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Executive Summary 

 RLPTI Program Overview 

Background 
In July 1999, the Community Shelter Board launched the Rebuilding Lives initiative to 
replace a patchwork of emergency shelters in the Columbus area with a community-wide 
approach to providing affordable housing to homeless persons. In 2003, Columbus was 1 of 
11 cities selected nationally to receive funding through the Collaborative Initiative to End 
Chronic Homelessness, currently the Chronic Homeless Initiative (CHI) grant, by the U.S. 
Interagency Council on Homelessness. This grant was used to plan and implement RLPTI; 
an expansion of Rebuilding Lives and part of a 3-year federal strategy to end chronic 
homelessness in the United States.  
RLPTI is a permanent supportive housing project modeled after the Pathways to Housing 
project in New York City and based on the Housing First model. The goal of RLPTI is to 
implement a multi-system, multi-agency collaboration that is designed to seamlessly 
coordinate services and access to resources for chronically homeless persons with severe 
mental disabilities using a PACT (Program of Assertive Community Treatment) model. The 
multi-agency collaboration includes: 
• The Community Shelter Board (CSB) 
• Southeast, Inc. (SE) 
• Franklin County Department of Job and Family Services (FCDJFS) 
• Columbus Neighborhood Health Centers, Inc. (CNHC) 
• Community Housing Network (CHN) 
• Columbus Metropolitan Housing Authority (CMHA) 

In July 2004, the National Technical Assistance Center on Chronic Homelessness (NTACH) 
asked CHI sites, including Columbus’s RLPTI program, to develop implementation plans 
and suggested a general structure for the plans. Three national CHI program priorities 
provided a framework for the RLPTI implementation plan: 1) Service delivery at the client 
level, 2) Service delivery at the service provider level, and 3) Service delivery at the system 
level. For each of the three national program priorities, RLPTI’s implementation plan 
detailed strategies and benchmarks. 

To help ensure the successful implementation of RLPTI, CSB facilitates and coordinates 
implementation at three levels:  
1. PACT Team: This team consists of Southeast, Inc. and VA case managers, CHN 

Housing Coordinator, SE psychiatrist, health services staff, CSB staff, and others. The 
Team, using the PACT Team model, meets daily to coordinate services for RLPTI 
clients. 

2. Administrative Team: This team consists of staff and their supervisors who are directly 
involved in the PACT Team (i.e., CSB Project Coordinator, PACT Team, and partner 
agency supervisors) who meet regularly to discuss implementation issues.  
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3. Management Group: This group consists of management staff from each RLPTI 
partner agency who meet once a month to monitor the implementation of RLPTI, 
identify and discuss issues regarding services, establish program financial stability, and 
establish strategies for addressing barriers to program implementation.  

Benchmarks and Outcome Measures 

Community Research Partners (CRP), a non-profit agency, together with RLPTI partner 
agencies identified program benchmarks and outcome indicators as part of the local 
evaluation component. These benchmarks are organized by three priorities of service 
delivery which correspond to the three national CHI program priorities: 

Priority 1: Client Level. Provide housing and health and supportive services to persons 
who experience chronic homelessness and suffer from severe mental disabilities.  
Priority 2: Service Provider Level. Establish an integrated multidisciplinary team of 
professionals to provide service and housing.  
Priority 3: System Level. Integrate a service delivery system in ways that can be replicated 
and sustained.  

In March 2004, RLPTI first began providing housing and supportive services to chronically 
homeless persons with severe mental disabilities. An expansion of that occurred in 2005 
called for an additional 28 CMHA units, increasing the program’s capacity from 80 to 108 
units. As of June 2006, 121 clients had been housed in the program at some time and 
received supportive services, including treatment for alcohol and substance abuse. 

RLPTI Evaluation Reports 

In October 2005, CRP completed an interim evaluation report of RLPTI. This report 
provided findings from data collected from March 2004 through April 2005. The 
conclusions and recommendations of this final evaluation report of RLPTI is organized by 
the three priorities of service delivery.  

 Data Collection Methodology 
CRP used the following methods to collect and analyze data for the RLPTI final evaluation 
report. 

• Interviews. CRP conducted 37, 45-minute face to face and telephone interviews with: 
o Representatives from each RLPTI partner agency (7 total interviews)  
o Other stakeholders/secondary partners (4 total interviews) 
o Property Managers (6 total interviews)  
o RLPTI clients (20 total) 

• Focus Groups. CRP prepared and facilitated 2, 60-minute focus groups with:  
o Resident Managers  
o PACT Team members 

• Observations. CRP observed 5 PACT Team meetings. 
• Document review. CRP reviewed RLPTI program-related documents, including: 

o Management Group issues reports  
o Management Group and Administrative Team meeting minutes 
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o IDDT Fidelity Report  
o Partner Agency Business Agreements 
o RLPTI Policies and Procedures 

• Secondary data analysis. CRP analyzed client data that had been collected by RLPTI 
partner agencies and reported findings primarily using descriptive statistics. These data 
included: client demographics, dates clients were referred and admitted to the PACT 
Team, where clients were living are referral, dates when housing leases were signed, 
types of benefits clients were receiving, and number and types of mental and physical 
health supportive services clients received. 

 Conclusions and Recommendations 

Client-level Service Delivery 

How, and to what extent, is RLPTI providing housing and health and support services to 
persons who are chronically homeless and suffer from severe mental disabilities? 

Conclusions 

Based on the findings of this report, CRP concludes:  
• As of June 2006, the RLPTI program has successfully provided supportive housing to 

chronically homeless persons in Franklin County with severe mental disabilities. This 
has been achieved by providing: 
o Supportive housing to 121 persons with severe mental disabilities who had been 

chronically homeless. 
o Approximately nine mental health services per client to an average of 73 RLPTI 

clients per month. A sample of 20 clients reported they had received mental health 
services more often since obtaining RLPTI supportive housing. 

o Approximately four physical health services per client to an average of 64 clients per 
month. A sample of 20 clients reported they had seen a doctor more often since 
obtaining RLPTI supportive housing  

• The supportive services that RLPTI clients received through the PACT Team had a 
positive impact on helping clients to apply for and receive benefits, achieve and 
maintain sustained housing, and improve their quality of life and functioning as a 
member of their community. 
o As of June 2006, all but 10 of 121 RLPTI clients were receiving some type of financial 

benefits. The number and types of benefits that RLPTI clients received increased by 
3% to 8% within the past 12 months. A sample of 20 clients reported they had 
received help with benefits more often since obtaining RLPTI supportive housing. 

o Seventy-one of the 121 RLPTI clients had sustained housing through RLPTI for at 
least 12 months; twenty of the 71 for at least 24 months.  

o Clients’ perceptions of their quality of life improved significantly 12 months after 
being admitted to the PACT Team. 

o Service-providers’ perceptions of their clients’ levels of community functioning 
improved significantly 12 months after being admitted to the PACT Team. 
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o Clients’ perceptions of their mental health symptoms did not improve significantly 
12 months after being admitted to the PACT Team.  

o Obtaining RLPTI supportive housing appears to contribute significantly to an 
overall reduction (-69%) of the number of infractions of the law committed by 
persons who were previously chronically homeless with severe mental disabilities. 

o Overall, the time needed for a benefits decision for the 49 RLPTI clients who had not 
previously filed for benefits took fewer days when compared with federal data. 
However, to most effectively evaluate the impact of RLPTI on the time it takes for 
clients to receive benefits, data from a comparison group of persons with similar 
characteristics as RLPTI clients is needed. Such data were not available to the time 
of this report.  

• RLPTI partner agency staff reported the level of RLPTI integrated service delivery at the 
client level was high.  

Recommendations 

Based on the conclusions of this report for the client-level of service delivery, CRP 
recommends that RLPTI partner agencies: 
• Continue to conduct outreach in Franklin County to service providers so that they 

continue to refer chronically homeless persons with severe mental disabilities to the 
PACT Team.  

• Maintain business agreements with partner agencies that can continue to provide at 
least the current level of housing and supportive services to chronically homeless 
persons with severe mental disabilities.  

• Continue to collect and report client data regarding referrals to the PACT Team, the 
admission process, and provision of housing and supportive services for purposes of 
monitoring and documenting program effectiveness. 

• Collect data from a comparison group of persons similar to RLPTI clients to assess the 
impact that RLPTI has had on time needed for benefits decisions.  

Program-level Service delivery 

How, and to what extent, is RLPTI establishing an integrated, multidisciplinary team of 
professionals to provide services and housing? 

Conclusions 

Based on the findings of this report, CRP concludes:  

• Federal, state, and individual agency guidelines limit and restrict the types and extent 
that some RLPTI program partner agencies can provide services, and therefore inhibit 
the full integration of service delivery at the program level. At the same time, working 
together for over two years on the RLPTI program has resulted in collaborative and 
fairly positive relationships among partner agencies.  

• The Management Group has been effective in bringing RLPTI partner agencies together 
on a regular basis and has effectively identified program implementation issues. 
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• The daily meetings of the PACT Team have been instrumental in identifying client 
needs, linking clients to supportive services, and monitoring client progress. At the 
same time, The PACT Team does not formally track and analyze the types of issues and 
needs over time across all RLPTI clients. 

• The RLPTI program has had a positive impact on creating additional housing options 
for a homeless population, specifically those with severe mental disabilities, who prior 
to the program’s implementation had been difficult to house.  

• Improved client services could also result from a closer working relationship between 
program Case Managers and Resident Managers where appropriate client information 
and understanding of clients’ needs and behaviors is shared.  

Recommendations 
Based on the conclusions of this report for the program-level of service delivery, CRP 
recommends: 
• The Management Group further explore the federal, state, and local  agency guidelines 

and policies that limit and restrict how RLPTI program partner agencies can provide 
client services. 

• Resident Managers receive additional training to work more collaboratively with 
program Case Managers to better understand client behavior, identify clients’ needs, 
and strategize how to better serve clients together. 

• PACT Team members’ roles and expectations be further clarified. 
• The PACT Team formally track and record the types of client issues and needs so that 

these data can be used to further monitor, identify patterns, and to more effectively 
target client needs over time. 

Service Integration, Program Sustainability, and Replication 

How, and to what extent, is RLPTI integrating service delivery systems that can be 
replicated and sustained.  

Conclusions 

Based on the findings of this report, CRP concludes:  
• Emergency shelter providers in Franklin County are aware of the RLPTI program. This 

contributes to a system level of providing services to chronically homeless persons with 
severe mental disabilities.  
o As of June 2006, 134 persons had been referred to RLPTI by over 17 different 

agencies in Franklin County.  
o Several shelter providers believe that RLPTI has had a positive impact on the way 

that chronically homeless persons with severe mental disabilities are served in 
Franklin County.  

• As a result of RLPTI and the supportive services received by program clients, more 
housing options are available in Franklin County to chronically homeless persons with 
severe mental disabilities.  
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• As a result of RLPTI, the Bureau of Disability Determination and Social Security 
Administration have a better understanding of the needs and issues that homeless 
persons encounter when applying for benefits. This has had a positive impact on 
processing and disseminating benefits to homeless persons in Franklin County.  

• The extent that the RLPTI program can be replicated in other communities is not yet 
known.  

• As with the RLPTI agency program-level of service delivery, federal, state, and 
individual agency guidelines limit and restrict the types and extent of services that 
agencies can provide, and therefore inhibit the full integration of service delivery at the 
system level. 

Recommendations 
Based on the conclusions of this report for the system-level of service delivery, CRP 
recommends that: 
• RLPTI continue to conduct outreach to emergency homeless shelters and other 

homeless and mental health service provides for the purpose of further creating and 
maintaining a system in Franklin County that provides supportive housing for 
chronically homeless persons with severe mental disabilities. 

• The Management Group further explore and examine the federal, state, and individual 
agency policies and guidelines that inhibit the integration of service delivery at the 
system level. Based on these findings, the Management Group should design a strategy 
for further creating and maintaining a system in Franklin County that provides 
supportive housing for chronically homeless persons with severe mental disabilities 
within the context of federal, state, and individual agency policies.  
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1. Introduction 
In August 1997, the Community Shelter Board (CSB) received a request from the City of 
Columbus to develop a plan to address the needs of persons who were homeless or at risk 
of becoming homeless in Franklin County as a result of the Scioto Peninsula development 
project. With funding from the City of Columbus, the United Way of Central Ohio, and the 
Franklin County Commission, CSB established the Scioto Peninsula Relocation (SPR) Task 
Force. The SPR Task Force studied the problem of homelessness in Columbus and found 
that 15% of homeless men in Franklin County used 50% of all shelter services. The Task 
Force’s plan to break this cycle of homelessness included creating permanent supportive 
housing: affordable housing combined with counseling, job training, and other services.  

In July 1999, CSB launched the Rebuilding Lives initiative to implement the recommenda-
tions of the SPR Task Force. The primary goal of the initiative is to replace a patchwork of 
emergency shelters in the Columbus area with a community-wide approach to providing 
affordable housing to homeless persons. The approach involves creating 800 units of 
housing and supportive services that are coordinated, targeted, and cost effective.  

 Rebuilding Lives PACT Team Initiative (RLPTI) 

 
Key Terms and Acronyms Used in the Report 

 
Chronic homelessness: An unaccompanied homeless individual with a disabling condition who has 
either been continuously homeless for a year or more or has had at least four(4) episodes of chronic 
homelessness in the last three (3) years  
RLPTI clients: Unaccompanied men and women who are chronically homeless with severe mental 
disabilities 
RLPTI Partner agencies:  

• CSB (Community Shelter Board) 
• CHN (Community Housing Network) 
• CMHA (Columbus Metropolitan Housing Authority) 
• CNHC (Columbus Neighborhood Health Centers) 
• FCDJFS (Franklin County Department of Job and Family Services) 
• SE (Southeast, Inc.) 
• VA (Chalmers P. Wylie Veterans Administration Outpatient Clinic) 

CRP: Community Research Partners 
IDDT: Integrated Dual Disorders Treatment models 
PACT: Program of Assertive Community Treatment 
PACT Team:  Staff from each partner agency who plan, provide, and monitor RLPTI supportive 
services 
Administrative Team: A group of RLPTI partner agency staff and their supervisors who are directly 
involved in the PACT Team and meet regularly to assist with program implementation 
Management Group: Staff from each partner agency who monitor program implementation and 
overall management 
Housing First: A strategy of placing homeless persons  into permanent housing, where services are 
not required, as a first priority, thus increasing the likelihood of subsequent and ongoing stability 
CHI grantees: 11 projects across the country, including RLPTI, that received a federal Chronic 
Homeless Initiative grant 
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Origin of RLPTI 

The Collaborative Initiative to End Chronic Homelessness, currently referred to as the 
Chronic Homeless Initiative (CHI) is coordinated by the United States Interagency Council 
on the Homeless. Funding for the initiative was provided by the Department of Housing 
and Urban Development (HUD), the Substance Abuse and Mental Health Services 
Administration (SAMHSA), the Health Resources and Services Administration (HRSA), 
and the Department of Veterans Affairs (VA).  The purpose of CHI is to address the 
complex needs of the most disenfranchised and difficult to serve homeless people, the 
“chronically homeless,” who need a disproportionate amount of services. The key aim of 
CHI is to improve this population’s access to services by moving them from streets and 
shelters into supportive housing.  

In 2003, Columbus was 1 of 11 cities selected nationally to receive funding through the CHI 
grant by the U.S. Interagency Council on Homelessness. The Rebuilding Lives PACT Team 
Initiative program (RLPTI) is an expansion of Rebuilding Lives and part of a 3-year federal 
strategy to end chronic homelessness in the United States. The Columbus RLPTI program 
initially planned to serve 156 individuals (including 47 veterans) over three years and 
develop 108 supportive housing units.  

RLPTI Program Description 

RLPTI Program Structure 

RLPTI is a permanent supportive housing project modeled after the Pathways to Housing 
project in New York City and based on the Housing First model. The immediate service 
strategy for clients is to secure permanent housing, thus increasing the likelihood of 
subsequent and ongoing stability. The goal of RLPTI is to implement a multi-system, multi-
agency collaboration that is designed to seamlessly coordinate services and access to 
resources for chronically homeless persons with severe mental disabilities using a PACT 
(Program of Assertive Community Treatment) model. 

In addition to administrative, medical, and mental health services staff from each of the 
partner agencies, the RLPTI program relies on Case Managers, Resident Managers, 
Property Managers, a Housing Coordinator, and Benefits Coordinators, as well as others to 
implement the program. Appendix A presents the organizational structure of RLPTI. Table 
1 lists each partner agency, its funding source for RLPTI, the roles and responsibilities of 
the agency for RLPTI, and the RLPTI agency staff hired for the program.  
 

Table 1 
RLPTI Partner Agencies, Funding, Roles and Responsibilities, and Staff 

 
RLPTI Partner 

Agency 
CHI Funding Roles and 

Responsibilities 
RLPTI Staff 

Community Shelter 
Board (CSB) 

Subcontracted through 
SE (Substance Abuse and 
Mental Health Services 
Administration) 
(SAMHSA) 

 

 

Lead agency in 
implementing RLPTI 

RLPTI Project 
Coordinator  
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RLPTI Partner 
Agency 

CHI Funding Roles and 
Responsibilities 

RLPTI Staff 

Southeast, Inc  (SE) SAMHSA (Substance 
Abuse and Mental Health 
Services Administration) 

Lead agency in 
providing the 
behavioral healthcare 
program component 

Case Managers (3 @ 
1.0 FTE, 2 @ .5 FTE), 
Psychiatrist (.5 FTE), 
Psychiatric Nurse (.5 
FTE), PACT Team 
Leader, Peer 
Specialist (.5 FTE) 
Supportive 
Employment 
Specialist (1 FTE) 

Columbus 
Neighborhood Health 
Centers (CNHC) 

Human Resource and 
Services Administration 
(HRSA) 

Lead agency in 
providing medical 
healthcare program 
component and 
benefits acquisition 

Benefits Case 
Managers (2), 
Primary Healthcare 
nurse 

Chalmers P. Wylie 
Veterans 
Administration (VA) 

Veterans Administration Lead agency in 
providing VA medical 
and behavior 
healthcare program 
component, and 
providing data for the 
national evaluation 
component 

Case Manager, 
Research Associate 

Community Housing 
Network (CHN) 

Housing and Urban 
Development (HUD) 

Lead agency in 
providing 80 units of 
housing  

Housing Coordinator, 
Resident Managers (6 
part-time) 

Columbus 
Metropolitan Housing 
Authority (CMHA) 

NA** Secondary agency in 
providing 28 units of 
housing 

 

Franklin County 
Department of Job 
and Family Services 
(FCDJFS) 

Subcontract through 
CHNC (Human Resource 
and Services 
Administration) (HRSA) 

Lead agency in 
assisting RLPTI clients 
with applying for and 
receiving financial and 
medical benefits 

Benefits Coordinator 

Community Research 
Partners (CRP)* 

Subcontracted through 
SE (Substance Abuse and 
Mental Health Services 
Administration) 
(SAMHSA) 

Local program 
evaluator 

 

*Not one of the six RLPTI partner agencies 

** Funds provided via HUD public housing, not CHI 

 

Staff from RLPTI partner agencies have been trained in four major areas of practice:            
1) Program of Assertive Community Treatment (PACT), 2) Integrated Dual Disorders 
Treatment (IDDT) model, 3) Housing First model, and 4) SSI Presumptive Eligibility model. 
The services provided by partner agencies are intended to ensure that the comprehensive 
and holistic needs of RLPTI clients are met. These services include: 
• Primary health care 
• Mental health and substance abuse treatment 
• Case management and service coordination 
• Expedited benefits linkage 
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• Vocational and employment services 
• Life skills development 
• Supportive housing 
• Peer support 

RLPTI Program Implementation 

In March 2004, RLPTI first began providing housing and supportive services to chronically 
homeless persons with severe mental disabilities. An expansion of the program that was 
approved in 2005 called for an additional 28 CHMA units, increasing the program’s 
capacity from 80 to 108 units. As of June 2006, 121 clients had been housed in the program 
at some time and received supportive services, including treatment for alcohol and 
substance abuse. 

To help ensure the successful implementation of RLPTI, CSB facilitates and coordinates 
implementation at three levels: 

1. PACT Team: This team consists of SE and VA Case Managers, CHN Housing 
Coordinator, SE psychiatrist, health services staff, CSB staff, and others. The Team, 
using the PACT Team model, meets daily to coordinate services for RLPTI clients. 

2. Administrative Team: This team consists of staff and their supervisors who are directly 
involved in the PACT Team (i.e., CSB Project Coordinator, PACT Team, and partner 
agency supervisors) who meet regularly to discuss implementation issues. 

3. Management Group: This group consists of management staff from each RLPTI partner 
agency who meet once a month to monitor the implementation of RLPTI, identify and 
discuss issues regarding services, establish program financial sustainability, and 
establish strategies for addressing barriers to program implementation.  

PACT Team 
The term “PACT” is often used interchangeably with “ACT” (Assertive Community 
Treatment) in the mental health field. PACT (or ACT), is a clinical model used for 
individuals who have severe and persistent mental health issues that result in disability in 
adult functioning (e.g., employment, self-care, and social and interpersonal relationships). 
Allness and Knoedler (1998) describe the key features of a PACT model as: 
• Medication management 
• Individual supportive therapy  
• Mobile crisis intervention 
• Hospitalization  
• Integrated Dual Disorder Treatment  
• Skill teaching for activities of daily living 
• Supported employment  
• Support for resuming education and employment  
• Support for education and family members  
• Collaboration with families and direct support to help clients obtain legal and advocacy 

services  
• Financial support  
• Supported housing  
• Money-management services 
• Transportation 



1. Introduction 

Page 5 

The PACT Team model is designed to provide long-term monitoring and treatment for 
clients at risk of hospitalization and ensures necessary supports so clients can achieve their 
highest level of functioning and quality of life in the community. The RLPTI PACT Team is 
composed of the following members: 
• Team Leader: Responsible for day-to-day management and clinical direction for the 

treatment team. Provides case management services and individual therapy to assigned 
clients and other PACT Team clients as necessary and scheduled.  

• RLPTI Project Coordinator: Works to build infrastructure to support system 
collaboration, convenes and facilitates Administrative Team  meetings, collects 
information and produces periodic progress reports, supports and participates in 
evaluation activities, and works to help secure on-going program funding.  

• Psychiatrist (.5 FTE): Provides psychiatric care for all team clients, including 
assessments, referrals for medical evaluations, prescription and administration of 
medications, and works with other PACT Team members to coordinate all aspects of 
client care.  

• Psychiatric Nurse (.5 FTE): Administers and dispenses medications per psychiatrist’s 
orders and assists with medication compliance.  

• Primary Care Nurse: Provides physical health assessments and other health services to 
team clients.  

• Case Managers (3 FTE, 2 .5 FTE): SE Case Managers are to perform at least 70% of client 
contact (including groups) in the community.  

• VA Clinical Case Manager:  Provides clinical case management services only to RLPTI 
VA clients.  

• Benefits Coordinator: Provides assistance to RLPTI clients for applying and receiving 
SSI/SSDI and other benefits. 

• Benefit Specialists (2): Participate in coordinating services and assisting RLPTI clients 
with applying for and obtaining Medicaid, Medicare, SSI, SSDI, and other benefits.  

• Community Living Specialist (Peer Specialist)( .5 FTE): A mental health consumer 
who serves as a consumer advocate on the PACT Team, provides peer mentoring to 
team clients, and participates as a member of the treatment team.  

• Vocational Case Manager: Helps to provide supported employment opportunities for 
RLPTI clients.  

• Housing Coordinator: Works with property managers, RLPTI Resident Managers, and 
members of the PACT Team to secure stable housing for clients and ensure that housing 
needs are met.  

The primary goals of the PACT Team model are to promote mental health and addiction 
resources and to meet basic needs, improve housing stability, enhance quality of life, 
increase socialization, and increase employment opportunities for the people served. The 
PACT Team approach is designed to offer linkages to supportive services and treatment to 
residents who would otherwise be in the streets or in emergency shelter, thus enabling this 
population to successfully maintain permanent housing.  

Most individuals with severe mental illness who are in treatment receive services via a 
traditional system of care provided primarily by individual Case Managers who have 
responsibility for their own case loads. In contrast, a goal of the PACT Team model is for 
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multidisciplinary staff to work as a team to deliver the majority of the treatment, 
rehabilitation, and supportive services required by each client to live in a community.  

IDDT Model 
The RLPTI PACT Team was designed to use the Integrated Dual Disorders Treatment 
(IDDT) model to deliver substance use and mental illness treatment at the same time. 
Integrated treatment includes these guiding principles: 
• Treatment must be provided by the same clinicians and within one program. 

Treatment for substance and mental illness are provided within the context of the PACT 
Team.  

• Staff must be cross-trained in both substance abuse and mental illness and include 
outside consultation and support. The PACT Team received training in both mental 
health and substance abuse disorders. The Substance Abuse and Mental Illness 
Coordinating Center of Excellence (SAMI CCOE) provides ongoing clinical consultation 
and technical assistance about program issues.  

• Outreach to clients must be assertive and find them where they are. The goal is for 70 
percent of work with clients, excluding group work, to be in the community.  

• Services must be client centered and culturally competent. Clients will participate in 
creating their own Individual Services Plan (treatment plan) and evaluating movement 
toward accomplishing goals.  

• Clients must be closely monitored for medication adherence and substance use. The 
PACT Team clinical staff work with Case Managers and clients to monitor use of legal 
and illicit medications and substances to ensure client safety. 

• A complete range of services must be provided including employment, social skills, 
psycho-education, and substance abuse treatment. The PACT Team includes a 
vocational Case Manager who works with clients and other Case Managers on goals 
relating to educational attainment and employment.  

• Clients need stable living environments and require a range of options. The ability to 
provide housing designed specifically for RLPTI clients (who are often difficult to house 
due to histories of eviction and overdue bills to utility companies or landlords), in 
collaboration with mental health and substance abuse treatment and physical health 
care is key to the implementation of this project.  

• Clients and providers must take a long-term perspective and realize that it may take 
years for clients to show improvement. Clients will progress toward their goals, but 
these must be realistic and based on client needs.  

• Treatment must be stage-wise and based on the client’s motivation to change. Four 
stages of change are 1) precontemplation, 2) contemplation, 3) action, and 4) 
maintenance. The goal of IDDT is to help clients manage their mental illness and 
substance use concurrently (http://www.mentalhealthpractices.org, 2004).  

• Optimism and belief in the client’s ability to change are key to a strong therapeutic 
relationship. The relationship between client and service provider is central to the 
change process.  
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Program Housing Services 

As of June 2006, RLPTI had provided housing, primarily through CHN, in apartments that 
are located at five different privately-owned apartment complex sites in the Columbus area. 
Since April 2005, housing was also provided by CMHA at three additional sites at public 
housing facilities. RLPTI has a full-time Housing Coordinator who is employed by CHN. 
This person is a member of the PACT Team and works with clients to ensure that their 
housing needs are met. Resident Managers are also employed by CHN and live on site at 
each of the five apartment complexes where RLPTI clients are housed. A Mobile Resident 
Manager specifically serves residents at CMHA sites. Resident Managers interact with 
clients to help identify their housing maintenance and physical needs. Each site has a 
Property Manager (not employed by a partner agency) who administers an entire 
apartment complex, prepares apartments for RLPTI clients, and addresses apartment 
maintenance issues. 

Housing First approach 
The Housing First approach is based on the philosophy that permanent housing is the 
primary need for homeless persons. The National Alliance to End Homeless, Inc. (NAEH) 
identifies two primary principles upon which the approach is based: 
1. The best way to end homelessness is to help people move into permanent housing as quickly as 

possible. 
2. Once in housing, formerly homeless people may require some level of services to help them 

stabilize, link them to long-term supports, and prevent a recurrence of homelessness.  
Housing First programs may function as the only service provided by an agency, may be 
part of a larger organization, or may be a collaborative effort among many local agencies. 
NAEH lists and describes three components of the Housing First model:  
1. Crisis intervention, emergency services, screening, and needs assessment: Individuals 

and families who have become homeless have immediate crisis needs that must be 
accommodated, including emergency shelter.  

2. Permanent housing services. Homeless persons need services to help them access and 
sustain housing. This includes working with the client to identify affordable units, 
access housing subsidies, and negotiate leases. Clients may require assistance to 
overcome barriers such as poor tenant history, credit history, and discrimination based 
on ethnicity, gender, and income.  

3. Case management services. Case management occurs to ensure individuals and families 
have a source of income through employment or public benefits, identify service needs 
before moving into permanent housing, and work with clients after moving into 
permanent housing to help address problems and issues that may arise and threaten the 
clients’ tenancy.  

In addition, some Housing First programs include: 
• An assessment of a client’s physical health, mental health, and psychosocial needs at the 

time a client is screened for the program; and 
• Direct financial assistance for move-in and other associated costs of moving (Lanzerotti, 

2004; Tsemberis, 2004; Tsemberis and Eisenberg, 2000). 

The Housing First model does not require clients to see a psychiatrist, take prescription 
medication, or abstain from using alcohol and nonprescription medication. Clients must 
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pay 30 percent of their income toward rent. Typically, their income is from SSI/SSDI 
benefits. Housing First program staff must visit clients at least twice a month to ensure that 
basic housing needs are being met (Tsemberis, 2004).  

RLPTI Implementation Plan 

At a conference in July 2004, the National Technical Assistance Center on Chronic 
Homelessness (NTACH) asked CHI sites, including Columbus’s RLPTI program, to 
develop implementation plans and suggested a general structure for the plans. Three national 
CHI program priorities provided a framework for the RLPTI implementation plan: 1) service 
delivery at the client level, 2) service delivery at the service provider level, and 3) service 
delivery at the system level. To a large extent, the plan documented the activities and client 
services that were already underway as part of RLPTI. This was because RLPTI had begun 
implementation prior to the request from NTACH for a formal implementation plan. For 
each of the three national program priorities, RLPTI’s implementation plan detailed 
strategies, actions, manager(s), implementer(s), benchmarks, and estimated completion 
dates. The RLPTI implementation plan was approved by the Management Group at its 
October 2004 meeting. March 1, 2004 was identified as the official RLPTI start date. The 
plan was revised in April 2006 and is presented in Appendix B.  

RLPTI Policies and Procedures 
The RLPTI policies and procedures were created and adopted by the Management Group 
over a period of 14 months (February 2004 through April 2005).  
• Administrative policies and procedures for RLPTI were adopted in February 2004. 

These include partner agency roles and responsibilities, communications, data 
collection and evaluation, and team member conduct and professional behavior.  

• Both program and housing services policies and procedures were adopted in July 2004. 
Program policies and procedures include client admission criteria, service intensity and 
capacity, community support services, benefits, physical healthcare and vocational 
services, and client rights. Housing policies and procedures include housing services 
and resident requirements.  

• Payee requirements, policies, and procedures for PACT team participants were adopted 
in January 2005.  

• CMHA housing sites policy and procedures were adopted on February 24, 2005. 
Transfer to housing policies and procedures were added to the housing policies and 
procedures in April 2005. All policies and procedures were reviewed and revisions were 
adopted in June 2005.  

 RLPTI Evaluation 
 The RLPTI evaluation has three primary components: 1) local-level evaluation, 2) national-
level evaluation, and 3) fidelity evaluation.  

• Local level: Southeast, Inc. contracted with Community Research Partners to be the lead 
local evaluator for RLPTI. CRP is a nonprofit partnership of the United Way of Central 
Ohio, the City of Columbus, the John Glenn School of Public Affairs at The Ohio State 
University, and the Franklin County Commissioners.  CRP prepared and finalized an 
evaluation plan of the RLPTI program at the local level, identified measurable 
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outcomes, collected and analyzed program data, and prepared evaluation reports. 
RLPTI’s evaluation plan was based directly on the RLPTI implementation plan. The 
overall evaluation plan was approved by the Management Group at its March 2005 
meeting. The plan for the final evaluation was approved by the Management Group in 
April 2006. 

• National level: The VA Northeast Program Evaluation Center (NEPEC) is conducting a 
national evaluation of the 11 CHI grantees. For each of the 11 CHI grantee sites, the 
Veteran’s Administration funded an Evaluation Assistant position to collect data for the 
National Outcomes Performance Assessment for the Chronic Homeless Initiative. 
RLPTI NEPEC data were initially limited to the first 80 clients who enrolled in the 
program, but have recently been expanded to include 120 clients. Data were collected at 
the time of client enrollment (baseline) and after clients had been in the program for 
three months, six months, and nine months. NEPEC data are self-reported responses by 
CHI participants to survey questions. A summary of these data are presented in 
Appendix K 

• Fidelity of client services: The Ohio Department of Mental Health created the 
Substance Abuse and Mental Illness Coordinating Center of Excellence (SAMI CCOE) 
at Case Western University to facilitate the implementation of the IDDT model by 
behavior healthcare organizations in Ohio. SAMI CCOE was contracted by SE to 
conduct an evaluation of the fidelity of RLPTI client services to the IDDT model. 
Fidelity, in this case, means the extent and degree of success the IDDT model is used to 
assess client needs and provide services. An initial assessment was conducted in 
February 2006. Findings from this review are presented in Appendix G. 

Benchmarks and Outcome Measures 

CRP, together with RLPTI partner agencies, identified program benchmarks and outcome 
indicators as part of the local evaluation component. These benchmarks are organized by 
three priorities of service delivery which correspond to the three national CHI program 
priorities: 

Priority 1: Client Level. Provide housing and health and supportive services to persons 
who experience chronic homelessness and suffer from severe mental disabilities.  
Priority 2: Service Provider Level. Establish an integrated multidisciplinary team of 
professionals to provide service and housing.  
Priority 3: System Level. Integrate a service delivery system in ways that can be replicated 
and sustained. 

RLPTI Interim Report 

In October 2005, CRP completed an interim evaluation report of RLPTI. This report 
provided findings from data collected from March 2004 through April 2005. Evaluation 
methods included focus groups, individual interviews, document analysis, collecting client 
data, and conducting secondary data analysis. Summaries of key findings, conclusions, and 
recommendations were presented by program priorities. The conclusions and 
recommendations from this report are included in Appendix C. This final evaluation report 
provides findings from data collected, except where otherwise indicated, from March 2004 
through June 2006.   
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Evaluation Questions 

In March 2006, RLPTI the RLPTI Management Group met for a half-day retreat to discuss 
the final evaluation plan for the program. Based on this retreat, the RLPTI Implementation 
Plan, and the October 2005 Interim Evaluation Report, the following are the primary 
evaluation questions that are addressed in this final RLPTI evaluation report.  

Client level 

1. How, and to what extent, is RLPTI providing supportive housing to persons who are 
chronically homeless and suffer from severe mental disabilities? 
• How were RLPTI clients served?  What services did they receive? 
• Has the quality of life and health improved for this population? If so, what did the 

program do to contribute to these results? 
• To what extent are clients satisfied with RLPTI? 
• What has changed since the RLPTI program was implemented regarding client 

outcomes and the services that they have received? 

Program level 

2. How, and to what extent, is RLPTI establishing an integrated, multidisciplinary team of 
professionals to provide services and housing? 
• What has changed since the RLPTI program was first implemented?  
• To what extent have program goals/benchmarks been achieved? 
• What is the nature of the relationship between RLPTI partner agencies? To what 

extent does this partnership improve housing those who experience chronic 
homelessness in Franklin County at the client, program, and system level?  

• What was the cost to implement the RLPTI program? 

System level 

3. How, and to what extent, is RLPTI integrating service delivery systems that can be 
replicated and sustained?  
• What role do other social support agencies in Franklin County have with the RLPTI 

program?  
• What aspects of the RLPTI program have changed on a system level since the 

program was first implemented regarding supportive housing for those who 
experience chronic homelessness with severe mental disabilities in Franklin 
County? 

Methodology 

CRP used the following methods to collect and analyze data for the RLPTI final evaluation 
report. Appendix D provides a detailed description of the methodology, including how the 
individual methods for collecting data addresses the program’s Priorities, Strategies, and 
Benchmarks.  

1. Interviews. CRP conducted 37, 45-minute face to face and telephone interviews with: 
• Representatives from each RLPTI partner agency (7 total interviews)  
• Other stakeholders/secondary partners (4 total interviews) 
• Property Managers (6 total interviews)  
• RLPTI clients (20 total) 
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2. Focus Groups. CRP prepared and facilitated 2, 60-minute focus groups with:  

• Resident Managers  
• PACT Team members 

3. Observations. CRP observed 5 PACT Team meetings. 
4. Document review. CRP reviewed RLPTI program-related documents, including: 

• Management Group issues reports  
• Management Group and Administrative Team meeting minutes 
• IDDT Fidelity Report  
• CHN resident meeting notes 
• Partner Agency Business Agreements 
• RLPTI Policies and Procedures 

5. Secondary data analysis. CRP analyzed client data that had been collected by RLPTI 
partner agencies and reported findings primarily using descriptive statistics.   

 Report Overview 
This final RLPTI evaluation report provides findings from data collected, except where 
otherwise indicated, from March 2004 through June 2006. These findings are organized by 
each of the three program “Priorities” and benchmarks: 1) service delivery at the client 
level, 2) implementation of the RLPTI program at the service-provider level, and 3) 
integration of a service delivery system that can be replicated and sustained. The report 
includes conclusions, based on findings, and recommendations for RLPTI program 
improvement and future evaluations. 
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2. Service Delivery (Client Level) 
 
Priority 1: Service Delivery (Client Level). Provide services and housing to persons who are 
chronically homeless and suffer from severe mental disabilities. 
 
The findings for the delivery of services at the client level for RLPTI are presented by 
benchmarks that were grouped by the Priorities and Strategies of the RLPTI program 
implementation plan. The overarching goals for Priority 1, as well as the Strategies include: 
• Overarching goal: Improved life satisfaction; increased levels of independent housing 

stability; and improved quality of life. 
• Strategy 1: Outreach to, engage, and enroll PACT Team clients. 
• Strategy 2: Provide comprehensive behavioral, medical health care, supported 

employment services, and housing to clients based on PACT, IDDT Supportive 
Employment and Housing First models.  

Appendix E illustrates the RLPTI client referral and admission process. Most clients have 
been referred to the PACT team by emergency shelters and other social service agencies. 
The date of referral is when the PACT Team first becomes aware of a chronically homeless 
person who is potentially eligible for RLPTI. The date that a person is officially admitted to 
the PACT Team is when all assessments and screenings have been completed and a person 
is deemed eligible by the PACT Team for RLPTI. The date that a person exits the PACT 
Team is when PACT Team services have been officially discontinued. Reasons for 
discontinuing services include a client moving out of Franklin County, disappearance, or 
client death. Loss of RLPTI housing does not necessarily result in exiting the PACT Team.  

Table 2 provides a summary of the numbers of RLPTI clients who were referred to the 
PACT Team and housed through RLPTI from March 2004 through June 2006 and served by 
the PACT Team during June 2006. These numbers are presented in further detail through 
this section of the report.  

Table 2 
Numbers of Clients Served by RLPTI: March 2004 – June 2006 

 
 Number of RLPTI 

Clients 
Referred to RLPTI and the PACT Team 134 
Admitted to the PACT Team 132 
Exited PACT Team 13 
Served by PACT Team during June 2006 119 
Signed a housing lease with RLPTI  121 
Terminated housing lease with RLPTI 33 
Housed during June 2006 88 

Source: Monthly RLPTI Dashboard report 

The findings for service delivery at the client level begin with a description of the clients 
who had been referred to RLPTI as of June 2006.  
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 Client Demographics 
As of June 2006, 134 homeless persons had been referred to the RLPTI PACT Team. Of the 
134, 132 had been admitted and received services. Thirteen of the 132 have left the PACT 
Team for various reasons, including moving out of Franklin County and becoming 
deceased. Of all clients referred to the PACT Team, 70% were male (94) and 30% were 
female (40). Sixty-eight percent were Black, while 32% were White. Almost one in every 
four (23%) were in the military. Female clients were referred to the PACT team at a slightly 
younger age (41 years of age mean) versus males (45 years of age mean). Table 3 presents 
an overview by gender, race, age at referral, and military service status of all 134 persons 
who were referred to the RLPTI PACT Team as of June 2006.  

Table 3 
RLPTI Program Referral Demographics: March 2004 - June 2006 

 
 Male Female Total 

TOTAL # % # % # % 
Race 

White 34 36% 9 23% 43 32% 
Black 60 64% 31 77% 91 68% 
Hispanic/Latino 0 0% 0 0% 0 0% 

TOTAL 94 100% 40 100% 134 100% 
Age 

Mean 45 41 44 
Median 45 42 45 

 
Military Service 

Yes 29 31% 2 5% 31 23% 
No 65 69% 38 95% 103 77% 

TOTAL 94 100% 40 100% 134 100% 
Source: RLPTI client database June 2006 

 
Southeast, Inc. gathered data on persons who were referred to the RLPTI PACT Team. 
Approximately half had a primary diagnosis of Major Mood Disorder (50.8%) and slightly 
more than one in four with Schizophrenic Disorders (26.2%). Approximately two of every 
three (68%) had a secondary diagnosis of alcohol and/or drug dependency. Table 4 
presents a summary of the types of mental health diagnoses of persons that were referred 
to RLPTI.  

Table 4 
Primary and Secondary Mental Health Diagnoses of Clients Referred to RLPTI 

 
 

Mental Health Diagnoses 
# of 

Clients 
% of 

Clients 
# of 

Clients 
% of 

Clients 
Primary Diagnoses* Secondary Diagnoses* 

Major Mood Disorders 64 50.8% 5 7.2% 
Schizophrenic Disorders 33 26.2% 0 0 
Psychosis Disorders 10 7.9% 0 0 
Anxiety/Depressive Disorder 7 5.6% 3 4.3% 
AOD Disorders 3 2.4% 47 68.0% 
Personality Disorders 2 1.6% 4 5.8% 
Other 7 5.6% 10 14.5% 
Total 126* 100% 69* 100%  
Source: Southeast, Inc. 
* Primary and secondary diagnoses data were not available for all 134 persons that were referred to 
RLPTI.
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 Client Admission to RLPTI 

 
Priority 1, Strategy 1, Benchmark: 
 1. Conduct outreach and accept referrals from community agencies, shelters, and 

internally from Southeast, Inc.  

Client Referral and Admission Process 
Persons were referred to the RLPTI program via the PACT Team, by social and homeless 
service agencies, clients themselves, or other RLPTI clients. The Veterans Administration 
had referred the most (23 clients/17% of total), followed by the SE Project Liaison (20/15%), 
Rebecca’s Place women’s shelter (16/12%), self (16/12%), and Friends of the Homeless 
men’s shelter (12/9%). Table 5 presents agency names and the number of persons that each 
agency referred to the RLPTI PACT Team. 
 

Table 5 
RLPTI Client Referral Source 

 
Referral Source Male Female Total 
Veterans Administration 21 2 23 
SE Project Liaison 16 4 20 
Friends of the Homeless/Rebecca’s Place 0 16 16 
Self (client) 7 9 16 
Friends of the Homeless/Men’s Shelter 12 0 12 
Open Shelter 7 0 7 
SE/Deaf, Criminal Justice, Kuumba, Mod Sq, 
Phoenix 

7 0 7 

Columbus Health Care for the Homeless 2 4 6 
Volunteers of America 5 0 5 
Maryhaven 3 1 4 
Faith Mission 3 0 3 
Community Shelter Board (CSB)/Critical Care Team 3 0 3 
Shelter (not specified) 0 3 3 
Community Housing Network (CHN) 2 1 3 
YMCA Columbus 1 0 1 
Southeast, Inc.  1 0 1 
Franklin County Department of Job and Family 
Services 

1 0 1 

Grant Hospital 1 0 1 
Netcare 1 0 1 
Other RLPTI Clients 1 0 1 
TOTAL 94 40 134 

Source: RLPTI client database June 2006 
 
At the time of referral to the PACT Team, 63% (85) of persons were living in shelters, 34% 
(45) on the streets and land, and 3% (4) in other types of living environments.  Table 6 
presents these data by gender.  
 
 
 
 
 



RLPTI Final Evaluation Report: 2007 

Page 16 

Table 6 
Living Environment at Time of Referral to RLPTI 

 
Living Environment Male Female Total 
Shelters 62 23 85 
Streets/Land 30 15 45 
Other 2 2 4 
TOTAL 94 40 134 

Source: RLPTI client database June 2006 
 

Appendix E illustrates the RLPTI client referral and admission process. After a person is 
referred to the PACT Team, the client is scheduled to meet with PACT Team staff to 
determine if they meet the program eligibility requirements (i.e., chronically homeless with 
a severe mental disability). The RLPTI psychiatrist conducts a clinical assessment to 
establish a formal mental health diagnosis. Once program eligibility is established, the 
person is officially admitted to the PACT Team and begins receiving supportive services, 
including meeting with a benefit specialist to obtain Medicaid, Medicare, and other 
benefits. Table 7 presents the number of persons by three-month intervals that were 
referred to the PACT Team since the program began in March 2004. 
 

Table 7 
Numbers of Persons Referred to RLPTI by Date 

 
Month Male Female Total 
Prior to January 2004 1 0 1 
January –March 2004 12 4 16 
April – June 2004 20 8 28 
July – September 2004 25 9 34 
October – December 2004 8 1 9 
January – March 2005 2 2 4 
April – June 2005 5 7 12 
July – September 2005 3 3 6 
October –December 2005 10 3 13 
January – March 2006 8 3 11 
April – June 2006 0 0 0 

TOTAL 94 40 134 
Source: RLPTI client database June 2006 

 
Table 8 presents the average, median, and range of days for both men and women from the 
time a person was referred to RLPTI to the time the client was formally admitted to the 
program. The average number of days was 41 for men and 31 days for women. However, 
the median for men indicate that half were admitted within 32 days of being referred to 
RLPTI, and half of women were admitted within 15 days. Some of the factors that delayed 
admission to the RLPTI program included client missed appointments, delays in 
establishing client disability, and lack of a client’s social security number.  
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Table 8 
Time of Client Referral to RLPTI Program Admission 

 
 Male Female 
Median days 32 15 
Mean days 41* 31 
Range in days 1-356 2-155 

Source: RLPTI client database June 2006 
* Does not include three outlaying numbers: 213, 239, and 356 days.  

 Mental Health, Medical, and Substance Abuse 
Treatment Services 

 
Priority 1, Strategy 1, Benchmarks: 
 2. Engage eligible client referrals with mental health, substance abuse, and initial         

primary and ancillary physical health care 
3. Provide services and facilitate linkages to program services for eligible veterans. 

Priority 1, Strategy 2, Benchmarks: 
 1. Provide on-going behavioral health monitoring and services 

2. Provide on-going medical and dental health monitoring and services 
3. Provide social and vocational supportive services 

Data regarding supportive services that were provided to individual RLPTI clients, 
including mental health, medical, and substance abuse treatment services were reported to 
Community Research Partners (CRP) by Southeast, Inc. (SE), Columbus Neighborhood 
Health Centers (CNHC), and the Veteran’s Administration (VA). 

Southeast, Inc.  

From March 2004 through June 2006, SE completed 132 formal mental health assessments 
of the 134 persons who were referred to the PACT Team. SE client PACT Team admission 
dates were used as a proxy for when individual client’s mental health assessments were 
completed. Table 9 presents these admission dates, and therefore the assessment dates. 

 
Table 9 

Dates Mental Health Assessments Were Completed 
 

Month Male Female Total 
January –March 2004 11 3 14 
April – June 2004 14 9 23 
July – September 2004 22 7 29 
October – December 2004 11 2 13 
January – March 2005 6 3 9 
April – June 2005 3 4 7 
July – September 2005 6 5 11 
October –December 2005 6 3 9 
January – March 2006 13 2 15 
April – June 2006 1 1 2 
TOTAL 93 39 132 

Source: RLPTI client database June 2006 
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CRP calculated that from June 2004 through June 2006, SE provided an average of 108 
services per RLPTI client to a total of 132 clients. This was an average of nine services per 
client per month for an average of 73 clients served per month during this time.  Table 10 
presents the types of supportive services and the average number of clients who received 
these services per month. The following are the types of services that SE provided to RLPTI 
clients: 

• Community Psychiatric Support Treatment. These services are delivered by 
community based, mobile individuals or multidisciplinary teams of professionals and 
trained others and include: client needs assessments, linkages to community services, 
assistance with development of daily living skills, crisis management, symptom 
monitoring, and advocacy and outreach.  

• Pharmacological Management. A psychiatric/mental health/medical intervention 
used to reduce, stabilize, or eliminate psychiatric symptoms with the goal of improving 
functioning, including management and reduction of symptoms. Services include: 
performance of psychiatric/mental health examination, prescription and administration 
of medications, medication monitoring, and behavioral health education to individuals 
and/or families. 

• Mobile Van. Mobile psychiatric outreach project charged with providing assertive case 
findings, engagement, psychiatric evaluation, stabilization and treatment, and limited 
medical care to homeless persons in their natural environments, which may include 
homeless shelters and on the streets. The staff are in a van that travels throughout 
Columbus.  

• Diagnostic Assessment. A clinical evaluation provided by an eligible individual, either 
at specified times or in response to treatment. A formal diagnostic assessment is 
required for each RLPTI for admission to RLPTI. 

• Acupuncture. A viable method for chemical dependency intervention for persons with 
co-occurring alcohol and other drug (AOD) and mental health problems. Treatment is 
provided by a licensed physician certified in acupuncture detoxification.  

• Group Therapy and Individual Outpatient Therapy. Interaction with an RLPTI client 
in which the focus is on treatment of the person’s mental illness or emotional 
disturbance.  

• Residential Treatment. Type/Level I facility that provides services to men who are 
dually diagnosed with mental illness and developmental disabilities or who have failed 
other residential options in the adult system or care due to severe behavioral issues.  

 
Table 10 

Southeast, Inc. Supportive Services Provided 
 

Service Average # of clients 
who received 

services/month 

Average # of 
services 

provided/month 
Community Psychiatric Support Treatment 
(CPST) by Case Managers 

63 311 

Pharmacological Management  45 103 
Mobile Van 8 47 
Drug and Alcohol Treatment 4 6 
Diagnostic Assessments* 2 2 
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Service Average # of clients 
who received 

services/month 

Average # of 
services 

provided/month 
Days in Residential Treatment 
(MH/Addiction) (Beginning 11/05) 

2 11 

Acupuncture 1 5 
Group Therapy 1 2 
Individual Outpatient Therapy 1 2 

Source: SE transactional data 
*The number of Diagnostic Assessments is underrepresented and should equal all 132 clients 
admitted to the PACT Team as presented in Table 9. 
 

Columbus Neighborhood Health Centers 
CRP calculated that from April 2005 through May 2006, CNHC provided an average of 43 
services per RLPTI client to a total of 132 clients. This was an average of four services per 
client per month for an average of 73 clients served per month during this time. Table 11 
presents the types of services and the average number of clients who received the services 
per month. The following is a list of the types of services that have been provided to RLPTI 
clients by CNHC.  
• General medical:  Check up, drawing blood, nutrition and exercise consultation, new 

patient profile, HIV antibody test, Hepatitis profile, pap smear, STD testing  
• Vision: Vision examination, eyeglass frames 
• Dental: Examination, tooth extraction, oral evaluation, film, prophylaxis, post operation 

visit 
• Communications on behalf of clients: communication with housing provider, contact 

with DJFS case worker or social security administration, birth certificate request, taxi, 
nursing consult with other provider, contact made with pharmacist, nurse authorization 
of meds  

• Client contact: Accompany client to DJFS or other appointments, social services contact 
visit, telephone communication, crisis intervention, providing bus passes  

• Referrals: Contact a service provider and schedule appointment for client 
• Other: Clothing assistance, food assistance, other social services assistance 
 

Table 11 
Columbus Neighborhood Health Centers Supportive Services Provided 

 
Service Average # of clients 

who received 
services/month 

Average # of 
services 

provided/month 
Client Contact 55 174 
Other 35 81 
Communications on Behalf of 
Clients 

26 56 

Referrals 23 83 
General Medical 4 10 
Dental 2 7 
Vision 1 2 
Source: CNHC transactional data 
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Serving Veterans  

One goal of RLPTI was to serve a total of 156 RLPTI clients by the end of the third year of 
operation (February 2007), with 47 of the 156 clients served being veterans. As of June 2006, 
RLPTI had achieved 85% of the goal to serve 156 clients and 62% of the goal to serve clients 
who are veterans. Table 12 presents these data.  

 
Table 12 

Extent of Goal to Serve Veterans Has Been Achieved 
 

 Goal for Years 
1 – 3 

(ending 2/07) 

As of June 
2006 

Percent of Goal 
Accomplished 

Total clients served by 
RLPTI 

156 132 85% 

Total Veterans served 47 29 62% 

Source: Southeast, Inc.   

Veterans Administration 

CRP calculated that from April 2005 through June 2006, the VA provided an average of 54 
services per VA RLPTI client to a total of 25 clients. This was an average of three client 
contacts per client per month to an average of 23 clients served per month during this time. 
Table 13 presents the types of supportive services and the average number of clients who 
received these services per month.  
 

Table 13 
Veterans Administration Supportive Services Provided 

 
Service Average # of clients 

who received 
services/month 

Average # of 
services 

provided/month 
Case Management 20 45 
Medical 11 33 
Mental Health 9 16 
Source: VA transactional data 

 

Ohio Scales Scores: Quality of Life, Symptom Distress, Functional Status 

The Adult Consumer Form A and Provider Form A of the Ohio Scales Measures are 
generally used for assessing adults with severe and persistent mental illness receiving 
Community Psychiatric Supportive Treatment (CPST) services. Clients rank themselves on 
67 items of the instrument. Southeast, Inc. staff administered the Adult Consumer Form A 
to RLPTI clients at three different times: 1) when they were admitted to RLPTI (intake); 2) 
six months later; and 3) 12 months after being admitted to RLPTI. Service providers 
completed the 12-item Provider Form A at the same intervals for individual clients.  

Eighty-four of the 119 current RLPTI clients as of June 2006 had been participants in the 
program for at least 12 months. SE had assessed 45 of the 84 clients at intake and 12 months 
after admission to RLPTI. Tables 14, 15, and 16 present the findings of these assessments for 
clients’ perceptions of their quality of life, mental health symptom distress, and providers’ 
perceptions of clients’ community functioning.  
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One goal of the RLPTI program is that 60% of the participants would show improvement in 
mental health over their first 12 months in the program as determined by their initial 
assessment and case plan. Since only 45 of 84 potential clients were assessed at intake and 
12 months using Consumer and Provider Forms A, data were not available to evaluate 
whether 60% of participants did or did not show improvement in mental health. However, 
those 45 clients that were assessed (54% of 84) did show improvement over 12 months with 
their perceptions of quality of life and community functioning.  

Quality of Life 

Thirty-nine items on the Adult Consumer Form A, which was completed by clients, helped 
assess their quality of life. According to this instrument, quality of life refers to the extent 
that clients are satisfied with areas of their life, feeling a sense of overall fulfillment, 
attaining personal and family goals, and having a sense of balance in their lives. Quality of 
Life scores range from 1 to 5 with 5 being the highest level of quality of life. Table 14 
presents the average (mean) client scores at intake and 12 months later. A t-test was used to 
determine statistical significance between scores.  Statistical significance means the 
differences are not due merely to chance. The findings indicate that the increase in clients’ 
perceptions (from an average score of 2.50 to 2.77) of their quality of life 12 months after 
being admitted to the RLPTI program is statistically significant at the p< .05 level.  
 

Table 14 
Clients’ Perceptions: Quality of Life 

 
 Intake (N=45) 12 months (N=45) 
Mean 2.50 2.77 
Std. Deviation .73 0.79 
Source: Southeast, Inc.  

Symptom Distress 

Fourteen items on the Adult Consumer Form A, completed by clients, were used to help 
assess the levels of mental health symptoms they are experiencing. Symptom distress refers 
to clients’ perceptions of their own mental health and includes the extent they are 
experiencing nervousness, fear, tension, depression, and physical symptoms that may be 
related to mental health. Scores for this measure range from 15 to 75 with 75 being the 
highest. Table 15 presents the average (mean) scores using Consumer Form A at intake and 
12 months later. A t-test was used to determine statistical significance between scores.  The 
findings indicate that clients perceived that their mental health symptoms were slightly 
worse after 12 months in the program. However, this increase (from an average score of 
37.24 to 40.67) is not statistically significant at the p< .05 level.  

 
Table 15 

Clients’ Perceptions: Symptom Distress 
 

 Intake (N=45) 12 months (N=45) 
Mean 37.24 40.67 
Std. Deviation 13.60 15.90 
Source: Southeast, Inc.  
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Functional Status 

Eleven items of the Provider Form A, completed by service providers, were used to help 
assess clients’ level of community functioning. Community functioning refers to the extent 
that providers: 1) perceive that clients identify, access, and use community resources;           
2) develop and manage interpersonal relationships; 3) manage their finances; 4) manage 
personal hygiene and appearance; 5) maintain stable housing; 6) avoid encounters with the 
law; and 7) use resources to maintain their independence. The scores range from 11 to 55 
with 55 being the highest. Table 16 presents the average (mean) scores for community 
functioning.  Table 16 presents the average (mean) scores using Consumer Form A. A t-test 
was used to determine statistical significance between scores.  The findings indicate that the 
increase in service providers’ perceptions (from an average score of 23.33 to 30.87) of the 
community functioning of RLPTI clients 12 months after being admitted to the program is 
statistically significant at the p< .005 level.  
 

Table 16 
Providers’ Perceptions: Client Community Functioning  

 
 Intake (N=45) 12 months (N=45) 
Mean 23.33 30.87 
Std. Deviation 5.94 7.17 
Source: Southeast, Inc. 

 

 Client Benefits 
 
Priority 1, Strategy 1, Benchmark:  
 4. Facilitate client enrollment for entitlements and benefits 
Priority 1, Strategy 2, Benchmark: 
 3. Provide social and vocational support services 

When the RLPTI model was developed, it was intended that every client who became 
engaged in the program would apply for medical and food benefits, unless already 
receiving benefits. The assumption was that a majority of the clients would be eligible for 
benefits, especially Supplemental Security Income (SSI), Social Security Disability Insurance 
(SSDI), and Medicaid. By design, the PACT Team did not require clients to be eligible for 
benefits prior to RLPTI admission. Eligibility prior to admission would require formal 
documentation of a mental health disability. It is especially difficult for homeless persons 
who are living on the streets or moving from shelter to shelter to have a document of 
disability or obtain such a diagnosis prior to moving into supportive housing.  
Appendix F presents an overview of the services provided by each benefit. During June 
2006, all but 10 of the 121 RLPTI clients in the RLPTI program were receiving some 
combination of benefits. Reasons for not receiving benefits included: client being 
incarcerated, benefits denied, no social security number or name match, unproven 
immigration status, and lack of disability documentation. The percent of all RLPTI clients 
receiving benefits in June 2006, compared to those receiving benefits 12 months prior, had 
increased between 3% and 8% in all areas except SSI benefits and VA pensions, which 
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remained the same. The following are the benefits that 111 of 121 RLPTI clients received 
during June 2006:  
• Food Stamps (FS) (96 clients) 
• Medicaid (79) 
• Supplemental  Security Income (SSI) (45) 
• Veterans Administration Medical (VA Med) (25) 
• Social Security Disability Insurance (SSDI) (34) 
• Medicare (20) 
• Medi-Medi (13 clients having both Medicaid and Medicare and counted in both)  
• Veterans Administration Pension (VA Pension) (7) 
• Disability Financial Assistance (DFA) (16) 
• Disability Medical Assistance (DMA) (1) 

 Application Process for Benefits 

It was difficult for CRP to determine from the available data the average length of time it 
took for all 134 persons referred to RLPTI to start receiving benefits. This was due, in part, 
to the benefits process that varied among clients. Eighty-five of the 134 had begun an initial 
application for social security benefits prior to referral to RLPTI. There are three levels in 
the SSI/SSDI application process. The first level is the initial application. In this case, the 
application is accepted and benefits begin if the client meets the disability criteria. If an 
application is denied, a client has 60 days to request a “Reconsideration.” The 
reconsideration process is the second level. In this case, ff the application is still denied, a 
client has 60 days to file for an Administrative Law Judge Hearing (ALJ Hearing). If an 
application is accepted at either the reconsideration or the ALJ Hearing levels, a client 
receives a letter of acceptance and the benefits back to the date that the application was 
originally filed.  

Another challenge of the RLPTI model in assessing the impact of RLPTI on benefits is that 
military veterans often do not want to apply for Medicaid benefits if they are receiving VA 
benefits. However, VA benefits do not cover SE case management costs and psychiatric 
costs for those who prefer SE rather than VA services.  

Based on data from a government website (www.ssa.gov under Disability), the average 
time it took in 2002 and 2006 to process an initial application was 93 to 106 days 
(approximately three months). The average number of days from initial application to a 
decision as a result of level II Reconsideration was 294 days (9.2 months). To receive food 
stamps, clients only needed to have documentation that they were not employable. 
Therefore, the process is much shorter.  

In order to measure the impact of the RLPTI program on the process of clients applying for 
and receiving SSI/SSDI benefits, several factors must be considered. These include the time 
that an application is officially filed with a benefits specialist, the levels of application, and 
the date that a client receives a notice of approval for benefits. As of June 2006: 

• At the time they were referred to the PACT Team, 49 of the 134 persons had not 
previously filed for benefits. 5 of the 49 clients filed for benefits prior to the official date 
they were admitted to the PACT Team (between referral and admission dates to the 
PACT Team). 
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• 44 of the 132 clients who had been admitted to the PACT Team had not previously filed 
for benefits. The average amount of time from initial filing date to decision was 81 days 
(approximately 2.7 months). This is an average of 12 to 23 days less than the amount of 
time (93 to 106 days) reported as the average by the federal government.  

 23 of the 44 clients received a benefits decision with their initial filing (were not 
denied benefits). The average amount of time for these 23 clients from initial filing 
date to decision was 75 days (2.5 months). This is an average of 18 to 29 days less 
than the amount of time (93 to 106 days) reported as the average by the federal 
government.  

 15 of the 44 clients were denied benefits with their initial filing, but later 
received a decision after a second level Reconsideration filing. Of these clients, 
the average time from PACT Team admission date to date of benefits decision was 131 
days (4.3 months). This is an average of 163 less than the amount of time (294 
days) reported as the average by the federal government.  

Overall, the time needed for a benefits decision for the 44 RLPTI clients who had not 
previously filed for benefits took fewer days when compared with federal data (average of 
12 to 29 for those were received a benefits decision with an initial filing and 163 less for 
those who had to file a Reconsideration). However, to most effectively evaluate the impact 
of RLPTI on the time it takes for clients to receive benefits, data from a comparison group of 
persons with similar characteristics as RLPTI clients is needed. Such data were not available 
to the time of this report.  

Money Management 

As of June 2006, 26% (23) of the RLPTI residents had a payee.  A payee is an individual or 
agency who arranges to pay for a client’s rent and other expenses by drawing from the 
client’s monthly benefits amounts.  No additional data were available regarding clients’ on-
going money management and monitoring of savings. 

 Housing 

Priority 1, Strategy 2, Benchmark: 
 4. Provide housing  support and related services 
Priority 2, Strategy 2, Benchmarks: 
 1. Development of  108 units of housing 
 3. Development of agreement and procedures for using 28 housing units from 

CMHA.  
Priority 2, Strategy 1, Benchmark: 
 4. Housing services are provided with fidelity to the Housing First Model 

Obtaining Housing 

As of June 2006, the RLPTI program had provided housing to 121 of the 132 clients who 
had been admitted to the program. Most had been previously living in emergency shelters 
or on the streets (Table 6). Table 17 presents the number of clients who were housed at each 
site since March 2004.  
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Table 17 

Clients Housed by Site:  March 2004 -June 2006 
 

Housing Site/Apartment Complex Number 
Housed  

As of 6/06 

Number 
Moved Out 
As of 6/06 

Total Housed 
(from March 
2004 to June 

2006) 
CHN Sites    

• Bryden House 16 8 24 
• Chatterton 15 8 23 
• Greene Country 14 7 21 
• Ponderosa Village 16 3 19 
• White Birch Crescent 16 7 23 

CMHA Sites 11 0 11 
TOTAL 88 33 121 
Source: RLPTI client database June 2006 
 
RLPTI had several goals for housing clients by the end of the third year of operation 
(February 2007). As of June 2006, RLPTI had operated for 78% (28 months) of the three 
years (36 months). Table 18 lists these goals and the percent of each goal that had been 
achieved as of June 2006.  
 

Table 18 
Extent Housing Goals Have Been Achieved 

 
Clients Served/Housed Goal 

(Years 1-3,  
Ending 2/07) 

Actual 
Housed 

(as of 6/06) 

Percent of 
Goal 

Accomplished 
New clients entering housing 128 121 95% 
Client leaving housing 48* 33 NA** 
Clients leaving housing but still connected 
to PACT Team 

36* 21 NA** 

Total clients housed 156 121 78% 
Total clients served (PACT Team services) 156 132 85% 

* These were not official goals 
** Not applicable because these were not official goals 

Maintaining Stable Housing 

Of the 121 clients who had received RLPTI housing as of June 2006, including those who 
have moved out of housing, 97 had remained in stable RLPTI supportive housing for at 
least six months; 71 of the 97 for at least 12 months, 52 of the 71 for at least 18 months, and 
20 of the 52 for at least 24 months. Twenty-four had been housed for 6 months or less. 
Figure 1 shows the number of clients who had been housed as of June 2006 and the length 
of time they had remained in RLPTI permanent supportive housing.  
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Figure 1 
Length of Sustained RLPTI Housing  

for all 121 Clients Housed as of June 2006 

26

19

19

32

32

32

20

20

20

20
0

20

40

60

80

100

120

At least 6
months =

97

At least 12
months =

71

At least 18
months =

52

At least 24
months =

20

Length of Time in RLPTI Housing

N
um

be
r o

f R
LP

TI
 C

lie
nt

s

24 months
18 months
12 months
6 months

 
Source: CHN Dashboard report data 

One goal of RLPTI was that 80% of the participants would remain in the supportive 
housing arrangements for at least 12 months. As of June 2006, 84 of the 132 PACT Team 
clients had been a participant in RLPTI for at least 12 months. These 84 include both those 
who had been housed and those who had not. Of these 84, 85% (71) had remained in 
supportive housing for more than 12 months.  
 
Of the 121 total RLPTI clients who had been housed as of June 2006, 33 had moved out. The 
largest number of clients (13) of all clients who have moved out of RLPTI housing (33) did 
so after being housed for 12 to 18 months, followed by those who had been housed for 6 to 
12 months. .  
The clients who had moved out had been housed for: 

• More than 24 months (2 clients = 10% attrition rate)) 
• 18 to 24 months (4 clients = 9% attrition rate) 
• 12 to 18 months (13 clients = 26% attrition rate) 
• 6 to 12 months (8 clients = 12% attrition rate) 
• Less than 6 months (6 clients = 7% attrition rate) 

The 33 clients moved out for the following reasons:  
• Eviction (6 total) 

 Abandonment (1) 
 Non-payment (2) 
 Criminal activity, Property destruction, Violence (2) 
 Safety and security risk, Property destruction, Apartment upkeep (1) 

• Non-payment –non eviction (5) 
• Criminal Activity – non-eviction (5) 
• Death (4) 
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• Voluntarily (3) 
• Abandonment –non eviction (3)  
• Needs could not be met (3) 
• Disagreement with rules/persons (1) 
• Non-compliance (1) 
• Other (2) 

Thirty-three percent of those who moved out of RLPTI housing returned back to the cycle 
of chronic homelessness (9 returned to shelters and 2 returned to the streets). The 
destinations of those who moved out of RLPTI housing (excluding the four who were 
deceased) were: 

• Shelters (9) 
• Jail/prison (5)  
• Apartment/house – non-subsidized (4) 
• Family/friends (3) 
• In-patient Alcohol and Drug Treatment (2) 
• Streets/Land (2) 
• Other supportive housing (2) 
• Unknown (2) 

CHN maintains records of incidents that could result in eviction from RLPTI housing. 
While only six residents were formally evicted as of June 2006, the average percent of 
residents per month who were at risk of eviction for various reasons was 19%, ranging from 
12% to 35% per month over time. None of the six RLPTI residents who had been evicted 
had a payee. However, non-payment of rent was the reason for eviction for only two of the 
six. There were another five clients who left for non-payment but who were not formally 
evicted. Table 19 presents a list and frequency of reasons why clients were at risk of 
eviction.  
 

Table 19 
Reasons for Risk of Eviction 

 
Reason for Risk of Eviction Total Number of 

Residents* 
Unpaid rent 25 
Unauthorized guests 9 
Drug use/activity 8 
Safety and security risk 7 
Disturbing neighbors 5 
Property abandonment 4 
Housekeeping 2 
Aggressive panhandling 1 
Criminal activity 1 
Destruction of property 1 
Fighting with staff 1 
Failure to report income 1 
Violent behavior 1 
Failure to follow parole stipulations 1 

Source: RLPTI client database June 2006 
*A resident may be at risk for multiple reasons and therefore may be included and 
counted for more than one reason.  
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Infractions of the Law 

Sixty-nine of the 71 RLPTI clients ( 97%) who had been housed for at least 12 months as of 
June 2006 had arrest records prior to RLPTI housing. Data regarding RLPTI clients’ 
infractions of the law through August 2006 were collected by CHN from the Franklin 
County Clerk of Courts public access database. These offenses ranged from traffic offenses 
to theft or assault. Only those cases in which an individual was found guilty were included. 
These data were analyzed for RLPTI clients who had been housed for at least 12 months (71 
clients had been housed for at least 12 months). A time period prior to a client entering 
RLPTI housing that was equal to the amount of time a client had been in RLPTI housing 
was used to analyze prior offenses. For example, if a client had received RLPTI housing for 
18 months as of August 2006, the number of incidents for this client included only those 
committed during the 18 months prior to moving into RLPTI housing. Offenses that 
occurred while in RLPTI housing were calculated from the time a client moved in, through 
August 2006 or the date that a client moved out of RLPTI housing.  

These data indicate that the number of infractions by RLPTI clients decreased overall by 
approximately 69% (66% for males and 80% for females) after clients were placed in RLPTI 
permanent supportive housing. These data are presented in Table 20.  
 

Table 20 
Incidents of Arrest with Guilty Charges 

 
 
 

Age 

 
 

# of 
Clients 

Before RLPTI 
Housing 

During RLPTI 
Housing 

 
 

% Change 
+/- 

Number 
of 

Incidents 

Average 
Number 

per Client 

Number 
of 

Incidents 

Average 
Number 

per 
Client 

Male 
18-30 3 9 3 1 .3 -89% 
31-50 32 44 1.4 13 .4 -70% 
51-70 20 20 1 11 .6 -45% 
Total 55 73 1.3 25 .5 -66% 

Female 
18-30 3 5 1.7 0 0 -100% 
31-50 6 8 1.3 4 .7 -50% 
51-70 5 7 1.4 0 0 -100% 
Total 14 20 1.4 4 .3 -80% 

Male and Female 
Total 69 93 1.4 29 .3 -69% 

Source: Franklin County Clerk of Courts and Community Housing Network 
 

 Client Perceptions: Housing and Supportive Services 
Student interns working with Southeast, Inc. conducted 20, 45-minute face-to-face 
interviews with RLPTI clients. This represents 23% of the 88 RLPTI clients in supportive 
housing as of June 2006. The 20 clients were not selected randomly, rather from those who 
had visited the SE office for a scheduled appointment or to obtain a check from their 
benefits. 

The date that clients moved into RLPTI housing was used as a proxy for when clients were 
admitted to RLPTI. This helped clients to more easily delineate their experiences prior to 
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and since enrolling in RLPTI.  The interview protocol included both structured and semi-
structured questions. The following are the characteristics of the 20 interviewees:  
• Gender 

o 12 males 
o 8 females 

• Residence 
o 14 CHN sites master-leased units 
o 6 CMHA units 

• Length of resident in RLPTI supportive housing 
o 2 at least two years 
o 3 at least one year 
o 6 at least six months  
o 9 less than 6 months 

The interview data indicate that the 20 RLPTI clients who were interviewed perceive that 
they more often received help with applying for and receiving benefits, saw a doctor, and 
received mental health services once they were housed. More than three of every four 
clients interviewed indicated that they use alcohol and drugs less frequently and have been 
arrested fewer times since moving into RLPTI housing. Approximately two of every three 
clients interviewed indicated that they are currently living in a safer environment than their 
previous living environment, because they “have their own place,” “can lock the doors,” 
and now have “a roof over my head.” These data are presented in Table 21.  
 

Table 21 
Client Perceptions of Life Experiences  

After Obtaining RLPTI Supportive Housing 
 

Supportive Services Prior to housing Since Housing 
Received/receives help with 
benefits 

Never (40%) 
A few times (60%) 

More often (90%) 
Same as before (10%) 

Has been seen/sees a doctor Never (65%) 
A few to many times 

(35%) 

More often (90%) 
Same as before (10%) 

Received/receives mental health 
services 

Never (35%) 
A few to many times 

(65%) 

More often (80%) 
Same as before (20%) 

Felt/feels safe in their environment Never (45%) 
Sometimes (20%) 

Often (35%) 

Safer (65%) 
Same as before (25%) 

Less safe (10%) 
Behaviors   

Alcohol and Drug use Many times (35%) 
A few times (50%) 

Never (15%) 

Less often (80%) 
Same as before (20%) 

Arrested Many times (40%) 
A few times (50%) 

Never (10%) 

Less often (85%) 
Same as before (15%) 

Source: 20 RLPTI client interviews 

 
Prior to living in RLPTI supportive housing, 65% of the interviewees reported they were 
living in shelters, 10% on the streets, 10% temporarily with friends, and 15% in other types 
of living environments. Most of these clients described their previous living environment as 
“discouraging,” “overcrowded,” “lonely,” and a place where they felt “depressed.” While 
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some clients, especially those of one of the five master-leased sites, indicated that they 
dislike some aspects of their current housing, such as excessive noise, the curfew, and 
cleanliness, most felt positive about their current living environment. Interviewees’ 
comments included: 

“…I feel secure.” 
“I have a place to stay, am less stressed, and know that I will have a place to stay today, 
tomorrow, and the next month.” 
“I have a place to call my own. I like the people in the building, because I can relate to [the] 
people I live around.”  

Six of the 20 RLPTI clients that were interviewed specifically commented that they like the 
PACT Team and the services they have received from Southeast, Inc.  

“I like the guidance of the BAT Team and having services there when I need them.”  

“Southeast has been a lot of help [and] always made sure I ate.” 

“Very happy with the whole program and very thankful.” 

 Partner Perceptions of Integrated Service Delivery: 
Client Level 

Interviews with individual members of the RLPTI Management Group members found 
consensus that there has been a high level of integrated service delivery at the client level.  
One interviewee commented that “from outside [RLPTI] you can’t tell that people are from 
different agencies” providing services. Another described the PACT Team as a “one-stop-
shop” where all staff are involved in ensuring that services are provided. One member said 
that when the PACT Team meets they discuss all clients, not just SE or just VA clients.  

 Summary of Key Points 
Priority 1: Service Delivery (Client Level). Provide services and housing to persons who are 
chronically homeless and suffer from severe mental disabilities. 

As of June 2006, most program benchmarks were reached for Priority 1. Service Delivery 
(client level) of RLPTI.  

Client Demographics 

• 68% (91) of the persons who were referred to RLPTI were Black. Of these, 66% (60) were 
Black males and 34% (31) were Black females.  

Client Admission to RLPTI 
• As of June 2006, 134 persons had been referred to RLPTI. The Veteran’s Administration 

had referred the most (23), followed by the Southeast, Inc. Project Liaison (20), 
Rebecca’s Place women’s shelter (16), self (16), and Friends of the Homeless men’s 
shelter (12). 

• At time of referral to RLPTI, 63% (85) were living in shelters, 34% (45) on the streets 
and land, and 3% (4) in other types of environments.  

• 132 chronically homeless persons with severe mental disabilities were admitted to 
RLPTI and received supportive services. 

• 13 clients have left the RLPTI program. 
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Serving Veterans  

One goal of RLPTI was to serve a total of 156 RLPTI clients by the end of the third year of 
operation (February 2007), with 47 of the 156 clients served being veterans. As of June 2006, 
RLPTI had achieved 85% of the goal to serve 156 clients and 62% of the goal to serve clients 
who are veterans. Table 12 presents these data.  

Mental and Physical Health Supportive Services 
• From June 2004 through June 2006, Southeast, Inc., provided an average of 108 services 

per client to a total of 132 RLPTI clients. This was an average of nine services per client 
per month to an average of 73 clients per month during this time. The services that were 
provided to the greatest average number of clients included: 

o Community Psychiatric Support Treatment (CPST by Case Managers) (average 
of 63 clients/month) 

o Pharmacological Management (average 45 clients/month) 
o Mobile Van (average 8 clients/month) 
o Drug and Alcohol Treatment (average 4 clients/month) 

• From April 2005 through May 2006, CNHC provided an average of 43 services per 
client to a total of 132 RLPTI clients. This was  an average of 4 services per client per 
month to an average of 64 clients per month during this time. The services that were 
provided to the greatest average number of clients included: 

o Client contact (average 55 clients/month) 
o Communications on behalf of clients (average 35/month) 
o Referrals (average 23 clients/month) 

• From April 2005 through May 2006, the VA provided an average of 54 services per VA 
RLPTI client to a total of 25 clients. This was an average of 3 services per client per 
month to 23 clients per month during this time. 

Client Benefits 
• As of June 2006, the number of RLPTI clients receiving certain types of benefits had 

increased by a range of 3% to 8% since June 2005 in all areas except SSI benefits and VA 
pensions, which remained the same. The types of benefits that RLPTI clients received 
during June 2006 included: 

o Food Stamps (FS) (96 clients); 
o Medicaid (79); 
o Supplemental  Security Income (SSI) (45); 
o Veterans Administration Medical (VA Med) (25); 
o Social Security Disability Insurance (SSDI) (34); 
o Medicare (20) 
o Medi-Medi (13 duplicated clients)  
o Veterans Administration Pension (VA Pension) (7); 
o Disability Financial Assistance (DFA) (16); and  
o Disability Medical Assistance (DMA) (1). 

• Overall, the time needed for a benefits decision for the 44 clients who had not 
previously filed for benefits prior to being admitted to the PACT Team took fewer days 
when compared with federal data (average of 12 to 29 fewer days for those who 
received a benefits decision with an initial filing and 163 fewer days for those who had 
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to file a Reconsideration). Data were not available at the time of this report to conduct a 
matched comparison analysis. 

Housing 
• As of June 2006, 121 of the 132 persons admitted to RLPTI received supportive housing.  

33 of the 121 have moved out of RLPTI. 
• 97 RLPTI clients had sustained housing for at least 6 months. Of these 66, 21 had 

sustained housing for at least 24 months.  
• Unpaid rent, unauthorized guests, drug use, and posing a safety and security risk were 

the primary reasons why some RLPTI clients found themselves at risk of eviction from 
their housing.  

• The largest number (13) of all clients who have moved out of RLPTI housing (33) had 
done so after being housed for 12 to 18 months, followed by those who had been 
housed for 6 to 12 months.  

• RLPTI clients had an overall 69% reduction in the number of arrests with guilty charges 
since being admitted to RLPTI housing: male clients had an overall 66% reduction of 
incidents of arrests, female clients had an overall 80% reduction. 

Client Perceptions: Housing and Supportive Services 
• The increase in clients’ perceptions of their quality of life after 12 months in the RLPTI 

program, using the Ohio Scales Scores of Consumer Form A, was statistically 
significant. 

• The slight increase in clients’ perceptions of their mental health symptoms after 12 
months in the RLPTI program, using the Ohio Scales Scores of Consumer Form A, was 
not statistically significant. 

• Based on interviews with 20 RLPTI clients, since obtaining RLPTI supportive housing, 
clients reported that they: 

o Received help more often with applying for and receiving benefits (90%); 
o Had seen doctor more often (90%) 
o Were arrested less often (85%) 
o Received mental health services more often (80%) 
o Used alcohol and drug less often (80%)  
o Felt safer in their living environment (65%) 

Service Provider Perceptions 
• The increase in service providers’ perceptions of clients’ community functioning, using 

the Ohio Scales Scores of Provider Form A, was statistically significant. 

Integrated System of Service Delivery: Client Level 
• There was a consensus among RLPTI Management Group members that the level of 

integrated service delivery at the client level for the RLPTI program was high. 
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3. Integrated Service Delivery (Service 
Level)  
 
Priority 2: Develop, organize, and maintain an integrated multidisciplinary team of 
professionals to provide support services and housing. 
The findings for the integrated service delivery at the service level for RLPTI are presented 
by Benchmarks that were grouped by the Priority and Strategies of the RLPTI program 
plan. The Strategies include: 
• Strategy 1: Develop, organize, and maintain a competent team and process to provide 

services 
• Strategy 2: Develop, organize, and maintain an integrated multidisciplinary team of 

professionals to provide housing and housing services 
• Strategy 3: Develop policies and procedures to provide a framework and structure for 

services and project operations 
• Strategy 4: Track, measure, and evaluate participant outcomes and PACT Team issues 

for process evaluation and quality improvement 

 Staffing and Workspace Needs 
 
Priority 2, Strategy 1, Benchmarks: 
 1. All staff hired 

2. Workspace identified and outfitted 

Each partner agency had staff who worked in some capacity for the RLPTI program. Some 
of these were administrators who were employed by the partner agency prior to the RLPTI 
program. Approximately 5-10% of their time was dedicated to RLPTI. In addition, there 
were  staff positions newly hired by partner agencies specifically for RLPTI, including most 
of the PACT Team. The following were the hired RLPTI staff and the agencies that hired 
them: 
• 6 Resident Managers (part-time positions) (CHN)  
• 1 Housing Coordinator (CHN),  
• 1 RLPTI Project Coordinator (CSB) 
• 1 Psychiatrist (.5 FTE) (SE)  
• 1 PACT Team Leader (SE) 
• 4 Social Work Case Manager; one of these for supportive employment (SE)  
• 1 Supportive Employment Specialist (SE) 
• 1 Community Living Specialist (Peer Specialist) (SE) 
• 1 Case Manager (VA) 
• 1 Research Associate (VA) 
• 2 Benefits Case Managers (2 CNHC) 
• 1 Primary Health Care Nurse (CNHC) 
• 1 Benefits Coordinator (FCDJFS) 

As would be expected, partner agencies experienced some RLPTI staff turnover over the 
course of the program. However, staff turnover was not perceived by partner agencies as 
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having a negative impact on service delivery. As of June 2006, all staff positions had been 
filled with the exception of one Resident Manager. The following staff positions 
experienced turnover: 
• 5 Resident Managers (CHN) 
• 1 Housing Coordinator (CHN) 
• 3 Case Managers (SE, VA)  
• 1 Benefits Specialist (CNHC) 
• 1 Research Associate (VA) 
• 2 Benefits Coordinators (FCDJFS) 

None of the partner agencies, except SE where the PACT Team was housed, indicated that 
they had to secure additional workspace to implement the RLPTI program. Partner 
agencies said that additional staff hired specifically for RLPTI were placed in workspace 
that already existed in their buildings. 

 PACT Team 
 

Priority 2, Strategy 1: Benchmark: 
 3. Services provided with fidelity to design model 

CRP staff observed five PACT Team meetings during May and June 2006. These meetings 
were held in an office at Southeast, Inc. Meeting attendance ranged from 10 to 14 members 
of the PACT Team. A list of RLPTI clients was read during each meeting. PACT Team 
members provided client updates as needed for approximately half the clients each 
meeting. Updates included the progress of current services, additional services needed, and 
resolutions to issues previously raised.  Client issues most often identified were: 
• Missed doctor appointments 
• Money management issues 
• Obtaining housing or being at-risk of eviction from housing 
• Obtaining benefits 
• Legal issues 

Usually when an issue regarding a client was raised, team members who had specific 
service-provider roles indicated they would take responsibility for followup. During one 
meeting, the RLPTI PACT Team psychiatrist offered explanations of client behaviors, based 
on their diagnoses, which appeared to be helpful to the PACT Team members.  

Although the PACT Team met regularly, no administrative or program implementation 
notes were recorded and tracked. Therefore, it was not possible for CRP to identify the 
length of time from when a client issue was identified to when it was resolved or identified 
as a barrier.  

CRP also conducted a 45 minute focus group with the PACT Team. One PACT Team 
member indicated that the process of working together to identify client needs and provide 
services had improved since the beginning of the program and is more “fluid.” This has 
been due, in part, to RLPTI having established a clear process over time for admitting 
persons to the PACT Team, identifying their needs, and coordinating service delivery. 
Interviewees felt that the ratio of PACT Team members to RLPTI clients being served is 
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lower than with other case management teams, and this has resulted in more individual 
attention to RLPTI clients.  

Members of the team indicated a desire for more structure and clarity regarding individual 
team member roles and expectations, such as who is responsible in client crisis situations. 
Some of the members explained that when the RLPTI program was first implemented, there 
was an expectation that all PACT Team members would function as case managers, carry 
pagers, and be available during non-business hours. However, the perception among PACT 
Team members was that this has not happened due to restrictions, limitations, and policies 
of individual partner agencies. PACT Team members voiced a desire for better 
communication and cooperation between partner agencies so that providing services to 
clients is less “territorial.”  

Client needs were sometimes communicated to the PACT Team from Resident Managers 
through the PACT Team’s evening staff. Some members of the PACT Team wanted the 
Resident Managers to be more available during morning and afternoon hours so that they 
could collaborate regarding client issues and needs. However, most Resident Managers are 
employed and work during the day hours. One PACT Team member voiced a concern that 
Resident Managers did not have sufficient training, specifically regarding crisis 
intervention and issues of client confidentiality. 

 IDDT Model 
A baseline assessment fidelity review of the IDDT model used for the RLPTI PACT Team 
was conducted by an external agency (SAMI CCOE at Case Western University) in 
February 2006. At the time of the assessment, the PACT Team had been operating for just 
over two years. Approximately four to five years of operation are needed for an IDDT 
Team to meet 100% fidelity. The findings of a baseline assessment indicated that the PACT 
Team was operating at 51% fidelity to the model. The review report included several 
recommendations The PACT Team created a Fidelity Action Plan with strategies and goals 
for IDDT fidelity scores for the next review. Appendix G presents the recommendations 
included in the review and the PACT Team’s plan to address the recommendations. 

 Housing Staff 
 
Priority 2, Strategy 2, Benchmark: 
 2. Clients have opportunities to provide input into program operations. 

All RLPTI housing staff are employees of CHN and include a Housing Coordinator and 
Resident Managers. The Housing Coordinator is a member of the PACT Team and works 
with clients to sign lease agreements and ensure that housing needs are met. There is one 
Resident Manager per apartment complex who lives on site and is available to clients at 
least 28 hours per week, primarily during the evening hours. In addition, a Mobile Resident 
Manager serves residents at CMHA sites. Each site has a Property Manager (not employed 
by an RLPTI partner agency) who administers an entire apartment complex, prepares 
apartments for RLPTI clients, and addresses apartment maintenance issues.   

As of June 2006, there had been high turnover among Resident Manager staff, with only 
one of the six remaining since data were collected by CRP for the 2005 interim evaluation 
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report. For the 2006 report, CRP conducted a focus group with three of six Resident 
Managers. They were asked to provide perceptions of their job responsibilities; meetings 
with residents; identification and resolution of resident issues, and communication with the 
Housing Coordinator and Property Managers.   

Resident Managers perceived their primary roles as building rapport with RLPTI clients, 
being a source of information, contacting RLPTI case managers regarding client issues, 
taking residents shopping, and being mentors to the RLPTI clients. When asked how 
Resident Managers identify resident issues and concerns, one focus group participant said 
that she looks for changes in client behavior. Having formal meetings on a regular basis 
with clients was a continuing challenge, since some of their mental health issues, such as 
social anxiety or paranoia, made it difficult to conduct such meetings,. The most common 
issue that clients identified to Resident Managers was not having enough money.  

Resident Managers often felt that they were left out of the loop of information regarding the 
RLPTI clients who live in their housing facility. This was also expressed when CRP 
collected data for the 2005 interim report. For example, they felt that knowing when a 
client’s medications are changed could help them be more effective and better understand 
client behaviors. Similar to a concern voiced by some PACT Team members, Resident 
Managers felt that they did not have the skills and training to deal with mental health 
crises. 

One Resident Manager said that he met daily with the Property Manager of the housing 
facility to help establish rapport. Some of the Resident Managers had residents directly 
communicate maintenance issues to the Property Manager. Other Resident Managers 
functioned as the liaison between clients and Property Managers regarding maintenance 
issues. Resident Managers sometimes felt that when issues arose among residents in the 
housing facility, Property Managers automatically assumed that RLPTI clients were the 
cause. 

 RLPTI Policies and Procedures 
 
Priority 2, Strategy 3, Benchmark: 
 1. Written policies and procedures have been developed and are reviewed annually. 

The RLPTI policies and procedures were created and adopted by the Management Group 
over a period of 14 months (February 2004 through April 2005).  
• Administrative policies and procedures for RLPTI were adopted in February 2004. 

These include partner agency roles and responsibilities, communications, data 
collection and evaluation, and team member conduct and professional behavior.  

• Both program and housing services policies and procedures were adopted in July 2004. 
Program policies and procedures include client admission criteria, service intensity and 
capacity, community support services, benefits, physical healthcare and vocational 
services, and client rights. Housing policies and procedures include housing services 
and resident requirements.  

• Payee requirements, policies, and procedures for PACT team participants were adopted 
in January 2005.  

• CMHA housing sites policy and procedures were adopted on February 24, 2005. 
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Housing transfer policies and procedures were added to the housing policies and 
procedures in April 2005. All policies and procedures were reviewed and revisions were 
adopted by the Management Group in June 2005.  

 Partnership Business Agreements 
 
Priority 2, Strategy 3, Benchmark: 
 2. Agreements completed for interagency cooperation 

SE had signed business agreements with all partner agencies as well as CRP and CRP’s 
consultant (JABR Software, Inc.) who designed and implemented the client services 
database. The business agreements stated the roles and responsibilities of partner agencies 
for RLPTI and specifically for the PACT Team. The business agreements also ensure that 
partner agencies comply with Health Insurance Portability and Accountability Act 
(HIPAA) requirements. In addition, CHN had a funding agreement with CSB for a part-
time Mobile Resident Manager and matching funds for a Housing and Urban Development 
(HUD) grant. For the October 2005 RLPTI interim evaluation report, three of the partner 
agencies stated that there was more work than originally anticipated in getting business 
agreements signed.  

 RLPTI Data 
 
Priority 2, Strategy 3, Benchmark 
 3. Agencies create, maintain, and use client records as necessary for appropriate 

service delivery and compliance with professional standards.  
Priority 3, Strategy 1, Benchmark: 
 1. Information systems exist that meet the reporting and performance needs of the 

project 

CRP contracted with JABR Software, Inc. to design and implement an RLPTI client 
database. In April 2005, the database was complete and partner agencies began entering 
individual client data. In June 2006, CRP added client transactional data to the RLPTI 
monthly Dashboard report. CRP provided a monthly consolidated “Dashboard Report” of 
these data to the RLPTI Management Group. Appendix H presents these data through June 
2006.  

While most data had been submitted by partner agencies according to the established 
timelines, some partner agencies struggled with providing required and accurate data. 
Based on observations made by CRP staff during Management Group meetings, partner 
agencies used the data presented in the Dashboard Report to identify some program 
implementation issues and engage in discussions to address these issues. 

Other sources of data regarding RLPTI performance have been used for program 
improvement. Recommendations from the Year 1 RLPTI Interim Evaluation Report and 
findings of the Technical Assistance Collaborative, Inc. (TAC) report (May 2005) were used 
for writing a Medicaid Advisory Group Report (September 2005), and this report helped 
inform the RLPTI financial sustainability plan.  
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 Integrated Service Delivery: Program Level 
RLPTI partner agency representatives described the integration of service delivery at the 
program level as “medium” to “high.” While the perception was that the RLPTI partner 
agencies are “on the same team and working together” to provide seamless services to 
clients, the limitations and restrictions of what some agencies can and cannot provide 
prevents the RLPTI program from becoming a fully integrated system of delivery at the 
program level. PACT Team members also shared this perception. One interviewee 
described RLPTI as an “expanded collaboration.”  

 Summary of Key Points 
Priority 2: Develop, organize, and maintain an integrated multidisciplinary team of 
professionals to provide support services and housing. 

Staffing and Workspace Needs 
• As of June 2006, all RLPTI program staff positions were filled except for one Resident 

Manager as a result of staff turnover.  
• While RLPTI experienced staff turnover, no partner agency indicated that this had a 

negative impact on providing services to clients. 
• None of the partner agencies, except SE where the PACT Team was housed, had to 

secure additional workspace to implement the RLPTI program.  

PACT Team 
• The PACT Team met every weekday to discuss RLPTI client needs and coordinate 

services. 
• No administrative or program implementation notes were reported and tracked. 

Therefore, it was not possible for CRP to identify the length of time from when a client 
issue was identified by the PACT Team to when it was resolved or identified as a 
barrier.  

• PACT Team members perceived that the lower than usual ratio of PACT Team 
members to clients resulted in more individual attention to clients.  

• PACT Team members desire more structure and clarity regarding individual team 
member roles and expectations.  

IDDT Model 
• The findings of a baseline assessment that was conducted in February 2006 indicated 

that the PACT Team is operating at 51% Fidelity.  
• Approximately 4 to 5 years of program operation are needed for an IDDT Team to meet 

100% Fidelity. As of June 2006, the RLPTI program had been in operation for 
approximately 2.5 years.  

Housing Staff 
• There had been high turnover with Resident Manager Staff.  
• Resident Managers wanted to have more information about individual clients who 

reside in the facilities where they work, such as mental health issues and medications. 
They believed this information could help them to better understand and serve clients.  

• Resident Managers, as well as some PACT Team members, felt that housing staff are 
not trained to provide crisis intervention for RLPTI clients.  
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Program Policies and Procedures 
• The RLPTI program policies and procedures were created and adopted by the 

Management Group over a period of 14 months (February 2004 through April 2005) 
• All policies and procedures were reviewed and revisions were adopted by the 

Management Group in June 2005.  

Partnership Business Agreements 
• SE had signed business agreements with all partner agencies as well as CRP.  
• CHN had a funding agreement with CSB for a part-time Mobile Resident Manager.  

RLPTI Data 
• Refining the process of collecting and analyzing accurate client level data from RLPTI 

partner agencies has been a lengthy process. This had improved once the client 
admission process to RLPTI and the needed points of data were established and used 
consistently across all partner agencies. 

• Although lengthy, the monthly Dashboard appears to provide Management Group with 
helpful information regarding client services.  

Integrated System of Service Delivery: Program Level 

• Partner agencies described the integration of service delivery at the program level as 
medium to high. Individual agency limitations, restrictions, and guidelines are 
perceived as barriers to achieving a higher level of integration of system of service 
delivery.  
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4. Establishing an Integrated and 
Sustainable System  
Priority 3: Integrated, replicable, and sustainable service delivery system (system level) 
The findings for establishing an integrated and sustainable system of service delivery for 
chronically homeless persons with severe mental disabilities are presented by Strategies 
and Benchmarks, of the RLPTI program plan. The Benchmark for Priority 3 of the RLPTI 
implementation plan by Strategy includes: 
• Strategy 1: Develop, organize, and maintain management and administrative 

collaboration 
• Strategy 2: Document and disseminate information on system improvements that can 

be adopted beyond the initiative.  
• Strategy 3: Identify issues unable to be resolved as system barriers to be addressed 
• Strategy 4: Seek multiple methods for sustaining resources for the initiative 

CSB staff described the Chronic Homeless Initiative (CHI) as built on a federal supposition 
that there were no active integrated local service systems to provide supportive housing to 
the homeless in communities throughout the United States. The purpose of the initiative was 
to provide grants to help develop such systems. Two areas where CSB wanted to see 
improvement to the existing system in Franklin County was client benefits and a “robust” 
collaboration of local partner agencies, six in the case of RLPTI, to provide supportive 
housing. RLPTI was also designed to challenge a system of agencies to provide medical and 
behavior health together.  

 Program Management and Implementation Issues 
 
Priority 2, Strategy 1, Benchmark: 
 5. Issues with team functioning are identified and addressed.  
Priority 3, Strategy 1, Benchmark: 
 2. Administrative Team, Management Group, and Advisory Group are formed and 

are functioning.  
Priority 3, Strategy 3, Benchmark: 
 1. Issues identified, described, and communicated 
 2. Prioritize barriers for external change 
 3. Develop a plan for addressing selected external barriers 

Management Group 

The RLPTI Management Group, consisting of representatives from each of the six partner 
agencies, met monthly to discuss issues and barriers regarding the implementation of the 
program. Between March 2004 and June 2006, a total of 43 programming issues had been 
identified and reported during Management Group meetings. The Management Group 
categorized issues as Internal, External, or Fidelity. Internal issues were those that involved 
partner agencies, such as communication among partners, meetings, positions left vacant 
by staff turnover, and billing for services. External issues were those that involved other 
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agencies, such as federal and state guidelines for services, benefits, perceptions of RLPTI 
outside the partner agencies, and funding. Fidelity issues were those that related to service 
models and best practices regarding housing and services.  

As of June 2006, 28 (65%) of all identified issues had been resolved, 10 (23%) were in the 
process of being addressed, and 5 (12%) were considered barriers, or issues that were 
beyond the ability of the RLPTI Management Group to resolve. Twenty five (58%) of the 43 
total identified issues were considered Internal, 15 (35%) were considered External, and 3 
(7%) were considered Fidelity. Appendix I summarizes the types and status of issues that 
had been identified as of June 2006. The average amount of time needed to resolve issues 
was approximately 2.5 months and ranged in time from 2 weeks to 18 months. One of the 
recommendations voiced by several of the Management Group members was to use ad hoc 
committees in the future to address specific implementation issues.  

Some Management Group members indicated that meetings have been very effective. One 
interviewee commented that, due in part to the work of the Management Group, RLPTI 
was the only program grantee of the 11 CHI grantees that the federal government did not 
have to intervene regarding how the program was being implemented.  

Barriers and Challenges 

Some Management Group members who also attend the Administrative Team meetings felt 
that there was a fair amount of redundancy between the two meetings and wondered about 
the purpose of attending both meetings. Some Management Group members voiced that 
there were times when the partner agencies did not have a shared understanding of issues 
related to program implementation. For example, all agencies were not always operating 
with the same definition of homelessness. It was not recognized until a year and a half after 
the RLPTI program began. Also, there was not always a common understanding of the 
process of admitting clients to the PACT Team and when housing and supportive services 
could begin. Some members of the Management Group felt it had not been clear how the 
Housing First model should be implemented for RLPTI.  

One perspective was that Management Group meetings seemed to be “product-driven,” 
and that discussions should focus more on what needed to happen to make the project 
work, rather than on “products” and outcomes. Some interviewees expressed feeling 
awkward at times during Management Group and Administrative Team meetings with 
CSB representatives attending these meetings, because CSB is their funder for other 
projects. As a result, some members indicated that they sometimes hesitant to bring issues 
forward about RLPTI because of this relationship and perceived consequences of questions 
and comments that might lead to tension with CSB.  

Administrative Team 

The Administrative Team met monthly beginning in January 2005 and twice prior. 
Payeeship, benefits application and eligibility, nonpayment of rent and potential evictions, 
client transportation, and missed scheduled appointments were topics of continued 
discussion. Although the team discussed RLPTI clients and program implementation 
issues, resolutions or “barriers” were not formally identified or tracked in the meeting 
minutes. As a result, it was not possible to identify the length of time from when an issue 
was first discussed to date of resolution.  
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 Changes at a System Level 
 
Priority 3, Strategy 4, Benchmark: 
 1. Issues related to entitlement eligibility are addressed and resolved; or identified as 

barriers and communicated to appropriate macro-level agent(s).  

From the initial design of RLPTI in 2003 to June 2006, there have been some changes in the 
system of agencies and programs that serve homeless persons in Franklin County. Some of 
these were the result of changes external to RLPTI, while others were the result of RLPTI 
itself.  

Changes Affecting RLPTI Client Benefits 

In January 2006, the Medicare Part D Prescription Plan took effect. Clients who had both 
Medicare and Medicaid coverage experienced changes in how their prescriptions were 
paid. Instead of Medicaid paying for prescription costs, Medicare pays for medications, 
with a $1 to $5 co-pay for each medicine prescription.  

One concern had been whether or not clients could make the co-payment in order to receive 
their medication. The co-payment impacted the expenses clients could use toward their 
monthly spend-down amount, since regulations state that anything covered by insurance 
cannot be applied toward the spend-down. Therefore when doctor visits, counseling, and 
prescriptions are covered by Medicare and the client has only a small amount to pay out of 
pocket, they may no longer be able to meet their monthly Medicaid spend-down amount. 
This has resulted in some RLPTI clients not having a Medicaid health card.  

Prior to 2004, the Disability Medical Assistance (DMA) program helped clients pay their 
doctor and prescription costs while they were waiting to prove their disability with 
SSI/SSDI and/or County Medical Services (CMS). The only time the DMA program was 
open for enrollment in 2004 was July 15, 2004 through September 14, 2004. Clients applying 
for public assistance on September 15, 2004 or later had to prove their disability through 
SSI/SSDI or CMS before they could receive a health card. Although the DMA program was 
not completely eliminated in the 2005-2006 State budget, it was funded with fewer dollars.  

Changes Affecting Housing the Homeless 

RLPTI resulted in more housing options available in Franklin County for chronically 
homeless persons with severe mental disabilities. Interviews with RLPTI partner agency 
staff indicated that the initiative resulted in CHN specifically taking some risks in housing 
clients that they would not have previously housed, specifically homeless persons with 
severe mental disabilities, and those who experience significant barriers to obtaining 
housing, such as those with a criminal history. 

Other Service Provider Perceptions of Changes 

CRP conducted telephone interviews with the following service providers who interact 
with RLPTI clients but are not RLTPI partner agencies: 

• Bureau of Disability Determination (BDD) 
• Social Security Department (SSD) 
• Maryhaven Engagement Center (facility for public inebriates) 
• Friends of the Homeless –Rebecca’s Place (women’s shelter) 
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CRP was unable after multiple attempts to schedule interviews with the following service 
providers:  
• Volunteers of America  - Men’s Shelter  
• Friends of the Homeless – Men’s Shelter 
• SE Mobile Van 

Bureau of Disability Determination and Social Security Administration 

A key to sustainability of the RLPTI program model is getting clients signed-up for cash 
benefits for which they are eligible. The persons who CRP interviewed at the BDD and the 
SSA explained that they first learned about the RLPTI program as a result of an information 
session about benefits with RLPTI Case Managers who wanted to learn more about 
Medicare, Medicare, and Social Security. However, the RLPTI Benefits Work Group had 
also conducted an information session with the BDD and SSA prior to the session with 
RLPTI Case Managers. In addition, a person who attended the session and worked with 
RLPTI provided information about the program.  

The aspect of RLPTI that the BBD and SSA appreciated most was the communication with 
individual PACT Team members regarding clients. Working together has decreased client 
missed appointments and the number of return visits that were often the result of 
insufficient information and incomplete paperwork.  

As a result of the RLPTI program, the BDD and SSA created a unit within their agencies to 
work specifically on homeless issues. This agency felt this created a sense of teamwork with 
RLPTI to better serve the homeless. This also helped the Bureau to better understand the 
challenges and issues that homeless persons experience when applying for benefits. In turn, 
this has also helped to expedite the process of filing benefit claims for the homeless  

Maryhaven Engagement Center 

The Maryhaven Engagement Center is a non-traditional emergency shelter that provides 
immediate triage to persons who are homeless and intoxicated. Maryhaven learned about 
RLPTI when a PACT Team member was present at a Community Shelter Board provider 
meeting. As of June 2006, Maryhaven had referred four clients to the RLPTI program. It 
took approximately 30 to 60 days after referral from Maryhaven to the PACT Team to 
admit a client in RLPTI, depending in the amount of documentation that was needed.  

The Maryhaven interviewee explained that there was more collaboration with the RLPTI 
program than with other housing programs. The PACT Team worked closely with 
Maryhaven staff and this resulted in more of their clients obtaining supportive sustained 
housing. Having supportive housing “keeps people off the streets” and increases their 
chances of remaining clean and sober.  

The interviewee felt that the RLPTI program has had a positive impact on the way that 
chronically homeless persons are served in Franklin County, because it uses the Housing 
First approach that allows person to have supportive housing while working toward 
changing their behavior. The interviewee believed that this is not the case with most other 
housing programs in Franklin County.  

Rebecca’s Place 

Rebecca’s Place is an emergency shelter for women operated by the Friends of the 
Homeless. As of June 2006, Rebecca’s Place had referred 18 clients to the RLPTI program. 
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The staff had learned about RLPTI primarily through PACT Team member visits to the 
shelter. Staff at the shelter felt that RLPTI has had a very positive impact on the clients they 
have served and on the system of providing supportive housing to chronically homeless 
persons with severe mental disabilities in Franklin County. Prior to the RLPTI program, 
Rebecca’s Place staff said that clients returned often to the shelter, because their options for 
housing were limited, and their mental disabilities kept them in a cycle of homelessness. 
None of the clients they referred to RLPTI had returned to their shelter.  They believe this is 
a result of the supportive services clients have received in the RLPTI program.  

 Program Sustainability 
 
Priority 3, Strategy 4, Benchmark: 
 2. Sustainability plan has been developed 

The Technical Assistance Collaborative, Inc. Report 

The Technical Assistance Collaborative, Inc. (TAC) was retained by RLPTI partners to 
analyze RLPTI’s financial sustainability. The TAC report, completed in May 2005, raised 
issues regarding RLPTI client benefits and the financial sustainability of the program. This 
report focused mainly on Medicaid eligibility and uninsured RLPTI clients. Based on 
information provided by Southeast, Inc. and CNHC, TAC found that there was a significant 
difference between program costs ($978,766) and revenues received ($277,197) via a third 
party, specifically benefits coverage. The overall difference between program costs 
($978,766) and revenues ($277,197) was $701,569. Approximately 28% of program costs are 
covered by third-party revenues.  

The gap between costs and funding was found for both SE and CNHC. The data indicated 
that $275,155 could have been received by SE in Medicaid revenue for individuals receiving 
medication management, community support, therapy/counseling, and other support from 
Medicaid. Therefore, Southeast, Inc. recouped approximately 36% of its eligible program 
costs. Information provided by Southeast quantifies the specific proportion on non-covered 
service units that were provided. For non-third-party reimbursable services, Southeast 
expended $74,131 for all individuals, which represented 9.86% for their overall costs.  

For medical, ancillary, and support services provided to RLPTI clients by CNHC, only 
$2,032 in revenue were collected from a third-party payee source, approximately 1% of the 
total costs for the program. This is given that 54% of all individuals have a third-party 
payee source (Medicaid or Medicare) and 51%of the services can be billed to a third-party 
payee source (e.g., medical, vision, dental). 

TAC suggested in the report that RLPTI increase the number of clients who receive 
Medicaid through the enrollment/eligibility process and ensure continuing eligibility by 
monitoring clients’ compliance with Medicaid re-determination to ensure access to 
reimbursable services. They also identified opportunities to increase Medicaid charges for 
eligible services. As a result of this report, RLPTI partner agencies created the Medicaid 
Advisory Workgroup.  

RLPTI Sustainability Plan 
CSB, SE, CNHC, and other RLPTI partner agencies worked together to design a fiscal 
sustainability model for RLPTI. The document includes an integrated healthcare model for:  
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• Serving severely mentally ill consumers with co-occurring, complex physical healthcare 
problems. 

• Integration of physical and behavioral healthcare for efficient and optimal healthcare 
outcomes for people with severe mental disabilities. 

• Integration of payer streams and options that create opportunities to support and 
sustain complex service delivery models. 

The following steps have been taken to implement the sustainability plan:  

• Some of the PACT Team members have completed training in the SE CATT system and 
the medical necessity for case management billing purposes.  

• CHNC and SE have continued work on developing an on-site health clinic at SE.  

• CSB met with the VA to discuss the possibility of funding for case management, 
psychiatric, and drug services now provided to Veterans by SE.  

• CSB and SE collaborated on a proposal that was funded by the United Way of Central 
Ohio Health Vision Council to assist in the expansion of the current health clinic at SE in 
providing a medical home for RLPTI clients.  

• Secured a FCJFS benefits coordinator. 

The details of this plan, including the strategies, actions, and timelines for completion, are 
included in Appendix J.   

 Partner Agency Working Relationships 

 
Priority 3, Strategy 1, Benchmark:  
 2. Administrative Team, Management Group, and Advisory Group are formed and 

are functioning.  

In order to assess the extent and the quality of the working relationship among the RLPTI 
partner agencies, CRP conducted face-to-face interviews with representatives from each 
agency. Because CMHA did not join as a partner agency until late, they were not included 
in the interview process.  

The working relationships and collaborative experiences among partner agencies varied 
prior to the RLPTI program. (See Introduction for a description of partner roles with 
RLPTI):  
• Community Shelter Board (CSB) 
• Columbus Neighborhood Health Center (CNHC) 
• Community Housing Network (CHN) 
• Franklin County Department of Job and Family Services (FCDJFS) 
• Southeast, Inc. (SE), and 
• Chalmers P. Wylie Veterans Administration Outpatient Clinic (VA) 

Based on the interviews that CRP conducted, each partner agency appeared to have a clear 
understanding of its role with RLPTI, and that these roles have remained constant over 
time. Interviewees had an overall positive perception of their working relationships with 
each other, and they believed these relationships had improved over time, primarily as a 
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result of working together. Working together with the RLPTI program had provided 
partner agencies a greater understanding and appreciation of what each agency does to 
serve homeless persons and how they are a resource to the community. Each interviewee 
indicated that being a partner with the RLPTI program has helped their agency continue to 
meet their missions and serve homeless persons.  

Barriers and Challenges 

While one interviewee expressed that “the partner agencies were truly the right ones for 
RLPTI,” another felt that it was important that agency representatives to the RLPTI 
Management Group be able to make the decisions that are needed to provide services. 
Some interviewees felt this was not always the case. One agency perceived that times it 
appeared that working together benefited some agencies more than others. 

One interviewee felt that behavior health services should be the responsibility of all partner 
agencies, rather than having this responsibility rest with one or two of the partner agencies. 
The perception was that the same three to four persons dealt with mental health crises 
when they arose for the approximately 120 RLPTI clients who had intensive needs. This 
resulted in client service delivery of services that were not truly reflective of and intended 
by the PACT model.    

At the same time, federal, state, and agency guidelines limit and restrict the types and 
extent of services that some partner agencies can provide. For example, the VA was still 
limited to serving only RLPTI clients who had been in the military. The agency was unable 
to provide services on the weekend and after 4:30pm on weekdays. Therefore, VA staff are 
not available to respond to mental health issues outside of the regular workday. Other 
partner agencies also have restrictions on times they can provide services. One comment 
was that partner agencies needed to be clear from the beginning about their limitations and 
expectations and what were the “deal-breakers” in implementing a program such as RLPTI. 

 Integrated Services 

During interviews that were conducted by CRP, RLPTI partner agencies discussed the 
extent to which they perceived that RLPTI has resulted in integrated services at the system 
level. RLPTI partner agencies described the level of integrated services at the system level 
as relatively low as a result of the limitations, restrictions, and differences among partner 
agencies and other service providers in providing services to chronically homeless persons 
with severe mental disabilities.  

 Program Replication 
 

Priority 3, Strategy 2, Benchmark: 
 2. Innovations have been replicated 
 3. Community becomes aware of the project; interest in replication by appropriate 

agencies is created 
 

The Management Group revised the evaluation plan in April 2006 and determined that, 
based on available data, benchmarks regarding program replication would not be included 
in the final evaluation report.  
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 Summary of Key Points 
Priority 3: Integrated, replicable, and sustainable service delivery system (system level 

Program Management and Implementation Issues 

• The RLPTI Management Group met monthly and resolved 28 (65%) of 43 
implementation issues that had been identified as of June 2006. Ten (23%) were being 
monitored or were in the process of being resolved. Five (12%)of the 43 were identified 
as barriers that are beyond the ability of the RLPTI Management Group to resolve.  

• The RLPTI Administrative Team met periodically to identify and discuss program and 
client service issues.  

• The PACT Team met daily to review RLPTI client needs and services being provided.   

o PACT Team members desired more structure and clarity regarding individual 
team member roles and expectations.  

o As with Management Group members, PACT Team members feel that federal, 
state, and agency guidelines limit and restrict the types and extent that some 
partner agencies can provide services and limits the effectiveness to provide 
client services.  

• Resident Managers felt a disconnect between working with RLPTI clients and 
information from program case managers that might help them better serve clients. 

• PACT Team members and Resident Managers believed that Resident managers do not 
have the skills and have not received training to address client crisis situations that 
occur at their residences.  

Changes at the System Level 
• As a result of RLPTI, the Bureau of Disability Determination created a unit within 

the agency to work specifically with homeless persons. This has lead to a better 
understanding of the challenges and issues that homeless persons experience 
applying for and receiving benefits. 

• As a result of RLPTI, changes have been made at the Department of Social Security 
to expedite benefits enrollment for homeless persons.  

• There are more options for providing supportive housing in Franklin County for 
chronically homeless persons with severe mental disabilities than had been prior to 
RLPTI. 

Program Sustainability 
• RLPTI continues to face challenges of program financial sustainability. However, 

RLPTI has a plan for financial sustainability and integrated healthcare that has been 
designed by RLPTI partner agencies. RLPTI also has identified sufficient funding for 
FY07 and a large percent of the cost for FY08.  

• RLPTI partner agencies designed a program sustainability plan with action steps to 
accomplish the plan and maintain sustainability. 
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Partner Agency Working Relationships 

• Partner agencies perceive that their roles with RLPTI have remained constant since the 
program was implemented.  

• Partners have an overall positive perception of the working relationships and feel this 
has improved over time.  

• Federal, state, and agency guidelines limit and restrict the types and extent that some 
partner agencies can provide services.  

System-level Integrated Services 

• The same challenges to integrating service delivery at the program level (i.e. 
limitations and restrictions of services that agencies can provide to homeless  
persons) challenge the integration of service delivery at the systems level.  
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5. Conclusions and Recommendations 

 Client-level Service Delivery 

How, and to what extent, is RLPTI providing housing and health and support services to 
persons who are chronically homeless and suffer from severe mental disabilities? 

Conclusions 

Based on the findings of this report, CRP concludes:  
1. As of June 2006, the RLPTI program has successfully provided supportive housing to 

chronically homeless persons in Franklin County with severe mental disabilities. This 
has been achieved by providing: 
• Supportive housing to 121 persons who had been previously chronically homeless 
• Approximately nine mental health services per client to an average of 73 RLPTI 

clients per month. A sample of 20 clients reported they had received mental health 
service more often since obtaining RLPTI supportive housing 

• Approximately four physical health services per client to an average of 64 clients per 
month. A sample of 20 clients reported they had seen a doctor more often since 
obtaining RLPTI supportive housing  

2. The supportive services that RLPTI clients received through the PACT Team had a 
positive impact on helping clients to apply for and receive benefits, achieve and 
maintain sustained housing, and improve their quality of life and functioning as a 
member of their community. 
• As of June 2006, all but 10 of 121 RLPTI clients were receiving some type of financial 

benefits. The numbers and types of benefits that RLPTI clients received increased by 
3% to 8% within the past 12 months. A sample of 20 clients reported they had 
received help with benefits more often since obtaining RLPTI supportive housing. 

• Seventy-one of the 121 RLPTI clients sustained housing for at least 12 months, 21 of 
the 71 sustained housing for at least 24 months. 

• Clients’ perceptions of their quality of life improved significantly 12 months after 
being admitted to the PACT Team. 

• Service-providers’ perceptions of their clients’ levels of community functioning 
improved significantly 12 months after being admitted to the PACT Team.  

• Clients’ perceptions of their mental health symptoms did not improve significantly 
12 months after being admitted to the PACT Team.  

3. Obtaining RLPTI supportive housing appears to contribute significantly to an overall 
reduction (-69%) of the number of infractions of the law committed by persons who 
were previously chronically homeless with severe mental disabilities. A sample of 20 
RLPTI clients reported that they have been arrested less often since obtaining RLPTI 
supportive housing.  

4. RLPTI partner agency staff reported the level of RLPTI integrated service delivery at the 
client level was high.  
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Recommendations 

Based on the conclusions of this report for the client-level of service delivery, CRP 
recommends that RLPTI partner agencies: 
1. Continue to conduct outreach in Franklin County to service providers so that they 

continue to refer chronically homeless persons with severe mental disabilities to the 
PACT Team.  

2. Maintain business agreements with partner agencies that can continue to provide at 
least the current level of housing and supportive services to chronically homeless 
persons with severe mental disabilities.  

3. Continue to collect and report client data regarding referrals to the PACT Team, the 
admission process, and provision of housing and supportive services for purposes of 
monitoring and documenting program effectiveness. 

 Program-level Service delivery 
How, and to what extent, is RLPTI establishing an integrated, multidisciplinary team of 
professionals to provide services and housing? 

Conclusions 

Based on the findings of this report, CRP concludes:  

1. As of June 2006, the RLPTI program has met a majority of the benchmarks that were 
established for the program when it was first implemented, especially for client-level 
(Priority 1) and program-level (Priority 2) benchmarks. RLPTI needs to operate for at 
least another year (until June 2007) before the benchmarks for system-level service 
delivery (Priority 3) can be fully met.  

2. Federal, state, and individual agency guidelines that limit and restrict the types and 
extent that some RLPTI program partner agencies can provide services challenge the 
expectation that PACT Team member roles should be interchangeable. As a result, these 
limitations inhibit the full integration of service delivery at the program level. At the 
same time, working together for over two years on the RLPTI program has resulted in 
collaborative and fairly positive relationships among partner agencies.  

3. The Management Group has been effective in bringing RLPTI partner agencies together 
on a regular basis and has effectively identified program implementation issues. As of 
June 2006, most of these issues had been resolved or had been identified as barriers that 
the Management Group does not have the ability to resolve.  

4. While Administrative Team meetings have helped with communicating information 
between the PACT Team and RLPTI partner agencies, Administrative Team and 
Management Group meetings appear to be redundant.  

5. The daily meetings of the PACT Team have been instrumental in identifying client 
needs, linking clients to supportive services, and monitoring client progress. At the 
same time, The PACT Team does not formally track and analyze the types of issues and 
needs over time across all RLPTI clients 
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6. The RLPTI program has had a positive impact on creating additional housing options 
for a homeless population, specifically those with severe mental disabilities who prior 
to the program’s implementation had been difficult to house.  

7. Resident Managers could benefit from additional training in areas such as crisis 
intervention. Improved client services could also result from a closer working 
relationship between program Case Managers and Resident Managers where 
appropriate client information and understanding of clients’ needs and behaviors is 
shared.  

8. The monthly Dashboard Report has provided the Management Team with on-going 
helpful information for monitoring the number of clients being served, as well as the 
types of supportive services that clients are receiving.  

Recommendations 
Based on the conclusions of this report for the program-level of service delivery, CRP 
recommends: 
1. The Management Group further explore the federal, state, and local  agency guidelines 

and policies that limit and restrict how RLPTI program partner agencies can provide 
client services. The Management Group should re-examine the expectation that PACT 
Team member roles should be interchangeable in the services they provide clients, and 
should redefine the roles and expectations as needed within the context. 

2. Resident Managers receive additional training in crisis management in order to work 
more collaboratively with program Case Managers to understand client behavior, 
identify clients’ needs, and strategize how to better serve clients together. 

3. PACT Team members’ roles and expectations be clarified. 
4. The PACT Team formally track and record the types of client issues and needs so that 

these data can be used to further monitor, identify patterns, and to more effectively target 
client needs over time. 

5. As program benchmarks are met, revise current benchmarks and establish new 
benchmarks for the purpose of program improvement and potential growth  

6. Continue the monthly Dashboard Report of client demographics and supportive services 
provided to clients for the purpose of program monitoring, improvement, and planning 
potential program growth  

 Service Integration, Program Sustainability, and 
Replication 

How, and to what extent, is RLPTI integrating service delivery systems that can be 
replicated and sustained.  

Conclusions 

Based on the findings of this report, CRP concludes:  
1. Emergency shelter providers in Franklin County are aware of the RLPTI program. This 

contributes to a system level of providing services to chronically homeless persons with 
severe mental disabilities.  



RLPTI Final Evaluation Report: 2007 

Page 54 

• As of June 2006, 134 persons had been referred to RLPTI by over 17 different 
agencies in Franklin County.  

• Several shelter providers believe that RLPTI has had a positive impact on the 
way that chronically homeless persons with severe mental disabilities are served 
in Franklin County.  

2. As a result of RLPTI and the supportive services received by program clients, more 
housing options are available in Franklin County to chronically homeless persons with 
severe mental disabilities.  

3. As a result of RLPTI, the Bureau of Disability and the Social Security Department have a 
better understanding of the needs and issues that homeless persons encounter when 
applying for benefits. This has had a positive impact on processing and disseminating 
benefits to homeless persons in Franklin County.  

4. Changes in client benefits as a result of changes in state and federal laws present on-
going challenges to the financial sustainability. However, RLPTI has begun 
implementing a financial stability plan to maintain the program.  

5. The extent that the RLPTI program can be replicated in other communities is not yet 
known.  

6. As with the RLPTI agency program-level of service delivery, federal, state, and 
individual agency guidelines that limit and restrict the types and extent of services that 
agencies can provide inhibit the full integration of service delivery at the system level. 

Recommendations 
Based on the conclusions of this report for the system-level of service delivery, CRP 
recommends that: 
1. RLPTI continue to conduct outreach to emergency homeless shelters and other 

homeless and mental health service provides for the purpose of further creating and 
maintaining a system in Franklin County that provides supportive housing for 
chronically homeless persons with severe mental disabilities. 

2. The Management Group further explore and examine the federal, state, and individual 
agency policies and guidelines that inhibit the integration of service delivery at the 
system level. Based on these findings, the Management Group should design a strategy 
for further creating and maintaining a system in Franklin County that provides 
supportive housing for chronically homeless persons with severe mental disabilities 
within the context of federal, State, and individual agency policies.  

3. The program financial stability plan account for the potential changes in client benefits 
that result from changes in federal and State laws.  
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Appendix A 
RLPTI Organizational Chart 
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Appendix B 
RLTPI Implementation Plan 

 Priority 1. Service delivery (client level) 

1.1 Points of entry 
Priority One: Provide services and housing to persons who are chronically 
homeless and suffer from severe mental disabilities. 

1. Improved life satisfaction 
Increased levels of independent housing 
stability. 
Improved quality of life 

 

Strategy 1.1 Points of Entry 
Outreach to, engage, and enroll PACT Team clients.  

Action(s) Manager/Implementer Expected Outcomes/Benchmarks Completion 
Date (Est.) 

Action 1. Conduct outreach and accept referrals 
from community agencies, shelters, and internally 
from SE. 

PACT Team 
Leader/PACT Team 

1. Community agencies have become 
aware of project and clients have been 
engaged and enrolled. 

 Started in 
February 2004 – 
Ongoing 

Action 2. Engage eligible referrals with mental 
health, substance abuse and initial primary and 
ancillary physical health care. 

PACT Team 
Leader/PACT Team 

2. Clients' behavioral health needs have 
been assessed. 
2a. Clients medical health needs have been 
assessed. 

 Ongoing 

Action 3. Provide services and facilitate linkages to 
program services for eligible veterans. 

PACT Team 
Leader/PACT Team 

3. Veterans receive benefits in an expedited 
manner 

 Ongoing 

Action 4. Facilitate client enrollment for 
entitlements and benefits. 

CNHC and 
FCDJFS/PACT Team 

4. Clients receive benefits in an expedited 
manner 

 Ongoing 
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2 Supportive Services 
Priority One: Provide housing, health and support services to persons who are chronically homeless and suffer from severe mental disabilities. 
Strategy 1.2 Provide comprehensive behavioral, medical health care, supported employment services and housing to clients based on 
PACT, IDDT Supportive Employment and Housing First models 
Action(s) Manager/Implementer Expected Outcomes/Benchmarks Completion 

Date (Est.) 
Action 1. Provide ongoing behavioral health 
monitoring and services. 

PACT Team Leader/ 
PACT TEAM  

1. Clients receive behavioral health 
services. 
1a. Clients demonstrate improved status 
with regard to former behavioral health. 

Ongoing 

Action 2. Provide ongoing medical and dental 
health monitoring and services 

PACT Team Leader/ 
PACT Team/CNHC 

2. Clients receive health services. 
2a. Clients demonstrate improved health 
status.  

Ongoing 

Action 3. Provide employment services. PACT Team 
Leader/PACT Team/ SE 

3. Clients receive supported employment 
services. 
3a. Clients demonstrate improved social 
and vocational functioning. 

Ongoing 

Action 4. Provide on-going money management 
and monitoring of savings. 

PACT Team 
Leader/PACT Team 

4. Clients demonstrate adequate or 
improved money management skills. 

Ongoing 

Action 5. Provide housing and housing support 
services to clients. 

PACT Team 
Leader/PACT Team 

5. Adherence to Housing First Model. Year 1 (80 
units) by 
December 2004 

 Priority 2. Integrated service delivery (service level) 

2.1 PACT Team 
Priority Two:  Develop, organize and maintain a integrated multidisciplinary team of professionals to provide support services and housing. 
Strategy 2.1 Develop, organize, and maintain a competent team and process to provide services. 

 Manager/Implementer Expected Outcomes/Benchmarks Completion 
Date (Est.) 

Action 1. Each partner agency hires staff based on 
the MOA. 

Project 
Coordinator/Partner 
Agencies 

1. All staff hired. February 2004 

Action 2. (co-location) Establish and maintain 
PACT Team office space and hours. 

PACT Team Leader/SE 2. Workspace identified and outfitted; 
available to begin project activities. 

January 2004 
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Action 3. (Cross training) Provide ongoing staff 
training and monitoring in evidence based 
practices for the PACT Team 

SE Clinical 
Director/PACT Team 
Leader 

3. PACT Team trained and functioning 
according to the PACT model (Fidelity to 
the PACT Team Model). 
3a. Behavioral services provided with 
fidelity to the IDDT model. 
3b. Employment services provided with 
fidelity to the supportive employment 
model. 

March 2004 

Action 4. Maintain communication between PACT 
Team and Housing personnel (resident managers; 
landlords; etc.) 

PACT Team 
Leader/PACT Team and 
CHN 

4a. Housing issues and concerns have been 
communicated to the PACT team;  
4b. Resident managers and landlords 
report open communication with PACT 
team. 

Ongoing 

2.2 Housing 
Priority Two: Develop, organize and maintain an integrated multidisciplinary team of professionals to provide support services and housing. 

Strategy 2.2 Develop, organize, and maintain competent team and process to provide housing and housing services. 

Action(s) Manager/Implementer Expected Outcomes/ 
Benchmarks 

Completion 
Date (Est.) 

Action 1. Identify, master lease, and maintain 
housing sites. 

CHN Associate 
Director/Homeless 
Division 

1. Develop 108 Units of Housing 
 CHN provides 80 units of housing in years 
1, 2, and 3.  
 

 December 
2004 
  

Action 2. Hire and maintain resident managers for 
each housing site. 

CHN Associate 
Director/Homeless 
Division  

2. Qualified staff is hired for positions. Based on site 
development 
and ongoing 

Action 3. Develop and maintain resident councils at 
each CHN housing site. 

 Director of Homeless 
Housing and Homeless 
Division/ PACT Team 

3. A council developed at each site; meets 
monthly; client participation and clients 
have input. 

Ongoing 

Action 4. Develop strategy for CMHA housing units CSB/Project Coordinator 
and CMHA 

4. Development of agreement and 
procedures for utilizing 28 housing units 
from CMHA. 

March 2005 
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2.3 Policies, procedures and agreements 
Priority Two: Develop, organize and maintain an integrated multidisciplinary team of professionals to provide support services and housing. 
Strategy 2.3 Develop policies and procedures to provide framework and structure for services and project operations. 
Action(s) Manager/Implementer Expected Outcomes/Benchmarks Completion 

Date (Est.) 
Action 1.Develop, monitor, and update project 
policies and procedures 

Management Group 
and Administrative 
Team/Project 
Coordinator, PACT 
Team Leader and PACT 
Team 

1. Written policies and procedures have been 
developed. 
1a. Policies and procedures are updated 
annually. 

Ongoing 

Action 2. Obtain Business Agreements and develop 
subcontracts for interagency cooperation. 

Management 
Group/Partner 
Agencies 

2a. Business Agreements with SE and 
Partner agencies completed for interagency 
cooperation. 
2b. Subcontract between CSB and SE for 
Project Coordinator position. 
2c. Subcontract between SE and CRP for 
evaluation activities. 
2d. Subcontract between FCDJFS and CNHC 
for Benefits Coordinator Position. 

Ongoing 

Strategy 2.4 Track, measure and evaluate participant outcomes and PACT Team issues for process evaluation and quality improvement. 
Action(s) 
Action 1. Utilize data and evaluation feedback for 
continual program monitoring and improvement. 
 

Management 
Group/PACT Team and 
Project Coordinator 

PACT Team is regularly entering data and 
referencing reports from a meeting report 
database.  

Ongoing 
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 Priority 3. Integrated, replicable, and sustainable service delivery systems 
(system level)  

3.1 Management Group and monthly meetings 
 Priority Three: Integrate service delivery systems (system level) in ways that can be replicated and sustained. 
Strategy 3.1 Develop, organize, and maintain management and administrative collaboration. 
Action(s) Manager/Implementer Expected Outcomes/Benchmarks Completion 

Date (Est.) 
Action 1. Share data and interagency subcontracts CRP/Partner Agencies 1. Information system exists that meets the 

reporting and performance needs of the 
project. 

January 2005 

Action 2. Develop, organize, and maintain various 
project management committees. 

Project 
Coordinator/Partner 
agencies 

2. Administrative Team and Management 
Group have been formed and are 
functioning to ideal (as per Strategic Alliance 
Review Process) levels.  

Ongoing 

3.2 Replicate 
Priority Three: Integrate service delivery systems (system level) in ways that can be replicated and sustained.  

Strategy 3.2 Document and disseminate information on  system improvements that can be adopted beyond the initiative  

Action(s) Manager/Implementer Expected Outcomes/Benchmarks Completion 
Date (Est.) 

Action 1. Document aspects of the implementation 
and changes that have led to more effective and 
efficient service delivery. 

CRP Evaluator/Partner 
Agencies 

1. System innovations have been 
documented.  

Ongoing 

Action 2. Disseminate innovations within local 
homeless service delivery systems for replication. 
 

CSB/Partner Agencies 2. Innovations have been replicated. Ongoing 

Action 3. Disseminate data to the community using 
news releases, presentations, etc., to promote the 
replication of project in whole or part. 

CSB/Partner Agencies 3. Community becomes aware of the project; 
interest in replication by appropriate agencies 
is created. 

Ongoing 
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3.3 Issues and barriers 
Priority Three: Integrate service delivery systems (system level) in ways that can be replicated and sustained.  

Strategy3.3 Identify issues unable to be resolved as system barriers needing to be addressed February 
2004 

 Manager/Implementer Expected Outcomes/Benchmarks Completion 
Date (Est.) 

Action 1. Identify and track issues. Management 
Group/Partner 
Agencies 

1 Issues identified, described, and 
communicated. 

Ongoing 

Action 2. Determine which issues are barriers 
needing to be addressed. 

Management 
Group/Partner 
Agencies 

2.Barriers and ways to resolve are identified. Ongoing 

3.4 Sustainability (system level) 
Priority Three: Integrate service delivery systems (system level) in ways that can be replicated and sustained.  

Strategy 3.4. Seek multiple methods for sustaining resources for the initiative. 
 Manager/Implementer Expected Outcomes/Benchmarks Completion Date 

(Est.) 
Action 1. Remove barriers to entitlements. FCDJFS/PACT Team 1. Issues related to entitlement 

eligibility are addressed and 
resolved; or identified as barriers 
and communicated to the 
appropriate macro-system level 
agent(s). 

 Ongoing 

Action 2. Develop sustainability plan Management 
Group/Partner 
Agencies 

2. Sustainability plan has been 
developed. 

March 2005 

Action 3. Secure sustainable funding sources. Executive Directors of 
Partner Agencies/TBD 

3. Primary funding has shifted from 
less specific to mainstream specific 
support. 

Ongoing 

Action 4. Research and report on the added value 
effect of this integrated partnership model. 

CRP 4. Stakeholders make decisions 
about continued participation based 
on research that determines if there 
is added value of the integrated 
partnership model 

To be determined. 
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Appendix C 

2005 Interim Report: RLPTI Evaluation 
 

 Client-level Service Delivery 
How, and to what extent, is RLPTI providing housing and health and supportive services to persons who are 
chronically homeless and suffer from severe mental disabilities? 

Conclusions 
• RLPTI has had a positive impact on helping chronically homeless persons with severe mental 

disabilities achieve and maintain sustained housing as well as improve their mental and physical 
health and quality of life.  

• At the same time, inconsistencies in the process of admitting clients to RLPTI and documenting 
these dates have resulted in confusion regarding service delivery. 

• Slightly more than half of RLPTI clients appear to encounter few barriers to applying and 
receiving benefits. 

• Data regarding initial screening of client eligibility for benefits and services, Ohio Department of 
Mental Health services, and physical health and medical services were not available to CRP at 
the time of data analysis for this report; therefore, conclusions regarding these client services 
cannot be provided at this time. 

• Without a clear definition of what constitutes case management services and how these differ 
from other types of services that RLPTI clients receive, it is difficult to accurately track all client 
services that are provided.  

Recommendations 
Based on the findings and conclusions presented in this report, CRP recommends that the RLPTI 
PACT Team: 
 
1. Follow the established procedures for client “engagement” in the program, as presented in 

Appendix E, so that all clients are quickly screened and assessed for mental health disability to 
reduce delays in processing applications for benefits. 

2. Assist Benefit Counselors to ensure that all RLPTI clients have applied for all possible benefits 
within the first month they are in the program, monitor the progress of their applications, and 
keep current on changes to clients’ benefits. [Since the report, FCDJFS has indicated that this is 
not feasible.] 

3. Work with the Administrative Team and Management Group to define and track case 
management services across participants.  

4. Ensure that all required data for program evaluation and monitoring are being accurately 
collected, are complete, and properly recorded in a timely manner.  

CRP recommends that the RLPTI Administrative Team and Management Group: 

1. Work with the PACT Team to define and track case management services.  

2. Fully explore the costs to RLPTI of clients who are eligible and not receiving certain benefits, or 
who are ineligible for certain benefits, and the impact of future reduction in benefits.  
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3. Work with the RLPTI Financial Sustainability Workgroup to revise current policies regarding 
clients’ benefits and participation in RLPTI.  

 RLPTI Program Implementation 
How, and to what extent, is RLPTI establishing an integrated, multidisciplinary team of professionals to 
provide services and housing? 

Conclusions 
• The Community Shelter Board (CSB) has been mostly successful in bringing agencies together 

and having them work collaboratively for RLPTI. This has resulted in RLPTI policies and 
procedures that are in place, partner agencies staffing RLPTI, 92 clients having received services, 
and most issues regarding program implementation having been addressed.  

• Conflicting philosophical approaches among RLPTI partner agencies to treating and providing 
services to clients, as well as policy and procedure limitations regarding client services and 
privacy beyond the control of the agencies themselves, have resulted in tension among agencies. 

• Some data, such as IDDT and Housing First fidelity reviews, the length of time from 
identification of implementation issues to date of resolution or date of identification as barriers 
by the Administrative and PACT Teams, and dates and minutes of RLPTI tenant meetings, were 
not available at the time of analysis for this report. Therefore, findings and conclusions regarding 
some areas of RLPTI implementation and client services cannot be provided at this time. 

Recommendations 
Based on the findings and conclusions presented in this report, CRP recommends that the RLPTI 
Management Group: 
 
1. Continue to meet monthly. 
 
2. Have a facilitator with experience in group dynamics who is not affiliated with a RLPTI partner 

agency facilitate small- and large-group discussions among agencies, specifically groups that 
include Resident Managers, the Housing Coordinator, Case Managers, and other members of the 
PACT Team to identify sources of frustration, tension, and miscommunication among partner 
agencies and construct strategies for addressing these areas.  

 
3. Continue to document issues raised at meetings and monitor status of issues. 
 
4. Ensure that all required data for program evaluation and monitoring are being accurately 

collected, are complete, and properly recorded in a timely manner.  
 
CRP recommends that the Administrative and PACT Teams: 
 
1. Continue to meet monthly. 
 
2. Formally identify issues and the duration from identification of implementation issues to date of 

resolution or date of identification as barriers. 
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 Service Integration, Program Sustainability, and Replication 
How, and to what extent, is RLPTI integrating service delivery systems that can be replicated and sustained? 

Conclusions 
• The extent to which RLPTI is establishing an integrated system of housing and support services 

for chronically homeless persons with severe mental health disabilities depends on how 
“integrated system” is defined.  

 If an integrated system means that individual partner agencies and the services they 
provide are assimilated into one agency that houses all services and service providers and 
operates with specific policies, procedures, and one philosophical approach, RLPTI will 
most likely never become an integrated system with its current structure.  

 If integrated system means a coordinated effort of individual agencies, having unique 
roles and purposes, working in collaboration to provide permanent supportive housing to 
chronically homeless persons, than RLPTI is well on the way to achieving this.  

• CRP also concludes that RLPTI has not operated long enough to adequately assess its 
sustainability and potential for replication.  

Recommendations 
Based on the findings and conclusions in this report, CRP recommends that the RLPTI Management 
Group: 
 
1. Establish an operational definition of “integrated system” and how it applies to RLPTI.   

 
2. In addition to the financial sustainability study being conducted by the Technical Assistance 

Collaborative, Inc., design and implement a cost analysis study of RLPTI. 
 
3. Specifically, examine the cost impact of changes in client benefits and of clients not receiving 

benefits. 
 
4. Operate RLPTI for at least five years before evaluating its potential for replication.  
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Appendix D 

Final RLPTI Evaluation Report Methodology 
CRP used the following methods to collect and analyze data for the RLPTI final evaluation 
report.  

1. Interviews. CRP conducted 37, 45-minute face to face interviews with: 
a. Representatives from each RLPTI partner agency (7 total interviews). These 

interviews focused on the nature of the RLPTI partnerships and the impact these 
have had at the client, program, and system levels.  

b. Other stakeholders/secondary partners (8 total interviews). These interviews 
explored perceptions, other than those of RLPTI partners, of the program and 
the extent that services delivered have made a difference in the lives of RLPTI 
clients and have impacted the overall system of providing housing for the 
homeless. These stakeholders will include: 

i. Social Security Department  
ii. Bureau of Disability Determination  

iii. Friends of the Homeless – Rebecca’s Place 
iv. Maryhaven Engagement Center and Outreach 

 
CRP planned to conduct interviews with the following agencies, but was unable as a 
result of multiple failed attempts to contact the agencies and schedule interviews.  

• Friends of the Homeless – Men’s Shelter  
• SE Mobile Van 
• Health Care for the Homeless  
• Volunteers of America – Men’s Shelter 

 
o CRP conducted 6, 30-minute telephone interviews with Property Managers (6 

total). These interviews provided follow-up to those conducted with Property 
Managers for the interim evaluation report and focused on any changes within 
the past year of their interactions with the PACT Team members, CHN staff, 
CMHC staff, and residents.  

 
o CRP worked with SE staff for them to conduct 20, 45-minute face-to-face 

interviews with RLPTI clients. These interviews focused on client perceptions of 
the process of receiving supportive housing services and the impact that RLPTI 
has had in their lives. 

In addition to the areas and issues of importance to focus upon that were identified during 
the March 2005 RLPTI Evaluation Retreat, Table 1 presents a summary of the RLPTI  
interview data points that were used to address program benchmarks.  
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Table 1. 

Summary of Interview Data Points to Address Program Benchmarks 
 

Data Benchmarks 
RLPTI Partner interviews Priority 2, Strategy 1, Benchmark 1, 2, 5; 

Priority 2, Strategy 2, Benchmark 1, 3; 
Priority 2, Strategy 3, Benchmark 2, 3; 
Priority 3, Strategy 1, Benchmark 2; 
Priority 3, Strategy 3, Benchmark 1, 2, 3.  

Stakeholder interviews Priority 1, Strategy 1, Benchmark 1, 4; 
Priority 3, Strategy 4, Benchmark 1. 

Property Manager interviews Priority 2, Strategy 1, Benchmark 5 
RLPTI Client interviews Priority 1, Strategy 1, Benchmark 1, 2, 3, 4; 

Priority 1, Strategy 2, Benchmark 1, 2, 3, 4.  
 

2. Focus Groups. CRP will prepare and facilitate 2, 60-minute focus groups.  
• One 60-minute focus group provided follow-up to the focus group that was 

conducted with Resident Managers for the interim evaluation report. The focus 
group will identify and explore any changes in operations within the past year 
between Resident Mangers and Property Managers, PACT Team members, and 
residents.  

• A second 60-minute focus group was conducted with the PACT Team. This focus 
group explored perceptions of how clients’ needs are identified, how services are 
delivered, impact of the RLPTI program on how supportive housing services are 
provided to the homeless with severe mental disabilities in Franklin County, and 
changes in the program that have occurred since it was first implemented.  

In addition to the areas and issues of importance to focus upon that were identified during 
the March 2005 RLPTI Evaluation Retreat, Table 2 presents a summary of the RLPTI focus 
group data points that were used to address program benchmarks.  
 

Table 2. 
Summary of Focus Group Data Points to Address Program Benchmarks 

 
Data Benchmark 
Resident Manager focus group  Priority 2, strategy 2, Benchmark 2 
PACT Team focus group Priority 1, Strategy 1, Benchmark 2;  

Priority 2, Strategy 1, Benchmark 5 
 

3. Observations. CRP observed five PACT Team meetings. These observations focused on 
the process of how PACT Team members identify clients’ needs, provide supportive 
services, monitor and report on the progress of clients, and identify and resolve issues 
and barriers to meeting client needs.  
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In addition to the areas and issues of importance to focus upon that were identified during 
the March 2005 RLPTI Evaluation Retreat, Table 3 presents a summary of the RLPTI 
observation data points that were used to address program benchmarks.  
 

Table 3. 
Summary of Observation Data Points to Address Program Benchmarks 

 
Data Benchmark 
PACT Team focus group data Priority 1, Strategy 1, Benchmark 1, 2, 3, 4. 

Priority 1, Strategy 2, Benchmark 1, 2, 3, 4. 
Priority 2, Strategy 1, Benchmark 5. 

 

4. Document review. CRP reviewed RLPTI program-related documents, including: 
o Management Group issues reports  
o Management Group and Administrative Team meeting minutes 
o IDDT Fidelity Report  
o CHN resident meeting notes 
o Partner Agency Business Agreements 
o RLPTI Policies and procedures 

In addition to the areas and issues of importance to focus upon that were identified during 
the March 2005 RLPTI Evaluation Retreat, Table 4 presents a summary of the RLPTI 
document review data points that were used to address program benchmarks.  

 
Table 4. 

Summary of Document Review Data Points to Address Program Benchmarks 

 

Data Benchmarks 

Management Group issues reports Priority 2, Strategy 1, Benchmark 5. 
Management Group and Administrative 
Team meeting minutes 

Priority 2, Strategy 1, Benchmark 5. 

Priority 3, Strategy 1, Benchmark 1. 

IDDT Fidelity Report Priority 2, Strategy 1, Benchmark 3. 
CHN resident meeting notes Priority 2, Strategy 2, Benchmark 2. 

Partner Agency Business Agreements Priority 2, Strategy 3, Benchmark 2. 

RLPTI policies and procedures Priority 2, Strategy 3, Benchmark 1. 
 

5. Secondary data analysis. CRP analyzed client data that had been collected by RLPTI 
partner agencies and reported findings primarily using descriptive statistics.   

In addition to the areas and issues of importance to focus upon that were identified during 
the March 2005 RLPTI Evaluation Retreat, Table 5 presents a summary of the RLPTI client 
secondary data points that were used to address program benchmarks.  
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Table 5. 

Summary of Client Secondary Data Points to Address Program Benchmarks 
 

Data Benchmark 
Demographics Priority 1, Strategy 1, Benchmark 1. 
Date referred to PACT Team 
Organization/Agency making referrals 
Date Admitted to PACT Team 
Admission to SE 
Date housing lease signed 
Behavior and medical health needs have 
been assessed (Admission to PACT Team 
date serves as a proxy) 

Priority 1, Strategy 2, Benchmark 2. 

Date of Veterans benefit assessment and 
results (Not available at the individual client 
level) 

Priority 1, Strategy 1, Benchmark 3. 

Date of FCDJFS benefit assessment and 
results 

Priority 1, Strategy 1, Benchmark 4. 

Behavior and medical services received per 
month by RLPTI clients 

Priority 1, Strategy 2, Benchmarks 1, 2. 

Payee status, on-time rent payments, 
employment 

Priority 1, Strategy 2, Benchmark 3. 

Quality of life (Ohio Scales) Priority 1, Strategy 2, Benchmark 3. 
Symptom Relief (Ohio Scales) Priority 1, Strategy 2, Benchmark 1. 
Length of stay in RLPTI housing, eviction 
risk status, destination when moved 

Priority 1, Strategy 2, Benchmark 4. 

 
In addition, CRP analyzed client and provider data from the Ohio Scales Measurement 
instruments that was collected by SE staff. 
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Appendix E 
RLPTI Client Referral and Admission Process 
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Appendix F 
Services Received from Client Benefits 

 
Program Financial 

Hospital 
coverage 

Out-patient 
coverage 

Prescription 
coverage 

Comments 

SSI √    
If eligible for SSI, 
usually eligible for 
Medicaid 

SSDI √    

Can be eligible for 
SSDI without having 
Medicaid. SSDI 
customers may be 
eligible for spend down 
Medicaid—Work 

DA: DFA √     

DA: DMA   √* √  

Food 
Stamps √     

VA 
Medical  √ √ √  

VA 
Pension √     

Medicaid  √ √ √  

MA G   √ √ This is the same as DA 
 

MA D  √ √ √ Internal name for 
Medicaid 

Medicare  √ √**  
Insurance for Rx (Not 
currently but in the 
future)  

Source: Franklin County Department of Job and Family Services 
*Only for physician visits and general practice programs  
** Not all outpatient services are covered by Medicare 
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Appendix G 

Recommendations from the 2/16/06 PACT Team IDDT Fidelity Review 
 

Integrated Dual Disorders Treatment (GOI) 
 

Fidelity Items Summary—Baseline Assessment 
 
 
Team: Scale Item 

(Rating): 

 
Comments: 

 
 
BAT 

G1)  
Program 
Philosophy  
(3) 

Senior administration, Clinical Director and TL understand the philosophy. Some of the team seemed 
to be in agreement with the philosophy, but there is limited evidence of this in practice. Agency-wide, 
it seems that “buy-in” does not exist routinely beyond senior administration, clinical director and 
some of the team leaders. 
 
Recommendations: 
1. Explore opportunities in supervision help staff identify whether or not IDDT and/or other EBP’s 

might be the means to assist their clients in reaching their goals. 
2. Create opportunities for staff to learn about IDDT principles and how IDDT facilitates improved 

outcomes when fully implemented. 
3. Incorporate documentation of essential aspects of IDDT philosophy and services currently being 

provided into agency literature and policies as they develop and continue to evolve. 
4. Consider incorporating educational requirements and/or skill set expectations consistent with 

IDDT for team members into job descriptions.    
5. Use future hiring opportunities to insure that new staff on these teams have practice values and 

skills that are congruent with IDDT. 
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BAT 
 

G2) 
Eligibility/ 
Client 
Identification 
(5) 

Netcare plays a significant role in referrals at Southeast. Clusters and internal tracking facilitate a 
systematic method for client assignments to teams agency-wide. Screening tools in chart are often 
those used by Netcare, and reflect more attention to this function than the instruments used by 
Southeast for screening and assessment. 
 
Recommendations: 
1. Continue use and monitoring of Cluster based treatment assignments to facilitate targeting IDDT 

to consumers who will most benefit from that service. 
2. Consider adding an AOD screening tool to Southeast assessment material that will allow for the 

agency to determine needs of consumers independent of Netcare recommendations. 
3. Systematically track those consumers eligible for IDDT services (e.g., including data regarding 

frequent hospitalization, use of crisis services, incarceration, homelessness) and those consumers 
actually receiving IDDT services. 

 
 
BAT 
 

G3) Penetration 
(5) 

Of the total number of agency SMD clients, the projected number meeting the diagnostic criteria for 
IDDT by definition of Cluster 2A criteria = 579.  The 5 IDDT teams are presently serving 
approximately 500 of those consumers. 
  
The agency penetration rate is calculated as follows: 
 

 500  (# of clients served on IDDT teams)                                     = 86% 
579 (# of Cluster 2A clients eligible for IDDT in Jan. 06) 
 
 Recommendations: 

1. Continue to track the number of consumers eligible for IDDT services at Southeast and the 
number of consumers actually to be served with IDDT services through Southeast’s programs. 

2. Develop policies and service practices to allow immediate and genuine access to IDDT services 
for the most vulnerable clients. 

3. Insure high fidelity on all teams such that consumers are actually “receiving” IDDT in practice. 
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BAT 
 

G4) 
Assessment 
 (4) 
 

No staging evident in documented assessments in client record; 2 of the 3 charts were not updated 
annually. Intake assessment procedures for this team do not occur through the central intake agency, 
Netcare, but occur once clients have been referred to the team. There is an ACT intake assessment 
instrument that is used routinely. There is no staging instrument used as part of the intake assessment 
at this time. 
 
Recommendations: 
1. Formally adopt and utilize the SATS or another suitable staging instrument for use in all aspects 

of client care on this team. 
2. Consistently incorporate the client’s stage in the diagnostic assessment. 
3. Upon admission, establish a method of staging consumers for treatment readiness with 

multidisciplinary staff and include this on the diagnostic assessment.  
4. Consider establishing a protocol for completion of annual updates on all current consumers. 

Maintain those updates as part of the clinical record. 
5. Ensure annual updates reflect the consumer’s progress since last update across relevant domains 

and a review of the consumer’s current goals 
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BAT 
 

G5) 
Individualized 
Treatment Plan 
  (2) 

Evidence that electronic treatment plan template is under revision, though not yet being utilized; 
treatment plans are not stage driven as currently developed. It is difficult to discern the consumer’s 
identified goals within the current treatment planning format. 
 
Recommendations: 

1. Insure that the supervision process includes the review of treatment plans, and discussion of 
individualized goals. 

2. Insure that the language being used in Treatment Plans and Reviews reflects the goals and 
choices of the consumers who are being served, and not the “generic” language of CSP. 

3. Insure that staff is able to use progress notes to communicate their interventions with clients 
using IDDT relevant language. 

4. Implement staging process to ensure that all consumers on IDDT team receive stage 
appropriate treatment. Document the consumer’s stage of treatment on the plan.  

5. Ensure consumer participation in the generation of a treatment plan, as evidenced by 
documentation of consumer quotes on the treatment plan and documentation of treatment 
planning (reflective of consumer involvement) in the progress notes as it occurs. 

6. Ensure that treatment plans reflect appropriate stage-wise interventions based on the 
consumer’s stage of treatment.  

7. Develop a crisis plan for each consumer that is individualized and regularly updated. Ensure 
the crisis plan is documented in the clinical record and shared with internal and external staff, 
as necessary, to provide appropriate crisis services if warranted. 
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BAT 
 

G6) 
Individualized 
Treatment 
    (3) 

With few clients getting services that are “clearly” IDDT, some good services are happening as 
documented in clinical record. Treatment does not tie back to what are otherwise generic treatment 
plans that lack individualized goals and objectives. While meaningful treatment is in evidence, that 
treatment is not necessarily based on stage wise interventions. 
 
Recommendations: 

1. Utilize supervision and training to help staff continue to understand and utilize IDDT 
interventions with individualized consumer goals. 

2. Explore ways to improve the means by which families or significant others are engaged in the 
treatment process. 

3. As previously noted, implement staging of consumers to determine readiness for treatment and 
provide treatment interventions matching the consumer’s stage of treatment.  

4. Ensure that treatment is documented by the team in the clinical record (ISP and progress 
notes) including interventions specific to the model for all consumers served on the IDDT 
team.  
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BAT 
 

G7) Training 
(4) 

Southeast employees on the BAT team went through another round of intensive training in late 2005; 
Limited or no training has occurred for the new team physician or multiple non-Southeast team 
members associated with the BAT team. TL has attended every major SAMI CCOE sponsored 
training for the past 2 years. 
 
Recommendations: 

1. Continue to utilize training opportunities through the SAMI CCOE for the team leaders and 
direct service staff. 

2. Provide supervision structure that reinforces and extends staff learning/skills obtained in 
IDDT trainings. 

3. Encourage team staff to attend training in core aspects of the model which will be offered in 
Central Ohio; determine individualized professional development plans with those who would 
benefit from additional training opportunities.  

4. Establish an IDDT training plan that provides all new team members with at least 2 days of 
IDDT training and all existing team members a one-day annual refresher. 

5. Consider collaborations with other Ohio IDDT programs where resources can be shared.  
6. Follow through with all recommended training as prescribed by the IDDT Performance 

Improvement Team. 



RLPTI Final Evaluation Report: 2007 

 

Page 83 

 
 
BAT 
 

G8) Supervision  
(2) 

TL clearly wants to be talking more IDDT and is invested in learning and disseminating the model 
amongst his team, but with a team where only 1/3 of its consumers are identified as needing the 
model, IDDT specific supervision does not occur consistently. This is as much or more so do to the 
way the team is structured as well as outside lines of supervision for team members who are not 
Southeast employees. Stage based interventions are not consistently tied to the staging exercise that 
team members engage in. Unclear whether these translate into actual practice. Unclear what other 
barriers may have prevented implementation of some core components such as staging, motivational 
interventions, Persuasion groups, etc. It is possible that the development of this team has been 
hindered by the ambitious nature of the initiative, which may have required more new skill and 
knowledge development towards changing practice behavior than team members have been able to 
assimilate in the time since the team was founded. 
 
Recommendations: 

1. Insure that all team members have regularly scheduled access to individual supervision that 
has a focus on IDDT. Keep and provide staff with a copy of their individual supervision log. 

2. Develop a plan for professional development with each team member that includes areas of 
the model where they can increase both knowledge and skills, particularly where it relates to 
IDDT. 

3. Include specific IDDT training/developmental needs in the professional development goals for 
each team member. Supervision sessions should be documented with attention to methods of 
achieving professional development goals and progress towards those goals. Reflect progress 
in staff performance evaluations.  

4. The Clinical Director, Medical Director and all supervisors are encouraged to attend periodic 
supervision and team leader trainings offered by the SAMI CCOE.  
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BAT 
 

G9) 
Process 
Monitoring 
(5) 

In 2005, the agency created a Performance Improvement Team (PIT) which was commissioned to 
address a broad array of barriers and facilitators to successful IDDT implementation, and which 
included staff from many teams and departments agency wide. The PIT adopted a series of 
recommendations from subgroups who explored fidelity issues and steps to improve what has been 
relatively stagnant process toward Southeast’s implementation goals. The PIT will review and respond 
to this report and will charge a subgroup thereafter to monitor progress or lack thereof towards a goal 
of full implementation of the IDDT model. Additionally, a subgroup of team leaders has begun 
meeting routinely to review barriers and facilitators to implementation at the direct service level, and 
have been addressing issues such as treatment planning formats which are not conducive to IDDT, etc. 
These processes reflect determination and commitment on the part of the senior administration to see 
EBP’s implemented well and successful outcomes realized for all of their consumers. 
 
Recommendations: 

1. Continue to use PIT process to measure progress and to ensure continued attention to 
recommendations for high fidelity IDDT programming. These meetings can continue to 
address fidelity, QI data, project outcomes data, Major Unusual Incidents, Board directives or 
related issues, or any other matters that allow the team administrators to use feedback/data to 
monitor the process of high quality implementation. 

2. Develop a fidelity action plan based on the recommendations of this annual fidelity report. 
Process monitoring is most productive when responsible parties and time frames for 
improvement are clearly identified. Develop an ongoing plan for the internal work team that 
includes a schedule, responsibilities, and tasks for all members. 

3. Monitor and revise the fidelity action plan subsequent to review of these recommendations that 
will serve as a template for reviewing the functions, goals and outcomes of the IDDT team by 
its stakeholders. 

4. Continue to share Fidelity report results with team members, and insure that they are involved 
in the development and implementation of the fidelity action plan. 
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BAT 
 

G10) Outcome 
Monitoring 
(4) 

In addition to data being gathered for SAMHSA, team is also participating in CWRU outcomes and 
regularly collecting Consumer Form A. No evidence that results are shared with clients or clinicians. 
 
Recommendations: 

1. Continue monitoring of outcomes consistent with SAMHSA grant guidelines. 
2. Develop a mechanism to provide feedback to members of the management team, direct service 

staff, and consumers on outcomes related to IDDT fidelity components and consumer 
outcomes as related to their specific caseloads. 

3. Utilize the QI committee to review key outcomes and report them to the management team, 
clinical staff, and consumers.  

4. Explore mechanism to incorporate outcomes feedback into the supervision process to enhance 
service delivery, treatment planning, and consumer outcomes. 

5. Assist clinical staff to utilize the Ohio Outcomes Survey in the treatment planning process 
 
 
BAT 
 G11)  

Quality 
Assurance 
(4) 

PIT reviews implementation of the model, but unclear how practice of the model is reviewed for 
teams (ie; staging, charts, regular review, etc…no “practical review” of application of the model at the 
consumer level, ie: monitoring that appropriate groups have been set up and are being conducted, etc. 
Periodic review of fidelity reports before PIT allowed for some feedback, but specific internal review 
has not yet occurred. TL’s have begun meeting to address core practice areas that have been barriers 
to successful implementation. This has emerged from the PIT and previous fidelity recommendations, 
but not yet formally a part of QI protocol. This is a very positive development, and needs to become a 
permanent fixture of IDDT at Southeast even after PIT charter has ended. 
 
Recommendations:  

1. As above G9 & G10 
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BAT 
 

G12)  
Client Choice 
(3) 

Most charts reflected client choice (in notes, as plans don’t allow for much expression of client 
choices), though team meeting reflected staff describing the behaviors they wanted to get from clients, 
with little emphasis on what consumers wanted for themselves. Client choices for groups are limited 
despite significant time having passed since implementation began. Limited MI in evidence that 
would facilitate client choice. 
 
Recommendations: 
1. Establish the expectation that consumer choice is a core agency value. Ensure staff receive 

training in how to elicit and recognize consumer treatment preferences and how to respond to 
those preferences. 

2. Insure that the language being used in Treatment Plans and Reviews reflects the goals and 
choices of the consumers who are being served, and not the “generic” language of CSP. 

3. Develop a full menu of group services to be offered by the team. 
4. Document evidence of client choice in progress notes, treatment planning notes, treatment plan 

and consumer staffing when and how consumer preference informs treatment.  
5. Establish supervision process that monitors and assists the IDDT team members in recognizing 

and responding to consumer preferences. 
 
 
 
BAT 
 

TOTAL 
FIDELITY 
SCORE: 
MEAN 
FIDELITY 
SCORE: 

 
44/60 (73%) 
 
3.6 
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Fidelity Action Plan 

Response to Fidelity Review on 2/16/06 
 

Item Score Narrative Target 
Score 

Action Steps to Achieve 
Target Score 

Target Date 

IDDT ( 1b) 3 No evidence of input from the 
role of a substance abuse 
specialist was evident in any 
of the records reviewed for 
this team. There was some 
lack of clarity in the review 
process as to who the 
designated SA specialist is for 
the team, and how they are 
utilized in that role. 

4 1) Shane and Barb have 
developed stage-based AOD 
Groups. 

2) Shane and Barb will give 
small trainings to educate the 
team regarding substance 
abuse during the case 
management meetings. 

10/16/06 

IDDT (2) 2 There is no evidence of 
staging in any of the clinical 
records that were reviewed; 
stage wise treatment does not 
seem to be happening in re-
application. 

3 1) The team leader will review 
the stages in staff  meeting 
as well as the corresponding 
interventions. 

2) The team will present five 
clients per meeting, discuss 
the corresponding stage. 

3) The team will use the Stage-
Intervention cheat sheet to 
assist with documentation. 

8/14/06 
On-going. 

IDDT (6) 2 There is no evidence of MI in 
application from team 
interview, team meetings or 
client records. 

3 1) Gary will develop an MI 
cheat sheet for use by the 
team. 

2) The team members will 
participate in the in-services 
by Gary Stofle. 

3) The team will practice 
motivational interviewing 

1/12/07 
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skills during case 
management meetings. 

IDDT (7) 2 There was limited evidence of 
anyone getting SA specific 
counseling, though some may 
be occurring in group? No 
evidence in clinical records. 

4 1) The continued 
implementation of groups 
should demonstrate that 
clients are receiving 
substance abuse counseling. 

2) Team members who are 
authorized to use the SA 
codes will increase SA 
counseling in a stage-based 
manner. 

8/15/06 
 
On-going 
 
 

IDDT (8) 1 The Persuasion Group is 2 
years in making and as yet 
underdeveloped or operating 
despite evidence that many if 
not most clients on the BAT 
Team could benefit from the 
service 

4 1) The persuasion group is 
fully developed and 
operating on a weekly 
basis. Currently the group 
is being run by Barbara 
Welch and Shane 
Anderson. 

2) There is also an active 
treatment group and a 
skills group. 

3) The team will refer more 
clients to the group in 
order to provide the 
services to more clients 
who are in need of the 
service. 

8/14/06 
Ongoing 

IDDT (9) 2 There is strong evidence that 
family members are sought 
out/outreached for inclusion in 
program, but no formal family 
services are in evidence. 

 1)  Bernard will develop a Family 
Co-education group. This will 
start with meeting with family 
members who are already 
involved in the program. 

1/12/07 

IDDT (12) 2 No evidence that this occurs 
in a structured way, though 
some focus on physical health 

4 1) A wellness group is being 
developed especially designed 
for clients with diabetes, high 

12/12/06 



RLPTI Final Evaluation Report: 2007 

 

Page 89 

and wellness issues ie: 
diabetes, nutrition etc. 

blood pressure 
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Appendix H 
Dashboard Data Monthly Report 

 
Clients Admitted to PACT Team and Southeast 

 

June 2006 RLPTI 
Dashboard Report 

Prior to 
6/05 June July Aug Sept Oct

 
 
Nov 

 
 
Dec

 
 
Jan Feb

 
 

Mar 

 
 
Apr 

 
 
May  

 
 
June 

 
3/04 to 

date 
Referrals to PACT Team  (each month)                
Male 70 3 0 1 2 5 3 2 6 1 1 0 0 0 94 
Female 30 1 1 0 2 2 0 1 3 0 0 0 0 0 40 
Total 100 4 1 1 4 7 3 3 9 1 1 0 0 0 134 
Referrals to PACT Team  (total)                
Male 70 73 73 74 76 81 84 86 92 93 94 94 94 94 94 
Female 30 31 32 32 34 36 36 37 40 40 40 40 40 40 40 
Total 100 104 105 106 110 117 120 123 132 133 134 134 134 134 134 
Living at Referral (each month)                     
Faith Mission 8 0 0 0 0 0 0 0 1 0 0 0 0 0 9 
Friend's of Homeless/ Men's Shelter 9 2 0 1 1 3 0 0 2 0 1 0 0 0 19 
Land/Street 33 0 0 0 3 2 3 2 2 0 0 0 0 0 45 
Open Shelter 14 0 0 0 0 0 0 0 0 0 0 0 0 0 14 
Rebecca's Place 16 2 0 0 0 0 0 1 1 0 0 0 0 0 20 
Shelter (not identified by name) 11 0 0 0 0 0 0 0 0 0 0 0 0 0 11 
Volunteers of America 4 0 0 0 0 1 0 0 0 0 0 0 0 0 5 
YMCA 1 0 0 0 0 0 0 0 0 0 0 0 0 0 1 
Maryhaven 2 0 0 0 0 0 0 0 1 0 0 0 0 0 3 
Nancy's  0 0 1 0 0 1 0 0 1 0 0 0 0 0 3 
Vision House 0 0 0 0 0 0 0 0 1 0 0 0 0 0 1 
Incarceration 1 0 0 0 0 0 0 0 0 0 0 0 0 0 1 
Transitional 0 0 0 0 0 0 0 0 0 1 0 0 0 0 1 
Unknown 1 0 0 0 0 0 0 0 0 0 0 0 0 0 1 
Total 100 4 1 1 4 7 3 3 9 1 1 0 0 0 134 



RLPTI Final Evaluation Report: 2007 

Page 92 

June 2006 RLPTI 
Dashboard Report 

Prior to 
6/05 June July Aug Sept Oct

 
 
Nov 

 
 
Dec

 
 
Jan Feb

 
 

Mar 

 
 
Apr 

 
 
May  

 
 
June 

 
3/04 to 

date 
New Admissions to PACT Team  
(each month)                

Male 66 1 3 1 2 4 2 0 2 7 4 1 0 0 93 
Female 27 1 2 2 1 2 1 0 0 2 0 0 1 0 39 
Total 93 2 5 3 3 6 3 0 2 9 4 1 1 0 132 
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June 2006 RLPTI 
Dashboard Report 

Prior to 
6/05 June July Aug Sept Oct

 
 
Nov 

 
 
Dec

 
 
Jan Feb

 
 

Mar 

 
 
Apr 

 
 
May  

 
 
June 

 
3/04 to 

date 
Admitted to PACT Team  (total)                
Male 66 67 70 71 73 77 79 79 81 88 92 93 93 93 93 
Female 27 28 30 32 33 35 36 36 36 38 38 38 39 39 39 
Total 93 95 100 103 106 112 115 115 117 126 130 131 132 132 132 
Exited PACT Team (total)                
Male 1 0 1 0 0 1 0 4 2 0 1 1 1 0 12 
Female 1 0 0 0 0 0 0 0 0 0 0 0 0 0 1 
Total 1 0 1 0 0 1 0 4 2 0 1 1 1 0 13 
Admission to SE (each month)                
Male 65 0 4 0 1 1 1 0 2 1 4 0 0 0 79 
Female 28 1 2 1 1 2 1 0 0 2 0 0 0 0 38 
Total 93 1 6 1 2 3 2 0 2 3 4 0 0 0 117 
Admission to SE (total)                
Male 65 65 69 69 70 71 72 72 74 75 79 79 79 79 79 
Female 28 29 31 32 33 35 36 36 36 38 38 38 38 38 38 
Total 93 94 100 101 103 106 108 108 111 113 117 117 117 117 117 

 
Housing 

 

June 2006 RLPTI 
Dashboard Report 

Prior to 
6/05 June July Aug Sept Oct

 
 
Nov 

 
 
Dec

 
 
Jan Feb

 
 

Mar 

 
 
Apr 

 
 
May  

 
 
June 

 
3/04 to 

date 
Leases Signed by Location (each 
month)            

   
  

    

Bryden 16 0 0 1 0 1 1 0 1 1 1 0 1 1 24 
Chatterton 18 0 1 1 0 1 0 0 0 0 1 1 0 0 23 
Greene Country 16 0 0 1 0 1 1 0 0 1 0 0 0 1 21 
Ponderosa Village 16 0 0 0 0 0 0 1 0 0 2 0 0 0 19 
White Birch Cresent 18 0 0 1 0 0 0 0 0 0 1 1 2 0 23 
CMHA Site 0 1 0 0 2 2 1 2 0 1 2 0 0 0 11 
Total  84 1 1 4 2 5 3 3 1 3 7 2 3 2 121 
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June 2006 RLPTI 
Dashboard Report 

Prior to 
6/05 June July Aug Sept Oct

 
 
Nov 

 
 
Dec

 
 
Jan Feb

 
 

Mar 

 
 
Apr 

 
 
May  

 
 
June 

 
3/04 to 

date 
Housed by Location (total)                      
Bryden  15 15 15 15 14 15 14 15 16 16 15 15 16 24 
Chatterton  14 15 15 14 15 15 14 15 14 15 16 16 15 23 
Greene Country  14 14 14 14 15 15 15 15 14 14 14 13 14 21 
Ponderosa Village  16 16 15 15 15 15 16 16 15 17 16 16 16 19 
White Birch Cresent  17 17 17 18 18 17 17 17 14 15 14 16 16 23 
CMHA Site  0 0 1 3 4 6 8 8 9 11 11 11 11 11 
Total   75 77 77 79 81 83 84 86 82 88 86 87 88 121 
Moved Out by Location (each month)                     
Bryden 0 2 0 0 0 2 0 1 0 0 1 1 1 0 8 
Chatterton (10/04) 4 0 0 0 1 0 0 1 0 1 0 0 0 1 8 
Greene Country 1 1 1 0 0 0 0 0 0 2 0 0 1 0 7 
Ponderosa Village 0 1 0 0 0 0 1 1 0 2 0 0 0 0 3 
White Birch Cresent 3 0 0 1 0 0 0 0 0 3 0 0 0 0 7 
CMNA Site 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Total 8 4 1 1 1 2 1 2 0 8 1 1 2 1 33 
Housed by Gender (each month)                     
Female (CHN Sites)  22 23 23 24 24 24 23 24 23 25 24 24 22 78 
Male (CHN Sites)  52 53 53 52 52 53 53 54 50 52 51 52 55 32 
Female ( CMHA Site)  0 0 0 2 3 3 3 3 4 4 4 4 4 4 
Male (CMHA Site)  1 1 1 1 2 3 5 5 5 7 7 7 7 7 
Total  75 77 77 79 81 83 84 86 82 88 86 87 88 121 
At Risk of Eviction (each month)                      
Bryden  8 7 3 3 3 1 1 1 1 3 2 3 3  
Chatterton  4 4 4 4 4 3 2 1 1 2 2 5 2  
Greene Country  4 1 1 1 3 7 5 6 6 5 2 3 4  
Ponderosa Village  2 3 1 2 2 1 1 2 3 3 0 1 5  
White Birch Cresent  2 0 0 1 1 3 2 2 2 2 2 3 3  
CMHA Site  0 0 0 0 0 0 0 1 0 0 0 1 0  
Total   20 15 9 11 13 15 11 13 13 15 8 16 17  
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June 2006 RLPTI 
Dashboard Report 

Prior to 
6/05 June July Aug Sept Oct

 
 
Nov 

 
 
Dec

 
 
Jan Feb

 
 

Mar 

 
 
Apr 

 
 
May  

 
 
June 

 
3/04 to 

date 
Evicted (each month)                      
Bryden 1 0 0 0 0 2 0 0 0 0 0 1 0 0 4 
Chatterton 1 0 0 0 1 0 0 0 0 0 0 0 0 0 2 
Greene Country 0 1 0 0 0 0 0 0 0 2 0 0 0 0 3 
Ponderosa Village 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
White Birch Cresent 1 0 0 0 0 0 0 0 0 0 0 0 0 0 1 
CMHA Site 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Total 3 1 0 0 1 2 0 0 0 2 0 1 0 0 10 

 
NOTE: For the month of June 2006, the PACT Team had 31 clients who were not in RLPTI housing; 21 of the 31 had been 
previously in RLPTI housing.  

 
 

Supportive Services 
 

June 2006 RLPTI  
Dashboard Report 

Prior 
to 6/05 June July Aug Sept Oct 

 
 

Nov 

 
 

Dec 

 
 

Jan Feb 

 
 
Mar 

 
 
Apr 

 
 
May 

 
 
June 

 3/04 to 
date 

Benefits Received (each month)                      
SSI Receiving  36 35 41 42 41 44 47 44 43 44 43 42 45  
SSDI Receiving  24 23 27 24 26 29 29 32 34 32 35 34 34  
Medicaid  60 61 62 64 65 69 66 73 76 73 76 77 79  
Medicare  12 12 14 17 14 16 15 16 17 16 19 20 20  
Medi Medi (duplicated)  8 7 7 9 8 10 9 10 10 10 12 14 13  
DFA  13 14 15 13 11 13 11 11 12 11 13 15 16  
DMA  4 2 2 3 1 1 1 1 1 1 1 1 1  
Food Stamps  70 70 72 74 72 77 83 86 86 86 99 98 96  
Employment  1 1 2 2 2 2 3 3 3 3 3 5 5  
VA Pension Receiving  n/a n/a n/a n/a n/a n/a 8 8 8 10 10 n/a n/a  
n/a=data not available 
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June 2006 RLPTI  
Dashboard Report 

Prior 
to 6/05 June July Aug Sept Oct 

 
 

Nov 

 
 

Dec 

 
 

Jan Feb 

 
 
Mar 

 
 
Apr 

 
 
May 

 
 
June 

 3/04 
to 
date 

Payee (each month)                      
Bryden  9 8 8 7 8 8 7 7 7 6 4 3 3  
Chatterton  7 7 7 7 8 8 7 8 8 8 7 7 6  
Greene Country  5 4 4 4 4 4 4 4 4 4 4 5 4  
Ponderosa Village  8 8 8 8 8 8 9 8 7 8 8 8 8  
White Birch Cresent  1 1 1 1 1 1 1 1 0 0 0 1 1  
CMHA Site  1 1 1 1 1 1 1 1 1 1 1 1 1  
Total   30 28 28 28 30 30 29 29 27 27 24 25 23  

 

June 2006 RLPTI  
Dashboard Report 

Prior to 
8/05 Aug Sept Oct 

 
 

Nov 

 
 

Dec 

 
 

Jan Feb 

 
 
Mar 

 
 
Apr 

 
 
May 

 
 
June 

Client Services Received From SE 
(each month)     

   
 

    

Total # of clients who received services  92 89 89 96 94 91 101 102 92 97 100 
Avg. # services /month/client  6.1 5.2 6.9 6.4 7.4 8.3 7.8 7.5 5.6 7.0 6.8 
Community Psychiatric Supportive 
Treatment (Provided by Case Managers)  
(# of clients served/ # client contacts)  83/359 74/304 80/437 

 
 

87/427 

 
 
87/512 

 
 

86/536 97/550 

 
 
94/537 

 
 
80/321 

 
 
92/458 

 
 

93/471 
Acupuncture 
(# of clients served/ # client contacts)  3/16 2/23 0/0 

 
2/8 

 
1/3 

 
3/6 1/1 

 
2/9 

 
0/0 

 
0/0 

 
0/0 

Diagnostic Assessments 
(# of clients served/ # client contacts)  0/0 3/3 0/0 

 
1/1 

 
0/0 

 
0/0 4/4 

 
0/0 

 
1/1 

 
1/1 

 
0/0 

Drug and Alcohol Treatment 
(# of clients served/ # client contacts)  7/9 1/4 3/3 

 
5/12 

 
7/11 

 
4/4 8/14 

 
5/9 

 
9/16 

 
8/17 

 
16/39 

MD/Nurse Mental Health 
(# of clients served/ # client contacts)  3/26 3/15 18/36 

 
15/25 

 
21/44 

 
19/57 16/48 

 
12/43 

 
16/58 

 
14/68 

 
10/52 

Med. Dissemination/Somatic 
(# of clients served/ # client contacts)  46/77 44/57 45/70 

 
50/78 

 
46/71 

 
48/99 52/100 

 
59/98 

 
41/59 

 
48/68 

 
49/77 

Group Therapy 
(# of clients served/ # client contacts)  0/0 2/6 1/1 

 
1/4 

 
1/1 

 
1/2 0/0 

 
0/0 

 
0/0 

 
0/0 

 
0/0 

Individual (Outpatient) Therapy 
(# of clients served/ # client contacts)  1/2 1/2 2/3 

 
2/3 

 
2/2 

 
1/2 1/1 

 
¾ 

 
3/4 

 
¾ 

 
¾ 
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June 2006 RLPTI  
Dashboard Report 

Prior to 
8/05 Aug Sept Oct 

 
 

Nov 

 
 

Dec 

 
 

Jan Feb 

 
 
Mar 

 
 
Apr 

 
 
May 

 
 
June 

Client Services Received From SE 
(each month)     

   
 

    

Days Res. Treatment (MH/Addiction) 
(# of clients served/ # of days)  0/0 0/0 0/0 

 
1/11 

 
1/19 

 
1/31 2/56 

 
2/62 

 
2/60 

 
2/62 

 
1/30 

Mobile Van 
(# of clients served/ # client contacts)  10/75 7/50 8/59 

 
6/48 

 
4/35 

 
3/18 3/10 

 
1/1 

 
0/0 

 
0/0 

 
0/0 

Other 
(# of clients served/ # client contacts)  1/1 0/0 0/0 

 
0/0 

 
1/1 

 
0/0 0/0 

 
0/0 

 
0/0 

 
0/0 

 
0/0 

 
 

Client Services Received From CNHC 
(each month)    

   
 

    
 

Total # of clients who received services  63 61 51 86 41 53 77 84 101 86  
Avg. # services /month/client  7.1 6.0 3.5 4.6 4.1 6.0 6.2 8.1 7.0 12.8  
General medical 
(# of clients served/ # client contacts)  3/11 4/6 

 
2/5 

 
0/0 

 
3/3 3/7 

 
2/3 

 
8/15 

 
5/6 

 
12/37  

Vision  
(# of clients served/ # client contacts)  1/2 ¼ 

 
0/0 

 
0/0 

 
0/0 1/3 

 
0/0 

 
0/0 

 
1/1 

 
2/5  

Dental  
(# of clients served/ # client contacts)  0/0 2/4 

 
2/7 

 
1/3 

 
1/5 0/0 

 
2/7 

 
5/23 

 
2/18 

 
2/5  

Communications on behalf of clients 
(# of clients served/ # of communications)  34/69 25/52 

 
19/42 

 
18/38 

 
15/25 32/58 

 
40/70 

 
35/72 

 
36/107 

 
57/168  

Client contact  
(# of clients served/ # client contacts)  58/189 59/196 

 
39/78 

 
86/237 

 
40/96 42/143 

 
70/196 

 
76/257 

 
64/237 

 
76/316  

Referrals  
(# of clients served/ # client contacts)  39/97 25/61 

 
7/9 

 
23/51 

 
6/15 21/68 

 
31/101 

 
39/213 

 
37/176 

 
56/270  

Other  
(# of clients served/ # client contacts)  37/81 28/45 

 
23/36 

 
30/64 

 
17/28 

 
20/38 

 
42/101 

 
39/100 

 
85/156 

 
71/301  

 
General medical:  Check up, drawing blood, nutrition and exercise consultation, new patient profile, HIV antibody test, Hepatitis profile, pap 

smear, STD testing  
Vision:  Vision examination, frames 
Dental: Examination, extraction, oral evaluation, film, prophylaxis, post operation visit 
Communications on behalf of clients: communication with housing provider, contact with DJFS case worker or social security administration, 
birth certificate request, taxi, nursing consult with other provider, contact made with pharmacist, nurse authorization of meds,   
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Client contact: Accompany client to DJFS or other appointments, social services contact visit, telephone communication, crisis intervention, 
providing bus passes,  
Referrals:  
Other: Clothing assistance, food assistance, other social services assistance  
 
 

June 2006 RLPTI  
Dashboard Report 

Prior 
to 8/05 Aug Sept Oct 

 
 
 

Nov 

 
 
 

Dec 

 
 
 

Jan Feb 

 
 
 
Mar 

 
 
 
Apr 

 
 
 
May* 

 
 
 
June* 

Clients Receiving VA Benefits (each month)                
Medical Receiving  n/a  n/a n/a 28 30  28 28 28 n/a n/a n/a 
n/a = not available at time of report 
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Appendix I 
Implementation Issues Identified by the Management 

Group 
 

Internal Issues: 25 of 43 Total Issues 
Resolved: 17 of 25 In Process: 5 of 25 Barrier: 3 of 25 

3 of the 17 were related to 
housing. 
• “Housing First concept 

with sex offenders” 
• “CHN is concerned 

that… clients are not 
paying their rent and 
are exhibiting poor 
money management 
skills 

• Clients move-in to 
CMHA units delayed 
due to lack of CHN-
provided furnishings.  

 
8 of the 17 were related to 
communication. 
• “Administrative team 

meetings need to take 
place on a regular 
basis.” 

• “VA staff participation 
in the management 
meetings” 

• “Communication with 
funders” 

 
1 of the 17 resolved issues 
was related to benefits. 

“Homeless individuals 
getting physicals for SSDI 

eligibility, more 
appointment times 

needed” 
 

2 of the 17 were related to 
staffing. 
• “Vacant case manager 

1 of the 5 was related to 
housing. 
• Housing clients at 

CMHA is behind 
schedule 

 
3 of 5 was related to client 
services 
• Clients missing medical 

appointments 
• Process for transferring 

clients from project if 
not housed is unclear.  

• Tracking case 
management services 
across partner agencies 

 
1 of 5 was related to data  
• The timing and 

accuracy of data 
submitted to CRP 

 
 

 

1 of 3 was related to 
services 
• Greater than planned 

number of veterans 
using non-VA 
services 

 
1 of 3 was related to 
benefits 
• A greater number of 

clients are receiving 
or will be receiving 
Medicaid and 
Medicare benefits 

• A greater than 
anticipated number 
of clients are eligible 
for SSDI. 
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Internal Issues: 25 of 43 Total Issues 
Resolved: 17 of 25 In Process: 5 of 25 Barrier: 3 of 25 
and community living 
specialist positions” 

 
1 of the 17 was related to 
services. 
• “Duplication of services 

leading to billing 
issues” 

 
1 of 17 was related to the 
evaluation plan 
• The completion of the 

evaluation plan 
 

 
External Issues: 15 of 43 Total Issues 

Resolved: 8 of 15 In Process: 5 of 15 Barriers 2 of 15 
3 of the 8 were related to 
housing. 
• “Appearance of 

‘steering’…” 
 
1 of the 8 was related to 
communication. 
• “Miscommunication and 

rumors about eligibility 
for the project” 

 
4 of the 8 were related to 
benefits. 
• “SSA and BDD 

coordination to expedite 
SSI benefits” 

 

2 of the 5 were related to 
funding. 
• “How will housing and 

services be sustained 
for the project after 
the 3-year grant 
period?” 

 
1 of the 5 was related to 
data accessibility. 
• “Inability of Benefits 

Coordinator to access 
data via laptop” 

 
2 of 5 was related to 
client services 
• Acquisition of tenant-

based vouchers for 
clients that leave the 
team. 

• Client grievance 
process requires 
clarification 

 

1 of 2 was related to 
client transportation 
• “The bus stop 

location for the 
Green Country 
housing site”  

 
1 of 2 was related to 
benefits 
• Clients applying for 

benefits at time of 
admission to RLPTI 
may inhabit 
expediting the 
process. 
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Fidelity Issues: 3 of 43 Total Issues 
Resolved: 3 of 3 In Process: 0 of 3 Barriers: 3 of 3 

1 of the 3 was related to 
housing. 
• “Need for planning 

for CMHA housing in 
year 2 of the 
project” 

 
1 of the 3 was related to 
staffing. 
• “Non PACT Team 

resident managers 
at CMHA housing 
sites” 

 
1 of the 3 was related to 
services. 
• “SE will be going 

faster than the PACT 
model dictates.” 
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Appendix J 
RLPTI FINANCIAL SUSTAINABILITY PLANNING 

Updated 6.05.06 

Strategy Actions Timeline 

Increase the enrollment of Medicaid eligible 
clients into RLPTI and maintain eligibility. 

The project continues to admit those clients who indicate high 
likelihood of Medicaid eligibility and continues to work to expedite 
benefits enrollment. 

On-Going 

1. Improve staff productivity to increase 
Community Medicaid reimbursement. 

SE has been requiring staff to meet agency productivity standards 
for several months. 

On-Going 

 

2. Bill eligible CNHC case management 
services as CPST service and nursing 
services to Community Medicaid 
services.1 

Training of CNHC staff is underway in SE data entry and billing 
procedures; will “shadow” billing process to determine capabilities 
and staff alignment.  SE and CNHC will develop subcontract to 
cover these services.  

CATT Training – 2/06 (Completed) 

Shadow Data Entry – completed 6/30/06 

CNHC/SE Contract-pending decision SE 
clinic #4. 

3. Develop a CNHC clinic on-site at SE 
utilizing FQHC Medicaid as a primary 
payer.1 

CNHC and SE to develop plan for change of scope for CNHC.  
CNHC and SE will develop subcontract to cover these services. 
Briefing by CSB/SE for CNHC Executive Team. 

Request Change of Scope/HRSA response/   
Full Implementation – TBD 

CSB/SE briefing 9/5/06 

4. Secure ongoing ADAMH funding. ADAMH funding for interim secured by SE.  ADAMH to consider 
ongoing funding. 

ADAMH and CSB met 2/06 (Completed) 
SE submits request to ADAMH for CY07 – 
8/06 

5. Secure county agreement to continue 
Benefits Coordinator position as part of 
DJFS ongoing services. 

Discussion to obtain agreement from Franklin County DJFS to 
continue benefits coordinator position started in the fall. CSB will 
follow-up based on Benefits Workgroup  recommendations. 

Implementation 7/06 

6. Secure VA/Veterans Service Commission 
resources to pay for RLPTI case 
management, physician and nurse 

CSB will take the lead to request funding from VSC and VA. CSB/VSC met - 3/06 (completed) 
CSB/VA met – 4/06 (Completed) 
CHN  propose VSC rent subsidy – met 6/06 
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1 Covered under MOI between SE/CNHC 

services provided to Veterans by CNHC 
and SE.  

CHN/VSC meeting in August. 
VA to determine ability to fund project – 
TBD 

7. Utilize the ACT bundled rate funding. Strategy regarding the ACT bundled rate utilization is under 
consideration by SE and is dependent on whether financially 
beneficial. 

State implementation timeline not yet 
formulated. 

8. Seek other funding sources. a. UW-Health Vision Council RFP – Integrating Mental Health 
Services in the Medical Home. Grant award - $39,000. 

b. CNHC to cover staff and direct project costs through 6/30/07 

a. Approved  
b. Approved 
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Appendix K 
NEPEC Data 

 



**  Based on positive responses to item 15 on Baseline Form: Have you ever served on active duty in the US Armed Forces?
*   Based on positive responses to item 6A on Screening Form: Client enrolled into Collaborative Initiative Program?

HUD/HHS/VA Collaborative Initative to Help End Chronic Homelessness
National Performance Outcomes Assessment
Recruitment Report - July 2006
(Cumulative Statistics for Data Processed through 07/14/2006)

**  Based on positive responses to item 15 on Baseline Form: Have you ever served on active duty in the US Armed Forces?
*   Based on positive responses to item 6A on Screening Form: Client enrolled into Collaborative Initiative Program?

HUD/HHS/VA Collaborative Initative to Help End Chronic Homelessness
National Performance Outcomes Assessment
Recruitment Report - July 2006
(Cumulative Statistics for Data Processed through 07/14/2006)

Total

Site

Chattanooga,
TN

Chicago,
IL

Columbus,
OH

Denver,
CO

Ft.
Lauderdale,

FL

Los
Angeles,

CA
Martinez,

CA

New
York
City,
NY

Philadelphia,
PA

Portland,
OR

San
Francisco,

CA

(A) Number of Phase 1
Screening Forms (SC)
Received 1453 77 95 93 100 53 146 479 131 72 104 103

(B) Number Phase 1
Enrolled in CICH (per
Screening Form) * 1264 61 70 86 100 53 116 451 52 72 103 100

(C) Number of Baseline
Forms Received (Phase 1
CICH Clients Enrolled) 756 53 64 80 97 53 64 54 52 69 72 98

(D) Percent of Phase 1
Screened and enrolled
into CICH (B/A) 87.0 79.2 73.7 92.5 100.0 100.0 79.5 94.2 39.7 100.0 99.0 97.1

(E) Percent of Phase 1
enrolled into evaluation
(C/B) 59.8 86.9 91.4 93.0 97.0 100.0 55.2 12.0 100.0 95.8 69.9 98.0

(F) Percent of Phase 1 CICH
Clients housed at
Baseline Assessment 29.0 30.2 14.1 30.0 41.2 5.7 37.5 14.8 9.6 4.3 4.2 85.7

(G) Percent of Phase 1 CICH
Clients who are Veterans
** 35.6 45.3 25.0 41.3 24.7 22.6 50.0 57.4 51.9 31.9 36.1 22.4

(H) Number of Baseline
Forms Received (Phase 2
Comparison Group
Enrolled) 119 19 0 0 0 0 18 32 25 0 25 0



HUD/HHS/VA Collaborative Initative to Help End Chronic Homelessness
National Performance Outcomes Assessment
Follow-up Rates Report [Among Phase 1 CICH Clients Only] - July 2006
(Cumulative Statistics for Follow-up Interviews due on or before 06/14/2006)

HUD/HHS/VA Collaborative Initative to Help End Chronic Homelessness
National Performance Outcomes Assessment
Follow-up Rates Report [Among Phase 1 CICH Clients Only] - July 2006
(Cumulative Statistics for Follow-up Interviews due on or before 06/14/2006)

Total

Site

Chattanooga,
TN

Chicago,
IL

Columbus,
OH

Denver,
CO

Ft.
Lauderdale,

FL

Los
Angeles,

CA
Martinez,

CA

New
York,

NY
Philadelphia,

PA
Portland,

OR

San
Francisco,

CA

Follow-up
(Phase 1 CICH
Clients . . . . . . . . . . . .

3-Mo. N Done 672 47 48 77 89 45 61 48 49 62 65 81

3-Mo. N Due 739 53 61 80 95 48 64 51 52 69 72 94

3-Mo. FU Rate 90.9 88.7 78.7 96.3 93.7 93.8 95.3 94.1 94.2 89.9 90.3 86.2

6-Mo. N Done 626 47 38 78 77 42 59 45 44 64 63 69

6-Mo. N Due 709 52 57 80 89 48 63 47 50 68 71 84

6-Mo. FU Rate 88.3 90.4 66.7 97.5 86.5 87.5 93.7 95.7 88.0 94.1 88.7 82.1

9-Mo. N Done 586 48 40 70 69 35 54 45 41 60 58 66

9 Mo. N Due 675 52 51 80 80 41 61 47 47 67 69 80

9-Mo. FU Rate 86.8 92.3 78.4 87.5 86.3 85.4 88.5 95.7 87.2 89.6 84.1 82.5

12-Mo. N Done 531 39 40 58 62 29 52 43 38 56 58 56

12 Mo. N Due 626 51 48 80 66 35 61 46 43 61 66 69

12-Mo. FU
Rate 84.8 76.5 83.3 72.5 93.9 82.9 85.2 93.5 88.4 91.8 87.9 81.2

15-Mo. N Done 452 38 29 58 49 21 48 37 33 47 55 37

15 Mo. N Due 563 50 41 80 56 29 61 44 41 49 65 47

15-Mo. FU
Rate 80.3 76.0 70.7 72.5 87.5 72.4 78.7 84.1 80.5 95.9 84.6 78.7

18-Mo. N Done 372 34 19 56 40 11 47 32 30 30 48 25

18 Mo. N Due 468 47 38 67 46 16 56 38 39 35 59 27

18-Mo. FU
Rate 79.5 72.3 50.0 83.6 87.0 68.8 83.9 84.2 76.9 85.7 81.4 92.6

21-Mo. N Done 269 25 17 37 32 4 41 31 25 22 35 .

21 Mo. N Due 341 34 31 47 37 4 49 36 33 25 45 .

21-Mo. FU
Rate 78.9 73.5 54.8 78.7 86.5 100.0 83.7 86.1 75.8 88.0 77.8 .

24-Mo. N Done 152 13 11 15 19 . 26 21 19 10 18 .

24 Mo. N Due 188 16 16 17 22 . 29 24 28 12 24 .

24-Mo. FU
Rate 80.9 81.3 68.8 88.2 86.4 . 89.7 87.5 67.9 83.3 75.0 .



HUD/HHS/VA Collaborative Initative to Help End Chronic Homelessness
National Performance Outcomes Assessment
Housing Rates Report [Among Phase 1 CICH Clients Only] - July 2006
(Cumulative Statistics for data processed through 07/14/2006)

HUD/HHS/VA Collaborative Initative to Help End Chronic Homelessness
National Performance Outcomes Assessment
Housing Rates Report [Among Phase 1 CICH Clients Only] - July 2006
(Cumulative Statistics for data processed through 07/14/2006)

Total

Site

Chattanooga,
TN

Chicago,
IL

Columbus,
OH

Denver,
CO

Ft.
Lauderdale,

FL

Los
Angeles,

CA
Martinez,

CA

New
York,

NY
Philadelphia,

PA
Portland,

OR

San
Francisco,

CA

Overall
Housing
Rates (Phase
I CICH
Clients) . . . . . . . . . . . .

3-Mo. N
Housed 600 44 39 71 85 44 44 45 49 50 48 81

3-Mo. Housed
Rate 89.3 93.6 81.3 92.2 95.5 97.8 72.1 93.8 100.0 80.6 73.8 100.0

6-Mo. N
Housed 572 46 33 72 74 42 44 43 44 54 51 69

6-Mo. Housed
Rate 91.4 97.9 86.8 92.3 96.1 100.0 74.6 95.6 100.0 84.4 81.0 100.0

9-Mo. N
Housed 538 42 37 66 61 35 44 40 41 52 54 66

9-Mo. Housed
Rate 91.8 87.5 92.5 94.3 88.4 100.0 81.5 88.9 100.0 86.7 93.1 100.0

12-Mo. N
Housed 490 39 37 55 55 29 42 37 37 52 51 56

12-Mo.
Housed Rate 92.3 100.0 92.5 94.8 88.7 100.0 80.8 86.0 97.4 92.9 87.9 100.0

15-Mo. N
Housed 397 35 27 52 45 20 37 32 32 40 40 37

15-Mo.
Housed Rate 87.8 92.1 93.1 89.7 91.8 95.2 77.1 86.5 97.0 85.1 72.7 100.0

18-Mo. N
Housed 320 31 17 50 31 11 30 28 30 26 41 25

18-Mo.
Housed Rate 86.0 91.2 89.5 89.3 77.5 100.0 63.8 87.5 100.0 86.7 85.4 100.0

21-Mo. N
Housed 228 21 17 33 29 4 29 24 25 19 27 .

21-Mo.
Housed Rate 84.8 84.0 100.0 89.2 90.6 100.0 70.7 77.4 100.0 86.4 77.1 .

24-Mo. N
Housed 127 11 11 13 18 . 17 16 19 8 14 .

24-Mo.
Housed Rate 83.6 84.6 100.0 86.7 94.7 . 65.4 76.2 100.0 80.0 77.8 .

Veteran
Housing
Rates: . . . . . . . . . . . .

(Continued)



HUD/HHS/VA Collaborative Initative to Help End Chronic Homelessness
National Performance Outcomes Assessment
Housing Rates Report [Among Phase 1 CICH Clients Only] - July 2006
(Cumulative Statistics for data processed through 07/14/2006)

Total

Site

Chattanooga,
TN

Chicago,
IL

Columbus,
OH

Denver,
CO

Ft.
Lauderdale,

FL

Los
Angeles,

CA
Martinez,

CA

New
York,

NY
Philadelphia,

PA
Portland,

OR

San
Francisco,

CA

3-Mo. N Vet
Housed 184 13 12 28 21 9 12 20 18 16 16 19

3-Mo. N Vets 219 16 14 33 24 10 19 21 19 22 19 22

3-Mo. Vet
Housed Rate 84.0 81.3 85.7 84.8 87.5 90.0 63.2 95.2 94.7 72.7 84.2 86.4

6-Mo. N Vet
Housed 172 14 9 27 19 7 15 17 16 16 16 16

6-Mo. N Vets 212 16 14 33 21 10 19 19 19 21 19 21

6-Mo. Vet
Housed 81.1 87.5 64.3 81.8 90.5 70.0 78.9 89.5 84.2 76.2 84.2 76.2

9-Mo. N Vet
Housed 166 12 10 28 15 7 15 15 17 15 16 16

9-Mo. N Vets 202 16 13 33 21 7 19 18 18 21 18 18

9-Mo. Vet
Housed Rate 82.2 75.0 76.9 84.8 71.4 100.0 78.9 83.3 94.4 71.4 88.9 88.9

12-Mo. N Vet
Housed 149 11 9 22 14 6 16 14 15 15 15 12

12-Mo. N
Vets 188 15 12 33 17 7 19 18 17 18 17 15

12-Mo. Vet
Housed Rate 79.3 73.3 75.0 66.7 82.4 85.7 84.2 77.8 88.2 83.3 88.2 80.0

15-Mo. N Vet
Housed 123 10 8 22 9 4 14 13 11 12 12 8

15-Mo. N
Vets 172 15 11 33 13 5 19 17 17 14 16 12

12-Mo. Vet
Housed Rate 71.5 66.7 72.7 66.7 69.2 80.0 73.7 76.5 64.7 85.7 75.0 66.7

18-Mo. N Vet
Housed 103 9 4 22 7 4 11 10 11 7 14 4

18-Mo. N
Vets 148 15 10 30 11 4 16 14 15 10 16 7

18-Mo. Vet
Housed Rate 69.6 60.0 40.0 73.3 63.6 100.0 68.8 71.4 73.3 70.0 87.5 57.1

21-Mo. N Vet
Housed 69 6 4 13 6 1 10 6 10 5 8 .

21-Mo. N
Vets 108 10 7 22 7 1 13 13 14 8 12 1

21-Mo. Vet
Housed Rate 63.9 60.0 57.1 59.1 85.7 100.0 76.9 46.2 71.4 62.5 66.7 0.0

(Continued)



HUD/HHS/VA Collaborative Initative to Help End Chronic Homelessness
National Performance Outcomes Assessment
Housing Rates Report [Among Phase 1 CICH Clients Only] - July 2006
(Cumulative Statistics for data processed through 07/14/2006)

Total

Site

Chattanooga,
TN

Chicago,
IL

Columbus,
OH

Denver,
CO

Ft.
Lauderdale,

FL

Los
Angeles,

CA
Martinez,

CA

New
York,

NY
Philadelphia,

PA
Portland,

OR

San
Francisco,

CA

24-Mo. N Vet
Housed 37 5 3 6 3 . 3 3 7 2 5 .

24-Mo. N
Vets 62 8 5 11 4 . 6 8 11 2 7 .

24-Mo. Vet
Housed Rate 59.7 62.5 60.0 54.5 75.0 . 50.0 37.5 63.6 100.0 71.4 .



Tx Stat   - Missing Treatment Status Log entry for client for indicated quarter (e.g., Apr 2004 log for Qtr 1, July 2004 for Qtr 2., etc.)
HUD Sub   - Missing HUD Subsidy entry for client for indicated quarter (e.g., Apr 2004 log for Qtr 1, July 2004 for Qtr 2., etc.)
Discharge - Treatment status shown as "Discharged" on one or more logs, but missing CDF.
Follow up - Follow-up form(s) missing and greater than 60 days past due.
Baseline  - One or more Follow-up forms received, but missing CBF.
Screening - Client screening form date given on Recruitment Log and/or Baseline Form received, but missing CSF.

HUD/HHS/VA Collaborative Initiative for Chronic Homelessness (CICH)
National Performance Outcomes Assessment
Missing Forms Report - Phase 1 CICH Clients) Only - July 2006
(Number of Missing Forms and Evaluation Logs as of 07/14/2006)

Tx Stat   - Missing Treatment Status Log entry for client for indicated quarter (e.g., Apr 2004 log for Qtr 1, July 2004 for Qtr 2., etc.)
HUD Sub   - Missing HUD Subsidy entry for client for indicated quarter (e.g., Apr 2004 log for Qtr 1, July 2004 for Qtr 2., etc.)
Discharge - Treatment status shown as "Discharged" on one or more logs, but missing CDF.
Follow up - Follow-up form(s) missing and greater than 60 days past due.
Baseline  - One or more Follow-up forms received, but missing CBF.
Screening - Client screening form date given on Recruitment Log and/or Baseline Form received, but missing CSF.

HUD/HHS/VA Collaborative Initiative for Chronic Homelessness (CICH)
National Performance Outcomes Assessment
Missing Forms Report - Phase 1 CICH Clients) Only - July 2006
(Number of Missing Forms and Evaluation Logs as of 07/14/2006)

Total

Site

Chattanooga,
TN

Chicago,
IL

Columbus,
OH

Denver,
CO

Ft.
Lauderdale,

FL

Los
Angeles,

CA
Martinez,

CA

New
York

City, NY
Philadelphia,

PA
Portland,

OR

San
Francisco,

CA

Screening 1 0 0 0 0 1 0 0 0 0 0 0

Baseline 0 0 0 0 0 0 0 0 0 0 0 0

FU1 0 0 0 0 0 0 0 0 0 0 0 0

FU2 1 0 0 0 1 0 0 0 0 0 0 0

FU3 7 0 0 0 2 5 0 0 0 0 0 0

FU4 18 0 0 0 7 6 0 0 1 4 0 0

FU5 12 0 0 0 5 4 0 0 0 2 0 1

FU6 19 0 0 1 2 12 0 0 0 3 0 1

FU7 25 0 0 0 7 17 0 0 0 1 0 0

Discharge 24 0 1 6 1 4 0 4 0 0 5 3

Hsub5 0 0 0 0 0 0 0 0 0 0 0 0

Hsub6 1 0 0 0 0 0 0 0 0 0 0 1

Hsub7 1 0 0 0 0 0 0 0 0 0 0 1

Hsub8 1 0 0 0 0 0 0 0 0 0 0 1

TStat5 0 0 0 0 0 0 0 0 0 0 0 0

TStat6 1 0 0 0 0 0 0 0 0 0 0 1

TStat7 1 0 0 0 0 0 0 0 0 0 0 1

TStat8 1 0 0 0 0 0 0 0 0 0 0 1



HUD/HHS/VA Collaborative Initative to Help End Chronic Homelessness
National Performance Outcomes Assessment
Follow-up Rates Report [Among Phase 2 Compasison Group Only] - July 2006
(Cumulative Statistics for Follow-up Interviews due on or before 06/14/2006)

HUD/HHS/VA Collaborative Initative to Help End Chronic Homelessness
National Performance Outcomes Assessment
Follow-up Rates Report [Among Phase 2 Compasison Group Only] - July 2006
(Cumulative Statistics for Follow-up Interviews due on or before 06/14/2006)

Total
Site

Chattanooga, TN Los Angeles, CA Martinez, CA New York, NY Portland, OR

Follow-up (Phase 2 Comparison Group . . . . . .

3-Mo. N Done 60 13 3 22 4 18

3-Mo. N Due 89 19 5 29 11 25

3-Mo. FU Rate 67.4 68.4 60.0 75.9 36.4 72.0

6-Mo. N Done 50 8 3 23 . 16

6-Mo. N Due 76 18 5 27 1 25

6-Mo. FU Rate 65.8 44.4 60.0 85.2 0.0 64.0

9-Mo. N Done 38 2 1 20 1 14

9 Mo. N Due 54 2 5 24 1 22

9-Mo. FU Rate 70.4 100.0 20.0 83.3 100.0 63.6

12-Mo. N Done 27 . . 12 1 14

12 Mo. N Due 33 . . 14 1 18

12-Mo. FU Rate 81.8 . . 85.7 100.0 77.8



HUD/HHS/VA Collaborative Initative to Help End Chronic Homelessness
National Performance Outcomes Assessment
Housing Rates Report [Among Phase 2 Comparison Group Only] - July 2006
(Cumulative Statistics for data processed through 07/14/2006)

HUD/HHS/VA Collaborative Initative to Help End Chronic Homelessness
National Performance Outcomes Assessment
Housing Rates Report [Among Phase 2 Comparison Group Only] - July 2006
(Cumulative Statistics for data processed through 07/14/2006)

Total

Site

Chattanooga,
TN

Los Angeles,
CA

Martinez,
CA

New York,
NY

Portland,
OR

Overall Housing Rates (Phase 2 Comparison
Group) . . . . . .

3-Mo. N Housed 16 1 3 7 . 5

3-Mo. Housed Rate 26.7 7.7 100.0 31.8 0.0 27.8

6-Mo. N Housed 18 1 3 9 . 5

6-Mo. Housed Rate 36.0 12.5 100.0 39.1 . 31.3

9-Mo. N Housed 16 . 1 8 1 6

9-Mo. Housed Rate 42.1 0.0 100.0 40.0 100.0 42.9

12-Mo. N Housed 12 . . 4 1 7

12-Mo. Housed Rate 44.4 . . 33.3 100.0 50.0

Veteran Housing Rates: . . . . . .

3-Mo. N Vet Housed 3 . . 2 . 1

3-Mo. N Vets 43 8 13 7 8 7

3-Mo. Vet Housed Rate 7.0 0.0 0.0 28.6 0.0 14.3

6-Mo. N Vet Housed 5 . . 2 . 3

6-Mo. N Vets 22 8 . 7 . 7

6-Mo. Vet Housed 22.7 0.0 . 28.6 . 42.9

9-Mo. N Vet Housed 3 . . 2 . 1

9-Mo. N Vets 17 3 . 7 . 7

9-Mo. Vet Housed Rate 17.6 0.0 . 28.6 . 14.3

12-Mo. N Vet Housed 3 . . 1 . 2

12-Mo. N Vets 9 . . 4 . 5

12-Mo. Vet Housed Rate 33.3 . . 25.0 . 40.0



Follow up - Follow-up form(s) missing and greater than 60 days past due.
Baseline  - One or more Follow-up forms received, but missing CBF.
Note: Only BL and FU forms shown, since CSF, CDF, HSub, TXstat forms are not collected for Phase 2 participants

HUD/HHS/VA Collaborative Initiative for Chronic Homelessness (CICH)
National Performance Outcomes Assessment
Missing Forms Report - Phase 2 Participants Only - July 2006
(Number of Missing Forms as of 07/14/2006)

Follow up - Follow-up form(s) missing and greater than 60 days past due.
Baseline  - One or more Follow-up forms received, but missing CBF.
Note: Only BL and FU forms shown, since CSF, CDF, HSub, TXstat forms are not collected for Phase 2 participants

HUD/HHS/VA Collaborative Initiative for Chronic Homelessness (CICH)
National Performance Outcomes Assessment
Missing Forms Report - Phase 2 Participants Only - July 2006
(Number of Missing Forms as of 07/14/2006)

Total

Site

Chattanooga,
TN

Los
Angeles,

CA Martinez, CA
New York
City, NY Portland, OR

Baseline 0 0 0 0 0 0

FU1 0 0 0 0 0 0

FU2 0 0 0 0 0 0

FU3 0 0 0 0 0 0

FU4 1 0 0 0 0 1

FU5 0 0 0 0 0 0

FU6 0 0 0 0 0 0



5-accident 6-drug related 7-manslaughter 8-other
FU3K Codes:  1-suicide 2-homicide 3-unknown 4-natural causes

HUD/HHS/VA Collaborative Initiative for Chronic Homelessness (CICH)
Phase I Causes of Death Coding Errors Report

Date of Report: 07/14/06

SITE CODE=CHA

CLIENT
ID

FOLLOW
UP

NUMBER FU3K FU3K Specify

C004 4 3 UNKNOWN

C025 3 3 UNKNOWN

C026 6 4 CARDIAC ARREST

C035 5 1 SUICIDE

SITE CODE=CHI

CLIENT
ID

FOLLOW
UP

NUMBER FU3K FU3K Specify

C045 4 4 HEART FAILURE

C059 6 4 NATURAL CAUSES

SITE CODE=COL

CLIENT
ID

FOLLOW
UP

NUMBER FU3K
FU3K

Specify

C016 5 4

C048 4 .

C048 5 2

C049 7 3

C080 5 3 OVERDOSE

SITE CODE=DEN

CLIENT
ID

FOLLOW
UP

NUMBER FU3K FU3K Specify

C011 6 6 OVERDOSE

C012 7 4 HIV

C024 2 4 ESOPHAGEAL VARICES CAUSED BY CHRONIC ALCOHOLISM

C045 5 2 HOMICIDE STABBING



5-accident 6-drug related 7-manslaughter 8-other
FU3K Codes:  1-suicide 2-homicide 3-unknown 4-natural causes

HUD/HHS/VA Collaborative Initiative for Chronic Homelessness (CICH)
Phase I Causes of Death Coding Errors Report

Date of Report: 07/14/06

SITE CODE=DEN

CLIENT
ID

FOLLOW
UP

NUMBER FU3K FU3K Specify

C055 7 4 LIVER FAILURE

C060 3 1 DRUG OD

C077 5 4

C093 1 4 HEART TROUBLE

SITE CODE=FTL

CLIENT
ID

FOLLOW
UP

NUMBER FU3K FU3K Specify

C001 5 4 LIVER FAILURE

C012 2 6 DRUG OD

SITE CODE=LOS

CLIENT
ID

FOLLOW
UP

NUMBER FU3K FU3K Specify

C041 5 6 OD

C060 7 4 AIDS

C137 1 2 HOMICIDE- HIT BY CAR WHILE PUSHING INDIVIDUAL IN WHEELCHAIR ACROSS STREET

C142 2 6 45 YEAR OLD MALE FOUND DEAD IN HIS ROOM-POSSIBLY DRUG RELATED

SITE CODE=MAR

CLIENT
ID

FOLLOW
UP

NUMBER FU3K FU3K Specify

C021 5 2 HOMICIDE

C190 7 4 HIT BY CAR

C326 5 4 COPD



5-accident 6-drug related 7-manslaughter 8-other
FU3K Codes:  1-suicide 2-homicide 3-unknown 4-natural causes

HUD/HHS/VA Collaborative Initiative for Chronic Homelessness (CICH)
Phase I Causes of Death Coding Errors Report

Date of Report: 07/14/06

SITE CODE=NYC

CLIENT
ID

FOLLOW
UP

NUMBER FU3K FU3K Specify

C082 6 .

C128 2 4 LIVER FAILURE

SITE CODE=PHI

CLIENT
ID

FOLLOW
UP

NUMBER FU3K
FU3K

Specify

C001 7 4 CANCER

SITE CODE=POR

CLIENT
ID

FOLLOW
UP

NUMBER FU3K FU3K Specify

C015 8 3

C018 4 4 PNEUMONIA

C030 7 3 UNKNOWN

C078 2 3 UNKNOWN

C092 3 6 OD

SITE CODE=SAF

CLIENT
ID

FOLLOW
UP

NUMBER FU3K FU3K Specify

C060 3 4 HEART FAILURE

C063 3 4 OVERDOSE

C073 2 3
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