a single HMIS system and share information about their services across the CoC. This data
gap prevents the community from accurately assessing the extent of its homelessness and the
effectiveness of its care. More importantly, it frustrates the development of a communitywide, systemic response system. Going forward, HUD has made it clear that agencies and
providers seeking federal funding will be required to input data into a single HMIS system in
order to be eligible to receive grant funds.
F.

The Chronic Homeless /”Super-Utilizers”

There are approximately 600 chronically homeless people in our community. The
chronically homeless are those who have a disability and have been homeless a year or more or
those who frequent episodes of homelessness over time. Many of the chronically homeless are
super-utilizers of public systems including healthcare, criminal justice and emergency response.
Based upon numerous studies conducted throughout the country, experts estimate that the
costs to the community of providing reactive services for these super-utilizers is between

$40,000 and $80,000 per year, per individual. The total cost to Dallas of providing these
services to our chronically homeless population is conservatively in the tens of millions
annually, significantly more than the cost of supportive housing.
[LINK TO STUDIES]
G.

Shelters

Dallas has many shelters, however, there are five that accommodate most of our
homeless population. They are the Bridge North Texas, Austin Street Center, Dallas Life, Union
Gospel Mission and the Salvation Army. These shelters have various barriers to participation,
including limits on pets, couples, and alcohol use. The shelters in the aggregate control
approximately 2,000 beds. On a given night, the beds are utilized to 95% capacity with four of
the five reporting maximum capacity. Further, because of the lack of supportive housing, some
of our homeless neighbors stay in the shelters for years with the average stay in the Bridge
being approximately four months. There is a system log jam in our shelters given the lack of a
successful housing placement strategy. This restricts capacity and prevents many of our chronic
population and community services super utilizers from being sheltered and moved on to
housing.
[SHELTER CHART]
H.

Housing Market

Dallas does not have enough affordable housing and has had virtually no net increase in
its supply of permanent supportive housing (“PSH”) in two years. To make matters worse, a
tight housing market takes units formerly available for Section 8 housing vouchers off the
market daily. The Dallas Housing Authority estimates that 1,100 housing vouchers available
specifically for the homeless population (including veterans) go unused, primarily because of
the generally high market demand and high occupancy rate.
[CHART OF DHA UNUSED VOUCHERS]
[COST OF APARTMENT FOR FAMILY LIVING AT 30% AMI ]
There are currently 3,232 permanent housing beds available for persons experiencing
homelessness with an average 94% occupancy rate and just under a 1% turnover rate per
month. We estimate, and preliminary research supports, that Dallas needs to create at least
2,000 more units of PSH over the next five years in order to house its current homeless
population. In all likelihood, the longer term needs for PSH will be much higher.

Most of the existing PSH units are located in areas of highest poverty. As discussed
previously, recent agency determinations and court rulings complicate the development of new
PSH in Dallas and will require community tolerance and acceptance in siting the PSH units
across the community, and principally in high-opportunity areas.
I.

Investment/Inefficiencies/Misalignment

The homeless response system in Dallas is not, and likely never has been, well aligned.
The overall programmatic funding is not aligned against a common set of priorities.
Organizations compete for funding to further their own organizational interests with limited
identification with community wide needs. There is no department for homeless or human
services within the City of Dallas, and although there is one in the County, its focus is not
dedicated to homelessness.
Only recently, have the funding priorities of HUD been more rigorously applied through
the COC. Substantial investment is being made into our homeless response system to establish
a new, more robust and integrated HMIS, a coordinated assessment system infrastructure for
prioritization and strategic allocation of housing resources, and dedicated staffing to monitor,
evaluate and report on all levels of system performance. These investments are primarily being
made with federal funds and federal housing subsidies. There is a very limited amount of local
government funding, most of which supports the Bridge. There are, however, significant local
philanthropic resources used to support the work of the local homeless organizations.
[CHART OF LOCAL INVESTMENTS]
[LOCAL GOVERNMENT INVESTMENT AS A PERCENTAGE OF TOTAL OPERATING]
In order for the system to work in the near and long term to reduce and manage the
homeless population, we need system alignment among the involved organizations against a
common plan; full utilization of existing resources; and substantial incremental investments in
housing and supportive services and housing investments. The sources of these investments
should be numerous both in the public and private sectors.
The increases in homelessness in Dallas demands profoundly improved performance
and accountability to counter our history of too often misaligned and reactive responses that
have not produced the outcomes our homeless neighbors deserve. Going forward, Dallas is
faced with a great opportunity to restructure and transform the system, align the participants,
rethink our investment strategies, and learn from other communities who have made great
progress.

IV.

Practices of Other Communities

Several communities have distinguished themselves in addressing homelessness. The
Commission reviewed many notable accomplishments across the nation, but specifically
highlights the following five communities for either their general strategies or more targeted
programmatic innovation. We hope to adapt these best practices to our strategies going
forward.
A.

Houston
1.

Lead Agency: Coalition for the Homeless, Harris County, Texas

2.
Goal: To End Chronic and Veteran Homelessness by 2016 and create a
path to end all homelessness by 2020
3.
Background: Like other large Southern cities, Houston’s homeless
population was visible and growing. HUD identified Houston as a “priority
community,” based on its increasing homeless population, most of whom were
not sheltered. Studies showed homelessness cost the community $100 million
annually.
From January 2011 – January 2016, Houston has enjoyed the following
reductions in homeless populations:
 Veterans – down 99%, at functional zero
 Chronically homeless – down 76%
 Families – down 61%
 Unsheltered – down 76%
 Overall – down 57%

4.
What Did They Do? In January 2012, the U.S. Department of Housing and
Urban Development (HUD) identified Houston as a priority community based on
the high level of street homeless individuals coupled with the opportunity for
strategic improvement. With this designation, the Houston/Harris County
Continuum of Care received support and technical assistance to redesign the
homeless response system from one of crisis management to one centered on
long term housing placement. With support from HUD’s technical assistance
program, the Coalition completely redesigned its system to create a transparent,
connected and integrated system that is led by a CoC Steering Committee. The
Steering Committee is comprised of stakeholders across the system (City,
County, Housing Authorities, Mental Health Authority, Workforce, Philanthropy,
Consumers, Providers, etc.) who are the decision-making body for the
community, but rely on the recommendations and expertise of the CoC lead
agency to support the work.
The Steering Committee adopted a community plan born out of a weeklong community planning process, a Corporation for Supportive Housing (CSH)
charrette, which identified the key strategies for ending homelessness in
Houston. Change agents within organizations led project and implementation
workgroups and used data to drive decision making around community-wide
policies and priorities.
By creating a transparent process, the Coalition began functioning as a
network of connected providers with a collective goal, rather than a collection of
providers with a variety of goals. Central to this change was implementing
coordinated access and placement in housing, which prioritizes units based on
vulnerability and need (rather than program design, preference, or controls from
shelters, hospitals, the criminal justice system, and street outreach teams).
Orderly inflow to a central point allowed the Coalition to thoughtfully develop an
assessment process for each homeless person, and housing navigators allowed
coordinated placement into respite or medical beds, rapid rehousing, or
permanent supportive housing.
Seeking to achieve early success and testing a new approach with the
Veterans Administration, the mayor set an unprecedented goal: Houston would
house 100 chronically homeless veterans in 100 days by teaming up with the
city’s public-housing authority, U.S. Department of Veterans Affairs (VA) and
other agencies. They wound up housing 101. By the end of 2012, several
hundred had been housed. Suddenly, the city was on a roll. Attention turned to
the chronically homeless, then families, and then the rest.

The Houston area had about 1,500 permanent supportive housing units,
but needed another 2,500. As a part of its strategy to add housing, the Houston
Housing Authority provided $100 million in project-based vouchers funded by
HUD over two years to add 1,000 units. The pledge included plans to construct
new apartments that would provide supportive services, as well as provide up to
200 vouchers to be used at new properties or up to 200 vouchers for existing
properties that complied with program requirements and federal housing quality
standards.
B.

Salt Lake City
1.

Lead Agency: Salt Lake County

2.

Goal: End Chronic Homelessness

3.
Background: A decade ago, Utah had nearly 1,932 chronically homeless
and decided to do something about it. And so, Utah set itself an ambitious goal:
end chronic homelessness. They report that have done this by prioritizing the
most vulnerable individuals for housing. While there is some controversy around
the number and most expect that it to be adjusted upward, all agree that they
have put together a good system.
4.
What Did They Do? In 2005, Utah adopted statewide the policy of
Housing First to address its problem of chronic homelessness. Utah’s first pilot
program placed seventeen people in homes scattered around Salt Lake City, and
after twenty-two months fourteen were still in their homes. Three were dead.
The success rate had topped 80 percent, and it has stayed there. Additionally,
Utah has dedicated nearly all PSH beds to chronically homeless households. In
the years since 2005, the number of Utah’s chronically homeless has fallen by 91
per cent (based on PIT data that is interpreted differently within these years and
has been shown to be an inaccurate figure).1 Once again, without regard to the
actual reduction, the process has achieved remarkable results.
Utah's chronic homeless housing program is financed through federal,
state and county grants, as well as private providers and foundations. Together
they support 6,419 beds statewide for homeless people. Among them are 2,268
beds in shelters; 2,281 in permanent supportive housing; 1,174 in transitional
housing; 646 in rapid rehousing; and 49 safe havens for victims of domestic
violence. In fact, Utah officials at varying levels of government and the private
1

For a detailed discussion, see http://www.huffingtonpost.com/kevin-corinth/think-utahsolved-homeles_b_9380860.html.

sector have together brought nearly 2,200 housing units online across the state
since 2005.
C.

Austin
1.

Lead Agency: The Ending Community Homelessness Coalition (ECHO)

2.

Goal: End Homelessness in Austin through Housing

3.
Background: With an incredibly tight housing market and high rates of
street homelessness, Austin committed to shifting its response to homelessness
to permanent housing solutions.
4.
What Did They Do? Austin committed to developing housing and using a
Housing First model. In 2006, voters overwhelmingly approved $55 million in
General Obligation (GO) Bonds for affordable housing. Those funds have
provided a critical local resource and helped to meet the community’s growing
housing needs. By 2013, those funds were 100% obligated and had resulted in
the creation or preservation of 3,417 affordable units. The CSH’s 2010 report
clearly identified a need for 1,891 Permanent Supportive Housing (PSH) units in
Austin. In September 2010, City Council adopted a PSH strategy that commits to
developing 350 PSH units within the next four years. In 2013, voters approved
$65 million in General Obligation Bonds for affordable housing. Based on
previous leverage and per-unit costs, it is anticipated that the bonds will result in
more than 4,000 deeply affordable housing units.
In addition, Austin recently was awarded two Pay-for-Success
investments centered on developing Housing First Permanent Supportive
Housing in Austin. In total, these awards and their match will dedicate $1.3M to
develop a Pay-for-Success initiative, which will bring investors, philanthropists,
property owners, healthcare and social services providers, and government
partners to the same table to increase capacity to end homelessness2.
D.

Orlando
1.
Lead Agency: Homeless Services Network with assistance from the
Central Florida Commission on Homelessness

2

http://austinecho.org/wp-content/uploads/2016/07/ECHO-Pay-for-Success-Press-Releasefinal.pdf

2.

Goal: Rethink Homelessness

3.
Background: In 2011, Florida had the second-largest population of
homeless veterans in the nation, behind California. In fact, the U.S. Department
of Housing and Urban Development and the United States Interagency Council
on Homelessness in May of 2013 issued a report that ranked Central Florida No.
1 in chronic homelessness in the United States for like-sized cities, and in the top
four in every category of homelessness measured.
Just days before last Christmas, Andrae Bailey, CEO of the Central Florida
Commission on Homelessness, announced that virtually all of the region's oncechronically homeless veterans were in housing. In all, nearly 1,000 veterans
have been housed over the past three years. The annual point-in-time count
showed a 23 percent drop in homelessness in just one year.
4.
What Did They Do? Everyone expected Bailey to come up with a new
plan to end homelessness when he accepted the job. He politely declined.
Instead, Bailey started traveling to cities across the country that were making
progress in the homeless effort. Seattle, Houston, Portland, Salt Lake City,
Atlanta, Miami, Los Angeles. “I saw this pattern and had an epiphany — they
had to have housing,” Bailey said. “It wasn’t enough to feed people, to give them
soup. And it wasn’t enough to try to help people with a transitional program
while they were on the streets.”
Florida Hospital announced in 2014 that it was committing $6 million
over three years to address homelessness in the region. The city of Orlando
dedicated a position to the issue with a Senior Advisor to the Mayor on
Homelessness; Orlando Housing Authority and Homeless Services Network
pledged subsidies and other resources; Orange County allocated an additional 40
units for the chronically homeless in 2015. Orange County is the largest source
of funds for homeless programs in Central Florida. In addition to this fiscal year's
$7.7 million, the county government recently announced $4 million for new
affordable housing projects that will set aside units for homeless individuals and
families with children.
E.

Denver

1.

Lead Agency: Metro Denver Homeless Initiatives (MDHI)3

2.

Goal: Reduce chronic and episodic homelessness

3.
Background: The City of Denver, like many other communities around
the country, faces limited resources to invest in existing preventive programs for
the chronically homeless and individuals who struggle from mental health and
substance abuse challenges. The Denver Crime Prevention and Control
Commission (DCPCC) has tracked these interactions across systems for the last
four years and has calculated that a group of 250 heavy-utilizers cost taxpayers
upwards of $7.3 million per year on average.
4.
What Did They Do? Denver has developed a Social Impact Bond initiative
to ensure the City is paying for the most effective services, “Paying for Success,”
and shifting its spending from short-term Band-Aids to long-term, sustainable
solutions. The supportive housing initiative targets chronically homeless
individuals who also struggle with mental health and substance abuse
challenges.
Through local and national partner organizations, the initiative will serve
at least 250 chronically homeless individuals over the next five years using Social
Impact Bond financing in combination with existing housing and Medicaid
resources. The program will be based upon a proven model that combines the
approaches of Housing First with a modified Assertive Community Treatment
(ACT) model of intensive case management.
V.

3

Focused Strategies for System Reform

The SIB is led by the City, but MDHI was selected as one of the 25 IBM Smarter Cities
Challenge.
http://www.denverpost.com/2016/04/18/ibm-will-use-data-interviews-and-watson-to-reducedenver-homelessness/

A.

Convert to Community-wide Coordinated Assessment and Single System HMIS –

This is a critical immediate strategy to get alignment among organizations
around priorities and allow the homeless response system to automate. Once built and
fully deployed, all clients will be matched with housing and related services based upon
established priority system. A key first step is to set up a single-system HMIS platform,
with maximum community participation, to meet needs of clients and agencies. The
HMIS platform should include dashboard support for performance analysis. In addition
to participation by all homeless housing and service providers, platform participants
should include major health providers and criminal justice discharge facilities. Goal: To
have all agencies that serve our homeless population on the HMIS platform by
December 31, 2017.
B.
Targeted Street Outreach, Housing Placement and Supportive Services to
Manage Encampments and Unsheltered
This strategy is immediate and should continue until our street population is
better under control. It involves adoption of a formal protocol for encampment
closures. This strategy also ensures, through expanded street outreach, case
management, and supportive services, that sheltered and unsheltered homeless
individuals are identified and entered into the HMIS platform. There are currently
1,100 homeless vouchers unused representing $8 million in unused subsidies. With
support from the city and DHA, we shall pursue aggressive apartment unit acquisition
for PSH through an existing inventory scattered-site model. This will require incentives
for apartment managers and expanded case management support to place the
maximum number of clients in housing with supportive services. It should provide for
efficient utilization of existing shelter capacity. Goal: To house all homeless veterans
(250) and 50 percent of our chronically homeless (350) in the first year of operation.
C.

Facility Development and Shelter Capacity

This strategy is intermediate and subject to feasibility analysis for each potential
project. We have considered several suggestions on how we can address homelessness
through shelter and other facility capacity expansion. These include expanding beds in
current shelters, building new shelters, creating respite facilities for those discharged
from hospitals, and converting existing abandoned facilities to shelter and housing.
These potential projects should be more formally vetted through professional analysis.
A part of this strategy involves engagement of professional services. Goal: To have all
project ideas identified and initially reviewed prior to November 1, 2016.

D.

Increase PSH Units to Correspond to Demand

This strategy is intermediate and long term. In order to secure sufficient housing
stock, the city needs to add 2000 new PSH units to existing inventory by 2021. Units will
be added through five approaches: 1) scattered-site apartment location through
housing navigation; 2) single-manager, multi-unit leasing of apartment blocs through a
master leasing program; 3) aligned city development and zoning policies; 4) acquisition
and conversion of existing complexes throughout city and county; and 5) traditional new
PSH development. This strategy is viewed as essential to developing a long term
community response to homelessness and will require professional services to support
its execution.
 Inclusionary Zoning Policies (X% of publicly funded projects at no cost)
 Acquisition and conversion ($140k per unit)
 Traditional new development ($140k per unit)
E.

Develop a Community-wide System of Accountability.

This strategy is immediate. The City of Dallas and Dallas County needs to add
staff dedicated to homeless services. We should also create a homeless housing body
(public/private partnership) to manage grants and capital funds for services and housing
initiatives. And, we must create a system of accountability that holds all organizations
responsible for performance against agreed plan metrics. Goal: ____________.

VI.

Specific Recommendations from the Subcommittees:
A.

Homeless Prevention and Discharge Planning Subcommittee
1.
Objective No. 1: Reduce the number of people discharged into
homelessness from legal, social services, and healthcare delivery systems
including custodial-care facilities such as correctional facilities, hospitals and
residential behavioral health treatment facilities. Several key factors must be
considered in developing solutions to meet this objective.
a)
Good discharge planning weaves together people and agencies
who provide services for stable and permanent housing, integrated with
treatment and community supports.
b)
Discharge planning will have limited impact unless housing and
other services are actually available.

c)
Outcomes for treatment programs are negatively impacted by the
lack of housing.
d)
Specific “fast track” strategies are needed for persons staying in
treatment for a short time (72 hours or so).
e)
Persons discharging treatment facilities often need respite
housing to address acute care and/or recovery issues and respite care
needs to be available in the continuum of housing options in our
community. This need can in many cases be met by supportive
temporary shelter or transitional housing and is not a priority for HUD
and other funding sources.
f)
Treatment facilities currently rely primarily upon informal referral
sources such as boarding homes, sober living group homes, and halfway
housing which typically have limited licensing and oversight
requirements.
g)

Recommendations for Objective No. 1
(1)
Recommendation #1: Develop and implement systemwide protocols and processes to ensure that all persons entering
treatment facilities are screened for housing stability upon intake
and are either supported by facility staff or referred to
appropriate providers for rapid re-housing or supportive housing
services.

(a)
Population Impact:
While potentially any
population can be found in custodial care treatment
programs, the primary needs are with: Single Adult,
Veteran, Chronically Homeless Adults
(b)

Who will execute?

(i)
Lead Agency: The North Texas Behavioral
Health Authority (NTBHA) is best positioned to
provide leadership for this recommendation. As
NTBHA continues a significant redesign of the
service delivery system, hospitals and other
facilities are actively engaged in planning and
improving assessment and access to services.

(ii)

Collaborating Departments/Agencies:
(a)
Metro Dallas Homeless Alliance and
the development of the coordinated
assessment tool.
(b)
Meadows Mental Health Policy
Institute and its Smart Justice work to
improve access to services and increase the
intensive treatment capacity in Dallas
County.
(c)
Treatment providers, primarily
hospitals and residential drug treatment
(d)
DFW Hospital Council – represents
area hospitals and facilitates coordination
among member hospitals and community
services
(e)
Dallas County Behavioral Health
Leadership Team – coordinates behavioral
health services with a specific workgroup
focused on supportive housing and includes
many key stakeholders
(f)
Providers of temporary housing
assistance, such as Dallas County Health
and Human Services, Housing Crisis Center,
many other non-profits and churches in the
area

(g)
Shelter providers – need to be
involved to identify streamlined protocols
and policies to support effective discharge
planning.
(c)

Best Practices and Existing Models
(i)
Frequent Users Systems Engagement (FUSE)
framework developed by the Corporation for
Supportive Housing (CSH)
(ii)
Harris County and other jurisdictions that
have engaged CSH for systems development
around frequent utilizers

(d)

Potential Performance Metrics:
(i)
Number of consumers screened for housing
stability at treatment facility
(ii)
Number referred for rapid re-housing or
supportive housing
(iii)
Outcomes of the referrals – number housed
through rapid re-housing, number of placements in
PSH, respite care, temporary supportive shelter,
etc.

(e)

Funding: To be determined
(i)
Potential funding outside of HUD funds
dedicated for coordinate access include:
(a)
Local Government funding from
Dallas County, the City of Dallas and other
municipalities in Dallas County
(b)
Hospitals and Medicaid managed
care organizations who are financially
incentivized to reduce readmissions

(c)
Emergency
Solutions
Grants
provides rapid rehousing funding – ESG
funds are distributed among various city
and county governments
(d)

Philanthropy

(f)
Long-Term Goals vs. Short-Term Goals: As this
recommendation will require the modification of systems
and will likely require the above mentioned institutions
and facilities to dedicate additional clinical staff to all
homeless discharges, this recommendation is a long-term
goal.
(2)
Recommendation #2: Develop medical respite care
options for persons needing short term medical or behavioral
health support upon release from treatment and as part of an
overall Housing First strategy to secure stable, permanent
housing.

(a)
Population Impact:
While potentially any
population can be found in custodial care treatment
programs, the primary needs are in these populations:
Single Adult, Veteran, Chronically Homeless Adults
(b)

Who will execute?
(i)
Lead Agency: As the largest provider of
medical services to the homeless population,
Parkland Hospital is recommended to be a lead
agency, alongside Metrocare, the largest
behavioral health provider in Dallas.
(ii)

Collaborating Departments/Agencies:

(a)
The Bridge - their facility was
designed to accommodate 14 respite care
patients, and these beds are available for
immediate use once nursing and wrap
around services staff resources can be
secured.
(b)

Metro Dallas Homeless Alliance

(c)
North
Authority
(d)

Texas

Behavioral

Health

Treatment providers

(e)
Real estate investors, landlords,
property
owners,
and
existing
group/boarding home operators who can
focus on shorter term and more immediate
solutions
(f)

Local real estate developers

(g)
Local governments to explore use of
tax foreclosure and other property owned
by the local government
(h)
City of Dallas and Mental Health
America in their role managing the process
for licensing boarding homes in the City of
Dallas
(i)
Additional shelter providers to
explore adding medical services to provide
for respite care needs
(c)

Best Practices and Existing Models

(i)
Austin Recuperative Care Program: Leases
beds from a nursing and rehabilitation facility. RCP
reports significant (>70%) reduction in ER visits
following respite care, with 62% discharging
directly into permanent housing. Average length of
stay in 50 days.
(ii)
The Home and Community Based Services
model is currently used by the Department of State
Health Services to provide intensive wrap around
services in community settings for the intellectual
and developmentally delayed population. Many
consumers reside in group home type facilities.
This model is being expanded to persons with
frequent use of the state hospital systems and for
jail diversion.
(d)

Potential Performance Metrics:
(i)

Number of consumers placed in respite care

(ii)

Length of stay in respite care

(iii)
Permanent housing
discharge from respite care

(e)

placement

upon

(iv)
Reduced recidivism rates
Funding:
(i)
Hospitals and Medicaid managed care
organizations who are financially incentivized to
reduce readmissions
(ii)
State of Texas funding, primarily through
the Department of State Health Services
(iii)
Philanthropy, especially for the flexible
funding that is a key to rapid re-housing and
meeting individual respite needs.

(f)

Long-Term Goals vs. Short-Term Goals:
(i)
Short-term: With the allocation of nursing
staff and wrap around services to The Bridge, the
community can immediately begin providing
respite care for 14 homeless adults.
(ii)
Long-term: Develop additional respite care
options and funding.

(3)
Recommendation #3: Increase opportunities for successful
offender re-entry through investment in state identification,
benefits assistance, and additional resource referral related to
income and housing prior to release.
(a)
Population Impact:
Chronically Homeless Adults
(b)

Single

Adult,

Veteran,

Who will execute?
(i)
Lead Agency: Meadows Mental Health
Policy Institute and its Smart Justice work,
alongside the Dallas County Criminal Justice
Department.
(ii)

Collaborating Departments/Agencies:
(a)
Texas
Justice

Department

of

Criminal

(b)
Unlocking Doors – Texas Reentry
Network
(c)
Texas Correctional Office on
Offenders with Medical and Mental
Impairments (TACOOMMI)
(d)

Social Security Administration

(e)
Department
of
Public
Safety/Department of Motor Vehicles
(f)
Local nonprofits to assist with
workforce development and access to
housing
(c)

Best Practices and Existing Models
(i)
Florida Department of Corrections (DOC),
through partnerships with the Office of Vital
Statistics, Department of Motor vehicles, and the
social Security Administration assist offenders
nearing release to obtain office Florida
identification cards, birth certificates, and
replacement social security cards. Additionally,
through the partnership with the social security
administration, medical staff at Florid DOC assist
inmates in applying for benefits prior to release.

(d)

Potential Performance Metrics:
(i)
Number of inmates who receive state
identification and replacement social security cards
prior to release
(ii)
Number of inmates who apply for benefits
prior to release.

(e)

(iii)

Number of inmates who receive benefits.

(iv)

Reduced recidivism rate

Funding:
(i)
State of Texas, primarily through the Texas
Department of Criminal Justice and Department of
Public Safety

(f)

Long-Term Goals vs. Short-Term Goals:

(i)
Long-term: This recommendation requires
significant financial investment and the
coordination of multiple systems.

2.
Objective No. 2: Strengthen community efforts to prevent homelessness,
with a focus on eviction prevention, and increasing workforce development skills
and financial literacy skills for individuals at risk of homelessness.
a)
An eviction negatively impacts future ability to obtain housing and
should be avoided at all costs.
b)
There are several nonprofit organizations providing case
management, financial literacy, and employment services to help at-risk
households, however they do not have access to financial assistance
funding, when needed.
c)

Recommendations for Objective No. 2

(1)
Recommendation #1: Increased investment in eviction
prevention and rapid rehousing funding and improved
coordination of financial resources with organizations providing
the case management support.

(a)
Population Impact:
impact all populations.

(b)

This recommendation will

Who will execute?
(i)
Lead Agency: As a current and long-term
provider of eviction prevention programs in the
Dallas/Ft. Worth Metroplex, The Salvation Army is
well positioned to serve as a lead agency.

(ii)

Collaborating Departments/Agencies:
(a)
Metro Dallas Homeless Alliance and
the development of the coordinated
assessment tool
(b)
Providers of temporary housing
assistance, such as Dallas County Health
and Human Services, Housing Crisis Center,
Dallas Housing Authority, many other nonprofits and churches in the area
(c)
Providers of supportive services for
at-risk households, such as Portfolio
Services, Catholic Charities, CitySquare, etc.
(d)
The elected Justices of the Peace in
Dallas County as they have jurisdiction over
eviction cases.
(e)
Real
developers/Investors/Landlords

(c)

estate

Best Practices and Existing Models
(i)
Hennepin County’s Homeless Prevention
Program helped nearly 1,700 families, single adults,
and youth in 2014 and 2015. 95% of families and
single adults were stable six months after receiving
assistance. The average prevention cost was
$1,104 per family or $714 per adult.

(d)

Potential Performance Metrics:
(i)
Number of consumers referred for short
term to medium assistance and the number
actually receiving assistance
(ii)

Number of consumers who avoided eviction

(iii)
Number of consumers receiving assistance
who remained housed six months’ post assistance
(e)
Funding: Estimated financial investment needed $3.9M. This is based on the estimated 30% of Dallas
citizens living at or below the poverty level and potentially
needing financial assistance to avoid eviction, and utilizing
$1,000 as the average prevention cost.
(i)
Emergency Solutions Grant provides
eviction prevention and rapid rehousing funding –
ESG funds are distributed among various city and
county governments
(ii)
Supportive Services for Veteran Families
provides eviction prevention and rapid rehousing
funding for veteran families
(iii)
Local Government funding from Dallas
County, the City of Dallas and other municipalities
in Dallas County
(iv)
(f)

Faith and philanthropy community

Long-Term Goals vs. Short-Term Goals:
(i)
In the short term, investment can come
from local churches and the philanthropic
community, and can provide immediate relief to
struggling households. Long-term, ESG, SSVF, and
additional local investment, is needed to sustain.

(2)
Recommendation #2: Hire additional Homeless Liaisons
within Dallas Independent School District to allow for earlier
identification and intervention of those who are homelessness
and at-risk of homelessness. More staffing resources will allow for
more robust services and improved connection to nonprofits in
the community that can assist the families with housing,
workforce development, financial literacy, and basic needs.

(a)

Population Impact: Families

(b)

Who will execute?
(i)
Lead Agency: It is recommended that Dallas
Independent School District act as the lead agency.
(ii)

Collaborating Agencies:
(a)
Local nonprofits that provide
affordable housing, rapid rehousing and/or
supportive services to homeless and at risk
families, such as Family Gateway, Interfaith,
Urban League, etc.
(b)

Shelter providers that serve families.

(c)
Metro Dallas Homeless Alliance to
build the network on non-profits.
(c)

Best Practices and Existing Models
(i)
Lincoln County School District in Oregon
created the Homeless Education & Literacy Project
(HELP). They have 4 HELP centers located within
schools in their district, and have 5 staff dedicated
to helping the 717 students identified as homeless
and at-risk families in their district

(d)

Potential performance metrics
(i)

“High risk factors” identified

(ii)
Number of families at risk of homelessness
identified
(iii)
Number of families at risk of homelessness
who avoid eviction

(iv)
Number of families at risk of homelessness
engaged with non-profits within the community
(e)

(f)

Funding
(i)

Dallas Independent School District

(ii)

State of Texas and City of Dallas

Long-term vs. short term
(i)
In the short term, all Dallas Independent
School District school counselors and/or registrars
could receive training by Mark Pierce helping them
to identify which students are experiencing
homelessness.
Additionally, these school
counselors and/or registrars will receive training on
the community resources available such as
housing, workforce development, financial literacy,
and basic needs.
In the long term, Dallas
Independent School District will hire Homeless
Liaisons, as needed, per school.

B.

Housing and Financing of Supportive Housing
1.
Objective No. 1: Dallas continues to experience a significant “housing
gap” among its poorest residents—those who experience homelessness. The
objective of the Commission on Homelessness is to close this gap by providing
2000 units of Permanent Supportive Housing (400 units annually) through a
variety of methods and from a number of sources by December 31, 2021.
a)

Recommendations for Objective No. 1

(1)
Recommendation 1: Adopt and promote “Housing First” as
the Dallas philosophy for approaching our homeless neighbors.
(a)
Population Impact: This recommendation will
impact the following populations: all citizens will be
impacted in one way or another by this proven approach
to ending homelessness in our community.
(b)

Who will execute?
(i)
Lead Agency: Commission on Homelessness
immediately and Metro Dallas Homeless Alliance
going forward
(ii)
Collaborating Departments/Agencies: Every
governmental,
public,
private
non-profit
organization and advocacy group working to
eliminate homelessness in Dallas will need to “buy
in” on the “Housing First” methodology and
strategy.

(c)

Potential Performance Metrics:
(i)
Tracking the development and deployment
of the number of “Housing First” units that come
on line in Dallas during the period in question
(ii)
Tracking housing retention rates annually
among the housed population in these units, as
well as existing units via HMIS requirements and
protocol
(iii)
Comparative analysis of the use of public
benefits and resources before being housed and in
the subsequent years after being housed
(iv)

Tracking funding success will be necessary.

(d)
Funding: Research, training and public education
costs TBD.

(2)
Priority/Integration with Other Recommendations:
Foundational and essential for sustainability, embracing “Housing
First” as the agreed upon philosophical approach is our first, most
important step.
(3)
Recommendation 2: Fund a robust team of “case
managers” (placement specialists) that will coordinate and
execute on housing placements and work to deliver supportive
services, using an accepted vulnerability index to determine
housing priority on a case by case basis, to all of the homeless and
formerly persons with whom we work from initial street
engagement to personal integration in an acceptable housing
community.
(a)
Population Impact: In view of our need to
prioritize housing placements on the basis of an agreedupon national best practice vulnerability index, this
category applied to Recommendations 2 and 3 is
superfluous.
(b)

Who will execute?
(i)
Lead
Agency(ies):
To
be
determined/selected by RFP administered by
MDHA
(ii)

Collaborating Departments/Agencies:
(a)
City of Dallas
(b)

Dallas County

(c)
Dallas-area
foundations
and
organizations driving innovative strategies
(such as utilizing Medicaid funds for
services to disabled homeless persons being
placed in housing)
(c)
Potential Performance Metrics: Number of persons
placed in housing units added to PSH housing stock against
annual goal

(i)
Measure success in maintaining housing
across all units available
(ii)
Metrics provided/required by MDHA that
increase community score for Continuum of Care
increased funding, and move Dallas/Collin Counties
to the rank of “high performing Continuum of Care
by the stands of the U. S. Department of Housing
and Urban Development.
(iii)
Comparative analysis of client cost
savings/shifting year-to-year as the result of
placement in PSH
(d)

Funding:
(i)
$1,179,550 (annualized budget [FOUND
HERE])
(ii)
To be funded by the City of Dallas,
surrounding cities, Dallas County and surrounding
counties, as well as other public sources, Dallas
area Foundations, private philanthropy, faith
Communities organized and trained to engage and
others.

(4)
Priority/Integration with
IMMEDIATE ACTION REQUIRED

Other

Recommendations:

(5)
Recommendation No. 3: Establish a fund dedicated solely
to developing new housing for the homeless. Roughly $50 million
in additional funding over the next five years will be needed to
create the requisite number of new units, about 1,000 (200 units
annually), in addition to using existing sources of funds.
(a)
The funding should be disbursed and administered
by an independent panel representing the entities
providing the special funding (Cities, Counties,
Foundations, Philanthropists, Faith Communities, etc.).

(b)
A Request for Proposals will be issued and
proposed projects will be graded on whether they pass
three required tests and then on four criteria. The tests
will be as follows:
 Is the proposal in compliance with City (and any
other relevant) housing policies?
 Is the proposal financially feasible?
 Does the developer or development group have
the proven ability to complete the development
and to house homeless people?
The criteria (100 point scale, 25 points for each) will be:
 How efficiently does the proposal use the
dedicated funding? How much per unit and how
much of it comes from other sources?
 How long will the proposal take to be complete?
 What is the quality of the housing?
 What is the quality of the location? Is it in a bad
neighborhood? Is it located near public
transportation?
Proposals will be funded in the order they are ranked, and
once per year new proposals will be accepted and ranked
against existing proposals, which will remain in the queue
until funded or withdrawn.
(c)
Population Impact: In view of our need to
prioritize housing placements on the basis of an agreedupon national best practice vulnerability index, this
category applied to Recommendations 2 and 3 is
superfluous.
(d)

Who will execute?
(i)
Lead Agency: MDHA and/or the Mayor’s
office will assist in forming the “panel” of donors
that will decide the use of the new fund.

(ii)
Collaborating Departments/Agencies: City,
Counties, Dallas Housing Authority, Private
developers, non-profit organizations working
among the homeless and academics who will
evaluate the work.
(e)

Potential Performance Metrics:
(i)
Tracking the development and deployment
of the number of housing units that are coming on
line in Dallas through the property development
initiative compared to the goal of 200 units
annually
(ii)
Tracking housing retention rates annually
among the housed population
(iii)
Conducting comparative analysis of the use
of public benefits and resources before being
housed and in the subsequent years after being
housed
(iv)
Tracking funding success of the fund will be
necessary

(f)

Funding:
(i)
Will require $50,000,000 over 5 years
(ii)
To
come
from
public
sources
(City/Counties/State
and
Federal),
Faith
Communiites and some private development
investment/philanthropy.

(6)
Priority/Integration with
IMMEDIATE ACTION REQUIRED

Other

Recommendations:

C.
Street Outreach, Unsheltered Homeless, Health and Supportive Services
Subcommittee
1.
Objective No. 1:
homeless populations
a)

How to identify, engage and assist unsheltered

Recommendations for Objective No. 1
(1)
Recommendation No. 1:
A Crisis Response Team,
composed of members from multiple agencies but functioning as
if from one agency, should be created. Ideally, the team would
work full time and collaborate closely with an Assertive
Community Treatment (ACT) team. The team must conform to
the Coordinated Assessment Priority Status Guidelines for
Continuum of Care Housing Resources to guide the outreach
efforts. The United States Interagency Council on Homelessness
states the Crisis Response Team should a) identify homeless
individuals, b) provide immediate access through coordinated
entry to shelter and crisis services without barriers to entry, and c)
quickly connect individuals to housing assistance with the goal of
permanent housing based on the Housing First model.
The outreach team should draw from multiple agencies
with skills in outreach to offer a variety of engagement expertise
such as substance abuse counseling (ex. peer, LCDC), Veterans
Affairs entitlements, faith-based approaches, and housing
availability. One team member would have case management
duties to include a formal, handoff to the “best fit” agency for
further coordinated care when appropriate and agreeable to the
client.

Information should be recorded into Metro Dallas
Homeless Alliance’s Homeless Management Information System
(HMIS) with photo identification and real time documentation.
Storage of important, costly documents would be accomplished
via scanning or photography. All team members would need to
have access to a detailed and comprehensive resource database
for referrals and assistance with medical, mental health and
substance abuse issues. All outreach teams members would
participate in an alert system to allow immediate notification of
potentially dangerous and evolving situations.
(a)
Population Impact: This recommendation will
impact the following populations:

(b)

(i)

Single Adult

(ii)

Veteran

(iii)

Chronically Homeless Adults

Who will execute?
(i)
Lead Agency: Metro Dallas Homeless
Alliance would request proposals and award the
grant.
(ii)
Collaborating
Departments/Agencies:
Essentially all agencies that assist homeless
individuals: City of Dallas Crisis Intervention, City of
Dallas Housing, shelters (Bridge/Dallas Life
Foundation/Union Gospel Mission/Center of
Hope/Austin
Street/Salvation
Army/Promise
House), City Square, Metrocare/ABC/Phoenix
House, Veterans Affairs, Our Calling (peer,
volunteer,
spiritual),
Parkland/Baylor/EMS,
Homeward Bound/Turtle Creek/Nexus

(c)
Potential Performance Metrics: a) team will be
formed, b) team will operate X hours per week, c) team
will have X number of people contacted, d) team will have
X number of contacts, e) X number of people make it into
a shelter/housing, f) X number of other referrals
completed.
(d)
Funding: Cost can be tiered from one-half day a
week to all-day 5 days a week. The ACT team would be
responsible for the mental health care. There already
exists a substantial though poorly coordinated outreach
effort though not enough for full time. Funding would be
used to provide structure and additional outreach
individuals to achieve full time status.
(e)
Priority/Integration with Other Recommendations:
This is the NUMBER 1 proposal to engage and assist the
unsheltered homeless population.
2.
Objective No. 2: Develop a protocol with procedures for addressing
homeless encampments
a)

Recommendations for Objective No. 2
(1)
Recommendation No. 1: An encampment would be closed
for a specific reason not based on complaints (unsafe for the
inhabitants, health risk); initial step should be to work to help
those in the encampment not focused on closing; agencies should
be present to offer beds; closure should still follow the
Coordinated Assessment Priority Status Guidelines for Continuum
of Care Housing Resources and not be a way to jump to be the top
priority; data for all encampment individuals will reside in the
Metro Dallas Homeless Alliance’s Homeless Management
Information System (HMIS); 45 days minimum to plan for closure;
the Crisis Response Team would devote up to 50% time to an
encampment that was deemed by the City to be closed.
(a)
Population Impact: This recommendation will
impact the following populations:

(b)

(i)

Single Adult

(ii)

Veteran

(iii)

Chronically Homeless Adults

Who will execute?
(i)

Lead Agency: City of Dallas

(ii)
Collaborating Departments/Agencies: Crisis
Response Team, Assertive Community Treatment
(ACT) team, all housing providers in the
Coordinated Assessment System
(c)
Potential Performance Metrics: Percentage of
encampment persons placed in shelter or housing;
avoidance of any lawsuit
(d)
Funding: City of Dallas would fund the actual
closure activities. The Crisis Response Team and ACT team
would divert some existing resources.
(2)
Priority/Integration with Other Recommendations: This is
a lower priority recommendation than creating strong ACT and
Crisis Response Teams. This priority will only be successful with a
successful housing plan.
3.
Objective No. 3: Improve the quality, scope and delivery of medical
services
a)
Recommendations for Objective No. 3

(1)
Recommendation #1: The United States Interagency
Council on Homelessness supports the creation of a medical
respite program to allow hospitals to discharge homeless,
medically complex patients to respite care to help stabilize the
medical condition and to assist them to return or obtain stable
and safe housing. The Respite Care Provider’s Network defines
medical respite care as acute and post-acute medical care for
homeless persons who are too ill or frail to recover from a
physical illness or injury on the streets, but who are not ill enough
to be in a hospital. Nationwide, the average hospital stay for most
patients is 4.6 days, but those facing homelessness average a stay
nearly twice as long. These averages reflect a wide variance in the
needs of many different patient groups, but a lack of safe and
appropriate discharge options (due to lack of housing) and a
dearth of community resources for medically recommended
recuperation will lengthen overall stays. The costs associated with
these increased lengths of inpatient stays can be substantive for
both hospitals and the larger health care system, but medical
respite care can offset the impact of these expenditures Homeless
patients discharged to a medical respite program experience 50
percent fewer hospital readmissions within 90 days and 12
months of being discharged compared to patients discharged to
their own care.
(a)
Population Impact: This recommendation will
impact the following populations:

(b)

(i)

Families (adult members only)

(ii)

TAY (Transition Age Youth)

(iii)

Single Adult

(iv)

Chronically Homeless Adults

Who will execute?
(i)

Lead Agency: Area hospitals

(ii)
Collaborating
Departments/Agencies:
Housing agencies must be a crucial part of the
program to ensure there is an appropriate place to
discharge the individuals once their recuperative
time has ended.
(c)
Potential Performance Metrics: Number of respite
beds; duration of respite care; percentage of respite
patients discharged to housing
(d)
Funding: A facility with beds, ADA restrooms,
staffing (for security and assistance with activities of daily
living), and dietary services will need to be identified.
Medical care could range from onsite 24/7 to
transportation for follow-up care. Hospitals would be
required to provide transportation to the facility. Medical
personnel associated with the respite facility would need
to monitor the appropriateness of the referrals.
(2)
Priority/Integration with
NUMBER ONE medical priority.

Other

Recommendations:

(3)
Recommendation No. 2: Provide medical services to
residents of permanent supportive housing while reducing
duplication of services. Wrap around services for those in
permanent supportive housing must include both behavioral and
physical health services. Relying on an already saturated and
difficult to navigate community health care system far too often
results in the inappropriate use of the emergency departments for
such things as prescription refills and management of chronic
conditions.
(a)
Population Impact: This recommendation will
impact the following populations:
(i)
(b)

All

Who will execute?

(i)
Lead Agency: Community health care
providers
(ii)
Collaborating
Departments/Agencies:
Providers of permanent supportive housing
(c)
Potential Performance Metrics: Number of
permanent supportive housing residents with an identified
primary care provider; perhaps emergency room use and
hospitalization
(d)
Funding: No additional funding
coordination and avoidance of duplication.

just

better

(4)
Priority/Integration with Other Recommendations: High
priority as it speaks to more efficient use of existing resources.
(5)
Recommendation No. 3: Identify resources to conduct
physical disability examinations. Currently insurance or fees are
required to specify any limitations in function that result from the
condition or disorder, including: lifting/carrying/pushing/pulling;
sitting/standing/walking;
posture
(for
example,
climbing/stooping/bending/balancing/crawling/
kneeling/crouching);
fine
motor
skills
(that
is,
handling/fingering/gripping/feeling); overhead and forward
reaching;
environmental
exposures
(for
example,
heat/cold/humidity/noise/vibration)
(a)
Population Impact: This recommendation will
impact the following populations:

(b)

(i)

Single Adult

(ii)

Chronically Homeless Adults

Who will execute?
(i)
Lead Agency: Metro Dallas Homeless
Alliance (MDHA)

(ii)
Collaborating
Departments/Agencies:
Medical providers would make the referrals for
financial assistance
(c)
Potential Performance Metrics: Number of
examinations funded; of those funded number of
individuals who obtained Social Security Disability benefits
(d)
Funding: MDHA flex fund; referrals from hospitals
might require a fee?
(6)
Priority/Integration with Other Recommendations: This is
important as a way to establish financing for a person with
disabilities.
(7)

Recommendation No. 4: Chronic pain treatment
(a)
Population Impact: This recommendation will
impact the following populations:
(i)
(b)

All

Who will execute?
(i)
Lead Agency: Who is in charge of executing
this recommendation?
(ii)
Collaborating Departments/Agencies:
housing agencies, Parkland, Baylor

all

(c)
Potential Performance Metrics: Number of
permanent supportive housing residents with an identified
primary care provider; number of respite beds; number of
physical disability examinations conducted
(d)
Funding: (a) How much will it cost and (b) who will
pay for this recommendation?
(8)
Priority/Integration with Other
_______________________________.

Recommendations:

4.
Objective No. 4: Improve the quality, scope and delivery of behavioral
health services
a)
Recommendations for Objective No. 4
(1)
Recommendation No. 1: Assertive Community Treatment
(ACT) team. This recommendation is based on the 2009
Schizophrenia Patient Outcomes Research Team psychosocial
treatment recommendations. The key elements of ACT include a
multidisciplinary team including a medication prescriber, a shared
caseload among team members, direct service provision by team
members, a high frequency of patient contact, low patient-to-staff
ratios, and outreach to patients in the community (permanent
supportive housing, shelters, and unhoused included). ACT
programs emphasize patients’ strengths in adapting to
community life, and provide assertive outreach to assure that
patients remain in the treatment program.
Persons with schizophrenia, who have persistent psychotic
symptoms while receiving adequate pharmacotherapy, should be
offered adjunctive cognitive behaviorally oriented psychotherapy
to reduce the severity of symptoms. Therapy can be provided in a
group or individual format and should last four to nine months.
The success of ACT teams is dependent on strict
adherence of the ACT model with low staff-to-patient ratios. The
initial target population should be those individuals with high
rates of mental health hospitalization. An additional component
of the team or a strong collaborative relationship with substance
abuse counselors is important for patients who are dually
diagnosed with mental illness and substance abuse disorders.
(a)
Population Impact: This recommendation will
impact the following populations:
(i)
(b)

All

Who will execute?

(i)
Lead Agency: North Texas Behavioral Health
Leadership Team
(ii)
Collaborating Departments/Agencies: All
members of the North Texas Behavioral Health
Authority
(c)
Potential Performance Metrics: Formation of ACT
teams; number and frequency of patient contacts in
various forms of housing; housing stability for psychotic
individuals; number of hospital days for mental illness;
number of emergency room visits for mental health issues;
number of arrests.
(d)
Funding:
Defer to recommendation of the
Homeless
Prevention
and
Discharge
Planning
Subcommittee.
(2)
Priority/Integration with Other Recommendations:
Primary recommendation as it is well supported in the literature.
(3)
Recommendation No. 2: Group homes that are licensed
and inspected.
(a)
Population Impact: This recommendation will
impact the following populations:

(b)

(i)

Single Adult

(ii)

Veteran

(iii)

Chronically Homeless Adults

Who will execute?
(i)

Lead Agency: City of Dallas

(ii)
Collaborating
Departments/Agencies:
Mental health programs that refer individuals to
group homes; group homes.

(c)
Potential Performance Metrics: Frequent and
regular inspection of all group homes; licensing of group
homes; outcomes of inspections.
(d)
Funding: Inspectors trained and paid by the City of
Dallas.
(4)
Priority/Integration with Other Recommendations: This
priority needs to be inserted into the housing priority planning for
those individuals who are not ready to live in permanent
supportive housing.
5.
Objective No. 5: Improve the quality, scope and delivery of substance
abuse services
a)

Recommendations for Objective No. 4
(1)
Recommendation No. 1: Increase residential services;
buphrenorphine/naloxone treatment for opioid addiction;
naltrexone; help address chronic pain
(a)
Population Impact: This recommendation will
impact the following populations:
(i)
(b)

All

Who will execute?
(i)
Lead Agency: Who is in charge of executing
this recommendation?
(ii)
Collaborating
Departments/Agencies:
Homeward Bound, Nexus, Salvation Army, Turtle
Creek, Veterans Affairs, housing agencies, hospitals

(c)
Potential Performance Metrics: Quantitatively and
qualitatively, how will we know if we are successful with
this recommendation?
(d)

Funding: _______________.

(2)
Priority/Integration with Other Recommendations:
____________________________.
D.

Shelter and Crisis Services Subcommittee
1.
Objective No. 1: Provide immediate access to shelter and crisis services,
without significant barriers to entry, while permanent stable housing and
appropriate supports are being secured
a)

Recommendations for Objective No. 1
(1)
Recommendation No. 1: Increase placements from shelter
system to housing system by 300 per year by investing in a
collaboration modeled on Franklin county, OH, Houston, and
other major metropolitan areas recognized for innovative housing
placement collaborations; coordination of key activities modeled
on community shelter board, Columbus shelter/housing and
Bridge/DHA processes (documented in their MOAs)
(a)

Population impact:
(i)

(b)

All

Executing agencies:
(i)

Lead agencies:
(a)

Shelter system:
(i)
Bridge (for single adults,
veterans,
and
adults/chronic
homeless, other lead agencies tbd

(b)
Housing system (85% of each
system’s housing dedicated, since 15% of
target populations are shelter resistant):
(i)

City of Dallas

(ii)

Dallas County

(ii)

(iii)

MDHA

(iv)

NTBHA

(v)

Parkland

(vi)

VA

(vii)

DHA

Collaborating agencies:
(a)

(b)

Shelter system:
(i)

Austin Street Center

(ii)

Dallas Life

(iii)

Salvation Army

(iv)

Union Gospel Mission

(v)

Youth programs

(vi)

Domestic violence programs

Housing system:
(i)

City of Dallas projects

(ii)

Dallas County projects

(iii)

CoC programs

(iv)

Metrocare

(v)
Nursing
homes

homes/boarding

(c)
Metrics
Columbus):

(d)

(vi)

VASH projects

(vii)

DHA projects

(from

community

shelter

(i)

Individuals/households served

(ii)

Successful housing outcomes

(iii)

% of successful housing outcomes

(iv)

Average engagement time

(v)

Average length of stay

(vi)

Movement %

(vii)

Recidivism %

(viii)

Pass/fail program review

board,

Funding:
(i)
Cost:
(a)
$3M additional per year (homeless
recovery costs from VA’s health care for
homeless veterans’ program, to be
distributed for both housing placement
services from shelter system and
administrative services from housing
systems)
(ii)

Payers:
(a)

60% City (additional $1.8M per year)

(b)
20% County (additional $600K per
year)
(c)
20% Private (additional $600K per
year)
(2)

Priority: Number 1

2.
Objective No. 2: Provide immediate access to shelter and crisis services,
without significant barriers to entry, while permanent stable housing and
appropriate supports are being secured
a)

Recommendations for Objective No. 2
(1)
Recommendation No. 1: Increase utilization of shelter
system by 150 per night/day, including utilization of respite care
beds
(a)

(b)

Population impact:
(i)

Single adults

(ii)

Veterans

(iii)

Adults experiencing chronic homelessness

Executing agencies:
(i)

Lead agency:
(a)
Bridge (forecasted provider of day
shelter, homeless recovery services, and
respite care beds)

(ii)

Collaborating agencies:
(a)

Outreach programs

(b)

Austin Street Center

(c)
Dallas Life (forecasted provider of
emergency night shelter beds)
(d)

Salvation Army

(e)

Union Gospel Mission

(c)
Metrics
Columbus):

(d)

(from

community

shelter

(i)

Individuals/households served

(ii)

Successful housing outcomes

(iii)

% of successful housing outcomes

(iv)

Average engagement time

(v)

Average length of stay

(vi)

Movement %

(vii)

Recidivism %

(viii)

Pass/fail program review

board,

Funding:
(i)

Cost:
(a)
$3M additional per year (shelter and
homeless recovery costs from VA’s health
care for homeless veterans’ program, per
diem--$55)
(b)

Payers:
(i)
60% City (additional $1.8M
per year)

(2)

(ii)
20% County
$600K per year)

(additional

(iii)
20%
Private
$600K per year)

(additional

Priority: 2

3.
Objective No. 3: Provide immediate access to shelter and crisis services,
without significant barriers to entry, while permanent stable housing and
appropriate supports are being secured
a)

Recommendations for Objective No. 3
(1)
Recommendation No. 1: Increase residential capacity by
additional 300 per day/night (to be developed after planning
process modeled on community shelter board, Columbus, process
for locating or relocating shelter/housing projects)
(a)

(b)

Population impact:
(i)

Single adults

(ii)

Veterans

(iii)

Adults experiencing chronic homelessness

Executing agencies:
(i)

Lead agency:
(a)

(ii)

Bridge

Collaborating agencies:
(a)

Austin Street Center

(b)

Dallas Life

(c)

Salvation Army

(d)

Union Gospel Mission

(e)

Crisis services programs

(c)
Metrics
Columbus):

(d)

(from

community

shelter

(i)

Individuals/households served

(ii)

Successful housing outcomes

(iii)

% of successful housing outcomes

(iv)

Average engagement time

(v)

Average length of stay

(vi)

Movement %

(vii)

Recidivism %

(viii)

Pass/fail program review

board,

Funding:
(i)

Cost:
(a)
Capital: $42M additional ($140,000
per unit, to be developed in accordance
with housing regulations)
(b)
Annual: $6M additional (shelter and
homeless recovery costs from VA’s health
care for homeless veterans’ program, per
diem--$55)

(ii)

Payer:

(a)

Capital:
(i)
60% City ($25.2M additional)
(ii)
(iii)
20%
County
($8.4M
additional
(iv)
)
(v)
20%
Private
($8.4M
additional)

(b)

Annual:
(i)
60% City (additional 3.6M
per year)
(ii)
20% County (additional 1.2M
per year)
(iii)
20% Private (additional 1.2M
per year)

(2)

Priority: 3

4.
Objective No. 4: Provide immediate access to shelter and crisis services,
without significant barriers to entry, while permanent stable housing and
appropriate supports are being secured
a)

Recommendations for Objective No. 4
(1)
Recommendation No. 1: Increase residential capacity by
additional 100 per day/night (to be developed after planning
process modeled on community shelter board, Columbus, process
for locating or relocating shelter/housing projects)
(a)

Population impact:
(i)

(b)

Youth

Executing agencies:

(i)

Lead agency:
(a)

(ii)

TBD

Collaborating agencies:
(a)

(c)
Metrics
Columbus):

(d)

Crisis services programs
(from

community

shelter

(i)

Individuals/households served

(ii)

Successful housing outcomes

(iii)

% of successful housing outcomes

(iv)

Average engagement time

(v)

Average length of stay

(vi)

Movement %

(vii)

Recidivism %

(viii)

Pass/fail program review

board,

Funding:
(i)

Cost:
(a)
Capital: $14M additional ($140,000
per unit, to be developed in accordance
with housing regulations)
(b)
Annual: $2M additional (shelter and
homeless recovery costs from VA’s health
care for homeless veterans’ program, per
diem--$55)

(ii)

Payer:
(a)

Capital:
(i)

(b)

60% City ($8.4M additional)

(ii)
20%
additional)

County

($2.8M

(iii)
20%
additional)

Private

($2.8M

Annual:
(i)
60% City (additional $1.2M
per year)

(2)

(ii)
20% County
$400K per year)

(additional

(iii)
20%
Private
$400K per year)

(additional

Priority: 4

5.
Objective No. 5: Provide immediate access to shelter and crisis services,
without significant barriers to entry, while permanent stable housing and
appropriate supports are being secured
a)

Recommendations for Objective No. 5
(1)
Recommendation No. 1: Increase residential capacity by
additional 200 per day/night (to be developed after planning
process modeled on community shelter board, Columbus, process
for locating or relocating shelter/housing projects)
(a)

Population impact:
(i)

Families

(b)

Executing agencies:
(i)

Lead agency:
(a)

(c)

Collaborating agencies:
(i)

Crisis services programs

(d)
Metrics
Columbus):

(e)

TBD

(from

community

shelter

(i)

Individuals/households served

(ii)

Successful housing outcomes

(iii)

% of successful housing outcomes

(iv)

Average engagement time

(v)

Average length of stay

(vi)

Movement %

(vii)

Recidivism %

(viii)

Pass/fail program review

board,

Funding:
(i)

Cost:
(a)

Capital:
(i)
$28M additional ($140,000
per unit, to be developed in
accordance
with
housing
regulations)

(b)

Annual:
(i)
$4M additional (shelter and
homeless recovery costs from VA’s
health care for homeless veterans’
program, per diem--$55)

(ii)

Payer:
(a)

Capital:
(i)

(b)

(2)

60% City ($16.8M additional)

(ii)
20%
additional)

County

($5.6M

(iii)
20%
additional)

Private

($5.6M

Annual:
(i)
60% City (additional $2.4M
per year)
(ii)
20% County
$800K per year)

(additional

(iii)
20%
Private
$800K per year)

(additional

Priority: 5

6.
Objective No. 6: Provide immediate access to shelter and crisis services,
without significant barriers to entry, while permanent stable housing and
appropriate supports are being secured
a)

Recommendations for Objective No. 6

(1)
Recommendation No. 1: Increase residential capacity by
additional 150 per day/night (to be developed after planning
process modeled on community shelter board, Columbus, process
for locating or relocating shelter/housing projects)
(a)

Population impact:
(i)

(b)

Domestic violence

Executing agencies:
(i)

Lead agency:
(a)

(ii)

Collaborating agencies:
(a)

(c)
Metrics
Columbus):

(d)

TBD

Crisis services programs
(from

community

shelter

(i)

Individuals/households served

(ii)

Successful housing outcomes

(iii)

% of successful housing outcomes

(iv)

Average engagement time

(v)

Average length of stay

(vi)

Movement %

(vii)

Recidivism %

(viii)

Pass/fail program review

Funding:

board,

(i)

Cost:
(a)
Capital: $21M additional ($140,000
per unit, to be developed in accordance
with housing regulations)
(b)
Annual: $3M additional (shelter and
homeless recovery costs from VA’s health
care for homeless veterans’ program, per
diem--$55)

(ii)

Payer:
(a)

(b)

Capital:
(i)
60% City ($12.6M additional)
(ii)
20%
additional)

County

($4.2M

(iii)
20%
additional)

Private

($4.2M

Annual:
(i)
60% City (additional $1.8M
per year)

(2)
E.

(ii)
20% County
$600K per year)

(additional

(iii)
20%
Private
$600K per year)

(additional

Priority: 6

Data, Technology and Innovation Subcommittee

1.
Objective: 1. Identify ways to use data and technology to improve the
overall community response system. 2. Understand the current environment in
our community; review best practices; and prepare strategies and
recommendations to position us among the most progressive.
a)

Recommendations for Objective No. 1:
(1)
Recommendation No. 1: Strengthen and widen the
coordinated entry system (HMIS/IRIS), in coordination with MDHA
and PCCI, so that all HUD funded agencies are able to use the
HMIS system for all clients, not just HUD funded clients. Develop
a plan and secure funding, so that all entities serving those who
are homeless or who are at risk of becoming homeless, and are
not HUD funded, can implement the HMIS system throughout
their agency. The coordinated entry system must include a
centralized assessment and a housing placement system. This
system must be used to prioritize access to housing and services
based on service need in order for a Continuum of Care to be
eligible for federal homeless assistance funding. Coordinated
entry is the process through which people experiencing
homelessness or at-risk of homelessness can easily access crisis
services through multiple coordinated entry points, have their
needs assessed and prioritized consistently, and, based upon
those needs, be connected with appropriate housing
interventions and supportive services.
For special subpopulations, such as victims fleeing domestic violence or human
trafficking, or those who are HIV-positive, the Coordinated Entry
System must ensure that data-tracking and matching protocols do
not conflict with confidentiality provisions to maintain individual
safety and overall well-being. Critical to this effort is the careful
and full coordination, comprehension and transparent data
sharing in one single open source.

(2)
Recommendation No. 2:
Implement a universal
assessment (VI SPDAT through HMIS) to identify families who are
at imminent risk of experiencing homelessness throughout all
entities that serve the population at risk of being homeless or
already homeless. Systems should include seamless sharing of
patient records between jail medical and behavioral health
services and network providers.
(3)
Recommendation No. 3: Establish practices to enable
homeless service providers to share information on homeless
clients to determine enrollment status, assigned health plan and
health care provider, to the extent permitted by law. Technology
and consents allowing health plans to cross-reference enrollees
with clients in the Homeless Information Management System
(HMIS) and automatically update the client’s health plan
information in HMIS would be beneficial.
(4)
Recommendation No. 4: Systemic change will require
both incentives and mandates for homeless service providers to
participate in HMIS. As resources are increasingly targeted to
achieve specific goals, access to these resources will require
compliance with policies, procedures, reporting and performance
expectations.
The structural expectations of coordination,
cooperation and compliance should be designed, approved and
reinforced through the Continuum of Care Board of Directors.
Public and private funders will need to develop a plan, in
coordination with the Continuum of Care Board of Directors, to
create both incentives and mandates to participate in HMIS.
(a)
Population Impact: These recommendations will
impact the following populations:
(i)
(b)

All

Who will execute?

(i)
Lead Agency:
Metro Dallas Homeless
Alliance has established the formal governance and
infrastructure necessary to lead the system, and
has put into place a strategic work plan, that it is
following to build an effective homeless response
system.
(ii)
Collaborating
Departments/Agencies:
PCCI/Pieces Iris, City Government, County
Government, private funders, non-profit agencies
serving the target population, Hospital Systems
(c)

Potential Performance Metrics:
(i)
Increase in the number of agencies
participating in HMIS system for all clients
(ii)
Increase in number of chronically homeless
or those identified as most at risk receiving services
(iii)
Increase in amount of federal dollars from
HUD brought into the community

(d)
Funding: Pieces Iris has been selected by the
MDHA board of directors to serve as the HMIS system for
the Continuum of Care. Agencies funded by HUD through
MDHA will use this system to catalog their homelessness
related activities. HUD funding available for these
agencies is $400,000. This is an excellent step in the right
direction.
However, many community organizations
serving the homeless population of Dallas have maintained
multiple information systems for years. Those not HUD
funded are not required to use the HMIS system, nor will
they receiving funding to do so through MDHA. Data
sharing and coordination across organizations is required
to fully address homelessness. Doing so will allow for
unprecedented alignment, focused community-wide
strategies, and provide overarching analytics across
organizations.
Table 1: Current Investments Made in Community Platform (Pieces Iris)
Funding Secured
Funding Organizations

Development of Community
Platform (Pieces Iris)

Over $13 Million

HMIS System and MDHA Staff
to Support HMIS

$400,000 Annually

Communities Foundation of
Texas, W.W. Caruth Jr.
Foundation, United Way of
Metropolitan Dallas,
Commonwealth Foundation,
RWJF
HUD

Table 2. High-Level Budget Proposal to Expand HMIS System (Pieces Iris)
Objective
Funding Requested
One-Time Data Migration from legacy systems to Not to exceed $800,000
community platform
Centralized Community-Wide Reporting and
Not to exceed $250,000
Effectiveness Dashboard

2.
Priority/Integration with Other Recommendations: This is our only
recommendation, so it is our first priority.

