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}Welcome to the Training Series
}Introductions
}Background on Best Practices and Federal 

Priorities
}Rapid Exit Framing Concept
}Housing Stabilization and CTI Overview
ƁCore elements and phases of work
ƁHousing Focused Assessment
ƁUsing Stages of Change and Motivational strategies

}Support for the Practice
}Wrap up 
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}Name, Organization, Title
}I joined the homeless services field 

because_________________
}I was surprised by this housing 

outcome: _______________ 
ƁTalk about a person or family you worked 

with who you didnõtthink would stay 
housed that did or the opposite (you did 
and they didnõt make it. Include why you 
were surprised.)

}Iõm attending todayõs session because ____
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}New federal goals (HEARTH and FSP) and 
evidence based practices
ƁReduce length of time people spend in the crisis of 

homelessness
ƁRapidly exit them from homelessness and access 

permanent housing
ƁProvide services in the home to achieve housing 

stability and prevent returns to homelessness

}Principles and practices of Housing First have 
been expanded to other homeless 
populations besides chronically homeless 
with success
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}County and the CoC have engaged in a study 
and planning process to look at homeless 
resources in the community

}òStrategic Utilization of Resourcesó 

}Want to align the system with federal 
priorities and best practices nationally

}Determine what exit strategies and how much 
are needed to implement a system that 
rapidly ends peopleõs homelessness 
permanently
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End peopleõs homelessness permanently

Assist people to stabilize in housing

Assist people to secure/maintain stable income

Assist people to reintegrate into the community

Assist  people to access and use mainstream resources

Assist people to establish long term goals as a 

motivator for change

6



}Rapid Rehousing
}Housing First 
}Transition in Place/Converting TH Programs
}Coordinated Intake
}Targeting and Prioritizing People for PSH
}Move On from PSH
}Performance Improvement/Performance 

Based Contracting
}Cost Effectiveness
ƁMany of these practices already in some stage of 

implementation in Cuyahoga County
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}New HEARTH Indicators
ƁReduce Length of Time Homeless
ƁReduce Newly homeless
ƁReduce Returns to Homelessness
ƁIncrease Permanent Housing Exits 
ƁIncrease/Maintain Income 

}Veterans, Young Adults/Youth, Chronic Homeless
}Employment and Income
}Use Mainstream Resources
}Get Kids in School
}USE HMIS
}Align funding: ESG, CoC, Con Plan and other 

housing and services funding
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2Rapid Exit trategy

HousingShelter

ÅMain goal ðrapid exit from 
homelessness to housing 
ÅCase management services  
provided in housing
ÅFocused on meeting lease 
obligations and maintaining 
housing



Principles and Practices

} Immediate access to housing 

}Low or no threshold

}Can be single site or scatter site housing

}Harm reduction approach to substance use and 
other life issues

}Limited program requirements

}Case management/modified ACT service model

}Separation of housing and treatment/support 
services

}Not òHousing Onlyó, must have services
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Increase:

}Rapid Rehousing

}Transition in Place

}Service- Enriched Housing

}Permanent Supportive Housing

Target:

}Transitional Housing ðpeople in transition, 
higher need 

}PSH
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}Emerging practice
}Do basic and simple screening for housing 

barriers
}Provide a minimal amount of assistance to 

all people
}Provide additional assistance as needed by 

the household  
}Based on research (or lack thereof) that we 

cannot predict who will become homeless 
and instruments to determine need for 
services have not been validated. 
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}Options for people to be rapidly rehoused

}Focus on transition and as an opportunity for 
change

}Provide services in the home and the community

}Ongoing assessments of housing barriers to 
prevent housing loss

}Connect with other mainstream and community -
based services

}Connect with natural supports including spiritual

}Need landlords and property managers to 
establish tenancy obligations and enforce them
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}George has been homeless for many years. He 
stays in shelters when it gets really cold. He does 
not feel safe there. 

}He has been diagnosed with schizophrenia but 
he does not believe this is accurate. He takes no 
medication; just a little alcohol to sleep.  

}He is very religious and believes it is his job to 
show people the way.  He is vocal in his 
complaints and direction to both staff and other 
residents. 

}This puts him at risk. He wants a place that is 
safe and private. He believes it is time. 
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}Violet has three small children and no place to 
stay. Her affect is flat; she says she needs 
housing. 

}She just left her husband; he went too far. She 
feared for her children. She could not stop him.  

}She has been in treatment for depression and 
would like to be again. She believes she has PTSD 
but has not been diagnosed with it.  

}She wants a chance for herself and her children. 
Once she has housing she can take it from there.
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Maintaining housing

Increase/stabilization of income (earned 

and benefits)

Connections with services and supports to 

prevent becoming homeless again
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Re- orients staff efforts  ðaway from managing homelessness to 

ending and solving it. 

Staff are focused on helping people access and maintain housing 

and overcome barriers to housing stability.

Housing focused services using evidence based practices that 

have demonstrated effectiveness

ÅCritical Time Intervention

ÅMotivational Interviewing and Stages of Change

ÅRapid Re- housing for Individuals and Families
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} Assessment  

ƁGoals

ƁUnderstanding barriers to housing

} Engagement  on Common Goals

} Education

ƁExpectations of Tenancy and Housing Options

ƁAvailable Resources for Support

} Services:

ƁUsing treatment as a link

ƁUsing CTI as a tool

} Housing Stabilization Plans ðupdated quarterly

} Linkages

ƁLandlords, Community, Services, Treatment Resources

} Evaluate progress
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Housing is the goal, the lease and personõs 

long term goals focus the work
Treatment/services are often resources to 

achieve the goal, not the goal itself  
Best predictor of the future is the past, get 

housing history

Not always a linear process

òAssertiveó landlord/property mgmt is 

necessary

19



Paying Rent

ÅIncome and financial Management

ÅSubsidy Compliance if applicable

ÅLogistics: check or money order, timeliness

Maintaining Apartment

ÅUnderstanding and Meeting Cleanliness Standard

ÅInspections

ÅSafety and Managing Repairs

Quiet Enjoyment

ÅGetting along with neighbors

ÅVisitors

ÅFollowing building/unit rules and norms

Occupancy

ÅOnly people on the lease live there
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}Donõt pay rent

}Violate rules e.g., noise

}Hoard or otherwise create health and safety 
hazard

}Friends move in who are not on the lease

}Engage in criminal activity

}Others?? 

}Need to monitor and assist in meeting 
tenancy obligations
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Assists people to stabilize in housing by: 
Ɓstrengthening each individual's long - term ties to community 

services, family , and friends 
Ɓthrough the provision of a focused case management 

approach that is 

Ɓconnected to each participantõs life goals.

Ç Time - limited (6 - 9 months)

Ç Three 3 - month phases of decreasing intensity (transition to the 
community, try out, termination) starts with moving into 
housing

Ç Focused services (1 - 3 areas from 6 assessment areas) based on 
threat to long - term housing stability and access to care and 
support (mental health, housing, substance misuse, life skills, 
financial, and family and other social supports)

www.criticaltime.org
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ÁCTI has been recognized an Evidence - Based 
Practice by both the federal Substance Abuse and 
Mental Heath Services Administration (SAMHSA) 
and the Presidentõs New Freedom Commission on 
Mental Health

http://nrepp.samhsa.gov/index.htm

ÁCTI is based on the research of Columbia 
Universityõs (Columbia Center for Homelessness 
Prevention Studies) work with the homeless 
individuals

ÁPoint at which person moves into new housing 
provides a critical opportunity to make changes
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}Housing Planning

}Phase 1: Transition to the Community
ƁCTI begins

}Phase 2: Try - out

}Phase 3: Termination

}Phases 1- 3 last approximately 1 - 3 
months each
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}Engagement 

}Risk Assessment:
ƁAssess for any crisis needs including: basic need for food and 

shelter, acute medical needs, acute psychiatric needs including 
suicide risk, domestic violence situations

}Educate person about Housing Options they may be 
eligible for

}Provide direct services and assistance to link with 
resources as needed
ƁMay include income, ID, and other concrete needs to access 

housing

ƁAddressing  immediate needs 

ƁMay be linkages to needed care such as psychiatric, medical, 
dental or SA 
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}Assessment and Planning
ƁBased on Assessment Domains

}Develop linkages to community resources
ƁBegin to compile resources directory

}Locate Housing

}Resolve barriers to housing access
ƁComplete barriers assessment and begin to address prioritized 

issues
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}What do people do, what is their role, what do 

they like doing

}Talk about housing

}Relentless Process:

ƁRepeated, predictable, non - intrusive patterns of 
interaction to establish trust

ƁResponding to felt needs

ƁRespecting boundaries

ƁAllowing people as much control as possible over 
interactions



Explore what the persons choice means
}History (i.e. housing, employment, safety)
}How person became homeless: what worked 
what didnõt

}How person/family has managed in the past
}Preferences: what does the person want
}Financial Issues
}Implications of disabilities or service needs 

and how this relates to goal
}Long term goals: how do they see their 

future?



}What the Person Wants: 
ƁWhere they want to be in 5 - 10 years

·Housing

·Financial

·Health and Mental Health

·Substance Use and Misuse

·Family and Other Supports

·Life Skills
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}Stigma: that may interfere with a persons 
ability to access housing or be a part of the 
community for: SA, MH, Learning Disabilities, 
Illiteracy, Homelessness, Poverty

}Role ðpurpose and structure

}Religion and spirituality

}Strengths and potential for change
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Provides a tool for assessment of where 

person is in their awareness of problem 

behavior and desire to change and guides 

worker interventions

Breaks down the process that people 

typically move through to change a 

problem behavior

Seen as a wheel and normalizes set backs 

and repeating the process
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Precontemplation

Contemplation

Preparation

Action / Relapse

Maintenance
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} George wants a place that is safe and well run

} He has trouble getting along with others and is in flexible 
in his beliefs

} George sees spreading the word as his work but is not 
affiliated with any spiritual community. He has no other 
life goals.

} George has maintained himself without medication for 
years

} George has an income and is willing to pay rent. He has 
met his financial obligations so far.

} George drinks every day but does not see this as a 
problem.

} George has engaged in the process to secure housing.
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} Violet wants a place where she and her children can feel 
safe; maybe with a backyard

} Violet has a trauma history dating from childhood

} Violet is ashamed she could not protect her children and 
she sees the abuse she suffered as less of an issue

} She loves her children and they love her.  However, she is 
strict and often talks harshly to them.

} She has the symptoms of depression and wants to pursue 
treatment. She denies the use of alcohol

}Violet receives a small Veteranõs disability payment, food 
stamps and child support

} She wants a chance for her children to get ahead

} She wants housing and says she will agree to case 
management
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1. Housing Stabilization 

2. Income and Financial Management

3. Mental Health and Medical 

4. Substance Use and Misuse

5. Life Skills

6. Family & Other Relationship s
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Limit the areas of 

intervention 

Focus on the most 

pressing needs that 

impact housing

Relate all 

interventions to 

keeping housing + 

long term goals

Be aware this may 

not be a linear 

process

Be mindful about 

moving from crisis 
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¹Goals set as a team of clients and worker

¹Focus on the issues that affect housing 
retention ðbase on what caused the current 
crisis and previous episodes of housing 
instability
¹Immediate and longer term goals clear

ėFocus by phase

ėUse the plan for the intervention 

¹Steps to reach goal clearly defined and measurable

¹Longer term needs require connections to other 
resources.
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