Application Narrative Template

This section of the toolkit is to assist jurisdictions in thoroughly completing their
application narrative document. Below you will find the questions that HHAP
program staff will be ensuring are answered in each jurisdiction’s narrative
document. Applications will not be deemed complete if all the below questions
are not addressed in a jurisdiction’s narrative attachment. More information on
these areas can be found in the HHAP program guidance.

1. SUMMARY OF HOMELESSNESS IN THE COC, LARGE CITY, OR COUNTY

To successfully complete this section, applicants must:

Submit their CoC’s complete HUD Longitudinal System Assessment (LSA) from
June 2018 - June 2019.

Homelessness and Supportive Housing (HSH) has included the HUD Longitudinal System Assessment
(LSA) for the time period October 1, 2017-September 30, 2018 as an attachment to this application. HSH
has modified the LSA extract to include emergency shelter and navigation center data for this time
period.

B. Use the LSA data to provide (as defined by HUD):

1. Total number of households served in: (1) Emergency Shelter, Safe Haven
and Transitional Housing, (2) Rapid Rehousing, and (3) Permanent Supportive
Housing.

Emergency Shelter, Safe Haven, 8,172
Transitional Housing
Adul |
dults only Rapid Rehousing 668
Permanent Supportive Housing 3,929
Emergency Shelter, Safe Haven, 299
, Transitional Housing
Adults and children Rapid Rehousing 317
Permanent Supportive Housing 209
Emergency Shelter, Safe Haven, 204
. Transitional Housing
Child only Rapid Rehousing 35
Permanent Supportive Housing 19
2. Total number of disabled households served across all inferventions.
Adults only Emergency Shelter, Safe Haven, 5,403

Transitional Housing
Rapid Rehousing 236




Permanent Supportive Housing 2,525

Adults and children Emergency Shelter, Safe Haven, 87
Transitional Housing
Rapid Rehousing 59
Permanent Supportive Housing 170

Child only Emergency Shelter, Safe Haven, 97
Transitional Housing
Rapid Rehousing 0
Permanent Supportive Housing 0

3. Total number of households experiencing chronic homelessness served

across all interventions.

Adults only Emergency Shelter, Safe Haven, 2,754
Transitional Housing
Rapid Rehousing 95
Permanent Supportive Housing 257

Adults and children Emergency Shelter, Safe Haven, 52
Transitional Housing
Rapid Rehousing 29
Permanent Supportive Housing 25

Child only Emergency Shelter, Safe Haven, 13
Transitional Housing
Rapid Rehousing 0
Permanent Supportive Housing 0

4, Total number of 55+ households served across all interventions.

Emergency Shelter, Safe Haven, 3,044
Transitional Housing

Adul I
dults Only Rapid Rehousing 189
Permanent Supportive Housing 2,184
S. Total number of unaccompanied youth served across all interventions.
Emergency Shelter, Safe Haven, 1.676
Transitional Housing
Adul I
dults Only Rapid Rehousing 82
Permanent Supportive Housing 22
6. Total number of veteran households served across all interventions.
Adults Only Emergency Shelter, Safe Haven, 800

Transitional Housing
Rapid Rehousing 300




Permanent Supportive Housing 518
Adult and Children Emergency Shelter, Safe Haven, 2
Transitional Housing
Rapid Rehousing 4
Permanent Supportive Housing 5
7. Number of individuals served across all interventions who were: (1)

Female, (2) Male, (3) Transgender, or (4) Gender Non-Conforming.

Female Male

Transgender

Gender non-
confirming

Adults Only

Emergency
Shelter, Safe
Haven,
Transitional
Housing

3,149 4,105

616

315

Rapid Rehousing 296 369

Permanent 1002
Supportive

Housing

2,875

88

Adults and
Children

Emergency 298 116
Shelter, Safe
Haven,
Transitional
Housing

Rapid Rehousing 322 98

Permanent 210 100
Supportive
Housing

Child only

Emergency 110 89
Shelter, Safe
Haven,
Transitional
Housing

Rapid Rehousing 17 18

Permanent 10 9
Supportive

Housing

8. Total number individuals served across all interventions who were: (1)
White, Non-Hispanic/Non-Latino (only), (2) White, Hispanic/Latino (only), (3)

Black or African American (only), (4) Asian (only), (5) American Indian or Alaska




Native (only), (5) Native Hawaiian/Other Pacific Islander (only) or (6) Multiple

races.
Emergency Rapid Permanent
Shelter, Safe Rehousing Supportive Housing
Haven,
Transitional
Housing
Adult Only White, Non- 2,838 148 1358
Hispanic/Non-Latino
(only),
White, Hispanic/Latino | 543 64 85
(only)
Black or African 2,282 298 1588
American (only)
Asian (only) 543 18 130
American Indian or 79 24 137
Alaska Native (only
Native Hawaiian/Other | 132 21 95
Pacific Islander (only)
Multiple races 914 31 60
Adults and White, Non- 35 35 40
children Hispanic/Non-Latino
(only),
White, Hispanic/Latino | 83 64 85
(only)
Black or African 187 211 111
American (only)
Asian (only) 17 23 18
American Indian or 34 25 20
Alaska Native (only
Native Hawaiian/Other | 17 17 14
Pacific Islander (only)
Multiple races 16 14 20
Child Only White, Non- 22 5 2
Hispanic/Non-Latino
(only),
White, Hispanic/Latino | 49 3 0
(only)




Emergency Rapid Permanent
Shelter, Safe Rehousing Supportive Housing
Haven,
Transitional
Housing
Black or African 65 16 14
American (only)
Asian (only) 13 0 0
American Indian or 5 3 2
Alaska Native (only
Multiple races 28 0 0

Please note:

- Per HHAP program guidance, CoCs are expected to share the LSA with
their regional co-applicants (i.e. applicable large cities and counties that
overlap the CoC's jurisdiction). Each entity will submit a copy of the LSA for their
CoC.

- Acknowledging that there may be differences in demographics and
characteristics within a region, large city and county, applicants may also
include additional information and data that is specific to the geography they
represent.

2, DEMONSTRATION OF REGIONAL COORDINATION

To successfully complete this section, applicants must provide:
A. Coordinated Entry System (CES) Information

For CoC applicants:

1. Describe how your CES functions, including:

Q. What entity is responsible for operating your CES?2

b. What is the process for assessment and identification of housing needs for
individuals and families that are experiencing or at risk of experiencing
homelessness in your community?e

C. How are people referred to available housing through CES?
2. How do you promote the utilization of your CES2 Specifically:
qQ. What outreach do you conduct to ensure all individuals experiencing

homelessness, including those with multiple barriers, are aware of the CES
assessment and referral processe
b. What is the grievance or appeal process for customers?



C. How do you provide culturally responsive services to people experiencing
homelessness?

3. What, if any, are the current challenges preventing successful CES
operation in your jurisdiction, and how do you plan to address these
challenges?

San Francisco’s Coordinated Entry System

In San Francisco, the City and County of San Francisco Department of Homelessness and Supportive
Housing (HSH) is responsible for operating our Coordinated Entry System (CES). HSH is also the
Homeless Management Information System (HMIS) Lead and Continuum of Care (CoC) lead.

Client Identification

San Francisco operates ten physical Access Points that provide identification and assessment of people
experiencing and at risk of homelessness in San Francisco. Additionally, the multi-disciplinary San
Francisco Homeless Outreach Team, VA staff at the local VA clinic, as well as three mobile teams
dedicated to Coordinated Entry also provide identification and assessment. While Access Points are
specialized with services for youth, families and adults, Access Points use a multi-site coordinated
approach to city-wide coordination and collaboration.

Assessment and Referral to Housing

After identification, HSH provides Problem Solving (also known as diversion) services to all households
focused on rapid resolution. If the episode or risk of homelessness cannot be immediately resolved,
households are assessed for housing needs using the custom San Francisco Coordinated Entry Primary
Assessment—a 19 question assessment of vulnerability (behavioral health, physical health, and
experience of trauma), chronicity of homelessness (frequency, and length of homelessness), and
barriers to housing (income, history of eviction, previous lease history). This primary assessment is used
to identify the highest needs people in San Francisco for referral to San Francisco Homeless Response
System (HRS) housing, including permanent Supportive housing and rapid rehousing. Immediately upon
completion of the Primary Assessment, high scoring households: “Housing Referral Status” households
are assigned to housing navigation and matched to vacant units for which they are eligible. Housing
Navigators provide support to ensure that Housing referral status households attend all meetings
required for housing move in, as well as attending move in appointments, gathering required
documents, and completing all necessary eligibility criteria. Unsheltered Housing Referral status adults
are matched to available Navigation Center beds, when available, but the need for Navigation Center
placements exceed current availability. Unfortunately, the current shortage of Navigation Center
capacity leads to some unsheltered people with Housing Referral status to lose track of their Housing
Navigator and end up not obtaining the housing for which they are prioritized.

System Promotion and Outreach

San Francisco provides extensive outreach to ensure all people experiencing homelessness, especially
those with the highest barriers are aware of our CES, and are well-accommodated in the process. HSH
has partnered with over 15 nonprofit partners with a jurisdiction-wide presence focused on the
neighborhoods with the highest concentrations of homelessness for the operation of our Access Points
and mobile teams. All partners, including HSH, conduct extensive community, street, and neighborhood
outreach to promote Coordinated Entry. HSH has also conducted over 100 trainings, information
sessions, and provider educational sessions to inform providers of available healthcare, homeless
service providers, and other people who serve households with high barriers. HSH also hosts three (3)




public meetings per month in partnership with our CoC to educate our community on the Coordinated
Entry System and gather information for system improvement. Further, San Francisco partners with our
Department of Public Health and Behavioral Health teams to provide mobile Coordinated Entry
identification and assessment to the highest users of health and behavioral healthcare experiencing
homelessness, and people experiencing homelessness who use Psychiatric Emergency Services.

In order to adequately prioritize people who have high barriers to housing, including chronicity of
homelessness, and who have acute needs which may not be conveyed during the assessment, SF CES
provides a clinical review process for local behavioral health and public health experts providing
administrative and clinical information for consideration in the prioritization process.

Grievance Process

Grievances are resolved in two methods: grievances can be submitted through our nonprofit partners
managing Access Points or submitted directly to our Coordinated Entry leadership team at HSH.
Grievances may result in an explanation of the process, a change in priority status, referral to clinical
review, or referral to other community-based resources. Grievances are also used to identify
opportunities for quality improvement of the system.

System Challenges

The most significant issues impacting housing placement in San Francisco’s Coordinated Entry is the
limited supply of supportive housing, shelter, and navigation centers. In San Francisco, less than half of
chronically homeless households are housing referral status, because the number of housing referral
status households are limited by the supply of available housing. Additionally, San Francisco has been
identified as one of the most expensive housing markets in the country with rents on average exceeding
$1,000 above HUD Fair Market Rent (FMR). Given that constraint, one of our most troubling challenges
is the insufficient supply of shelter and navigation center beds. Specifically, unsheltered chronically
homeless adults who are not placed in a shelter or navigation center bed, are more likely to persist
longer in homelessness than their peers in shelter. These unsheltered individuals are also more likely
not to complete housing navigation.

For Large City and County applicants:

1. How do you coordinate with your CoC's CES?

2. What, if any, are your jurisdiction’s current challenges related to CES, and
how do you plan to address these challenges?

3. How do you promote the utilization of your CES?

a. Specifically, what outreach do you conduct to ensure all individuals

experiencing homelessness in your jurisdiction, including those with multiple
barriers, are aware of the CES assessment and referral process?

San Francisco’s Coordinated Entry System

In San Francisco, the City and County of San Francisco Department of Homelessness and Supportive
Housing (HSH) is responsible for operating our Coordinated Entry System (CES). HSH is also the
Homeless Management Information System (HMIS) Lead and Continuum of Care (CoC) lead.

San Francisco’s Coordinated Entry System is the single point of entry for San Francisco’s CoC'’s
permanent supportive housing and rapid rehousing portfolio of over 1,500 units. This system ensures
that all vulnerable households have equal access and support in securing affordable housing options.



San Francisco Coordinated Entry System management participate in a variety of CoC community forums
including the San Francisco CoC’s governance board (LHCB), monthly CoC planning meetings and funding
processes. The San Francisco CoC also provides input and oversight of Coordinated Entry by hosting 3
public meetings on Coordinated Entry each month, reviewing and adopting the San Francisco
Coordinated Entry written standards, and serving as a planning forum for the relationship between
Coordinated Entry and HMIS.

System Promotion and Outreach

San Francisco provides extensive outreach to ensure all people experiencing homelessness, especially
those with the highest barriers are aware of our CES, and are well-accommodated in the process. HSH
has partnered with over 15 nonprofit partners with a jurisdiction-wide presence focused on the
neighborhoods with the highest concentrations of homelessness for the operation of our Access Points
and mobile teams. All partners, including HSH, conduct extensive community, street, and neighborhood
outreach to promote Coordinated Entry. HSH has also conducted over 100 trainings, information
sessions, and provider educational sessions to inform providers of available healthcare, homeless
service providers, and other people who serve households with high barriers. HSH also hosts three (3)
public meetings per month in partnership with our CoC to educate our community on the Coordinated
Entry system, and gather information for system improvement. Further, San Francisco partners with our
Department of Public Health and Behavioral Health teams to provide mobile Coordinated Entry
identification and assessment to the highest users of health and behavioral healthcare experiencing
homelessness, and people experiencing homelessness who use Psychiatric Emergency Services.

In order to adequately prioritize people who have high barriers to housing, including chronicity of
homelessness, and have acute needs which may not be conveyed during the assessment, we provide a
clinical review process for local behavioral health and public health experts to provide administrative
and clinical information for consideration in the prioritization process.

System Challenges

The most significant issues impacting housing placement in San Francisco’s Coordinated Entry is the
limited supply of supportive housing, shelter, and navigation centers. In San Francisco, less than half of
chronically homeless households are matched to available housing. This is a direct result of a limited
supply of housing. Given that constraint, one of our most troubling challenges is the insufficient supply
of shelter and navigation center beds. Specifically, unsheltered chronically homeless adults who are not
placed in a shelter or navigation center bed, are more likely to persist longer in homelessness than their
peers in shelter. These unsheltered individuals are also more likely not to engage in support services to
complete housing navigation process.

B. Prioritization Criteria
1. What are the criteria used to prioritize assistance for people experiencing
homelessness in your jurisdiction?2

Prioritization Criteria

If the episode or risk of homelessness cannot be immediately resolved, households are assessed for
housing needs using the custom San Francisco Coordinated Entry Primary Assessment—a 19 question
assessment of vulnerability (behavioral health, physical health, and experience of trauma), chronicity of
homelessness (frequency, and length of homelessness), and barriers to housing (income, history of
eviction, previous lease history). This primary assessment is used to identify the highest needs people in
San Francisco for referral to San Francisco Homeless Response System (HRS) housing, including




permanent Supportive housing and rapid rehousing. Immediately upon completion of the Primary
Assessment, high scoring households: “Housing Referral Status” households are assigned to housing
navigation and matched to vacant units for which they are eligible.

2. How is CES, pursuant to 24 CFR 578.8(a)(8) used for this processe

San Francisco has adopted 24 CFR 578.8(a)(8). All referrals to Permanent Supportive Housing are
chronically homeless people.

C. Coordination of Regional Needs

1. How have you coordinated with your partnering CoC, large city (if
applicable), and/or county to identify your share of the regional need to
address homelessness?

2. What is your identified share of this need, and how will the requested
funds help your jurisdiction meet ite

San Francisco: City, County, and Continuum of Care

The City and County of San Francisco Department of Homelessness and Supportive Housing (HSH) is the
designated HHAP “administrative entity” for the City, County, and Continuum of Care (CoC CA-501) of
San Francisco. Given the geographic and governance overlap of these three regions, HSH has seamlessly
aligned the City, County, and CoC's strategies for addressing homelessness in San Francisco. While HSH’s
three-pronged status allows for unparallel internal coordination, we also engage a wide range of other
public and private stakeholders to ensure optimal system-wide planning and organization. Most critical
among these external partners is San Francisco’s Local Homeless Coordinating Board (LHCB).

San Francisco Local Homeless Coordinating Board

While HSH is the central administrative entity for coordinating San Francisco’s homeless services funding
and programming, LHCB serves as the governing body for the San Francisco CoC. LHCB is an independent
body for coordinating homeless policy, McKinney funding, and San Francisco Continuum of Care
implementation. LHCB is a nine-member advisory body appointed by the Board of Supervisors, Mayor,
and the Controller.

In close partnership with HSH, LHCB works to ensure a unified homeless strategy that is supported by
the Mayor, the Board of Supervisors, City departments, nonprofit agencies, people who are homeless or
formerly homeless and the community at large. Previously in 2018, LHCB served as an integral partner
for the successful planning and implementation of State funding through the Homeless Emergency Aid
Program (HEAP). In 2020, LHCB has been an active participant in the community planning process for
San Francisco’s allocation of HHAP funding. LHCB holds full board and sub-committee meetings monthly
and solicits community feedback at these forums. HSH has presented its plans for HHAP funding at two
of these meetings. LHCB members voted on and approved HSH’s HHAP funding plan and issued a formal
letter of support to HSH.

San Francisco: Homeless Needs Assessment and Strategic Framework

In October 2017, HSH released its Five-Year Strategic Framework outlining the strategy for making
homelessness rare, brief and one-time in San Francisco. The Strategic Framework outlines HSH’s top
priorities for creating a significant and sustainable reduction in the number of people experiencing
homelessness in San Francisco. It describes the key elements of San Francisco’s Homeless Response




System and looks at three key target populations among people experiencing homelessness—adults,
families with children, and youth—and the interventions needed to better meet the unique needs of
each population. It also focuses much-needed attention on the crisis of street homelessness in San
Francisco.

Through the Framework, HSH has articulated a renewed focus on preventing homelessness whenever
possible and creating pathways for people to move off the streets or out of Temporary Shelter and into
permanent housing. The Framework calls for building a system that moves people quickly out of
homelessness rather than onto waiting lists that may stretch for years without producing exits.

The measurable goals set forth in the Strategic Framework were informed by the 2017 Point-in-Time

count. While HSH will use the goals in this document as a roadmap for the five-year period from time
2018-2023, HSH is continuously evaluating new data and research—especially the 2019 Point-in-Time
count—to inform strategic programming decisions.

HSH’s Five-Strategic Framework is included as an attachment to this application.

Identified Need: Shelter Beds

Through the 2017 strategic planning process and advanced data modelling techniques, HSH identified
gaps in the existing homeless response system in San Francisco and proactively adjusted the City’s
pipeline of development to account for some of these gaps. Prior to the finalization of HSH’s FY2019
budget, HSH estimated a remaining gap of approximately 1,000 shelter beds in the system. Fortunately,
prior to the FY2019 budget cycle, San Francisco Mayor London Breed endorsed and expediated HSH's
desire to create 1,000 additional shelter beds. HHAP funding will support the final phase of the Mayor’s
1,000 shelter bed initiative.

San Francisco: Identified Share of the Need
As the designated HHAP “administrative entity” for the City, County, and CoC, HSH claims 100 percent of
San Francisco’s need to address homelessness.

Bay Area: Coordination across the Northern California Region

Homelessness in the San Francisco Bay Area is a regional challenge that cannot be solved by any county
or city alone. The Bay Area’s homeless crisis is one of the worst in the United States; its 9 counties and
101 cities are responsible for the third highest population of people experiencing homelessness in the
country, behind only New York City and Los Angeles. Barely one-third of the Bay Area’s homeless
residents were sheltered in 2017, bringing an increased visibility to the crisis that is now tragically
familiar.

Despite the tremendous work of the Bay Area’s dedicated service providers and systems leadership over
the past decade, the number of people experiencing homelessness in the Bay Area continues to grow.
2019 Point-in-Time data by five Bay Area counties demonstrates an overall increase in homelessness by
29% since 2017. Innovative, comprehensive, and collective measures must be taken to address this
deepening crisis.

Recognizing that a regional solution is the most sustainable path to truly solving the crisis of
homelessness, the Bay Area’s major cities and counties have committed to transcending the
jurisdictional barriers that undermine coordination. In 2018, leaders and decision-makers from across
Bay Area homeless systems of care began convening regularly as a Regional Working Group on



Homelessness with the goal of fostering a shared regional vision for impact. Together, this group is able
to undertake practical efforts to collaborate and model effective solutions that can be replicated across
the state and the country.

Comprised of organizational leaders at the forefront of addressing homelessness in each of their cities
and counties, the ambitious vision of the Bay Area Regional Working Group on Homelessness serves as
the underpinning for collective impact and alignment, with the initial goals of:

e Establishing a robust regional collaborative to lead the initiative;

Comprehensive system mapping to provide the groundwork for regional alignment;

Regional data sharing and demographic mapping to overcome jurisdictional barriers;
Adoption of a Bay Area regional action plan to guide the crucial, collective next steps; and
Joint local, state, and federal advocacy to strengthen support for Bay Area’s shared priorities.

Together, the Bay Area can set a new national standard for coordination and effectiveness in responding
to one of our country’s most crucial social issues. While a regional effort is essential if we are to stem
the Bay Area’s growing homeless crisis, it will only be effective with dedicated resources and strong
commitment from regional partners, as well as state and federal government.

D. Creating Sustainable, Long Term Housing Solutions

1. How is your jurisdiction involved in the efforts to create sustainable, long-
term housing solutions for people experiencing homelessness across your
regione

Examples could include, but are not limited fo:

a. Partnering with agencies responsible for city planning and zoning, housing
developers, and financial and legal service providers.

b. Developing or strengthening data and information sharing across and
within jurisdictions.

C. Coordinating with other regional jurisdictions to ensure systems are
aligned and all available funding is being used efficiently and effectively.

The City and County of San Francisco Department of Homelessness and Supportive Housing (HSH) is
building a Homelessness Response System that is focused on making homelessness rare, brief and one
time in San Francisco. The strategies outlined in HSH’s Five-Year Strategic Framework to reduce
homelessness by 2023 are starting to show results. Since July 2018, HSH has ended homelessness for
over 3,000 people, prevented homelessness for approximately 2,000 households, expanded proven
programs (including the addition of 157 units of housing and 693 shelter beds), and reformed systems to
improve outcomes for people experiencing homelessness. While the conditions on our streets are dire,
it is important to remember that every night the City provides housing, shelter and services to nearly
13,000 homeless and formerly homeless people and we have plans to do even more.

The following is a summary of the people HSH served, programs we expanded, systems we changed,
resources we increased, and results we produced since July 2018.

Served Thousands




Helped over 2,500 households with housing, rent subsidies and other programs

Provided one-time assistance such as eviction prevention and move-in support to over 2,500
households

Assisted 200 households move from permanent supportive housing to new housing
opportunities

Sheltered over 13,000 households

Served approximately 10,000 people at drop-in centers

Conducted over 12,500 outreach encounters with unsheltered individuals

Assessed over 11,000 individuals through HSH’s coordinated entry system

Expanded Programs

Opened 693 Temporary Shelter beds, including 263 Navigation Centers, with over 500 more in
the pipeline

Added 157 units of Permanent Supportive Housing with approximately 1,200 more in the
pipeline

Added 57 units of “Moving On” housing for formerly homeless adults, with 62 more in the
pipeline

Added over 500 new Rapid Rehousing and Rent Subsidy slots with approximately 500 more in
the pipeline

Added 1,500 Problem Solving slots with more in the pipeline

Opened five new “Access Points” for coordinated entry with one more opening in 2020
Piloted a “host homes” program to serve25 youth experiencing homelessness

Piloted a Vehicle Triage center for people sleeping in cars, truck and RVs

Started the Rising Up Campaign to service over 900 youth experiencing homelessness
Supported the Heading Home to assist 800 families experiencing homelessness

Opened a new headquarters for HSH to better serve our clients

Changed Systems

Published a plan to reduce youth homelessness 50% by 2023

Published an implementation plan for the City’s strategic framework to address homelessness
Implemented HOM-STAT, a data reporting tool to track progress toward achieving our goals
Identified gaps in the homelessness response system and made targeted investments to close
those gaps

Expanded the Health Streets Operations Center, a multi-departmental effort to address street
homelessness

Improved and expanded the new Problem-Solving program to prevent and divert people from
homelessness

Fully implemented a Coordinated Entry System to effectively prioritize people for housing and
other services

Improved the ONE System, a “by-name” expanded homelessness management information
system

Continued the Whole Person Care Initiative, a citywide effort to improve health outcomes for
homeless clients

Changed policies to better serve unhoused individuals who are pregnant

Increased Funding




e Facilitated over $25 million in philanthropic investments for a variety of programs

e Secured more than $30 million in emergency homelessness aid from the state

e Secured over $7 million in new funding from the US Department of Housing and Urban
Development

e Invested more than $3.5 million in capital repairs to preserve permanent supportive housing

e Provided over $10 million in new funding to build capacity in our nonprofit sector

e Collaborated with Veteran service partners to secure six million in VA SSVF RRH funding for
homeless at risk veteran households

Produced Results
e HSH achieved three goals from the department’s strategic framework:
e Ended all large, long-term tent encampments in San Francisco (6 or more tents in place for over
30 days)
e Able to offer shelter to all unsheltered families experiencing homelessness
e Reduced 311 encampment complaints by 33% and decreased response times by 27%
e HSH has seen reductions in youth, family and Veteran homelessness since 2015
e 22% reduction in youth homelessness
e 23% reduction in student homelessness in the SFUSD
o 5% reduction family homeless according to the HUD definition

Collaborations

The Shared Priority Pilot is an interagency, population-focused, evidence-based effort to improve the
quality of life of its most vulnerable adults experiencing homelessness. The San Francisco Department of
Homelessness & Supportive Housing, Department of Public Health, and Human Services Agency
identified the intersect of their 237 most vulnerable clients, and adopted a “whatever it takes” approach
to place this cohort into housing or other safe settings. Each client’s Street-to-Home plan includes
intensive care coordination, dispatching interagency outreach teams, and prioritizing timely access to
low-barrier and intensive treatment services, disability services, housing navigation services and
benefits. Approximately three months into the pilot project, the number of clients supported by an
intensive case manager has increased from 42 to 94, 173 have an assigned ‘housing navigator’, 191 are
enrolled in Medi-Cal, and 150 are enrolled in CalFresh. Additionally, 80 have now stayed in a shelter or
navigation center, and been linked to housing search opportunities and a range of supportive services.
Most importantly, the number in permanent housing has increased from six to 42, and 53 have been
referred to available permanent supportive housing units and are moving in shortly. The initial
experience with this cohort shows how wrap-around support and service linkages layered onto San
Francisco’s shelter and navigation center system facilitate each client’s Street-to-Home path. Based on
the initial success of the Shared Priority Project, interagency collaboration and care coordination
techniques are now being codified and scaled city-wide.

3. RESOURCES ADDRESSING HOMELESSNESS

To successfully complete this section, all applicants must answer the following
questions:

A. Existing Programs and Resources



1. Provide an exhaustive list of all funds (including the program and dollar
amount) that your jurisdiction cur