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Executive Summary
Introduction

The Nationa Association of State Mental Health Program Directors (NASMHPD) has along-standing
interest inthe provisionof housing and other services and supportsfor persons withmentd illness. In 1987
NASMHPD issued a “Pogtion Statement on Housing and Supports for People with Psychiatric
Disdhilities,” revised in 1996, that hel ped establish a foundation on which states could build their housng-
related efforts. That same year NASMHPD a0 established a President’s Task Force on Housng and
Supports for Persons with Psychiatric Disabilities that has guided the association’s numerous housing
initiatives—conducted in partnership with the federa Center for Menta Hedlth Services (CMHS), other
nationa organizations and the states themselves—that include arange of meetings, workshops, training
ingtitutes and publications.

The purpose of this report isto explorethe avalability of state menta hedlth system programs for persons
who are mentaly ill and homeless (or at risk of homelessness) that are not funded through the federd
Program for Assgtance in Trandtion from Homeessness (PATH). Path is a formula matching-grant
program funded by the Center for Mental Health Services. Because PATH program services dready are
well documented and evaluated, the godl of this project has beento morefuly discernthe nature and extent
of servicesdeveloped by states for mentdly ill persons who are homelessor at risk of homelessnessfunded
through other, non-PATH sources.

M ethodology

Data on the non-PATH housing services addressed in this report are derived from several sources. The

primary source has been direct, ongoing communication with state menta hedlth agency saff regarding

specific data dements and other information. Two additional data sources have been used:

2 state menta health block grant plans

L 4 the State Menta Hedlth Agency Profiles System data base, which is funded by the Center for
Menta HedlthServicesand devel oped and maintained by the NASMHPD Research Indtitute, Inc.
(NRI)

Taken together these three sources represent the most religble and comprehensive data regarding non-
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PATH services provided through state menta healthagenciesfor persons who are homeless and mentaly
ill. It should aso be noted that a separate study of services for persons who are homeless and diagnosed
with substance abuse is currently being conducted by the Nationa Associationof State Alcohol and Drug
Abuse Directors.

Findings

Data were obtained from 45 of the 55 U.S. states and territoriesand, unless otherwise specified, apply to
fiscd year 2001. The following are among the report’ s key findings.

*

*

The mgority of the 45 responding states and territories (28 or 62%) identify persons who are
mentaly illand homeless or at risk of homelessness as a high-priority population. The lengthof time
that this popul ation has been designated asaspecia priority rangesfromthe very recent (i.e., within
the past two years) to a decade or longer.

Approximately 600,000 individuds are homeless throughout the country on any given night. Of
these individuds, about one-third have serious mentd illnesses.

A mgority of states (32 or 71%) for whom data were avalable require that community-based
service providerswho receive funds from the state menta hedthagency collect informationonthe
housing status of persons recelving menta health services,

The percentage of persons receiving mental health serviceswho are home essvariesamong states
from lessthan 1 percent to 19 percent. Most statesreport that this population comprises less than
5 percent of their total community-based program casel oads.

Twenty-four states (53%) indicate that they use a portion of their sate menta hedth block grant
alocation to fund housing services and supports.

Of the gtates included in this andyss, 19 (42%) gather information on non-PATH services
provided to persons who are homeless and mentally ill.

Staesidentified avariety of federally funded programs that have beenindrumenta inestablishing
a base of sarvices for this population, induding public housing programs, Section 8 subsidies,
Section811 (“ Supportive Housing for Persons with Disabilities’) and the ACCESSdemondtration

program.

State mental hedlth agencies use ate funds for housing supports and servicesto leverage awide
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range of housing resources and often mandate interagency collaboration in the development of
supportive housing projects.

L 2 A number of states have developed credtive program and fiscd incentives to influence the
development of programs for persons who arementdly ill and homeless or at risk of homelessness.

2 Virtudly dl of the states participating in this analyss expressed a commitment to discharge
individudls from state psychiatric hospitals only upon availability of appropriate community
resdentia placement.

2 Morethanone-third of states (16 or 35%) have representatives on state menta hedthplanningand
advisory councilswho are currently or were formerly mentdly ill and homeless.

Observations and Recommendations

NTAC project saff have maintained ongoing contact with state saff whose responsibilities include the
devel opment, financing, documentation and evauation of services for persons who are mentadly ill and
homeless or at risk of homelessness. The perspectives provided by individuas with broad expertise and
experience in thisfidd, together with the dataand informationpresented inthis report, make it possible to
advance a number of observations and recommendations. Recommendations noted below reflect the
primary concerns of state menta healthagency saff withwhom project staff consulted during the process
of gathering and assessing data for this report.

Observations

L 4 The PATH program, as wdl as other federdly initiated efforts such as the Menta Health Block
Grant, has provided vauable and at times essential guidance and support to statesin addressing
the problems of home essness among persons with menta illness.

L 2 Vaiability among sate information sysems makes state-by-state comparisons of need, services
and financing somewhat problematic. The report should be read with this observation in mind.

2 States have learned agreat deal about effective interventions withhomel esspersonsfromtheir own
experience and that of other states, as well as from technical assstance organizations and federa
agencies.

2 State commitments to fund services for persons who are mentaly ill and homeless have often
continued after the expirationof categorical federa funding, based onthe belief that these programs
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are too vauable to terminate.

2 Larger metropolitanareas suchas Boston, Denver, New Y ork City and St. Louis usudly have the
most extengve support services for person with mentd illnesswho are homeless,

Recommendations
Thefollowing are among the report’ s key recommendations:

L 2 Increase access to affordable housing: More—and more affordable—housing opportunities
need to be made available to persons disabled by mentad illness.

Strengthen key partnerships: Strong partnershipsat the state and federal levds canlead to more

effective resource sharing and service delivery at thelocdl leve.
Share best practices. The Substance Abuse and Mentd Hedth Services Administration

(SAMHSA) and its component centers should continue their support of and expand current state
and federd effortsto provide technica assstance in disseminating best and promising practicesto
thefied.

L 2 I mprove data and program planning: Technica assistance should be made avaladle to state
menta hedthagenciesto hdp themaccuratdy and consstently estimate the number of individuds
who are mentdly ill and homeess or at risk of homeessnessin their Sates.
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Introduction

The National Association of State Mental Hedlth Directors (NASMHPD) has along-standing interest in
the provisionof housing and related services for persons with menta illness. In 1987 NASMHPD issued
a“Pogtion Statement on Housing and Supports for People with Psychiatric Disabilities’ that represented
a ggnificant step forward in heping to establish a nationd policy direction in housing for persons with
psychiatric disabilities. Revised in 1996, the position statement hel ped to establish a foundation on which
gtates could build their housing-related efforts.

In 1987, NASMHPD established a President’s Task Force on Housing and Supports for Persons with
Psychiatric Disabilities that has guided the association’ s numerous housing activities from planning through
implementationto evauation. These activities—mogt oftenin partnership withthe Center for Mental Hedlth
Services, other nationa organizations and the states themsa ves—have included convening of a Nationa
Focus Group onHousingin March 1995; implementation of a*“ State of the States Housing Survey” inJuly
1995; convening of a Nationa Experts Workshop in January 1996; publication of Housing for Persons
with Psychiatric Disabilities. Best Practices for a Changing Environment in November 1996 and a
gpecia issue of the newdetter of NASMHPD’s Nationa Technical Assstance Center for State Mentdl
Hedth Planning infal1996; and convening of a Nationd Senior Executive Training Inditute onHousingin
September 1997.

Programs for Assstance in Trangtion from Homeessness (PATH) is aformula grant program funded by
the federal Center for Menta Hedlth Services (CMHS). PATH fundsand the required state match provide
a broad range of mental hedth services for people who are mentdly ill and homeless or at risk of
homelessness. With a federal funding increase of 6 percent from FY 2000 to FY 20001, the PATH
program has encouraged states to devel op and expand their services for persons who are mentdly ill and
homeless or at risk of homelessness.

Although PATH funds support the greatest portion of the efforts in many states to develop housing for
persons with psychiatric disabilities who are homeless or a risk of homelessness, states dso deliver non-
PATH funded services. It isthose non-PATH servicesonwhichthis project focuses since services offered
through the PATH programarewd | documented and eva uated as a requirement of the funding mechanism.

PATH and non-PATH service effortsmay be closaly rel ated inthat they address the needsof persons who
are homdess or at risk of homelessness. They may be administered by the same state and local staff and
may, in fact, offer quite Imilar services. The objective of this project has been to more fully discern the
nature and extent of services developed by states for mentaly ill persons who are homeless or at risk of
homel essness funded through other, non-PATH funding mechanisms.

Assuch, theinformationand data gathered and presented in this report arelargely dependent uponstates
ability to generate data reflecting what are essentidly “non categorical” services for persons who are
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homeless or at risk of homelessness. Since no specific funding source provides resources for astatelevel
adminidrative support structure and no federd regulaions expliatly guide states in developing services
(except for generad menta health block grant guidance to address “outreach and homelessness’), states
effortsto develop, fund and document non-PATH services for persons who are mentaly ill and homeless
or at risk of homeessness vary widdy. This report reflects and summarizes as far as possible those
individud sate-level choices.

Methodology
Data Sources

Dataincluded in this project are derived fromsevera sources. The primary source of deta regarding non-
PATH sarvices for persons who are homeess and mentaly ill has been direct communication with Sate
mental healthagencies. Asthe study has progressed, NA SMHPD gaff have maintained written, electronic
and verbad communication with state mental hedth agency staff regarding the specific datadementslisted
below. These discussons—extending from gpproximately September 2000 through the present—have
provided ongoing clarification and expandon of available information.

Two additiona essential data sources have been incorporated into the study to supplement knowledge of
the status of non-PATH service ddivery to persons who are homdess and mentdly ill: state mentd hedth
block grant plans and the State Mental Health Agency Profiles System data base funded by the Center for
Mental Hedlth Services and devel oped and maintained by the NASMHPD ResearchIndtitute, Inc. (NRI).
These two sources provide additiona perspectives on menta hedlth services for homeless persons.

The menta hedlth block grant data used for the report was derived from an analysis of sate block grant
expenditures conducted by NASMHPD beginninginMarch 2000. States provided information regarding
asaiesof key issues, including:

. services provided through menta hedth block grant funding, including housing-related support
SENViCes,

. populations identified as priorities for service with current funding;

* populations identified as priorities for service with new funding; and

. average level of funding, by service

Reviewsof mentd hedlth block grant sate plan gpplications resulted in a series of Sate-specific ummary
profileswhichthen supplemented this report. The database of the NRI State Mental Hedlth Agency Profile
System has long served as a sgnificant resource in understanding the full range of services delivered and
financed through each of the nation’s State menta hedlth agencies.
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Taken together, these multiple data sources represent the most reliable and comprehensive source of data
regarding non-PATH servicesprovided through state mental healthagenciesfor persons who are homeless
and mentdly ill.

This study andyzes data and information available through state mental heglth agencies. It should dso be
noted that information on state-gpecific services for persons who are homeless and diagnosed with
substance abuse was designated for a separate study to be conducted through the National Association
of State Alcohol and Drug Abuse Directors (NASADAD). The close working relationship that exists
between NASMHPD and NASADAD has promoted ongoing discussions between the staff of the two
associations as both studies have proceeded.

Data Elements

A project of this natureinevitably challenges participantsto reachfor dataand information that is desrable
but may not, in fact, be obtainable given existing congtraints of time and resources. Consequently, in
developing the data dements for analys's, project planners reviewed the currently available data sources
noted above and agreed to assess the fallowing information as representing many of the most important
elements to inform ongoing discussons of homeessness and mentd illness:

. dates that designate persons who are homeless and mentaly ill asa priority population,

information available on persons in the state’ s generd population who are homeless and

mentdly ill,

means of collecting incidence/prevalence data,

non-PATH mental hedlth services available for persons who are homeless and mentdly ill,

non-PATH menta hedlth services delivered to persons who are homeless and mentaly ill,

duplicated or unduplicated count of persons receiving services,

date policy regarding collection of data by community providers on the housing status of

persons receiving mental hedlth services,

percentage of persons receiving menta health services who are o homeless,

* drategies used by states to encourage the development of targeted menta hedlth services for
persons who are homeless and mentdly ill,

. gate hospita discharge policies,

L K K R K 4 2

2

. mechanisms used to eva uate effectiveness of sarvices,

. dates in which a homedessformerly homeess person is a member of the Menta Health Planning
and Advisory Council,

* primary sources of non-PATH funding for services to persons who are homeless and mentally
ill, and

* annud expenditures of non-PATH funds for homelessness-related services.
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Findings

Thisreport is based upon data from 45 of the 55 U.S. states and territories from which information was
requested for this gudy. Datawere unavallable from 10 of the states and territories. The extent of the data
whichis available to review as part of this analysis and the accuracy of that information—as assessed by
the states themsalves—varies as afunction of the states’ activitiesin developing housing for persons with
menta illness who are homeess or at risk of homelessness.

Insome States, state menta hedthagency efforts to devel op services that respond to the needs of persons
withmentd illnesswho are homeless or at risk of homel essness are longstanding and sophisticated. States
such as Connecticut, Maryland, Massachusetts, Ohio, Oregon and Texas have been grappling with the
need for stable, affordable and integrated housing for many years. In other states, the unique and State-
specific nature and extent of the problem of providing housing for persons with serious mentd illness has
become more clear in recent years, leading to state-level efforts to respond to what is now generaly
recognized as anationa chalenge. The findings presented and assessed bel ow are based upon data and
information available from individua states and territories. Unless otherwise specified, data apply to fisca
year 2001.

State and Territory Designation of PersonsWho
AreHomelessand Mentally Il asa Priority Population

Table 1 addressesthe questionof whether states and territories designate persons who are mentaly ill and
homeless or at risk of homelessness as a specid priority population. The table demongtrates that the
majority of the 45 states and territories (28 or 62%) for whom informétion is available identify this

population as a specid priority.

Table 1: Statesand Territories that Designate Population as a Special Priority

AL N | CT Y | ID N | ME Y | MT N | NC ni | RI Y | VI N

AK ni | DC ni |IL N | MD Y | NE N | ND N | S Y | VA Y

AS ni | DE Y | IN N | MA Y | NV N | OH Y | SD ni | WA Y

AZ N | FL N |IA N | MI ni | NH Y | OK Y | TN N | W ni

AR N | GA Y | KS Y | MN Y | NJ Y | OR N | TX N | WI N

CA Y | GU Y | KY Y | MS ni | NM Y | PA Y | UT Y | WY Y

CO Y | HI Y | LA Y | MO | Y | NY Y | PR ni | VvT ni

y - Yes; n - no; ni - No information was provided by state.
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States vary widdy in terms of the mechanismsthey use to designate this group as a specia priority for
sarvice. They may choose more than one mechanismto identify the population. Among those states which
noted a specific mechanism, three were most frequently mentioned:

1. Legidation Cdifornia, Connecticut, Maine, Minnesota, New Y ork, Utah and
Virginia

2. Court or Executive Order Cdifornia, Colorado, Guam, Maine, Maryland, New Mexico and New
Y ork

3. Planning and Funding Georgia, Hawaii, Louisana, Massachusetts, New Jersey, Ohio,
Priorities Pennsylvania, Rhode Idand, South Carolinaand Washington

The length of time that the population of persons who are mentdly ill and homeless or a risk of
homel essness hasheen designated as a specid priority rangesfromthe very recent (i.e., withinthe past two
years) inGeorgia, Utah, Virginiaand Washingtonto a decade or longer in Cdifornia, Connecticut, Hawaii,
Kansas, Maryland, New Jersey, New Y ork, Ohio and South Carolina.

Data on Persons Who Are Homelessand Mentally Il
in States General Population

The problem of homeessnessinthis country presents a daunting chalenge to those who advocate for and
respond to their needs. According to arecent collaborative study by the federd Center for Mental Hedlth
Services (CMHS) and thefederal Center for Substance Abuse Treatment (CSAT), gpproximately 600,000
individuds are homel essthroughout the country on any givennight.:Of theseindividuals, approximately one-
third have serious mentd illnesses?

State-by-state estimates of the extent of homeessness and mentd illness are reached through different
edimation methods and are not comparable across the country. Of the 45 States that contributed to the
information base for this project, 22 (49%) collect some information on persons who are homeless and

!Center for Mental Health Services and Center for Substance Abuse Treatment. (2000). Insights and Inroads:. project
Highlights of the CMHS and SICSAT Collaborative Demonstration Program for Homeless Individuals. Rockville, MD:
Substance Abuse and Mental Health Services Administration.

Tessler, R., and Dennis, D.L. (1992). “Mental IlIness Among Homeless Adults: A Synthesis of NIMH-Funded Research.”
InJ. Greeley and P. Leaf (eds.), Research in Community and Mental Health. Vol. 6, Greenwich, CT: JAI Press.

Services for Persons Who Are Homeless and Mentally 1l 5



mentdly ill. Of those 22 states, needs estimates are available for 18 Sates.

Edtimates of need, the time period for their collection and methods of estimation vary widely, as Table 2
indicates. The reliability of the data cannot be assessed at thistime. A number of statesindicate that they
would welcome assstance in developing more timely and satisticaly reliable data

on the number of persons in ther genera population who are mentdly ill and homeless or at risk of
homelessness.

Table 2: Estimates of Personswith Mental IlIness
Who Are Homeless in the General Population

State Estimate Date Collection Method State Estimate Date Collection Method

AL 2,349/year 2000 provider sample KS na

AZ na KY na

AR na LA na

CA 50,000 2000 census data, ME 807/year na service providers
legidative and
county report

(6(0) na Denver metro area MD na

CT 3,000- PIT* advocacy data/ MA na

5,000 Dept. of Socia Services

DE 200-260 1995 Univ. Delaware MN na survey in progress
study

FL 2,100/year 2000 state data system MO 65,000/year na adj. census data

GA 6,875/night 1998 1998 Action Plan MT na

GU na NE 99/night na homeless shelters

HI 2,100/year 1999 Community Health NV 42,228/year 1999

1D na providers/shelters NH 865/year 1988 | homeless shelter

IL na NJ 11,000/year 1999 | census and poverty

estimates
IN 20,000/year na NM na
1A na NY na
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* point in time
na: Specific information not available from responding state.

Table 2: Estimates of Personswith Mental IlIness
Who Are Homeless in the General Population continued

State Estimate Date Collection M ethod State Estimate Date Collection M ethod

ND na TX na state formula

OH 23,420/year 2000 Codlition for uT 1,200/night 1999 PATH reports,
Homelessness/ consolidated plans
Housing of Ohio and shelter

OK na VI na

OR 6,000- 1988 twice yearly VA na

8,000/year shelter count

PA na WA na

RI 105/night 1993 street level/shelter Wi na
bed study

S na WY na

TN na

* pointintime
na: Specific information not available from responding state.

Per sons Receiving Mental Health Services
Who Are Homeless and Mentally 11i

A mgority of the states (32 or 71%) for whom data are available require community service providers
funded through the state mental health agency to collect information on the housing status of persons
receiving mental healthservices. Housing status information may be collected a severd different points of
contact withthe individud: at admisson, at various stagesintreatment and at discharge. Most states collect
housing satus information at the point of dient admission.

The percentage of persons recaiving menta hedth services who are aso homeless varies amnong these
gtates from less than 1 percent in Rhode Idand to 19 percent in Maryland (Table 3). Estimates for some
states which indicate that they do, in fact, collect information regarding the housing status of persons
receiving menta hedthservicesare unavailable at thistime. Insome cases, states and territoriesthat do not
require community providers to collect informationon the housing status of persons recaivingmenta heslth
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services have, nonetheless, provided estimates of the number of persons on community provider casel oads
who are also homdess (Guam, Maryland, New Jersey, New York). In most cases, the percentage of
persons receiving mental hedlth services who are homeless is estimated at less than 5 percent of the total
community-based program caseload.

Table 3: States Requiring Collection of Housing Status I nfor mation and
Per centage of Persons Receiving Mental Health Services Who Are Homeless

State Community Per centage State Community Per centage
Providers Collect Served Providers Served
Info. on Housing Who Are Collect Info. on Who Are
Status Homeless Housing Status Homeless
Alabama Yes 5% Montana No
Arizona Yes 4.3% Nebraska Yes na
Arkansas Yes 2.1% Nevada No
Cdifornia Yes na New Hamp. Yes na
Colorado Yes 2.6% New Jersey No 3%
Connecticut Yes 1.5% New Mexico No
Delaware Yes 9.5% New York No 4.8%
Florida No 2% N. Dakota Yes 16%
Georgia No Ohio Yes 3.63%
Guam No 10% Oklahoma Yes 5%
Hawaii Yes 15% Oregon Yes 5-7%
ldaho Yes 4% Pennsylvania Yes na
Illinois Yes 3.1% Rhode Island Yes <1%
Indiana Yes 5% S. Carolina Yes 5%
lowa No Tennessee No
Kansas Yes 1.6% Texas No
Kentucky Yes 3.3% Utah Yes 2.5%
Louisiana Yes na Virgin No
TSanos
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Maine Yes 4%

Maryland No 19% Virginia Yes 2%

M assachusetts Yes 8% Washington Yes 4%
Minnesota No Wisconsin Yes <3%
Missouri Yes 2% Wyoming Yes 2%

na: Soecific information not available from responding state.

Non-PATH Mental Health Services
Delivery and Development

A Kkey question motivating this study is related to non-PATH servicesthat states offer to persons who are
homeess and mentdly ill. Of the statesincluded for analysis, 19 (42%) gather information on non-PATH
services provided to persons who are homeless and mentdly ill, including inpatient, outpatient, outreach,
supported housing, housing location assstance, security deposits, case management, rental subsidies and
jal diverson. Table 4 reflects the number of persons receiving non-PATH services in these states.
Whenever possible, figures are unduplicated counts of persons recelving servicesin al service aress.

Table 4. Non-PATH Services Provided to Persons Who Are Homeless and Mentally 111

Services Provided and Number of Persons Served Per Y ear
In- Out- Supp. Housing Security | Case Rent Jail

State patient pat. Outreach Housing Loc. Assist. Deposits | Mqt. Sub. Div.
Arkansas 53 1,457 1,397
Colorado 905
Connecticut 128 333 393 135 233 108
Hawaii 814 35
Idaho 158
Illinois 1,163 4,793
Indiana 217 556
lowa 50 50 50
Kansas 1,815 94 94
Kentucky 327 396
Maryland 3,874 453 2,160
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Mass. 840 1,000 1,916 700 610 1,100
Minnesota 36
New York 574 2,572 1,049 1,118

Ohio 534 1,710 880

Oregon 1,362 980

S. Carolina 2,596 981

Wisconsin 189 182 37

Development of Targeted Mental Health Services
for PersonsWho Are Homelessand Mentally 11

States have rdied uponfederdly funded programs for persons who are mentaly ill and homeless or at risk
of homdessnessin thar efforts not only to initiate servicesfor this group of individuas but aso to develop
and mantain the adminidraive infrastructure necessary to support those services. This infrastructure
provides the backbone of administrative support for a host of housing-related services over time.

In sharing the mechanisms used to encourage development of targeted mentd health services for persons
who are mentaly ill and homeless or at risk of homelessness, states frequently mentioned the following
federdly-funded programs in addition to PATH asingrumentd in establishing a foundation of services for
this population: public housing programs, Section8 subsidies, Emergency Shelter Grants, Shelter FlusCare,
Supportive Housng Programs (including Safe Havens), Section81.1 (“ Supportive Housngfor Personswith
Disabilities”) and the ACCESS demongtrationprogram. A number of states have, infact, continued to fund
programs beyond their federa funding cycle because of their value to the population in need.

States have used credtive programmatic and fiscd incentives (in addition to federd funding) to develop
mental health services for persons who are homdessand mentdly ill. 1n Arizona, Arkansas, Colorado,
Hawaii, M assachusetts, Minnesota, Missouri and New Hampshire, contractsentered intowith community-
based providersindude providing outreach services to meet the needs of persons who are mentaly ill and
homeless. Connecticut, Maine, New Jersey, New Y ork and South Carolina havefunded pilot programs
and initiatives specificdly designed to provide services and supports to persons who are mentdly ill and
homeless or at risk of homelessness.

Massachusetts uses state funding for housing supports and services to leverage a range of housing
resources. The state's Medicaid managed mentd health care contractor aso targets services for persons
who are homeess, as required by contract. Through the Supportive Housing Initidive Act of 1998,
Cdifornia has mandated interagency collaborationfor the development of supportive housing projects for
vey low income individuds withdisabilities. Persons withmentd ilinessand substance abuse who are also
homeless are part of the defined population for this program.

Services for Persons Who Are Homeless and Mentally 1l 10



Deaware, lllinois, Rhode Idand, Virginiaand Wisconsn explicitly requirethat community trestment teams
target the needs of homeless persons with mentd illness. Ohio offers specid incentives to county mental
hedlthauthoritiesthat use the recommended format and continuum-of-caredatafor planningand developing
housing services. Washington requires that its regiond service boards plan services for persons who are
mentdly ill and homeless as part of the state’ s pre-paid hedlth plan network.

Financing of Services

The Menta Hedlth Block Grant program has served as animportant source of both funding and guidance
for Sate serviceinitiatives for persons with mentd illness who are homeless. Colorado, Georgia, Guam,
lowa, Kentucky, Nevada and Pennsylvania, among others, note that mental health block grant and its
planning process have served as important mechanisms to leverage development of services for persons
who are mentdly ill and homeless. Thevaue of thementa hedth block grant in helping to devel op services
for persons who are mentaly ill and homeless or at risk of homelessness across the nation is clear. Table
5ligts FY 2001 Mental Health Block Grant dlocations by state and territory, including four territories
(Marshall Idands,Micronesia, Northern Mariana | dands and Palau) that were not requestedto
provideinformation for thisstudy.

Table 5: FY 2001 Allocation of Community Mental Health Services
Block Grant by State/Territory

Alabama $6,220,723 | Kentucky 5,678.236
Alaska 762,905 | Louisiana 6,102,402
American Samoa 69,438 | Maine 1,762,274
Arizona 6,657,364 | Marshall Islands 66,413
Arkansas 3,607,391 | Maryland 8,384,454
Cdlifornia 54,652,725 | Massachusetts 8,443,383
Colorado 5,094,169 | Michigan 13,278,250
Connecticut 4,573,611 | Micronesia 157,222
Delaware 943,578 | Minnesota 5,828,519
DC 830,293 | Mississippi 3,864,148
Florida 24,194,151 | Missouri 6,887,730
Georgia 11,915,992 | Montana 1,213,588
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Guam 197,675 | Nebraska 2,011,272
Hawalii 1,682,488 | Nevada 2,756,629
Idaho 1,682,538 | New Hampshire 1,448,762
lllinois 16,246,971 | New Jersey 12,112,785
Indiana 8,220,321 | New Mexico 2,181,353
lowa 3,587,827 | New York 28,257,608
Kansas 3,273,481 | North Carolina 9,950,039

Table 5: FY 2001 Allocation of Community Mental Health Services
Block Grant by State/Territory continued

North Dakota $ 853,844 | Tennessee $7,945,336
Northern Mariana Islands 64,349 | Texas 29,347,859
Ohio 15,027,530 | Utah 2,667,382
Oklahoma 4,596,551 | Vermont 816,103
Oregon 4,272,535 | Virginia 10,661,315
Palau 50,000 | VirginIdands 151,144
Pennsylvania 16,433,134 | Washington 8,527,239
Puerto Rico 5,228,758 | West Virginia 2,630,833
Rhode Idand 1,456,182 | Wisconsin 6,683,935
South Caraolina 5,411,135 | Wyoming 474,141
South Dakota 899,986

Source: Fiscal Year 2001 Center for Mental Health Services Block Grant Funding Report, August 30, 2001.

States use a variety of other non-PATH funds administered through the State Mentdl Hedlth Agency to
support their effortsindeveloping and ddlivering services for persons who are mentdly ill and homeessor
at risk of homelessness. Of the 45 states and territories that provided information for this project, 25
submitted information on non-PATH expenditures for services to this population (Table 6).2

SThislist isillustrative and not exhaustive. Specific funding figures by source of funds are not available for al states.
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Table 6. Annual Non-PATH Services Expenditures for Persons Who
Are Mentally 11l and Homeless/At Risk of Homelessness by Funding Source (in dollars)

State Mental State Housing Dept. SMHA General Rev. | Loca Housing
Hedlth Block | Finance Agency Community Dev. Agency
Grant Dev.
Arizona 8,000,000
Colorado 120,000
Connecticut 130,405 3,170,286
Delaware 470,221
Hawaii 76,367 162,900 260,433 63,239
Idaho 48,000
Illinois 1,832,165
Indiana 48,000
lowa 121,220
Kansas 149,289
Kentucky 88,400 118,347
Maine 1,900,000 1,500,000
Maryland 551,950 5,251,000 5,500,000 1,300,000
M assachusetts 29,698 200,000 1,000,000 22,000,000 10,000,000
Minnesota 462,920 250,000
New Jersey 1,582,388
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Ohio

770,002

5,230,000

516,921

4,500,000

6,000,000

8,193,042

Oklahoma

90,250

439,000

116,660

Pennsylvania

5,453,593

Rhode Iland

1,108,426

S. Carolina

200,000

Tennessee

240,000

Texas

187,500

Virginia

700,000

632,736

Wisconsin

10-15,000

State Hospital Discharge Policies

The linkage between state psychiatric hospita's and the community plays an important role in mantaning
the nation’s behaviora hedthcare system “safety net.” One of the chief mechanisms through which the
relationship between hospita and community can be understood is by reviewing discharge policies and
procedures. Virtualy dl of the states participating in this andys's expressed a commitment to discharge
individuds from the state psychiatric hospitas only upon availahility of gopropriate community residentid
placement, which is identified as part of the pre-discharge planning process. That commitment takes
different forms and is aticulated in avariety of ways.

The discharge policies of states such as Arkansas, Connecticut, Illinois, Maryland, Rhode Idand,
Tennessee, Virginia and Wisconsin indicate that individuas are not discharged from date psychiatric
hospitals to the street or to homeless shdlters. In other states, discharge to homeless sheltersmay occur in
practice, but isgenerdly discouraged. States suchas Delaware, lowa, M assachusetts and Nevada engage
inongoing effortsto link discharged dientsto appropriate servicesinthe community. InCdifornia, policies
are county-specific and vary across the Sate.

Ultimately, the mgjority of statesfdl into the same category as Alabama, Colorado, Florida, Hawali, Idaho,
Maine, Minnesota, New Y ork, Pennsylvania, South Caroling, Texas, Utah and Washington, which make
every effort to locate gppropriate community placement when adlient is ready to leave

the hospitd. Inasmal number of states, no officid discharge policy exigts regarding community placement
(e.g., Arizong, Indiana, Kentucky, Missouri and New Hampshire).

Some states specificdly note that they make aggressive attempts through community trestment teams to
ensurethat the linkage between individua and community servicesismade asplanned. Thesestatesinclude
Colorado, Connecticut, Delaware, New Jersey, Oregon, Pennsylvania and Rhode Idand. The isue of
discharge policies and practices should be viewed in its proper context. That is, persons hospitalized for
avil commitment proceedings may be discharged abruptly after it is determined in a hearing thet they are
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not (or are no longer) “dangerous to sdf or others.” These individuas may be more likely to be homeless
than those who complete a course of trestment in a psychiatric hospital.

Program Evaluation

States evaluate services for persons with serious mentd illnessin anumber of ways, indluding Ste vists,
outcome assessments and consumer satisfaction surveys. While most often utilized as part of a broad
evauation strategy of services for persons with menta illness, these evaluation approaches may aso be
applied specificdly to services for persons who are mentaly ill and homeless. Although an examination of
gpecific evauation content was not undertaken as a component of this study, Table 7 displays the variety
of evauation mechanisms identified by 31 states to assess the effectiveness of their overdl public menta
health services

Table 7. Evaluation M echanisms Utilized

State Site Outcome Consumer State | Site Visits | Outcome Consumer

Vidts Assess. Satisfaction Assess. Satisfaction
Surveys Surveys

AL X MO X

AZ X X NE X

AR X X NH X X

CA X X NJ X

CT X NM X X

DE X X OH X X

GA X X OK X

HI X X OR X X X

ID X PA X

IL X RI X X

IN X X SC X X

KS X TX X

KY X ur X X

ME X X WA X
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MD X X WY X X

MA X X X

Organizational Support

A previous study conducted by NASMHPD indicated that 42 states have part-time or full-time lead
housing persons at the state mental hedthoffice.* Of those, 17 states employed lead housing persons who
work full time on housing. An additiond 25 gtates identified lead housng persons to focus part-time on
housing, spending an average of just over one-third of ther time on housing related issues. States with
housing staff are more likely to have developed working interagency relationships with

housing and advocacy organizations and to have a targeted housng policy/strategy addressing issues of
home essness.

More than one-third (36%) of the states (n=16) have representatives on the State Mental Health
Planning and Advisory Councilswho are (or were formerly) mentaly ill and homeess. Thesestatesare
Arkansas, Cdifornia, Hawaii, 1daho, Kansas, Kentucky, Louisana, Maryland, Nevada, New Hampshire,
New Jersey, New Mexico, Oregon, South Carolina, Texas and Wyoming. Other statesindicate that the
specific interests of persons who are mentaly ill and homeless are represented by homeless service
providers or family members of persons who are homdess and mentaly ill.

* National Technical Assistance Center for State Mental Health Planning. (1996). “ State of the States Housing Survey (Appendix
C).” In Hutchings, G.P., Emery, B.D., and Aronson, L.P. (Eds.), Housing for Persons with Psychiatric Disabilities: Best Practices
for a Changing Environment (Technical Assistance Tool Kit). Alexandria, VA: National Association of StateMental HealthProgram
Directors.
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Observations and Recommendations

Asthisreport was devel oped, datawere analyzed and darified onastate-by-state basis. Ongoing contact
occurred with sate staff whose responsbilities include the development, financing, documentation and
evauation of services for persons who are mentaly ill and homeless or at risk of homelessness. The
perspectives of individuas with broad expertise and experience, together with the data and informetion
presented in this report, allow for a number of general observations and recommendations.
Recommendations reflect the primary concerns and suggestions of state menta hedlth agency daff with
whom project staff consulted during the process of gathering and assessing data for this report.

Observations

4 The PATH program, as wel as other federdly initiated efforts such as the Mental Hedlth Block
Grant, has provided vauableand at times essentia guidance and support to states as they address
homelessness within their jurisdictions.

4 Vaiahility anong sate information systems makes state-by-state comparisons of need, services
and finandng somewhat problemétic. It can be difficult for Satesto identify their leve of effort
specific to homeess services. Diginguishing between PATH and non-PATH related services
presentsasgnificant chalenge to exising information systems. The report should be read withthis
observation in mind.

4 States have learned agreet deal about effective interventionswithhomel esspersons fromtheir own
experiences and those of other states, as wel as from technica assstance organizations (e.qg.,
Nationd Center on Homelessness and Mental 11iness) and federd agencies.

4 State commitments to fund services for persons who are mentdly ill and homeless or at risk of
home essness have often continued after the expiration of categorica federd funding based onthe
belief that these programs were too vauable to terminate—such as occurred with the ACCESS
demonstration program. Wherever possible, this report reflects these services.

2 Larger metropolitan areas such asBoston, Denver, New Y ork City and St. Louis usudly have the
most extensive support services for person with mentd illness who are homeless. Much
information is currently available from these and other Sites regarding ther experiences and the
lesons that might guide other date efforts in  serving this population.

Recommendations

L 4 Increase accessto affordable housing: More, and more affordable, housng opportunitiesneed
to be made available to persons disabled by mentd illness. Poverty, the lack of affordable
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housing and the digma of menta illnessal contribute to homel essness among persons with mental
illness

L 2 Strengthen key partnerships. Strong partnershipsat the state and federd levels can lead to more
effective resource sharing and serviceddiveryat the locd levd. State and federa authorities should
continue their efforts to strengthen partnerships among agencies responsible for sarving persons
who are mentdly ill and homeless or at risk of homelessness. Collaboration anong the U.S.
Departmentsof Housing and Urban Development, Hedlthand Human Services, L abor, Justiceand
Educationand the Socia Security and the V eterans Adminidrations can produce a stronger, more
responsve and effective system to meet the complex and unique needs of this population.

L 4 Share best practices. States and communities benefit from sharing experiences in developing
effective drategies for organizing and funding services and supports (e.g., program models,
effective practices) for persons who are mentally ill and homeless or &t risk of homelessness. The
Substance Abuse and Menta Health Services Adminigration (SAMHSA) and itscenters should
continue thair support of and expand current effortsto provide technica ass stanceindisseminging
best and promising practices to the field.

2 Improve data and program planning: Technica assstance should be made available to sates
to hdp themaccurately and consistently estimate the number of individuas who are mentdly ill and
homelessor at risk of homedessnessin thelr states. Program planning efforts at the locd, stateand
national levelswould be better informed as aresult.
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Appendix

Pogition Statement of the National Association of State Mental Health Program
Directors on Housing and Supports for People with Psychiatric Disabilities
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National Association of State Mental Health Program Directors

POSITION STATEMENT ON HOUSING AND SUPPORTS
FOR PEOPLE WITH PSYCHIATRIC DISABILITIES

The purpose of this position satement isto provide aframework to State Mental Hedlth Agencies
(SMHAS) to guide their housing policies and activities.

Housing Options

It should be possible for al people with psychiatric disahilities to have the optionto live in decent, stable,
affordable and safe housing that reflects consumer choice and available resources. These are settings that
maximize opportunities for participation in the life of the community and promote self-care, wellness and
citizenship. Housing options should not require time limits for moving to another housing option. People
should not be required to change living Stuations or lose their place of residence if they are hospitdized.
People should choose their housing arrangements from among those living environments available to the
genera public. Statementa hedlth authoritieshave the obligation to exerciseleadership inthehousing area,
addressing housng and support needs and expanding affordable housing stock. This is a respongbility
shared with consumers and one that requires coordinationand negotiationof mutud roles of mental hedlth
authorities, public assstance and housing authorities, and the private sector.

Provision of Services

Necessary supports, including case management, on-site crigs interventions, and rehabilitation services,
should be available at gppropriate levels and for as long as needed by persons with psychiaric disabilities
regardless of their choices of living arrangements. Services should be flexible, individudized and promote
respect and dignity. Advocacy, community education and resource development should be continuous.
Adoption

Adoption of this position statement empowers the NASMHPD President’s Task Force on Housing for
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Persons with Psychiatric Disabilities to aggressvely address the following:

¢ the need for State Mentad Hedth Agencies to be provided with state-of-the-art resource
materids/toolkits to hdp guide ther efforts in developing housing for persons with psychiatric
disabilities,

¢ the need to advise the Board of Directors and NASMHPD membership of the short- and long-term
Srategies necessary to respond to decreasing federa resources for affordable housing and federd
policies which impede access to housing by people with psychiatric disgbilities;

¢ theneedto advisethe Board of Directorsand NA SMHPD membership of the partnershipswhichcan
be formed with key nationd and state stakehol dersto facilitate the development of affordable housing
throughout the nation.

The Task Force will report to the Board of Directors and to the membership at large on a quarterly basis.
Membership of the President’ s Task ForceonHousingfor PersonswithPsychiatric Disabilitiesshdl consst
of persons appointed by the President.

Originally adopted by the NASMHPD Member ship—December, 1987;
Revised and adopted by the NASMHPD Membershipp—July, 1996
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